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PREFACE 
 

The Taluka Health Officer is the bridge between District health Officer (DHO) and PHC medical 

Officer (MO). The Taluka Health Officer will remain in Charge of the curative, preventive and promotive Health 

services to the people of the entire Block area. In discharging the above-noted function he/she will have to 

carry various duties like: 1. Health Administration i.e. to discharge administrative function in arranging total 

health care to the population of the Block, to render proper monitoring and effective supervision over all 

aspects of Health services of the Block, to render supervising visit to the new PHC/SHC, other Health 

Institutions in the Block area and Sub-centres, to manage manpower, material support and fiscal aspects 

involved in his administrative jurisdiction, to maintain optimum rapport with the collateral administrative bodies, 

Community Organizations, Vol. Organizations and the People's representatives, to build up effective public 

relations. 2. Medical Care Service i.e. to arrange proper running of the indoor/OPD services in the Block-level 

PHC and advice M.O., PHC/SC accordingly for proper running of the same therein, to effectively deploy the 

services of the staff in the indoor and OPD, to supervise the services of other MOs in the PHC services, to 

maintain records and registers on the Medical Care Services. 3. Out-break Control and Environmental 

Sanitation, 4. Health Programmes i.e. to organize and supervise the activities under various national health 

programmes. 

In this module we have tried to cover all the topics. This module will help them to know their jobs 

in detail and help them to work more efficiently. This book was formulated by written contributions from many 

of the experts in the respective specialties. This book is mainly meant to be used by the taluka health officer at 

the block level.  

This module is humble effort in the required direction and is expected to cater knowledge, skills 

and expertise necessary for day-to-day functioning of health centres and practical solutions to routine problems 

faced by the THO. Care has been taken to describe even the finer details of common difficulties and prescribe 

remedies based on the feedback of working staff, bureau chiefs and even the retired officers from the 

department. 

We hope this Manual will be useful to Taluka Health Officers and it will help in developing their 

professional skills. We also hope that every Taluka Health Officer will read the manual thoroughly and work as 

a successful team-leader inspiring the confidence of the team members, local people and their representatives 

thereby ensuring peoples fullest co-operation and participation in the health programmes. 

 

 

 

 

                                          Dr. Sanjay Jaiswal 

                 Director 

State Institute Health and Family Welfare, Nagpur. 
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NATIONAL HEALTH POLICY 2017 
 

The National Health Policy of 1983 and the National Health Policy of 2002 have served well in 

guiding the approach for the health sector in the Five-Year Plans. The current context has 

however changed in four major ways. First, the health priorities are changing. Although maternal 

and child mortality have rapidly declined, there is growing burden on account of non-

communicable diseases and some infectious diseases. The second important change is the 

emergence of a robust health care industry estimated to be growing at double digit. The third 

change is the growing incidences of catastrophic expenditure due to health care costs, which 

are presently estimated to be one of the major contributors to poverty. Fourth, a rising economic 

growth enables enhanced fiscal capacity. Therefore, a new health policy responsive to these 

contextual changes is required. 

 

The National Health Policy, 2017 (NHP, 2017) seeks to reach everyone in a comprehensive 

integrated way to move towards wellness.  It aims at achieving universal health coverage and 

delivering quality health care services to all at affordable cost. 

 

Goal 

The policy envisages as its goal the attainment of the highest possible level of health and well-

being for all at all ages, through a preventive and promotive health care orientation in all 

developmental policies, and universal access to good quality health care services without 

anyone having to face financial hardship as a consequence. This would be achieved through 

increasing access, improving quality and lowering the cost of healthcare delivery. 

 

Objectives 

Improve health status through concerted policy action in all sectors and expand preventive, 

promotive, curative, palliative and rehabilitative services provided through the public health 

sector with focus on quality. 

  

Specific Quantitative Goals and Objectives 
 

Health Status and Programme Impact 

1. Life Expectancy and healthy life 

• Increase Life Expectancy at birth from 67.5 to 70 by 2025. 

• Establish regular tracking of Disability Adjusted Life Years (DALY) Index as a measure 

of burden of disease and its trends by major categories by 2022. 

• Reduction of TFR to 2.1 at national and sub-national level by 2025. 

 

2. Mortality by Age and/ or cause 

• Reduce Under Five Mortality to 23 by 2025 and MMR from current levels to 100 by 

2020. 

• Reduce infant mortality rate to 28 by 2019. 

• Reduce neo-natal mortality to 16 and still birth rate to “single digit” by 2025. 

 

3. Reduction of disease prevalence/ incidence 
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• Achieve global target of 2020 which is also termed as target of 90:90:90, for HIV/AIDS 

i.e, - 90% of all people living with HIV know their HIV status, - 90% of all people 

diagnosed with HIV infection receive sustained antiretroviral therapy and 90% of all 

people receiving antiretroviral therapy will have viral suppression. 

• Achieve and maintain elimination status of Leprosy by 2018, Kala-Azar by 2017 and 

Lymphatic Filariasis in endemic pockets by 2017. 

• To achieve and maintain a cure rate of >85% in new sputum positive patients for TB and 

reduce incidence of new cases, to reach elimination status by 2025. 

• To reduce the prevalence of blindness to 0.25/ 1000 by 2025 and disease burden by one 

third from current levels. 

• To reduce premature mortality from cardiovascular diseases, cancer, diabetes or chronic 

respiratory diseases by 25% by 2025. 

Health Systems Performance 

1. Coverage of Health Services 

• Increase utilization of public health facilities by 50% from current levels by 2025. 

• Antenatal care coverage to be sustained above 90% and skilled attendance at birth 

above 90% by 2025. 

• More than 90% of the newborn are fully immunized by one year of age by 2025. 

• Meet need of family planning above 90% at national and sub national level by 2025. 

• 80% of known hypertensive and diabetic individuals at household level maintain 

"controlled disease status" by 2025. 

2. Cross Sectoral goals related to health 

• Relative reduction in prevalence of current tobacco use by 15% by 2020 and 30% by 

2025. 

• Reduction of 40% in prevalence of stunting of under-five children by 2025. 

• Access to safe water and sanitation to all by 2020 (Swachh Bharat Mission). 

• Reduction of occupational injury by half from current levels of 334 per lakh agricultural 

workers by 2020. 

• National/ State level tracking of selected health behaviour. 

 

Health Systems strengthening 

1. Health finance 

• Increase health expenditure by Government as a percentage of GDP from the existing 

1.1 5 % to 2.5 % by 2025. 

• Increase State sector health spending to > 8% of their budget by 2020. 

• Decrease in proportion of households facing catastrophic health expenditure from the 

current levels by 25%, by 2025. 

2. Health Infrastructure and Human Resource 

• Ensure availability of paramedics and doctors as per Indian Public Health Standard 

(IPHS) norm in high priority districts by 2020. 

• Increase community health volunteers to population ratio as per IPHS norm, in high 

priority districts by 2025. 

• Establish primary and secondary care facility as per norm s in high priority districts 

(population as well as time to reach norms) by 2025. 

3. Health Management Information 
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• Ensure district - level electronic database of information on health system components 

by 2020. 

• Strengthen the health surveillance system and establish registries for diseases of public 

health importance by 2020. 

• Establish federated integrated health information architecture, Health Information 

Exchanges and National Health Information Network by 2025. 

 

Policy thrust 

1. Ensuring Adequate Investment - The policy proposes a potentially achievable target of 

raising public health expenditure to 2.5% of the GDP in a time bound manner. 

2. Preventive and Promotive Health - The policy identifies coordinated action on seven 

priority areas for improving the environment for health: 

• The Swachh Bharat Abhiyan 

• Balanced, healthy diets and regular exercises. 

• Addressing tobacco, alcohol and substance abuse 

• Yatri Suraksha – preventing deaths due to rail an d road traffic accidents 

• Nirbhaya Nari – action against gender violence 

• Reduced stress and improved safety in the work place 

• Reducing indoor and outdoor air pollution 

2. Organization of Public Health Care Delivery - The policy proposes seven key policy shifts 

in organizing health care services. 

 

  



 

SUSTAINABLE DEVELOPMENTAL GOLES 

 

What are the Sustainable Development Goals?

The Sustainable Development Goals (SDGs), otherwise known as the Global Goals, are a 

universal call to action to end poverty, protect the planet and ensure that all people enjoy peace 

and prosperity. 

These 17 Goals build on the successes of the

climate change, economic inequality, innovation, sustainable consumption,

among other priorities. The goals are interconnected 

involve tackling issues more commonly associated with another.

The SDGs work in the spirit of partnership and pragmatism to make the right choices now to 

improve life, in a sustainable way, for future generations. They provide clear guidelines and 

targets for all countries to adopt in accordance with their own priorities and the environmental 

challenges of the world at large. The SDGs are an inclusive agenda. T

causes of poverty and unite us together to make a positive change for both people and planet. 

“Poverty eradication is at the heart of the 2030 Agenda, and so is the commitment to leave no

one behind,” UNDP Administrator Achim Steiner sa

to put the whole world on a more prosperous and sustainable development path. In many ways, 

it reflects what UNDP was created for.”

 

What is UNDP's role? 

The SDGs came into effect in January 2016, and they 

funding for the next 15 years. As the lead UN development agency, UNDP is uniquely placed to 

help implement the Goals through our work in some 170 countries and territories.

Our strategic plan focuses on key areas includ

and peacebuilding, climate change and disaster risk, and economic inequality. UNDP provides 

support to governments to integrate the SDGs into their national development plans and 

policies. This work is already underway, as we support many countries in accelerating progress 

already achieved under the Millennium Development Goals.

SUSTAINABLE DEVELOPMENTAL GOLES 
 

What are the Sustainable Development Goals? 

The Sustainable Development Goals (SDGs), otherwise known as the Global Goals, are a 

poverty, protect the planet and ensure that all people enjoy peace 

These 17 Goals build on the successes of the MDGs, while including new are as such as 

climate change, economic inequality, innovation, sustainable consumption, peace

among other priorities. The goals are interconnected – often the key to success on one will 

involve tackling issues more commonly associated with another. 

The SDGs work in the spirit of partnership and pragmatism to make the right choices now to 

ove life, in a sustainable way, for future generations. They provide clear guidelines and 

targets for all countries to adopt in accordance with their own priorities and the environmental 

challenges of the world at large. The SDGs are an inclusive agenda. They tackle the root 

causes of poverty and unite us together to make a positive change for both people and planet. 

“Poverty eradication is at the heart of the 2030 Agenda, and so is the commitment to leave no

one behind,” UNDP Administrator Achim Steiner said. “The Agenda offers a unique opportunity 

to put the whole world on a more prosperous and sustainable development path. In many ways, 

it reflects what UNDP was created for.” 

The SDGs came into effect in January 2016, and they will continue guide UNDP policy and 

funding for the next 15 years. As the lead UN development agency, UNDP is uniquely placed to 

help implement the Goals through our work in some 170 countries and territories.

Our strategic plan focuses on key areas including poverty alleviation, democratic governance 

and peacebuilding, climate change and disaster risk, and economic inequality. UNDP provides 

support to governments to integrate the SDGs into their national development plans and 

underway, as we support many countries in accelerating progress 

already achieved under the Millennium Development Goals. 
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SUSTAINABLE DEVELOPMENTAL GOLES  

 

The Sustainable Development Goals (SDGs), otherwise known as the Global Goals, are a 

poverty, protect the planet and ensure that all people enjoy peace 

MDGs, while including new are as such as 

peace and justice, 

often the key to success on one will 

The SDGs work in the spirit of partnership and pragmatism to make the right choices now to 

ove life, in a sustainable way, for future generations. They provide clear guidelines and 

targets for all countries to adopt in accordance with their own priorities and the environmental 

hey tackle the root 

causes of poverty and unite us together to make a positive change for both people and planet. 

“Poverty eradication is at the heart of the 2030 Agenda, and so is the commitment to leave no-

id. “The Agenda offers a unique opportunity 

to put the whole world on a more prosperous and sustainable development path. In many ways, 

guide UNDP policy and 

funding for the next 15 years. As the lead UN development agency, UNDP is uniquely placed to 

help implement the Goals through our work in some 170 countries and territories. 

ing poverty alleviation, democratic governance 

and peacebuilding, climate change and disaster risk, and economic inequality. UNDP provides 

support to governments to integrate the SDGs into their national development plans and 

underway, as we support many countries in accelerating progress 



 12

Our track record working across multiple goals provides us with a valuable experience and 

proven policy expertise to ensure we all reach the targets set out in the SDGs by 2030. But we 

cannot do this alone. 

Achieving the SDGs requires the partnership of governments, private sector, civil society and 

citizens alike to make sure we leave a better planet for future generations. 

 

PANCHAYATI RAJ INSTITUTION 
Evolution, Features, Composition, Powers, Functions 

Panchayati Raj is a system of rural local self-government in India. It has been 

established in all the states of India by the acts of the state legislature to build democracy at the 

grass root level. It is entrusted with rural development and was constitutionalized through 

the 73rd Constitutional Amendment Act of 1992. 

 

Evolution of Panchayati Raj in India 

Panchayati Raj was not a new concept to India. Indian villages had Panchayats (council 

of five persons) from very ancient time, which were having both executive and judicial powers 

and used to handle various issues (land distribution, tax collection etc.) or disputes arising in the 

village area. 

Gandhiji also held the opinion of empowerment of Panchayats for the development of 

rural areas. Thus, recognizing their importance our Constitution makers included a provision for 

Panchayats in part IV of our constitution (directive principles of state policy). 

Art. 40 confers the responsibility upon State to take steps to organise Village 

Panchayats and endow them with such powers and authority as may be necessary to enable 

them to function as units of self-government. But it does not give guidelines for organising 

village panchayats. 

Thus, its formal organisation and structure was firstly recommended by Balwant 

Rai committee, 1957 (Committee to examine the Community Development Programme,1952). 

The Committee, in its report in November 1957, recommended the establishment of the 

scheme of ‘democratic decentralisation’, which ultimately came to be known as Panchayati Raj. 

It recommended for a three tier system at village, block and district level and it also 

recommended for direct election of village level panchayat. Rajasthan was the first state to 

establish Panchayati Raj at it started from Nagaur district on October 2, 1959. 

After this, Ashok Mehta Committee on Panchayati Raj was appointed in December 1977 and 

in August 1978 submitted its report with various recommendations to revive and strengthen the 

declining Panchayati Raj system in the country. 

Its major recommendation were two tier system of panchayat, regular social audit, 

representation of political parties at all level of panchayat elections, provisions for regular 

election, reservation to SCs/STs in panchayats and a minister for panchayati raj in state council 

of ministers. 

Further, G V K Rao Committee appointed in 1985 again recommended some measures to 

strengthen Panchayati Raj institutions. 

LM Singhvi Committee appointed in 1986 first time recommended for the constitutional 

status of Panchayati Raj institutions and it also suggested for constitutional provisions to ensure 

regular, free and fair elections to the Panchayati Raj Bodies. 
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In response to the recommendations of LM Singhvi committee, a bill was introduced in 

the Lok Sabha by Rajiv Gandhi’s government in July 1989 to constitutionalize Panchayati Raj 

Institutions, but the bill was not passed in Rajya Sabha. 

The V P Singh government also brought a bill, but fall of the government resulted in 

lapse of the bill. After this P V Narashima Rao’s government introduced a bill for this purpose in 

Lok Sabha in September, 1991 and the bill finally emerged as the 73rd Constitutional 

Amendment Act, 1992 and came into force on 24th April, 1993. 

 

Features of 73rd Amendment Act 1992 

The 73rd Amendment to the Constitution enacted in 1992 added a new part-IX to the 

Constitution. It also added a new XI schedule containing list of 29 functional items for Panchyats 

and made statutory provisions for the establishment, empowerment and functioning of 

Panchayati Raj institutions. Some provisions of this amendment are binding on the States, while 

others have been left to be decided by respective State Legislatures at their discretion. The 

salient features of this amendment are as follows: 

1. Organization of Gram Sabhas; 

2. Creation of a three-tier Panchayati Raj Structure at the District (Zila), Block and Village 

levels; 

3. Almost all posts, at all levels to be filled by direct elections; 

4. Minimum age for contesting elections to the Panchayati Raj institutions be twenty one years; 

5. The post of Chairman at the District and Block levels should be filled by indirect 

election; 

6. There should be reservation of seats for Scheduled Castes/ Scheduled Tribes in 

Panchayats, in proportion to their population, and for women in Panchayats up to one-third 

seats; 

7. State Election Commission to be set up in each State to conduct elections to Panchayati 

Raj institutions; 

8. The tenure of Panchayati Raj institutions is five years, if dissolved earlier, fresh elections 

to be held within six months; and 

9. A State Finance Commission is to be set up in each State every five years. 

 

Some of the provisions, which are not binding on the States, but are only guidelines: 

1. Giving representation to the members of the Central and State legislatures in these bodies; 

2. Providing reservation for backward classes; and 

3. The Panchayati Raj institutions should be given financial powers in relation to taxes, levy 

fees etc. and efforts shall be made to make Panchayats autonomous bodies. 

Composition of Panchayats 

The Panchayati Raj system, as established in accordance with the 73rd Amendment, is 

a three- tier structure based on direct elections at all the three tiers: village, intermediate and 

district.Exemption from the intermediate tier is given to the small States having less than 20. 

Exemption from the intermediate tier is given to the small States having less than 20 

lakhs population. It means that they have freedom not to have the middle level of panchayat. 

All members in a panchayat are directly elected. However, if a State so decides, members of 

the State Legislature and Parliament may also be represented in a district and middle-level 

panchayats. 
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The middle-level panchayats are generally known as Panchayat Samitis. Provisions 

have been made for the inclusion of the chairpersons of the village panchayats in the block and 

district level panchayats. 

The provision regarding reservation of seats for Scheduled Castes/Scheduled Tribes 

has already been mentioned earlier. However it should also be noted here that one-third of total 

seats are reserved for women, and one-third for women out of the Quota fixed for Scheduled 

Castes/Tribes. 

 

Reservation is also provided for offices of Chairpersons. The reserved seats are allotted by 

rotation to different constituencies in a panchayat area. State Legislatures can provide for 

further reservation for other backward classes (OBC) in panchayats. 

 

Term of a Panchayat 

The Amendment provides for the continuous existence of Panchayats. The normal term 

of a Panchayat is five years. If a Panchayat is dissolved earlier, elections are held within six 

months. There is a provision for State Election Commission, for superintendence, direction, and 

control of the preparation of electoral rolls and conduct of elections to Panchayats. 

 

Powers and Responsibilities of Panchayats 

State Legislatures may endow Panchayats with such powers and authority as may be 

necessary to enable the Panchayats to become institutions of self-government at the grassroots 

level. 

Responsibility may be given to them to prepare plans for economic development and 

social justice. Schemes of economic development and social justice with regard to 29 important 

matters mentioned in XI schedule such as agriculture, primary and secondary education, health 

and sanitation, drinking water, rural housing, the welfare of weaker sections, social forestry and 

so forth may be made by them. 

 

Three-tier Structure of Panchayati Raj 

Panchayat Samiti 

The second or middle tier of the Panchayati Raj is Panchayat Samiti, which provides a 

link between Gram Panchayat and a Zila Parishad. 

The strength of a Panchayat Samiti also depends on the population in a Samiti area. In 

Panchayat Samiti, some members are directly elected.Sarpanchs of Gram Panchayats 

 

Sarpanchs of Gram Panchayats are ex-officio members of Panchayat Samitis.  

However, all the Sarpanchs of Gram Panchayats are not members of Panchayat Samitis 

at the same time. 

The number varies from State to State and is rotated annually. It means that only 

chairpersons of some Gram Panchayats in a Samiti area are members of Panchayat Samiti at a 

time. 

In some panchayats, members of Legislative Assemblies and Legislative Councils, as 

well as members of Parliament who belong to the Samiti area, are co-opted as its members.  

Chairpersons of Panchayat Samitis are, elected indirectly- by and from amongst 

the elected members thereof. 
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Zila Parishad 

Zila Parishad or district Panchayat is the uppermost tier of the Panchayati Raj system. 

This institution has some directly elected members whose number differs from State to 

State as it is also based on population. Chairpersons of Panchayat Samitis are ex-officio 

members of Zila Parishads. 

Members of Parliament, Legislative Assemblies and Councils belonging to the 

districts are also nominated members of Zila Parishads. 

The chairperson of a Zila Parishad, called Adhyaksha or President is elected indirectly- 

by and from amongst the elected members thereof. The vice-chairperson is also elected 

similarly.Zila Parishad meetings are conducted once a month. Special meetings can also be 

convened to discuss special matters. Subject committees are also formed. 

Zila Parishad meetings are conducted once a month. Special meetings can also be 

convened to discuss special matters. Subject committees are also formed. 

 

Functions of Panchayat 

All Panchayati Raj Institutions perform such functions as are specified in state laws 

relating to panchayati raj. Some States distinguish between obligatory (compulsory) and 

optional functions of Gram Panchayats while other States do not make this distinction. 

• The civic functions relating to sanitation, cleaning of public roads, minor irrigation,  public 

toilets and lavatories, primary health care, vaccination, the supply of drinking water, 

constructing public wells, rural electrification, social health and primary and adult 

education, etc. are obligatory functions of village panchayats. 

 

• The optional functions depend on the resources of the panchayats. They may or may not 

perform such functions as tree plantation on roadsides, setting up of breeding centers for 

cattle, organizing child and maternity welfare, promotion of agriculture, etc. 

 

• After the 73rd Amendment, the scope of functions of Gram Panchayat was 

widened. Such important functions like preparation of annual development plan of 

panchayat area, annual budget, relief in natural calamities, removal of encroachment on 

public lands and implementation and monitoring of poverty alleviation programmes are 

now expected to be performed by panchayats. 

 

• Selection of beneficiaries through Gram Sabhas, public distribution system, non-

conventional energy source, improved Chullahs, biogas plants have also been given to 

Gram Panchayats in some states. 

 

Functions of Panchayat Samiti 

• Panchayat Samitis are at the hub of developmental activities. 

• They are headed by Block Development Officers (B.D.Os). 

• Some functions are entrusted to them like agriculture, land improvement, watershed 

development, social and farm forestry, technical and vocational education, etc. 

• The second type of functions relates to the implementation of some specific plans, 

schemes or programmes to which funds are earmarked. It means that a Panchayat 

Samiti has to spend money only on that specific project. The choice of location or 

beneficiaries is, however, available to the Panchayat Samiti. 
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Functions of Zila Parishad 

• Zila Parishad links Panchayat Samitis within the district. 

• It coordinates their activities and supervises their functioning. 

• It prepares district plans and integrates Samiti plans into district plans for submission to 

the State Government. 

• Zila Parishad looks after development works in the entire district. 

• It undertakes schemes to improve agricultural production, exploit ground water 

resources, extend rural electrification and distribution and initiate employment 

generating activities, construct roads and other public works. 

• It also performs welfare functions like relief during natural calamities and scarcity, the 

establishment of orphanages and poor homes, night shelters, the welfare of women and 

children, etc. 

• In addition, Zila Parishads perform functions entrusted to them under the Central and 

State Government sponsored programmes. For example, Jawahar Rozgar Yojna is a 

big centrally sponsored scheme for which money is directly given to the districts to 

undertake employment-generating activities. 
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DUTIES /  JOB RESPONSIBILITIES AND POWERS OF 
THO 

    
rkyqdk vkjksX; vf/kdk`;kaP;k use.kwdhlkBhps fud"k&rkyqdk vkjksX; vf/kdk`;kaP;k use.kwdhlkBhps fud"k&rkyqdk vkjksX; vf/kdk`;kaP;k use.kwdhlkBhps fud"k&rkyqdk vkjksX; vf/kdk`;kaP;k use.kwdhlkBhps fud"k&    

1) oS|fd; vf/kdk`;kl R;kP;k drZO;kP;k vuq"kaxkus djkO;k ykx.kk`;k fiQjrheqGs rkyqdk vkjksX; 
vf/kdk`;kP;k tckcnk`;k ikj ikM.;kr vMp.kh ;s.kkj ukghr- rkyqdk vkjksX; vf/kdk`;kph 
vfrfjDr tckcnkjh isyrkauk R;kaP;k eqG dk;ZHkkjkP;k vuq"kaxkus R;kauk lksifo.;kr vkysys 
mn@fn"V iw.kZ djkos ykxsy- 
 

2) rkyqdk vkjksX; vf/kdkjh inkaoj fu;qDrh djrkauk egkjk"V! yksdlsok vk;ksx iqjLd=r mesnokj 
o ts"Brkdze ;k nksUgh ckchauk ilarhdze ns.;kr ;kok rFkkfi] ;k lanHkkZrhy varhe fu.kZ; eq[; 
dk;Zdkjh vf/kdkjh ;kapk jkghy- 

 

rkyqdk vkjksX; vf/kdkjh dk;kZy;kph jpuk%&rkyqdk vkjksX; vf/kdkjh dk;kZy;kph jpuk%&rkyqdk vkjksX; vf/kdkjh dk;kZy;kph jpuk%&rkyqdk vkjksX; vf/kdkjh dk;kZy;kph jpuk%&    
1) rkyqdk vkjksX; vf/kdk`;kauk iapk;r lferhe/khy foLrkj vf/kdkjh (vkjksX;) gs lgk:;d 

Eg.kwu dke djrhy- R;kaP;k vf/kiR;k[kkyh ,d vkjksX; lgk:;d] vkjksX; lsod o da_kkVh 
i/nrhoj ys[kkiky] MsVk ,UV!h vkWijsVj o oxZ&4 pk ,d deZpkjh miyC/k djQu ns.;kr 
;srhy- dk;kZy;kr vlysY;k deZpk`;kae/kwu miyC/k u >kkY;kl jk"V!h; xzkeh.k vkjksx; 
vfHk;kukarxZr da_kkVh i/nrhus deZpkjh miyC/k djQu ns.;kr ;srhy- 
 

2) rkyqdk vkjksX; vf/kdk`;kaps eq[;ky; rkyqD;kP;k fBdk.kh vlysY;k iapk;r lferhP;k 
dk;kZy;kr fdaok vkjksX; [kkR;kP;k bekjrhe/;s jkfgy- rkyqdk vkjksX; vf/kdkjh gs ftYgk 
vkjksX; vf/kdkjh ;kaps vf/kuLr dke ikgrhy o xV fodkl vf/kdkjh ;kaP;klkscr lrr 
leUo; Bsorhy- 

 

rkyqdk vkjksX; vf/kdk`;kaps iz'kkldh;] rkaf_kd vf/kdkj o drZO;s%&rkyqdk vkjksX; vf/kdk`;kaps iz'kkldh;] rkaf_kd vf/kdkj o drZO;s%&rkyqdk vkjksX; vf/kdk`;kaps iz'kkldh;] rkaf_kd vf/kdkj o drZO;s%&rkyqdk vkjksX; vf/kdk`;kaps iz'kkldh;] rkaf_kd vf/kdkj o drZO;s%&    
1) rkyqdk vkjksX; vf/kdkjh gs R;k rkyqD;kps lkoZtfud vkjksX; foHkkxkps rkyqdk izeq[k Eg.kwu 

dke ikgrhy- 
2) rkyqdk vkjksX; vf/kdkjh gs ftYgk vkjksX; vf/kdkjh o rkyqD;krhy izkFkfed vkjksx; 

dsanz$midsanz$xzkeh.k jQX.kky;$miftYgk jQX.kky;$uxjikfydk jQX.kky;$ nok[kkus ;k e/khy nqok 
Eg.kwu dke djrhy- 

3) fofo/k Lo;alsoh la?kVuka'kh ns[khy leUo; lk/krhy- 
4) vkjksX; lsos varxZr dk;kZfUor vl.kk`;k fofo/k ;kstukaP;k mnk-jk"V!h; xzkeh.k vkjksX; 

vfHk;ku] vkj-lh-,p- dk;Zdze bR;knh ;'kLoh vaeyctko.khlkBh R;kaP;k vf/kuLr vlysys 
izkFkfed vkjksX; dsanz o loZ laca/khrka'kh leUo; lk/kwu R;kaP;k lgdk;kZus ;k ;kstukaph 
mn@fn"V;s iw.kZ djrhy- 

5) vkf.kck.khP;k izlaxh (lkFkjksx] uSlxhZd vkiRrh b-) osGh vko';d mik;;kstuk $ izfrca/kkRed 
dk;Zokgh dj.;klkBh vkjksX; lsosps fu;kstu djQu R;kph vaeyctko.kh o lfu;a_k.k dj.ks o 
v'kkosGh xjtsuqjQi ,d rs nksu vkBoM;ki;Zar vkjksX; lsosrhy vf/kdkjh$deZpkjh ;kauk 
izfrfu;qDrhoj Bsowu dke djowu ?ks.;kps vf/kdkj vlrhy- v'kh izfrfu;qDrh dsY;kl R;kauh 
rkRdkG ftYgk vkjksX; vf/kdkjh ;kauk dk;ksZRrj ekU;rslkbh dGowu fjrlj ekU;rk ?ks.ks 
ca/kudkjd jkghy- rkyqdk vkjksX; vf/kdkjh ;kauh vls dkekps vkns'k dk<Y;kuarj R;k 
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vkns'kkaps ikyu dj.;kph tckcnkjh laca/khr oS|dh; vf/kdkjh vkf.k vkjksX; deZpkjh ;kaph 
jkghy- 

6) rkyqdk vkjksX; vf/kdk`;kaps xksifu; vgoky ftYgk vkjksX; vf/kdk`;kauh fygkosr- eq[; 
dk;Zdkjh vf/kdkjh gs iqufoZyksdu vf/kdkjh vlrhy- 

7) rkyqdk vkjksX; vf/kdkjh R;kaP;k vf/kiR;k[kkyhy izkFkfed vkjksX; dsanzkph oS|dh; 
vf/kdk`;kaP;k dkekckcrpk okf"kZd vgoky ftYgk vkjksX; vf/kdkjh ;kauk lknj djrhy- lnj 
vgoky gk xksiuh; vgokykpk Hkkx ulyk rjh lacaf/kr os|dh; vf/kdk`;kaps xksiuh; vgoky 
fyghrkuk ftYgk vkjksX; vf/kdk`;kauh ;kckcrph uksan ?ks.ks vko';d jkghy- 

8) rkyqdk vkjksX; vf/kdkjh izkFkfed vkjksX; dasnz$ midsanzkauk vko';drsuqlkj HksVh nsowu vkjksX; 
dk;Zdzekaph rikl.kh djrhy vkf.k vgoky ftYgk vkjksX; vf/kdk`;kdMs lknj djrhy- 
o"kZHkjkr loZ izk-vk-dsanzkph nksu osGk laiw.kZ rikl.kh o 50 VDds midsanzkph rikl.kh dj.ks 
ca/kdkjd jkghy- oS|dh; vf/kdkjh] izk-vk-dsanz ;kauh R;kaP:k vf/kuLr midsanzkph 100 VDds 
rikl.kh izR;sd 9 efgU;krwu ,d osG dj.ks ca/kudkjd jkghy- fud"kkizek.ks rikl.kh gksr vkgs 
fdaok dls ;kckcr lafu;a_k.k dj.;kps vf/kdkj rkyqdk vkjksX; vf/kdkjh ;kauk vlrhy- 
chV$izk-vk-dsanz lHkkauk ekxZn'kZu dj.;kph tckcnkjh rkyqdk vkjksX; vf/kdk`;kph jkghy- 
efgU;krwu fdeku nksu chVe/khy lHkkauk gtj jkgwu vk<kok ?ks.ks rlsp ekxZn'kZu dj.ks 
ca/kudkjd jkghy- 

9) rkyqdk vkjksX; vf/kdk`;kauh izR;sd efgU;kr ,dnk oS|dh; vf/kdk`;kaph vkf.k vkjksX; 
deZpk`;kph vk<kok cSBd vk;ksftr djQu vko';d ,df_kr ladyhr djQu rh ftYgk vkjksX; 
vf/kdk`;kdMs ikBfo.ks vko';d jkghy- 

10) rkyqdk vkjksX; vf/kdkjh gs R;kaP;k dk;Z{ks_kkrhy loZ vf/kdkjh o deZpkjh ;kaP;k uSeRrhd 
jtsckcrP;k vtkZoj fu.kZ; ?ks.;kl o brj jtsckcrP;k vtkZoj f'kiQkjl dj.;kl l{ke 
vlrhy- jtk eatwjhlanHkkZr fu.kZ; ?ks.;klkBh l{ke vf/kdkjh rkyqdk vkjksX; vf/kdk`;kaP;k 
f'kiQkj'kh y{kkr ?ksmQup fu.kZ; ?ksrhy- 

11) rkyqD;krhy loZ vkjksX; laLFkkarhy oS|dh; vf/kdkjh ;kapk laHkkO; fiQjrh dk;Zdze o ekfld 
nSuafnU;kckcr f'kiQkjl rlsp vfHkizk; ns.;kpk vf/kdkj rkyqdk vkjksX; vf/kdk`;kapk vlsy o 
gs vfHkizk; y{kkr ?ksmQup ftYgk vkjksX; vf/kdkjh R;k eatwj djrhy- 

12) rkyqdk vkjksX; vf/kdkjh dqiksf"kr ckydkaph vkjksX; rikl.kh$vkjksX; funku vkf.k 
mipkjklkBh rkyqD;krhy uftdP;k$ lks;hP;k xzkeh.k jQX.kky;krhy ckyjksx rKak'kh laidZ 
lk/kwu jksxfunku vkf.k mipkjkckcr vko';d rh dk;Zokgh djkoh- v'kk ckydkaph ukos xzkeh.k 
jQX.kky;kps vf/k{kd vkf.k rkyqdk vkjksX; vf/kdkjh ;kauh la;qDri.ks ftYgk 'kY;fpfdRld 
vkf.k ftYgk vkjksX; vf/kdk`;kdMs izR;sd efgU;kr lknj djkohr- 

13) rkyqdk vkjksX; vf/kdkjh gs rkyqD;krhy ANM, MPW, LHV ;kauk jDrnkc o fgeksXykschu 
bR;knh ckchaph rikl.kh djrk ;srs fdaok ukgh ;kckcr [kk_kh djrhy- rlsp R;kauk R;kckcr 
vko';d rs izf'k{k.k ns.;kph tckcnkjh rkyqdk vkjksX; vf/kdk`;kaph jkghy- 

14) lkFk o brj vkiRdkyhu ifjfLFkrhr fu;a_k.k d{k rkyqdkLrjkoj LFkkiu dj.ks] nSuafnu vgoky 
,df_kr djQu ikBfo.ks gh tckcnkjh rkyqdk vkjksX; vf/kdk`;kph vlsy- 

15) jQX.k dY;k.k lfeR;kaP;k cSBdhl mifLFkr jkgwu ;k cSBdhe/;s >kkysY;k fu.kZ;kaph ;ksX; izdkjs 
vaeyctko.kh dj.;kph tckcnkjh rkyqdk vkjksX; vf/kdk`;kph vlsy- 

 

rkyqdk vkjksX; vf/kdk`;kaps vkfFkZd vf/kdkj%&rkyqdk vkjksX; vf/kdk`;kaps vkfFkZd vf/kdkj%&rkyqdk vkjksX; vf/kdk`;kaps vkfFkZd vf/kdkj%&rkyqdk vkjksX; vf/kdk`;kaps vkfFkZd vf/kdkj%&    
rkyqdk vkjksX; vf/kdk`;kauk R;kaP;k okgukP;k nqjQLrh o ba/kuklkBh vko';d rh rjrwn ftYgk 

vkjksX; vf/kdk`;kauh ftYgkLrjkojhy fu/khrwu miyC/k djQu |koh] ts.ksdjQu R;kauk rkyqD;krhy 
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fiQjrh dj.ks] ftYgkLrjkojhy cSBdkauk mifLFkr jkg.ks vkf.k brj vuq"kafxd dkes dj.;kl vMp.k 
;s.kkj ukgh- 
 milapkyd vkjksX; lsok eaMG gs njegk foHkkxh; vk;qDrkaP;k lYY;kus o R;kaP;k 
ekxZn'kZuk[kkyh rkyqdk vkjksX; vf/kdk`;kaP;k dkekpk foHkkxh; Lrjkoj vk<kok ?ksrhy- rlsp eq[; 
dk;Zdkjh vf/kdkjh ;kaP;k lYY;kus ftYg;krhy loZ oS|dh; vf/kdkjh ;kapk efgU;krwu ,d osG 
vk<kok ?ks.;kph tckcnkjh milapkyd vkjksX; lsok ;kaph vlsy o gk R;kaP;k drZO;kpk Hkkx vlsy- 
 egkjk"V! ftYgk ifj"kn vkf.k iapk;r lferh vf/kfu;e 1961 ps dye 95 vUo;s eq[; 
dk;Zdkjh vf/kdkjh gs ojhy 'kklu fu.kZ;kO;frfjDr brj tckcnkjh lksifo.;klkBhps vf/kdkj rkyqdk 
vkjksX; vf/kdk`;kaP;k l{kersuqlkj fodsanzhr djrhy- 

rkyqdk vkjksX; vf/kdkjh gs iapk;r lferhP;k vf/kuLr jkgwu ojhy ckchaph loZ dkes ikj 
ikMrhy o rs iapk;r lferhl  tckcnkj jkgrhy- loZ vkjksX; fo"k;d dk;ZdzekaP;k 
vaeyctko.khe/;s  iapk;r jkT; O;oLFkspk vf/kdkj lgHkkx feGfo.;klkBh rkyqdk vkjksX; vf/kdkjh 
iz;Ru'khy jkgrhy- 
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Motivation And Leaderships Skills of THO 
  

Leadership as a personal quality and as an organizational function consists of different entities. 

As a personal characteristic it enables an individual to assume leadership. Certain qualities and 

characteristics that some individuals have, which may be either inborn or achieved, make them 

leaders of men. In the latter case, leadership inan organization is to be considered as a 

positional characteristic wherein the distributionof decision-making process and patterns of 

authority make an individual a leader of men. The process of leadership involves influencing the 

behavior of an individual or a group.It is the art of getting other people to follow you and to 

willingly do things that youwant them to do." Leadership is the ability to influence the activities of 

an individual or a group, inspire and motivate them, develop confidence in them, support to 

achieve goals and finally raise performance. 

 

Leadership is defined as “The process whereby one individual influences other group 

members towards the attainment of defined group or organizational goals.”  

 

This process is essential in an organization for achieving the organizational objectives. It is 

possible to identify leaders in organizations by the results which they produce and which can be 

appreciated. They may be associated with a high output and good performance in both 

quantitative and qualitative terms of the team, which they lead. The morale of the team led is of 

a high level with a commitment to achievement of goals, both personal and organizational, 

which correspond, and a high level of motivation. The team works in a spirit of co-operation and 

conflict may occur because of difference of opinion regarding the best way to further the 

achievements. Some people are born leaders and possess forceful personalities, are dominant 

in-groups, enthuse others and are able to persuade others into accepting their suggestions. But 

the interest is in knowing if it is possible by purposeful attempts to cultivate habits, develop 

behavioural patterns and learn to be leaders. The technical skills and the human relation skills 

can be developed by purposeful effort. Some learn it by trial and error and become proficient 

with experience. They try to cultivate and develop their potential capabilities to maximum 

advantage by a conscious effort. A study of profiles of leaders, dominant personality traits and 

ways of achieving leadership becomes an interesting exercise. Numerous studies of the 

common traits of leaders with reference to physical, social and intellectual characteristics have 

brought out interesting results. They indicate that leaders are brighter, better adjusted 

psychologically, have better judgement and like to have more social interactions. They have 

ability to command and to listen. They have strong desire to achieve a sense of mission, self-

confidence and belief in their capacity to lead. They are enthusiastic, emotionally stable and 

energetic. Finally it has also to be conceded that there are examples of excellent leaders who 

lack in many of these traits and yet have been effective. 

 

The leadership is a function of three factors: 

The leader himself 

The group members, and 

The situations or conditions 

 

Leader’s Power: The leader’s influence over his or her followers is derived from various 

sources of power. The important sources of power of the leader, power enhancer, include: 
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• Reward Power (Objective reward system): Reward power refers to offering monetary 

or non-monetary rewards by the leader to his followers. This reward should always be 

based on objective evaluation with an impartial intention. The rewards may include 

salary hike, promotions, transfers, providing fringe benefit or even praise, recognition, 

freedom, empowerment, genuine autonomy etc. 

 

• Coercive Power (Rules and procedures): Coercive power is the ability or the capacity 

of the leader to coerce or punish his/her followers for carrying out the assigned tasks. 

This coercive power includes deferring promotion, salary reduction, demotion, transfer or 

retrenchment etc. 

 

• Legitimate Power (Task clarity and satisfaction, feedback system, organizational 

structure, strong and self-governing team): The job of the leader gives right to the 

leader regarding issuing orders, work assignment, delegation of authority and 

responsibility to his/her subordinates in order to get the work done. 

 

• Expert Power (Competence building): The subordinates except the leader as a source 

of knowledge and skills in carrying-out their duties. They also except timely and 

continuous support from their leader in the form of offering expertise that they do not 

have. 

 

• Referent Power (Professionalism, spatial distance): The leader should be 

resourceful in terms of knowledge and skills. He/she should be capable of identifying 

who should be rewarded and discriminate the followers who avoid work and use his 

coercive power. Subordinate should like his/her extraordinary characters, abilities, 

qualities and skills in the leader and see him/her as their role model. 

 

Leadership Style: 

• Autocratic Style (Dictatorial Leadership): Authoritarian in attitude/gets the work done 

through fear. Expects subordinate to do what they are asked to do without asking any 

question, leads through domination and drive. Followers have no say in decision making 

or in implementation. 

 

• Laissez-faire style (Free-rein Leadership): These leaders mostly avoid authority and 

responsibility and delegates all power and responsibilities. 

 

• Democratic Style (Participative Style): Decentralize authority and encourage 

subordinates to take part in the process of decision making, implementation and usually 

takes decision in consultation with the subordinate, takes their suggestions. 

 

Styles of effective leadership may be quite different. Some are authoritarian and do 

issuing direct orders do things. They are likely to have problems of morale and do not promote 

initiative. Some are democratic and involve followers in decision-making. But this process 

requisite time. It also assumes that followers have the requisite knowledge and skill to 

participate in decision-making. This may not be always true. Some leaders project themselves 
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in a low profile, present what is, to be accomplished and leave it to the followers to find ways of 

achieving objectives. This style is suitable for professionals and intellectuals but may produce 

chaos if followers are not capable. 

Obviously there cannot be only one or ideal style of leadership. A lot would depend 

upon the characteristics of the followers as well as the situation. What is effective in one set of 

circumstances may not be effective or appropriate in another set. A professor of public health 

who with his mild manners is able to talk to a group of health officers and sway their opinions, 

making them agree to his line of thinking may be totally ineffective as a leader of health 

inspectors or workers. People in the lower category of hierarchy may be better led by one who 

issues clear-cut, unambiguous and direct orders. Leaders of thinkers may not be able to 

impress and be effective as leaders of "doers". The style of leadership will have to be suitable to 

the leader's personality also. It is difficult to put on airs and lead continuously. The basic style of 

behaviour will invariably be manifested. 

 

How to be a good leader 

There cannot be an infallible success formula for developing as a leader. However, 

some practical observations may be helpful. A sincere desire to understand people who work 

with him, sympathy for them and honest desire to help them is helpful. Taking care of their 

welfare, and fair, impartial and consistent treatment is appreciated. A leader must be predictable 

and consistent. A good leader must also be a good follower. A Taluka Health officer may be a 

team leader and learn to do a good job of leading but he must also be a good follower of his 

own leader. Respect is mutual; if one respects others, upholds their dignity and does not hurt 

their ego, it will be reciprocated. How an individual talks of and talks to his boss will also 

influence his subordinate's opinion of himself. Being loyal to followers and being loyal to one’s 

superior win loyalty. A free and frank approach and communication is necessary. It is a good 

policy to admit mistakes and ignorance, for it is a sign of strength to admit not knowing all 

answers. A leader lets others take credit when it is their due. He is not vain or selfish.  

In the long run the subordinates will develop respect for qualities. The courage, ability 

and decisiveness will impress others. It may be necessary to make demands firmly but they can 

be made quietly and with decorum. It is possible to developthe state of morale in the 

organization in which one does not have to shout to be heard and obeyed. A leader does not 

necessarily have to be popular. A superior may be friendly and popular but he may not 

necessarily inspire confidence and respect for himself or be a leader.  

A leader does not make false promises for he knows that he cannot fool all the people 

for all the time. Loss of credibility is loss of leadership. 

 

Formal training in leadership 

In the last two decades, training programmes for managerial development, including 

leadership training, have become quite fashionable and popular. The beneficial effects of 

training for leadership, however, seem to be doubtful. Evaluation of training programmes for 

leadership training, by comparing the performance of those who have undergone such training 

with those who have not undergone any training, hasbeen done. Such studies have not 

revealed any superior performance of those who were trained. Although some of these studies 

attract certain methodological criticism, thereby casting a doubt on validity of results, well-

planned studies have also given similar results. An awareness of the concepts of leadership, of 

what should or should not be done and a self-motivation to give a better performance in this 

regard, is expected to have some desirable benefit. Even if it is accepted that formal leadership 
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training courses have not produced measurable changes, subjective experience indicates that 

an individual motivated to learn the skills of management does show a better awareness of the 

principles and practices them in his life. 

 

Leadership Skills (Qualities of Leadership): 

• Personal Skills: Developing self-awareness, determining values and priorities, 

decisiveness (ability to make decision), unerring judgment, identifying cognitive style 
 

• Responsibility: Using the rational and creative approach, fostering innovation in others, 

readiness to admit his/her limitations and errors 
 

• Emotional stability: Managing stress, coping with stressors 
 

• Obtain desired results: Assessing attitude towards changes, managing time, 

delegating, solving problems creatively 
 

• Motivational skill: Diagnosing poor performance, inspiring, lifting a man’s vision, ability 

to energies his/her group, ability to guide, conduct, direct his/her team, creating a 

motivating environment, rewarding accomplishments 
 

• Conflict management: Knowledge of human relation, diagnosing the conflicts, finding 

causes, developing and selecting the best strategies, resolving the confrontations 
 

• Communication skill: Good listener, informing and listening, coaching and counseling 
 

• Technical competence: Gaining power, exercise influence, empowering others, self-

confidence etc. 
 

• Interpersonal skills: Giving due respect to subordinates, clarity of vision, participative 

management skill 
 

• Good public relation 
 

• Media Management 
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JOB RESPONSIBILITIES OF OTHER HEALTH STAFF  
 

Duties of Medical Officer 
If there is more than one Medical Officer, the senior most will be in charge of the PHC 

and will be fully responsible for theadministration. The area of the Centre should be divided 

amongst themselves on a sub-center / geographical basis, and each willbe responsible for all 

the activities under the national and local health and family welfare programmes, and health 

development. 

 

1) Medical or Curative Work- 

• To organize and manage the dispensary, outpatient clinic, indoor beds, and allot duties 

to other staff to ensure smoothrunning of the PHC in all its functions and purposes.  

• To arrange suitably for distribution of work in the treatment of emergency cases which 

come outside the usual hours of the O.P.D. 

• To organize and develop laboratory services for diagnostic and follow-up purposes. 

• To organize and arrange out-reach services for treatment of minor ailments and injuries 

at community level in the villagesand hamlets, sub-centres and PHC through the 

Community Health Officer, Health Workers, Health Assistants, and others. 

• To attend to the cases referred by paramedical and auxiliary staff of the PHC, and the 

HGs/CHWs, dais, teachers, etc. 

• To examine and screen patients who need specialized medical or surgical attention, 

including dental and nursing care, andrefer them in time to appropriate hospital / 

institution. 

• To train and guide all his staff, health guides, community health workers, dais, school 

teachers, etc., in the treatment ofminor ailments and injuries, and first-aid. 

• To co-operate and co-ordinate with other institutions and organizations, private 

practitioners etc., who provide medical andhealth care services in his area. 

• To visit each sub-centre in his area. Frequency of Medical Officer’s visits at the 

subcentre: Every subcentre to be visited atleast once every month. If two Medical 

Officers are posted, the subcentres should be divided amongst the two. If only 

oneMedical Officer is posted, he should visit the subcenter in the afternoon. PHC vehicle 

or public transport are used for thevisit. A board indicating the day and time of the visit to 

be displayed at the subcentre. Subcentre staff are expected to stayat the headquarters 

on the day of the Medical Officer’s visit.  

 

The following activities are to be performed during the visit: 

• Meeting the Sarpanch, members of the village panchayat and functionaires of the other 

departments. 

• Conducting OPD. 

• Examination and IEC activities in the Ashram schools. 

• Supervision 

• Examination of TB and Leprosy patients. 

• Motivating resistant couples for Family Planning 

• Visit to the Village Panchayat for assessing the registration of vital events. 
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• Visit to the anganwadi for guidance and examination of children with Grade I and Grade 

II malnutrition. 

• Examination of high risk mothers and children. 

• Problem solving 

 

A note in triplicate on the work done during the visits be prepared; one copy to the DHO, 

one to the concerned ANM andone for filing in the office. 

 

2) Preventive and Promotive Work- 

He has to train, guide and ensure that all the members of his staff are fully conversant 

and clear about the objectives and allactivities of various national and local health and family 

welfare programmes. They should also know their area and all theprogramme activities. He has 

to prepare operational plans, calendar and fixed and other programme of work for all his staff 

witha view to ensure that different health programmes are effectively and efficiently 

implemented.He has to keep close liaison with the Block Development Officer and his staff, 

community leaders, voluntary and non-Governmental agencies, school teachers, etc. to actively 

involve them in the promotion of various health and developmentprogrammes in the area and to 

seek community participation. 

He has to conduct field investigations to identify local health needs and problems, to find 

out local determinants andpossible solutions, to study epidemics and other unusual happenings 

with a view to control and prevent them, and to generatedata and information that will assist 

better delivery and/or planning health and family welfare services. 

 

National Family Welfare Programme - 

• To be responsible for effective implementation, including education and training, 

motivation, delivery of the services, andfollow-up. 

• To provide immediate and sustained attention to any complication or adverse effect 

occurring due to acceptance of any ofthe family planning methods. 

• To motivate and encourage motivational advice to all the eligible persons / couples. 

• To get trained and acquire proficiency in tubectomy and vasectomy operations, IUD 

insertions, M.T.P. and M.R. (MenstrualRegulation), organization of tubectomy and 

vasectomy camps, etc. To undertake this work at his PHC. 

• To seek help from other agencies, centres and experts for sterilization operations, 

M.T.P, IUD insertions. 

• To learn communication techniques, to improve leadership capabilities, to co-operate 

and maintain functional relationshipwith other organizations and local leaders so as to 

promote family welfare movement and acceptance of small family norm, 

• To encourage and assist local private medical (of all systems) practitioners in 

implementation and promotion of the FamilyWelfare Programme. 

 

Maternal and Child Health - 

• To direct and provide services such as antenatal, natal and posnatal care to women; and 

infant and child care through O.P.Dand special clinics regularly conducted at the PHC 

and sub-centers. It is desirable to conduct such clinics in remote andinaccessible 

villages, say once in two months at least. 

• To ensure detection and special care as may be indicated to high-risk mothers, infants 

and children. 
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• To ensure successful implementation of National Programmes for Prevention of 

Nutritional Anaemia and of Prevention ofBlindness through administration of the iron and 

folic acid tables, and vitamin A doses, respectively, in adequate quantitiesand period to 

all the needy women and children. 

• To treat all maternal and child cases, compliated or otherwise, referred by the Health 

Workers, Health Assistants, Dais etc. 

• To maintain a tidy and clean delivery room, properly furnished, equipped, lighted, and 

readily available. 

• To examine and screen cases that need specialist care, and to refer them in time to 

appropriate hospital or specialist. 

 

Universal Immunization Programme - 

• To plan and implement the programme according to the latest directive and guidelines, 

and ensure full protection of thetarget population of the women, infants and children. 

• To procure and ensure adequate and timely supply of various vaccines and other items 

required, at places of immunizationsessions. 

• To ensure maintenance of the Cold Chain to ensure that potency of the vaccines is 

retained till administered. 

• To treat promptly the cases of complications and adverse reactions following 

immunization. 

 

National Malaria Eradication Programme - 

• To be responsible for all administrative and technical activities for effective 

implementation of NMEP 

• To get acquainted with all difficulties and problems regarding insecticide spray and 

surveillance operations in the PHCarea, and to take necessary corrective measures 

immediately. 

• To train and guide the field and other concerned staff on all treatment schedules such as 

for presumptive treatment of fevercases, and radical treatment for the cases which are 

blood-smear positive. To learn management and treatment of cerebralmalaria, and to 

treat cases of cerebral malaria as and when they come. 

• To investigate all outbreaks of malaria, i.e. more than two cases in a day at one place 

/village. 

• To check laboratory work for diagnosis, and ensure that the prescribed percentage of 

slides are sent to the designatedlaboratory / authority for cross - check. 

• To supervise maintenance of accounts of the microscopy slides, antimalarial drugs, etc. 

• To ensure follow-up of treatment of malaria positive cases. 

 

Control of Communicable Diseases - 

• To ensure that strict surveillance is maintained for the control of common communicable 

disease. 

• To promote improvement of sanitary condition and proper maintenance of sanitary 

facilities in villages. 

• To investigate and act promptly in case of any outbreak of an epidemic in his area. 

• To maintain accurate and up-dated data on mortality and morbidity data on the common 

communicable diseases in his area. 
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National Leprosy Eradication Programme - 

• To be responsible for effective implementation of NLEP in the PHC area. 

• To provide facilities for early detection of cases, confirmation of diagnosis, and 

treatment, c. To ensure regular procurementand supplies of drugs, d. To ensure follow-

up of all cases for regular and complete treatment. 

• To examine and screen cases who require physio-therapy, reconstructive surgery or 

rehabilitation, and to refer them to anappropriate centre / hospital or specialist. 

 

National Tuberculosis Control Programme - 

• To be responsible for all activities for effective implementation for the national 

programme. 

• To provide facilities and ensure early detection, confirmation of diagnosis, and treatment. 

• To ensure follow-up of all cases to ensure that they take treatment regularly and 

completely till declared as cured. 

 

Control of Sexually Transmitted Diseases and AIDS - 

• To provide facilities and ensure that all cases of STD are diagnosed and treated 

properly. 

• To provide facilities or referral for confirmation of diagnosis and / or screening. It is 

necessary that VDRL test is done inall antenatal cases. 

• To know the nearest laboratory where testing for AIDS is possible. Such a testing is 

important before blood transfusion. 

 

School Health - 

• To organize health inspection of the schools in the area. 

• To arrange for medical check-up of school children, immunization, detection of physical 

and other defects and treatment,and follow-up and referral support. 

 

National Programme for Prevention of Visual Impairment and Control of 

Blindness - 

• To arrange for testing of vision, refraction and provision of spectacles. 

• To ensure prompt treatment of eye ailments. 

• To examine and refer suitable cases for specialist care to appropriate hospital expert. 

 

National Diarrhoea! Diseases Control Programme - 

• To organize and provide facilities for early detection of cases of watery diarrhoea, 

dysentery, etc. 

• To promote use of oral rehydration solution, etc., by way of education and training of 

health staff and mothers, 

• To examine and treat cases which come or are referred to sub-centres or PHC, or refer 

for specialized care to a hospital oran expert. 

 

Control of Acute Respiratory Infections - 

• To organize and ensure early detection of pneumonia in young children by the field staff 

and parents by way of educatingand training them. 
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• To organize and facilitate home treatment of cold and cough, and mild pneumonias. This 

could be only supportive care oruse of an antibiotic. 

• To examine and treat cases of severe pneumonia who come or are referred to PHC with 

antibiotic treatment, and to referthem for specialized care to a hospital or an expert. 

 

3) Training and Continuing Education – 

• To organize and conduct staff meetings every month on a fixed day and time and review 

the work and progress made byeach member of the staff, to understand and solve 

difficulties of the staff, to identify and solve problems, and to plan thenext programme for 

action.  

• To use the monthly review meetings for specific guidance. Generally, the weaknesses 

and gapsin the knowledge and skills are revealed in the course of such meetings. 

Correction of these provide a useful learningopportunity to the staff. 

• To organize periodical training programmes with the help of the senior staff and District 

level staff. Updating and newprogrammes may be covered. 

• To organize training programmes and inform the local leaders, dais, health guides and 

volunteers so that they can serve aseffective communications to the people. They will be 

best agents for change, d. To select and periodically send staff fortraining at the Health 

and Family Welfare Training Centre, or other places 

 

4)  Administrative Work - 

• To provide leadership to his team of staff and the people. 

• To supervise and direct the work of all the staff working under him. 

• To ensure good house-keeping and general cleanliness inside and outside the premises 

of PHC and sub-centres; and propermaintenance of all equipments and materials under 

his charge. 

• To maintain up-to-date inventory and stock registers of all the stores, equipments and 

supplies provided / procured. To beresponsible for correct accounting of all these items. 

• To procure and ensure adequate, regular and timely supplies of equipments, drugs, 

contraceptives, educative materials, andother supplies required for efficient delivery of 

the services. 

• To prepare indents for supply of drugs, instruments, linen, vaccines, contraceptives, 

chemicals, petty and miscellaneoussupplies etc., sufficiently in advance, and submit to 

appropriate higher authority. 

• To maintain the transport jeep, etc., in his charge. 

• To plan and periodically scrutinize the working of his staff and suggest changes, if 

necessary, to improve performance andsuit the priorities of work. 

• To get prepared and display maps and charts in his office room to exhibit clearly the 

geographical area of the PHC,locations and areas of the sub-centres, morbidity and 

mortality rates for last two years and the current year, other health anddemographic 

information, and performance under various health and family welfare programmes. 

• To conduct monthly staff meeting with a view to review and evaluate the progress of 

work, and taking steps to furtherimprove coverage, quality and effectiveness. 

• To ensure regular and timely supplies of medicines and honorarium etc., to Health 

Guides and Dais. 

• To properly constitute village and block level Health Committees and ensure that they 

are functional. 
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• To ensure maintenance of the prescribed registers and records at the PHC and the sub-

centres. These should be madeaccurate, up-to-date and reliable by thorough checks, 

cross-checks and utilization. 

• To ensure that he gets reports of the work done and happenings in the PHC area from 

all his staff regularly and in time, getthese reports compiled, and send to the District 

Health Authorities on time. Such monthly reports should be studied by himand used for 

better management of the PHC work. 

• To maintain personal diary of his visits and work. Relevant information should be 

included in monthly report of the PHC. 

• To discharge all the financial duties entrusted to him. 

• To discharge all the day-to-day administrative functions pertaining to the PHC and the 

people 
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vkjksX; lgk:;d (iqjQ"A) ;k inkph drZO;s o tckcvkjksX; lgk:;d (iqjQ"A) ;k inkph drZO;s o tckcvkjksX; lgk:;d (iqjQ"A) ;k inkph drZO;s o tckcvkjksX; lgk:;d (iqjQ"A) ;k inkph drZO;s o tckcnk`;knk`;knk`;knk`;k    
 

vkjksX; lgk:;dvkjksX; lgk:;dvkjksX; lgk:;dvkjksX; lgk:;d    (iqjQ"A) ;kaph drZO;s o tckcnk`(iqjQ"A) ;kaph drZO;s o tckcnk`(iqjQ"A) ;kaph drZO;s o tckcnk`(iqjQ"A) ;kaph drZO;s o tckcnk`;k %;k %;k %;k %    
cgqmn@nsf'k; vkjksX; deZpkjh ;kstusvarxZr iqjQ"k vkjksX; lgk:;dkus ,dw.k 20]000 

yksdla[;syk lsok ns.ks visf{kr vlwu ,dw.k 4 midsanzs o 4 vkjksX; deZpkjh (iq-) ;kaps i;Zos{k.k dj.ks 
ca/kudkjd vkgs- R;kpizek.ks iztuu o cky vkjksX; dk;Zdze o dq"Bjksx nwjhdj.k dk;Zdzekps izkFkfed 
vkjksX; lsosr gks.kk`;k foyhuhdj.k vuq"kaxkus o brj jk"V!h; dk;Zdzekr >kkysyk cny y{kkr ?ksrk 
iqjQ"k vkjksX; lgk:;dkP;k tckcnk`;k [kkyhyizek.ks vkgsr-    
    
v) i;Zos{k.k o ekxZn'kZuv) i;Zos{k.k o ekxZn'kZuv) i;Zos{k.k o ekxZn'kZuv) i;Zos{k.k o ekxZn'kZu &    

1- dk;Z{ks_kkrhy loZ iqjQ"k vkjksX; deZpk`;kaP;k dk;kZps lafu;a_k.k] R;kaP;k dkekph vk[k.kh o 
dkS'kY;o=/nhlkBh vkjksX; deZpk`;kauk ekxZn'kZu- 

2- i;Zos{k.kklkBh fu;fer o vkdfLed HksVh- 
3- oS|dh; vf/kdkjh] vkjksX; deZpkjh o ykHkkFkhZ ;kaP;kr vkjksX; lsok laca/kkus ;ksX; leUo; lk/k.ks- 
4- vkjksX; lgk:;d (L_kh) P;k lgk:;kus loZ deZpk`;kaph lHkk o dkekpk vk<kok- 
5- ekfld lHksr vkjksX; deZpk`;kaP;k dkekpk vk<kok ns.ks- 
6- vkjksX; lsodkyk lk/kulkeqxzhpk iqjoBk- 
7- vkjksX; lsodkaP;k uksanog;k o nIrj iMrkG.kh o ekxZn'kZu- 
8- vkjksX; lsodkadMwu vkysY;k vgokykps ,d_khdj.k] Nkuuh o vgoky lknjhdj.k- 

    
c) lkfgR; lkeqxzh O;iLFkkiu %c) lkfgR; lkeqxzh O;iLFkkiu %c) lkfgR; lkeqxzh O;iLFkkiu %c) lkfgR; lkeqxzh O;iLFkkiu %    

1- vkjksX; lgkf:;dslkscr fu;fer o vkdfLed midsanz lkBk rikl.kh- 
2- lkfgR; lkeqxzhps ekx.khi_k ;ksX; osGh lknj djQu iqjoBk izkIr dj.ks- 
3- midsaUnz vkS"k/khlkBk o brj lkfgR;kaP;k ;ksX; lkBo.kqdhdMs fu;fer y{k- 
4- iqjQ"k vkjksX; deZpk`;kP;k fdVph fu;fer iMrkG.kh- 

 
d) la?kdk;Z %d) la?kdk;Z %d) la?kdk;Z %d) la?kdk;Z %    

1- iqjQ"k vkjksX; deZpk`;kalg la?kdk;Z lqyHk dj.ks- 
2- vkjksX; lgkf:;dk o brj deZpk`;kalkscr dk;kZps leUo; o fu;fer cSBdhps vk;kstu- 
3- brj foHkkxkP;k 'kkldh; deZPkk`;kalkscr leUo; o xVikrGhoj vk;ksftr lHksr lgHkkx- 
4- izkFkfed vkjksX; dsaUnzkP;k lHksr fu;fer lgHkkx- 
5- dk;Z{ks_kkr fofo/k vkjksX; lsokaps vk;kstuklkBh oS|dh; vf/kdk`;kauk enr dj.ks- 
6- brj deZpk`;kalg vkjksX; lsok f'kfcjkaps vk;kstu o lgHkkx- 

    
M) vgoky o uksanh %M) vgoky o uksanh %M) vgoky o uksanh %M) vgoky o uksanh %    

1- vko';d uksanh o vgoky rRijrsus lknj dj.ks- 
2- iqjQ"k vkjksX; deZpk`;kadMwu izkIr ukasnh o vgokykaps ;ksX; ladyu djQu oS|dh;          

vf/kdk`;kuk lknj dj.ks- 
 

1)1)1)1)    jk"V!h; fgorki izfrjks/k dk;Zdze %jk"V!h; fgorki izfrjks/k dk;Zdze %jk"V!h; fgorki izfrjks/k dk;Zdze %jk"V!h; fgorki izfrjks/k dk;Zdze %    
• vkjksX; lsodkaP;k losZ{k.k HksVhps fu;kstu o i;Zos{k.k- 

• ?kjHksVhr vk<GysY;k jQX.kkps jDr uequs] x=ghr mipkj] fgorki jQX.kkauk lewG mipkj- 

• rki mipkj dsanz o xksG;k okVi dsanz ;kaph iMrkG.kh- 
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• fdVduk'kd iQokj.kh dk;Zdzekoj ns[kjs[k- 

• Mkl mRiRrh LFkkus iMrkG.kh- 

• xIih ekls iSnkl dsaUnz rikl.kh- 

• etwj f'kfcjkauk (Labour camps) vkBoMh HksV- 

• ePNjnk.kh okVi- 
    
2) lkFkjksx fu;a_k.k %2) lkFkjksx fu;a_k.k %2) lkFkjksx fu;a_k.k %2) lkFkjksx fu;a_k.k %    

• gxo.k] vfrlkj] dkohG] fo"keToj] esanwToj] ?kVliZ] xksoj b- P;k lkFkhoj fu;a_k.k o y{k- 

• mnzsdkP;k izlaxh Rojhr dk;Zokgh] mnzsd fu;a_k.k iFkd r;kj dj.ks] foghjh futZarqdhdj.k] vks- Vh- 
i;Zos{k.k] nwf"kr ik.kh ueqU;kuq"kaxkus dk;Zokgh] xzkeiapk;r HksVh] fCyfpax ikoMjlkBk rikl.kh- 

• izfrca/kkRed dk;Zokgh o ofj"Bkauk vko';d ekfgrh lknj dj.ks- 

• mnzsd gksow u;s Eg.kwu lkFkjksx fo"k;d vkjksX; f'k{k.k- 

• jscht izfrca/k & csokjl dq_;kapk cankscLr- 
 

3) jk"V!h; va/kRo fuokj.k dk;Zdze % 3) jk"V!h; va/kRo fuokj.k dk;Zdze % 3) jk"V!h; va/kRo fuokj.k dk;Zdze % 3) jk"V!h; va/kRo fuokj.k dk;Zdze %     
• eksrhfcanw jQX.kkaph ;knh r;kj djQu ?ks.ks o f'kfcjkps fu;kstu- 

• 'kkGsr tk.kk`;k loZ eqykaph n="Vhnks"k] frjGsi.kk o brj us_k vktkjkdjhrk rikl.kh gksbZy ;kph 
[kk_kh dj.ks o R;kauk mipkj ns.;kph O;oLFkk dj.ks- 

 
4) jk"V!h; dq"Bjksx o fueqZyu dk;Zdze %4) jk"V!h; dq"Bjksx o fueqZyu dk;Zdze %4) jk"V!h; dq"Bjksx o fueqZyu dk;Zdze %4) jk"V!h; dq"Bjksx o fueqZyu dk;Zdze %    

• funku o fu;fer mipkj- 

• la'kf;r jQX.kkapk Ropk uequk ?ks.ks o rikl.khlkBh ikBfo.ks- 
    
5) jk"V!h; {k;jksx fu;a_k.k dk;Zdze %5) jk"V!h; {k;jksx fu;a_k.k dk;Zdze %5) jk"V!h; {k;jksx fu;a_k.k dk;Zdze %5) jk"V!h; {k;jksx fu;a_k.k dk;Zdze %    

• fu;fer vkS"k/kksipkj 

• vkjksX; deZpk`;kadMwu ?ksrysys Fkqaadh ueqU;kaph iMrkG.kh- 
    
6) iztuu o cky6) iztuu o cky6) iztuu o cky6) iztuu o cky    vkjksX; %vkjksX; %vkjksX; %vkjksX; %    
6-1 lkoZf_kd yl Vksp.kh dk;Zdze- 

• ylhdj.kklkBh ykx.kkjk lk/kulkeqxzhpk lkBk v|;kor Bso.ks- 

• iYl iksfyvks ylhdj.k 

• ylhdj.k xkokps i;Zos{k.k 
 
6-2 {kkj lathouh mipkj- 

• vfrlkjkP;k jQX.kkauk {Akj lathouh mipkj 

• vkjksX; lsod (L_Ah$iqjQ"A) ;kauk {Akj lathouhpk iqjoBk dj.ks- 
 
6-3 'kkys; vkjksX; dk;Zdze 
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• ylhdj.kklkBh vkjksX; deZpk`;kauk lgk:;- 

• fo|kF;kaZauk vkjksX; f'k{A.k- 
 
6-4 dqVqac dY;k.k dk;Zdze- 

• dqVqac ikg.khps osGh i;Zos{A.k o xks"Aokjs dk<.ks- 

• izfrlkn u ns.kk`;k tksMI;kaps erifjorZu- 

• fujks/A Msiks gksYMj & fu;fer lk/Au iqjoBk- 

• dqVqac fu;kstu f'kchjs vk;ksftr dj.;klkBh lgk:;- 

• ykHAkFAhZapk ikBiqjkok o i;Zos{A.k 

• iqjQ"Akapk dk;Zdzekr lgHAkx ok<fo.;klkBh enr o ekxZn'kZu- 
 
6-5 midsanz fu;kstu ekxZn'kZu- 

• vkjksX; lsfodsyk midsanz fu;kstu vkjk[AMk r;kj dj.;klkBh vko';d ekxZn'kZu o enr- 

• iqjQ"A vkjksX; deZpk`;kapk lgHAkx fuf'pr dj.ks- 

• ykHAkF;kZaP;k xjtk o fuf'prhlkBh enr o ekxZn'kZu- 
 
6-6 yksdla[;k /Aksj.k] vkjksX; f'k{A.k- 

• yksdla[;k /Aksj.kkph mfn@n"Vs o izeq[A ckch- 

• izLrkfor mik;;kstukaph ekfgrh- 

• lsokaph miyC/Ark o xq.koRrk lq/Akj.ks-  

• fofo/A {As_Akpk o foHAkxkapk lgHAkx- 
 
6-7 iztuu ekxZ tarqlalxZ & iqjQ"A jQX.kkalkBh funku o mipkj 

• iztuuekxZ tarqlalxZkps ifj.kke o funku- 

• izfrca/AkRed mik;;kstuk- 

• mipkj o i/nrh- 
 
6-8 ySafxd f'k{A.k 

• fd'kksjo;hu eqykeqyhauk ySafxd f'k{A.k- 

• lqj{AkRed mik;;kstuk- 

• nq"ifj.kkekaph tk.kho djQu ns.ks-  
 
iQ) thou fo"A;d vkdMsokjh %iQ) thou fo"A;d vkdMsokjh %iQ) thou fo"A;d vkdMsokjh %iQ) thou fo"A;d vkdMsokjh %    

• vkjksX; deZpk`;kauh xksGk dsysY;k tUee=R;qP;k ekfgrhps ,df_Adj.k- 

• ,e vk; ,l pkyw vlysY;k izkFAfed vkjksX; dsanzke/Ahy dk;kZoj ns[Ajs[A o xGrh ikgk.ks- 

• xzkeiapk;re/;s dsY;k tk.kk`;k tUee=R;w uksanhckcr losZ{A.k o iMrkG.kh-  

• vgoky ladyu- 
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x) ifjlj LoPNrk %x) ifjlj LoPNrk %x) ifjlj LoPNrk %x) ifjlj LoPNrk %    
• lqjf{Ar ik.kh iqjoBk- 

• 'kks"A [AM@Ms] ijlckx] [Ar [AM@Ms] vkjksX;nk;h laMkl] fcu/Awjkph pwy r;kj dj.;klkBh tursyk 
izksRlkgu o ekxZn'kZu- 

• ik.;kps futZarqdhdj.kkckcr vks Vh VsLV- 

• ik.kh uequs xksGk djQu pkp.khlkBh iz;ksx'kkGsr ikBfo.ks o vgoky xzkeiapk;rhdMs ikBfo.ks o 
ikBiqjkok dj.ks-  

• ik.kh 'kq/nhdj.kklkBh xzkeiapk;r deZpkjh izf'k{A.k-  

• nqf"Ar ik.kh uequk vlysY;k L_Aks_Akdfjrk ;ksX; mik;;kstuk- 
 

?A?A?A?A) izFAeksipkj o fdjdksG vktkj o lanHAZlsok %) izFAeksipkj o fdjdksG vktkj o lanHAZlsok %) izFAeksipkj o fdjdksG vktkj o lanHAZlsok %) izFAeksipkj o fdjdksG vktkj o lanHAZlsok %    
• vkjksX; lsodkdMs izFAeksipkj o fdjdksG vktkjkaP;k mipkjklkBh ykx.kkjs loZ lkfgR; vlY;kph 

[Ak_Ah-  

• vkjksX; lsodkaps fujarj izf'k{A.k- 

• fdjdksG vktkj] mipkj o vi?Akr izdj.kh izFAeksipkj o lanHAZ lsok- 

• vkjksX; deZpk`;kadMwu lanHAhZar jQX.kkaoj ;ksX; mipkj o vko';d rsFAs iqf<y lanHAZ lsoslkBh jQX.k 
jokuxh- 

 

u) vk;ksfMu U;wurk fodkj dk;Zdze %u) vk;ksfMu U;wurk fodkj dk;Zdze %u) vk;ksfMu U;wurk fodkj dk;Zdze %u) vk;ksfMu U;wurk fodkj dk;Zdze %    
• vk;ksfMuP;k derjrseqGs gks.kkjs fodkj$vktkj vkf.k vk;ksfMu;qDr feBkpk vkgkjkrhy okijkckcr 

yksdkauk vkjksX; f'k{A.k ns.ks-  

• okij.;kr ;s.kk`;k ehBkaps uequs vk;ksfMups izek.k rikl.;kdfjrk iz;ksx 'kkGsr ikBfo.ks-  
 

i) vkjksX; f'k{A.k] izf'k{A.k] laizs"A.k o leksins'kui) vkjksX; f'k{A.k] izf'k{A.k] laizs"A.k o leksins'kui) vkjksX; f'k{A.k] izf'k{A.k] laizs"A.k o leksins'kui) vkjksX; f'k{A.k] izf'k{A.k] laizs"A.k o leksins'ku    
• egRokP;k dk;Zdzekr xVlHAkaps vk;kstu- 

• lkFAjksx] ifjlj LoPNrk] iztuu o cky vkjksX; dk;ZdzekarxZr ekfgrh o laizs"A.k dk;Zdzekaps 
vk;kstu- 

• 'kkys; HAsVhOnkjs vkjksX; f'k{A.k- 

• ;k_Ak] lekjaHA bR;knhaps osGh izn'kZuhps vk;kstu- 

• iqjQ"A vkjksX; deZpk`;kaps enrhus LFAkfud usR;kaps izf'k{A.k-  

• vkjksX; deZpk`;kaps izf'k{A.k-  
 

1) leksins'ku l_Akaps vk;kstu %1) leksins'ku l_Akaps vk;kstu %1) leksins'ku l_Akaps vk;kstu %1) leksins'ku l_Akaps vk;kstu %    
• dqVqac fu;kstu lk/Aus okij.;klkBh- 

• ySafxd ekxZ tarqlalxZ- 

• ySafxd vktkj o oSdY;s 

• ,pvk;Ogh$,M@l- 
 

{A) vax.kokMh rlsp vkJe'kkGsph HAsV{A) vax.kokMh rlsp vkJe'kkGsph HAsV{A) vax.kokMh rlsp vkJe'kkGsph HAsV{A) vax.kokMh rlsp vkJe'kkGsph HAsV----    
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vkjksX; lgk:;d (L_Ah) ;k inkph drZO;s o tckcnk`;kvkjksX; lgk:;d (L_Ah) ;k inkph drZO;s o tckcnk`;kvkjksX; lgk:;d (L_Ah) ;k inkph drZO;s o tckcnk`;kvkjksX; lgk:;d (L_Ah) ;k inkph drZO;s o tckcnk`;k    
 

vkjksX; lgk:;d (L_Ah) ;kaph drZO;s o tckcnk`;k %vkjksX; lgk:;d (L_Ah) ;kaph drZO;s o tckcnk`;k %vkjksX; lgk:;d (L_Ah) ;kaph drZO;s o tckcnk`;k %vkjksX; lgk:;d (L_Ah) ;kaph drZO;s o tckcnk`;k %    
cgqmn@ns'kh; vkjksX; lsod ;kstusvarxZr xzkeh.k foHAkxke/;s ,dw.k 15]000 yksdla[;slkBh vkf.k 

vkfnoklh HAkxke/;s 10]000 yksdla[;slkBh fdeku 3 midsanz dk;Zjr vlwu vkjksX; lgkf:;dsyk 
vkjksX; lsfodkaP;k dkekps i;Zos{A.k vkf.k fu;a_A.k djkos ykxrs R;kaP;k tckcnk`;k [Akyhyizek.ks vkgsr-  
 
1) i;Zos{A.k o 1) i;Zos{A.k o 1) i;Zos{A.k o 1) i;Zos{A.k o ekxZn'kZuekxZn'kZuekxZn'kZuekxZn'kZu    ((((Supervision & Guidance)%)%)%)%        

1- vkjksX; lsfodsyk vkjksX; lsok nsrkauk ekxZn'kZu dj.ks o R;kaP;k dkekps i;Zos{A.k dj.ks rlsp 
R;kaps dkS'kY; o Kku o=/nhaxr dj.ks-  

2- vkjksX; lsfodsyk dk;Zdze r;kj dj.;kdfjrk vkf.k R;kaph vaeyctko.kh dj.;kdfjrk enr 
dj.ks o ekxZn'kZu dj.ks-  

3- izR;sd midsanzkyk vkBoM;krwu ,dk fof'k"V fno'kh HAsV nsmQu vkjksX; lsfodsus dsysY;k nSuafnu 
dkekph ikg.kh dj.ks o dkgh _AwVh vk<GY;kl R;kauk ekxZn'kZu djQu _AwVhaph nqjQLrh dj.ks-  

4- vkjksX; lsfodsus dsysY;k dkekph fu;fer iMrkG.kh djQu iMrkG.kh vgoky izkFAfed vkjksX; 
dsanzkaP;k oS|dh; vf/Adk`;kl lknj dj.ks-  

5- vkjksX; lsfodsP;k {As_Akr i;Zos{Adh; x=gHAsVh ns.ks-  
6- jk"V!h; iztuu o cky vkjksX; dk;Zdzekr o jk"V!h; dq"Bjksx fueqZyu dk;Zdzekr i;Zos{A.k o 

ekxZn'kZu dj.ks-  
7- izkFAfed vkjksX; dsanz ;sFAs vkjksX; deZpk`;kaP;k lHAsyk mifLFAr jkg.ks o ekxZn'kZu dj.ks-  
8- vkjksX; lsod efgyk ;kauh dsysY;k dkekph dehr&deh 10 VDds ?Ajkauk HAsVh nsmQu iMrkG.kh 

djQu i;Zos{A.k dj.ks-  
9- loZ xHAZorh fL_A;kauk Ogh-Mh-vkj-,y- rikl.khdfjrk lksbZ miyC/A vlysY;k gkWfLiVyyk 

ikBfo.ks-  
 

2) lkaf?Ad2) lkaf?Ad2) lkaf?Ad2) lkaf?Ad    ((((Team Work)%)%)%)% 
1- loZ vkjksX; deZpk`;kauk la?Adk;kZps lnL; Eg.kwu dk;Z dj.;kl enr dj.ks-  
2- vkjksX; lgk:;d iqjQ"A o brj vkjksX; deZpkjh] vkjksX; ekxZn'kZd] nkbZ ;kaP;k enrhus dk;Z 

dj.ks-  
3- {As_Akrhy brj foHAkxkP;k vkf.k laLFAkaP;k dk;Zdzeklkscr vkiys vkjksX; fo"A;d dk;Zdze jkcfo.ks 

vkf.k xVLrjkojhy lHAkauk mifLFAr jkg.ks-  
4- vkjksX; lgk:;d iqjQ"A ;kaP;k enrhus midsanzkrhy vkjksX; deZpk`;kauk lHAsps fu;fer vk;kstu 

dj.ks-  
5- dk;Z{As_Akr fujfujkG;k vkjksX; lsokaps vk;kstu dj.;ke/;s izkFAfed vkjksX; dsanzkrhy oS|dh; 

vf/Adk`;kauk lgk:; dj.ks-  
6- vkjksX; la?Akps ?AVd Eg.kwu vkjksX; dk;ZdzekarxZr tuf'kchj vkf.k /AMd eksfgese/;s lgHAkx ?As.ks-  

 
3) iqjoBk] lkfgR; o midsanzkph ns[AHAky3) iqjoBk] lkfgR; o midsanzkph ns[AHAky3) iqjoBk] lkfgR; o midsanzkph ns[AHAky3) iqjoBk] lkfgR; o midsanzkph ns[AHAky ((((Material Supply & Maintenance)%)%)%)%  

1- vkjksX; lgk:;dkP;k lkscr izR;sd midsanzkrhy lkfgR; iqjoB;kph osGksosGh ikg.kh dj.ks vkf.k 
lkfgR; iqjoBk miyC/A djQu ns.;kr enr dj.ks-  

2- midasnzkaoj vkS"A/Ah O;ofLFAr BsoysY;k vkgsr fdaok ukgh g;kph iMrkG.kh dj.ks o brj 
lkfgR;kph ns[AHAky ;ksX;fjR;k dsyh tkrs fdaok ukgh gs ikg.ks-  
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3- vkjksX; lsod efgyk Lor%ph fdV o izlqrh fdV O;ofLFAr Bsors fdaok ukgh rs ikg.ks o R;kph 
[Ak_Ah dj.ks-  

4- midsanz LoPN o fuVusVds vkgs ;kph n{Ark ?As.ks-  
5- iztuu o cky vkjksX; dk;ZdzekarxZr vkS"A/Ah o lkfgR;kph ns[AHAky o O;oLFAkiu dj.ks-  

 
4) uksanogh vkf.k 4) uksanogh vkf.k 4) uksanogh vkf.k 4) uksanogh vkf.k vgoky (vgoky (vgoky (vgoky (Register & Report)%)%)%)% 

1- vkjksX; lsfodkaph uksanogh rikl.ks o R;kauk vMp.k vkY;kl ekxZn'kZu dj.ks-  
2- uksanogh O;ofLFAr Bso.ks o vko';d vgoky r;kj dj.ks-  
3- vkjksX; lsfodkaP;k vgokykpk vk<kok ?As.ks o vgoky ladfyr djQu izkFAfed vkjksX; dsanzkyk lknj 

dj.ks- 
 
5) izf'k{A.k 5) izf'k{A.k 5) izf'k{A.k 5) izf'k{A.k ((((Training)%)%)%)% 

1- vkjksX; lsfodsP;k enrhus nkbZps izf'k{A.k vk;ksftr dj.ks-  
2- osxosxG;k vkjksX; deZpkjh] vkjksX; ekxZn'kZd] nkbZ g;kaps izf'k{A.k vk;ksftr dj.;kdfjrk 

oS|dh; vf/Adk`;kal enr dj.ks-  
 
6) iztuu o cky vkjksX; dk;6) iztuu o cky vkjksX; dk;6) iztuu o cky vkjksX; dk;6) iztuu o cky vkjksX; dk;Zdze (Zdze (Zdze (Zdze (R.C.H.)%)%)%)% 

1- vkjksX; lsfodsP;k enrhus nj vkBoM;kyk midsanz Lrjkaoj vkjksX; lsok l_A vk;ksftr dj.ks- 
2- vkjksX; lsod$ lsfodk vkf.k izf'k{Ahr nkbZ ;kauk xjt iMsy rsOgk enr dj.ks-  
3- dqVqac dY;k.k dk;Zdzekpk Lohdkj u dj.kk`;k tksMI;kauk Lor%tkrhus HAsVh nsmQu er ifjorZu 

dj.ks- 
4- tursyk oS|dh; xHAZikrkfo"A;h miyC/A vlysY;k lsokaph ekfgrh ns.ks o xjtwauk ;ksX; 

'kkluekU; nok[Ak.;kr ikBfo.ks-  
5- dqVqac fu;kstukP;k izpfyr lk/AukaP;k forj.kkdfjrk vkjksX; lsfodsyk Msiks gksYMjyk r;kj 

dj.;kdfjrk enr dj.ks o R;k MsiksgksYMjyk vkjksX; lsfodsP;k enrhus izf'k{A.k ns.ks-  
6- rkach dk;Zdze jkcfo.ks o ikBiqjkok dj.ks rlsp lgk:;d izlqrh izlfodk ;kaps izf'k{A.ks ?As.ks-  
7- loZ xHAZorh ekrk] uotkr f'k'kq o ckydkaP;k ylhdj.kkph O;oLFAk dj.ks o i;Zos{A.k dj.ks-  
8- f'krlk[AGh v[AaM Bso.ks-  

 
7) iks"A.7) iks"A.7) iks"A.7) iks"A.k (k (k (k (Nutrition)%)%)%)% 

1- uotkr ckyd o ikp o"AkZ[Akyhy ckydkrhy dqiks"A.kkps jQX.k 'kks/A.ks] R;kauk lYyk o mipkj 
ns.ks vkf.k xaHAhj eqykauk izkFAfed vkjksX; dsanzkyk jokuxh dj.ks-  

2- vax.kokMh dk;ZdrhZaP;k enrhus dkekps i;Zos{A.k o R;kauk ekxZn'kZu dj.ks-  
3- ykHAkFAhZauk yksg o iQksyhd vWflMP;k xksG;k o thoulRo v P;k ek_Ak ;ksX; izek.kkr ;ksX; 

dkyko/Ahdfjrk feGrhy ;kph n{Ark ?As.ks-  
4- ekrkauk Lruikukfo"A;h f'k{A.k ns.ks-  

 
8) oS|dh; mipkj8) oS|dh; mipkj8) oS|dh; mipkj8) oS|dh; mipkj ((((Medical Treatment)%)%)%)% 

1- fdjdksG vktkjkoj mipkj] vi?Akr o vkdfLed ckchdfjrk izFAeksipkj ns.ks vkf.k xaHAhj 
jQX.kkauk izkFAfed vkjksX; dsanz ;sFAs fdaok toGP;k nok[AkU;kr jokuxh dj.ks- 

2- vkjksX; deZpkjh ;kauh ikBfoysY;k jQX.kkauk lsok iqjfo.ks vkf.k vko';drsuqlkj lanHAZ lsosdfjrk 
ikBfo.ks-  
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9) vkjksX; f'k{A.k laokn dkS'kY; vkf.k 9) vkjksX; f'k{A.k laokn dkS'kY; vkf.k 9) vkjksX; f'k{A.k laokn dkS'kY; vkf.k 9) vkjksX; f'k{A.k laokn dkS'kY; vkf.k leqins'kuleqins'kuleqins'kuleqins'ku ((((H.E. Communication Skill &   

Counseling))))%%%% 
1- iztuu  vkf.k cky vkjksX;] dqVqac dY;k.k] iks"A.k vkf.k ylhdj.k ;kckcr vkjksX; lsfodsP;k 

lgdk;kZus vkjksX; f'k{A.k midze jkcfo.ks- 
2- lektkrhy iq<k`;kalkscr xVlHAsps vk;kstu dj.ks vkf.k R;kauk vkjksX; dk;Zdzekfo"A;hps lans'k 

izlkjhr dj.;ke/;s lgHAkxh djQu ?As.ks-  
3- vkjksX; lsfodsP;k enrhus efgyk usR;kadfjrk izf'k{A.k vk;ksftr dj.ks-  
4- dqVqac dY;k.k dk;Zdzeke/;s efgyk eaMG] f'k{A.k vkf.k lektkrhy brj efgyk ;kapk lgHAkx 

feGowu ?As.ks-  
5- dqVqac fu;kstu lk/Aukapk fLodkj oS|dh; xHAZikr] iztuu ekxZ tarqlalxZ] ySafxd vktkj vkf.k 

,M@l ;kfo"A;h vkjksX; lsod (L_Ah$ iqjQ"A) ;kaP;k enrhus leksins'ku l_Akps vk;kstu dj.ks-  
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cgqmn@ns'kh; vkjksXcgqmn@ns'kh; vkjksXcgqmn@ns'kh; vkjksXcgqmn@ns'kh; vkjksX; deZpkjh (iqjQ"A) ; deZpkjh (iqjQ"A) ; deZpkjh (iqjQ"A) ; deZpkjh (iqjQ"A) ;k;k;k;k    inkph drZO;s o tckcnk`;kinkph drZO;s o tckcnk`;kinkph drZO;s o tckcnk`;kinkph drZO;s o tckcnk`;k    
 
cgqmn@ns'kh; vkjksX; lsodcgqmn@ns'kh; vkjksX; lsodcgqmn@ns'kh; vkjksX; lsodcgqmn@ns'kh; vkjksX; lsod    ;kaph ;kaph ;kaph ;kaph tckcnk`;k%tckcnk`;k%tckcnk`;k%tckcnk`;k%    

cgqmn@ns'kh; vkjksX; lsod ;kstusvarxZr izR;sd 5000 tula[;sdfjrk] vkfnoklh vkf.k 
MksaxjhHAkxkr 3000 yksdla[;sdfjrk ,d midsanz LFAkiu djQu rsFAs ,d vkjksX; lsod o ,d vkjksX; 
lsfodk fu;qDr dj.;kr vkysyh vkgs- vkjksX; lsodkus R;kP;k dk;Z{As_Akrhy izR;sd ?Ajh nj 15 fnolkr 
,dnk HAsV ns.ks vko';d vkgs-  
 
vkjksX; lsodkaP;k tckcnk`;kvkjksX; lsodkaP;k tckcnk`;kvkjksX; lsodkaP;k tckcnk`;kvkjksX; lsodkaP;k tckcnk`;k    
 

fgorki fu;a_A.k dk;Zdze%fgorki fu;a_A.k dk;Zdze%fgorki fu;a_A.k dk;Zdze%fgorki fu;a_A.k dk;Zdze%    
1- nj ia/AjoM;kr izR;sd ?Ajh HAsVh nsowu rkikP;k jQX.kkph pkSd'kh dj.ks o rkikpk jQX.k 

vk<GY;kl jDr uequk ?Asowu fgorkikpk x=ghr mipkj dj.ks-  
2- fgorkikpk tarw vk<GysY;k jDr ueqU;kaph uksan dj.ks o vkjksX; lgk:;dkyk lewG 

mipkjkalkBh dGfo.ks-  
3- dk;Z{As_Akr fgorki iQokj.kh fo"A;d ckchaph ns[Ajs[A dj.ks-  
4- dk;Z{As_Akr dk;eph o rkRiqjrh Mkl mRiRrh LFAkus 'kks/Awu R;kr xIih ekls lksM.ks-  
5- fgorkikpk vfHAys[A dk<.ks o vgoky Bso.ks-  
6- yksdkauk [Akyhy xks"Vh ckcr vkjksX; f'k{A.k ns.ks %&  

rkikP;k jQX.kkps rikl.khps egRo] ?Ajkr iQokj.khps egRo] Mkl vGh fu;a_A.kkps egRo] 
fgorkikpk izlkj gksow u;s Eg.kwu fofo/A mik; ;kstuk-  

 
lkFAjksx fu;a_A.k%lkFAjksx fu;a_A.k%lkFAjksx fu;a_A.k%lkFAjksx fu;a_A.k%    

1- x=gHAsVh njE;ku lkFAhP;k vktkjkps jQX.k 'kks/Awu dk<.ks- mnk- vfrlkj] gxo.k] iqjG vlysys 
rkikps jQX.k] esanwnkg] /AuqokZr] dkohG] ?AVliZ] iksfyvks b- vkf.k vpkud lkFAhP;k vktkjkps 
vis{Asis{Ak tkLr jQX.k vk<GY;kl vkjksX; lgk:;d o oS|dh; vf/Adkjh ;kauk rkrMhus dGfo.ks-  

2- lkFA fu;a_A.k mik;;kstuk jkcfo.ks-  
3- {Akj lathouh nzko.k r;kj djQu vfrlkjkP;k jQX.kkauk o;ksxVkizek.ks ns.ks-  

 
dq"Bjksxdq"Bjksxdq"Bjksxdq"Bjksx%%%%    

1- x=gHAsVhr dkrMhoj pV@Vk vk<GY;kl fdaok dkrMhP;k jaxke/;s cny o R;k fBdk.kh laosnuk 
ulY;kl v'kk jQX.kkaph uksan dj.ks-  

2- jQX.k fu;fer mipkj ?Asrks fdaok ukgh ;kph [Ak_Ah dj.ks-  
3- dq"BjksxkeqGs O;axRo ;sow u;s Eg.kwu vkjksX; f'k{A.k ns.ks- 
4- vfu;fer o v/AZoV mipkj ?AsrysY;k jQX.kkauk fu;fer o laiw.kZ vkS"A/AksipkjklkBh izo=Rr dj.ks 

o vls jQX.k vkjksX; lgk:;d (iq-) ;kaP;k fun'kZukl vk.k.ks-  
5- dq"Bjksx o R;kaP;k dqVaqckrhy lgokflr ;kaP;k'kh lqlaokn lk/Awu dq"Bjksxkckcr vlysys xSjlet 

nwj dj.ks-  
6- cgqfo/A vkS"A/Aksipkj ;kstusph vaeyctko.kh dj.ks-  
7- uohu dq"Bjksx 'kks/A eksfge jkcfo.ks- 
8- dq"BjQX.kkapk ikBiqjkok o losZ{A.k dj.ks-  
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{A;jksx{A;jksx{A;jksx{A;jksx% 
1- la'kf;r {A;jksxh 'kks/Awu FAqadh uequk ?As.ks o rs rikl.khlkBh izk-vk-dsanz- fdaok {A;jksx dsanzkr 

ikBfo.ks- 
2- {A;jQX.kkaP;k fu;fer mipkjkph [Ak_Ah dj.ks-  
3- vfu;fer o v/AZoV mipkj ?AsrysY;k jQX.kkauk fu;fer o laiw.kZ vkS"A/AksipkjklkBh izo=Rr dj.ks 

o vls jQX.k vkjksX; lgk:;d (iq-) ;kaP;k fun'kZukl vk.k.ks-  
4- ia/Ajk fnolkis{Ak tkLr fnol [Aksdyk o rki vlY;kl yksdkauk FAaqdh uequk riklwu ?As.;kfo"A;h 

vkjksX; f'k{A.k ns.ks-  
    
ifjlj LoPNrkifjlj LoPNrkifjlj LoPNrkifjlj LoPNrk%%%%    

1- lkoZtfud ik.;kP;k lkB;kaph fu;fer 'kq/nhdj.kkph [Ak_Ah dj.ks-  
2- ik.kh uequk vkf.k fojatd pw.kZ uequk iz;ksx'kkGsr rikl.khdfjrk fu;fer ikBfo.ks-  
3- yksdkauk [Akyhy ckchoj vkjksX; f'k{A.k ns.ks & 
4- ?Ajkrhy LoPNrk] fcu/Aqjkph pwy o mi;ksx] lqjf{Ar laMklkps iQk;ns o mi;ksx] eyeq_Akph o 

lkaMik.;kph ;ksX; foYgsokV- 
5- lektkyk [Akyhy xks"Vh djQu ?As.;kckcr ekxZn'kZu o enr dj.ks & 'kks"A[AM@Mk] ijlckx] 

[Ar[AM@Mk] lqjf{Ar laMkl- 
 
thoufo"A;d vkdMsokjh uksan%thoufo"A;d vkdMsokjh uksan%thoufo"A;d vkdMsokjh uksan%thoufo"A;d vkdMsokjh uksan%    

1- dk;Z{As_Akr gks.kk`;k tUee=R;waph uksan dj.ks o rlk vgoky vkjksX; lgk:;d ;kauk dGfo.ks-  
2- dk;Z{As_Akr gks.kk`;k jQX.kkaph uksan dj.ks vkf.k dk;n;kuqlkj deh o; vl.kk`;k eqykeqyhaps yXu 

BjY;kl fdaok >AkY;kl vkjksX; lgk:;d (iq-) ;kaP;k fun'kZukl vk.k.ks-  
3- tUe vkf.k e=R;qph uksan osGhp dj.;kps egRo yksdkauk lkax.ks-  

 
izFAekizFAekizFAekizFAeksipkj o fdjdksG vktkjkaoj mipkjsipkj o fdjdksG vktkjkaoj mipkjsipkj o fdjdksG vktkjkaoj mipkjsipkj o fdjdksG vktkjkaoj mipkj% % % %     

1- izFAeksipkj lkfgR;] {Akjlathouhph ikdhVs o fdjdksG vktkjkojhy vkS"A/As ;ksX; R;k O;Drhauk$ 
jQX.kkauk miyC/A djQu ns.ks-  

2- xaHAhj vktkj o xqarkxqar >AkysY;k] fdjdksG o lk/;k vktkjkaP;k jQX.kkauk oS|dh; vf/Adkjh izk-
vk-dsanz fdaok toGP;k nok[AkU;kr ikBfo.ks-  

3- vkjksX; ekxZn'kZdkus ikBfoysY;k jQX.kkaoj mipkj dj.ks o vko';d okVY;kl jQX.k iq<hy 
mipkjklkBh ikBfo.ks-  

 
va/ARo fu;a_A.k dk;Zdze%va/ARo fu;a_A.k dk;Zdze%va/ARo fu;a_A.k dk;Zdze%va/ARo fu;a_A.k dk;Zdze%    

1- la'kf;r eksrhfcanw jQX.kkaph ;knh r;kj dj.ks] R;kauk rikl.khlkBh ikBfo.ks o iDo eksrhfcanw 
vl.kk`;k jQX.kkal eksrhfcanw 'kL_Afdz;k djQu ?As.;kl izo=Rr dj.ks-  

2- eksrhfcanw 'kL_Afdz;k >AkysY;k jQX.kkapk ikBiqjkok dj.ks-  
3- MksG;kaph ;ksX; fuxk ?As.;kckcr vkjksX; f'k{A.k ns.ks-  

 
iztuu o cky vkjksX; dk;Zdzeiztuu o cky vkjksX; dk;Zdzeiztuu o cky vkjksX; dk;Zdzeiztuu o cky vkjksX; dk;Zdze% % % %     

1- vkjksX; lsfodslkscr lektkP;k vkjksX; fo"A;d xjtkaoj vk/Akfjr midsanzkpk d=rh vkjk[AMk 
r;kj dj.ks-  
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2- tks[Aehps xjksnji.kh oS|dh; mipkjkph vko';drk vlysY;k o iztuukfo"A;h leL;k 
vlysY;k fL_A;kauk vkjksX; lsfodsdMs ikBfo.ks- 

3- xqarkxqar vk<Gwu vkysY;k uotkr vHAZdkl o ekrsl izFAe Lrj lanHAZlsok dsanzkr rkcMrksc 
ikBfo.;klkBh enr o ikBiqjkok dj.ks-  

4- ekrkauk o o;kr ;s.kk`;k eqyhauk oS;fDrd fdaok ,df_Ar i.ks [Akyhy ckchaoj vkjksX; f'k{A.k 
ns.ks%& dkSVqafcd vkjksX;] ekrk vkf.k eqykaps vkjksX;] dqVaqc fu;kstu] vkgkj] lkalfxZd 
vktkjkoj fu;a_A.k] ylhdj.k] oS;fDrd o ifjlj LoPNrk b- ts.ksdjQu jksxkaiklwu cpko 
dj.;klkBh vkf.k vkjksX; pkaxys jk[A.;klkBh yksd Lor% iq<s ;srhy-  

5- ySafxd vktkj o iztuu ekxkZpk tarqlalxZ >AkysY;k jQX.kkapk 'kks/A ?As.ks vkf.k R;kauk vko';d R;k 
lsok ns.ks-  

6- izR;sd xkokr vkjksX; lsok l_A vk;ksftr djQu vkjksX; lsfodslkscr vko';d R;k vkjksX; lsok 
iqjfo.ks vkf.k ylhdj.k dk;Zdzekr vkjksX; lgkf:;dsyk enr dj.ks-  

7- fofo/A lkalfxZd vktkjkfojQ/n ylhdj.kkps egRo vkf.k ylhdj.k osGki_Adkckcr yksdkauk 
vkjksX; f'k{A.k ns.ks-  

8- ylhdj.kkaOnkjs VkGrk ;s.kk`;k vktkjkaps jksxlosZ{A.k dj.ks-  
9- 'kkys;&iwoZ eqykae/;s vkf.k vHAZdkae/;s dqiks"A.kkps jQX.k 'kks/Awu dk<wu v'kk eqykauk vko';d rks 

mipkj ns.ks vkf.k uthdP;k vkax.kokMh$ ckyokMh dsanzkr iqjd vkgkj ?As.;kckcr fdaok oS|dh; 
vf/Adkjh izk-vk-dsanz ;kapsdMs tk.;kpk lYyk ns.ks-  

10- 'kkys;&iwoZ ckyds] xjksnj ekrk] Lrunk ekrk vkf.k dqVqac fu;kstukph i/nr Lohdkj.kkà ;kauk 
vkjksX; lsfods'kh leUo; lk/Awu yksg;qDr xksG;kaps okVi dj.ks-  

11- rhu o"AkZ[Akyh ckydkauk thoulRo v P;k ek_Ak ikt.ks-  
12- LFAkfud ikrGhoj miyC/A vl.kk`;k vUu inkFAkZaiklwu lerksy vkgkj r;kj dj.;kckcr 

yksdkauk ekfgrh o vkjksX; f'k{A.k ns.ks-  
13- dqVqac ikg.kh dj.ks o ;ksX; tksMI;kaph ;knh v|kor Bso.ks-  
14- O;fDrxr fdaok ,df_Ari.ks ;ksX; tksMI;kauk dqVqac fu;kstukpk lans'k ns.ks vkf.k dqVqac fu;kstuklkBh 

izo=Rr dj.ks-  
15- ik_A ;ksX; tksMI;kauk ikG.kk ykaco.;klkBh lk/Aus iqjfo.ks-  
16- dqVqac dY;k.k 'kL_Afdz;k djQu ?As.;klkBh vkf.k rkach clowu ?As.;klkBh vkysY;k ykHAkFAhZauk 

lqfo/Ak iqjfo.ks o enr dj.ks-  
17- dqVqac dY;k.k 'kL_Afdz;k djQu ?AsrysY;k iqjQ"A ykHAkF;kZapk ikBiqjkok dj.ks vkf.k R;kaP;k leL;k 

lksMfo.ks-  
18- lek/Akuh iqjQ"A ykHAkFAhZa] LFAkfud usrs] vkjksX; ekxZn'kZd] f'k{Ad] Lo;alsod vkf.k brjka'kh pkaxys 

Lusglaca/A izLFAkfir djQu dqVqac dY;k.k dk;Zdzekyk pkyuk ns.;kckcr izo=Rr dj.ks- 
19- fujks/A vkf.k rksaMkus ?;ko;kP;k xHAZfujks/Ad xksG;kaP;k okViklkBh Msiks gksYMjkaph fuoM dj.ks] 

R;kauk izf'k{A.k ns.;klkBh vkjksX; lgkf:;dsyk enr dj.ks vkf.k Msiks gksYMjkauk ojhy lk/kukapk 
fu;fer iqjoBk dj.ks-  

20- tulHkse/;s lgHkkxh gksmQu eqykaps vkjksX;] dqVqac dY;k.k b- oj ekfgrh o vkjksX; f'k{k.k 
ns.ks-  

21- ySafxd lekursoj lektkyk izo=Rr dj.ks o iztuu o cky vkjksX; dk;Zdzekr iqjQ"kkapk lgHkkx 
lk/k.;kckcr izo=Rr dj.ks-  

22- oS|dh; xHkZikr djQu ?ks.kk`;k fL_k;kauk toGP;k ljdkjekU; dsanzkr ikBfo.;klkBh enr dj.ks 
o vkjksX; lkgf:;dsyk dGfo.ks-  
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23- oS|dh; xHkZikr djQu ?ks.;klkBh miyC/k vlysY;k lqfo/kkaph ekfgrh fL_k;kauk djQu ns.ks vkf.k 
R;kckcr vkjksX; f'k{k.k ns.ks-  

24- vlqjf{kr xHkZikr dsY;keqGs gks.kk`;k xaHkhj ifj.kkekckcr yksdakuk vkjksX; f'k{k.k ns.ks vkf.k 
R;kauk vlqjf{kr vkf.k csdk;ns'khj xHkZikr djQu ?ks.;kiklwu ijko=Rr dj.ks-  

 
vk;ksMhu U;wurk fodkj fu;a_k.k dk;Zdze% vk;ksMhu U;wurk fodkj fu;a_k.k dk;Zdze% vk;ksMhu U;wurk fodkj fu;a_k.k dk;Zdze% vk;ksMhu U;wurk fodkj fu;a_k.k dk;Zdze%     
1- vk;ksfMuP;k dersjrseqGs gks.kk`;k vktkjkaps jQX.k 'kks/kwu dk<.ks-  
2- okij.;kr ;s.kk`;k feBkr vk;ksfMups izek.k rikl.kh- 
3- okijkr ;s.kk`;k feBkps uewus iz;ksx'kkGsr rikl.khdjhrk ikBfo.ks-  
4- vk;ksfMuP;k derjrseqGs gks.kkjs fodkj$ vktkj vkf.k vk;ksfMu;qDr feBkpk okij o 

vkgkjkfo"k;h yksdkauk vkjksX; f'k{k.k ns.ks-  
 

vgoky o uksanovgoky o uksanovgoky o uksanovgoky o uksanogh Bso.ksgh Bso.ksgh Bso.ksgh Bso.ks% % % %     
1- dk;Z{ks_kkr vl.kk`;k loZ dqVqackps losZ{k.k djQu izR;sd dqVqackph loZlk/kkj.k ekfgrh v|;kor 

Bso.ks-  
2- xko&fugk; dqVqackaph uksanogh r;kj dj.ks] v|kor dj.ks- o R;kapk mi;ksx fofo/k 

dk;ZdzekarxZr ;s.kk`;k ykHkkFkhZalkBh dj.ks-    
3- vkjksX; lsfodsP;k enrhus ;ksX; tksMI;kaph ukasnogh] dqVqac igk.kh ukasnoghojQu r;kj djQu v|kor 

Bso.ks-  
4- dsysY;k dkekapk iqjkok Eg.kwu uksanogh o vgoky Bso.ks-  
5- osGksosGh fu;feri.ks ikBfo.;kr ;s.kkjk vgoky r;kj djQu rks osGsr vkjksX; lgk:;dkauk 

ikBfo.ks-  
6- dk;Z{As_Akpk udk'kk o vkys[A r;kj djQu R;kpk mi;ksx dkekps fu;kstu dj.;klkBh dj.ks-  

 
la?Adk;Zla?Adk;Zla?Adk;Zla?Adk;Z% % % %     
1- izkFAfed vkjksX; dsanzkr gks.kk`;k deZpk`;kaP;k izR;sd lHAsr gtj jkg.ks o lgHAkxh gks.ks-  
2- vkiY;k dk;kZpk vkjksX; lsfods'kh vkf.k brj vkjksX; deZpk`;ka'kh leUo; lk/A.ks 
3- izR;sd vkBoM;kyk ,dnk rjh vkjksX; lgk:;d (iq-) ;kauk HAsV ns.ks vkf.k R;kapk lYyk o 

ekxZn'kZu vko';drsizek.ks ?As.ks- 
4- dk;Z{As_Akr ?As.;kr ;s.kk`;k fofo/A f'kchjkr vkf.k eksfgesr lgHAkxh gks.ks-  
5- LFAkfud Lo;alsoh laLFAk 'kks/Awu R;kauk lektkps vkjksX; pkaxys jk[A.;kl izo=Rr dj.ks-  
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cgqmn@ns'kh; vkjksX; deZpkjh (efgyk) ;k inkph drZO;s o tckcnk`;kcgqmn@ns'kh; vkjksX; deZpkjh (efgyk) ;k inkph drZO;s o tckcnk`;kcgqmn@ns'kh; vkjksX; deZpkjh (efgyk) ;k inkph drZO;s o tckcnk`;kcgqmn@ns'kh; vkjksX; deZpkjh (efgyk) ;k inkph drZO;s o tckcnk`;k    
 
vkjksX; lsfodsP;k tckcnk`;kvkjksX; lsfodsP;k tckcnk`;kvkjksX; lsfodsP;k tckcnk`;kvkjksX; lsfodsP;k tckcnk`;k    
v) iztuu o cky vkjksX; dk;Zdze v) iztuu o cky vkjksX; dk;Zdze v) iztuu o cky vkjksX; dk;Zdze v) iztuu o cky vkjksX; dk;Zdze %%%%    

1- lektkP;k xjtkaoj vk/Akfjr midsanz d=fr vkjk[AMk r;kj dj.ks-  
2- xjksnj ekrkaph uksan.kh dj.ks o R;kauk izlqrh iwoZ] njE;ku o izlqrhi'pkr lsok ns.ks-  
3- jDr{A;kdfjrk 'kkjhfjd rikl.kh] y?Aohrhy lk[Aj o izfFAukaph rikl.kh] jDrkrhy yksgkps 

izek.k] jDrnkc ?As.ks] otu ?As.ks vkf.k iks"A.k o foJkarh ckcrpk lYyk ns.ks-  
4- loZ xjksnj fL_A;kaph ySafxd vktkjkph rikl.kh gksbZy g;kph [Ak_Ah dj.ks-  
5- tks[AehP;k xqarkxqr vlysY;k xjksnj ekrkauk oS|dh; mipkjkph vko';drk vlysY;k vkf.k 

iztuu fo"A;d leL;k vlysY;k fL_A;kauk lanHAZ lsosdfjrk ikBfo.ks-  
6- dk;Z{As_Akr gks.kk`;k ,dw.k izlqrhaiSdh 50 VDds izlqrh Lor%dj.ks-  
7- dk;Z{As_Akrhy loZ izlqrh dsoG izf'kf{Ar O;DrhadMwu gksrhy ;kph [Ak_Ah dj.ks o izf'kf{Ar 

nkbZdMwu gks.kk`;k ckGari.kkoj ns[Ajs[A dj.ks o R;kauk enr dj.ks-  
8- vMp.khps ckGari.k o tks[Aehps uotkr vHAZdkauk izkFAfed vkjksX; dsanzkr$izFAeLrj lanHAZ dsanzkr 

rkcMrksc ikBfo.;klkBh enr o ikBiqjkok dj.ks-  
9- dk;Z{As_Akr ckGar >AkysY;k izR;sd L_Ahl dehr deh rhu HAsVh ns.ks- vko';d R;k lsok o lYyk 

ns.ks- mnk- Lruiku] vHAZdkph dkGth vkf.k ekrsph dkGth-  
10- ckydkaph ok< o fodklkdMs y{A ns.ks vkf.k vko';drk vlY;kl lanHAZ lsok miyC/A dj.ks-  
11- ekrkauk o o;kr vkysY;k eqyhauk O;fDrxr fdaok ,df_Ari.ks [Akyhy ckchaoj vkjksX; f'k{A.k 

ns.ks- dkSaVqfcd vkjksX;] ekrk vkf.k eqykaps vkjksX;] dqVaqc fu;kstu] vkgkj] lkalfxZd vktkjkaoj 
fu;a_A.k] ylhdj.k o oS;fDrd o ifjlj LoPNrk b- ts.ksdjQu jksxkiklwu cpko dj.;klkBh 
vkf.k pkaxys vkjksX; jk[A.;klkBh yksd Lor% iq<s ;srhy-  

12- ySafxd vktkj o iztuu ekxkZpk tarwlalxZ >AkysY;k jQX.kkapk 'kks/A ?As.ks vkf.k R;kauk vko';d R;k 
lsok ns.ks-  

13- midsanz Lrjkoj vkjksX; lsok l_Akr vkjksX; lgkf:;dk o oS|dh; vf/Adkjh ;kauk enr dj.ks-  
14- izR;sd xkokr vkjksX; lsok l_Akps vk;kstu djQu ykHAkF;kZauk vko';d loZ vkjksX; lsok iqjfo.ks-  
15- loZ xjksnj fL_A;kauk /AuqokZr izfrca/Ad ylhP;k vko';d ek_Ak ns.ks-  
16- dk;Z{As_Akrhy loZ vHAZd o eqykaps ylhdj.k osGki_Adkizek.ks ;ksX; o;kr dj.ks-  
17- ylhdj.kklkBh vko';d vlysY;k lq;k o flfjatsl vkf.k brj lkfgR;kps O;ofLFAri.ks 

futZarqdhdj.k >Akys fdaok ukgh ;kph [Ak_Ah dj.ks o izR;sd ykHAkFAhZauk osxGh flfjat o lqbZ 
okij.ks-  

18- ylhph rikl.kh dj.ks o fnysY;k lwpukaps ikyu dj.ks- ylhdj.k osGki_Ad] egRokckcr 
fL_A;kauk vkjksX; f'k{A.k ns.ks-  

19- 'kkys; & iwoZ eqykae/;s vkf.k vHAZdkae/;s dqiks"A.kkps jQX.k 'kks/Awu dk<wu v'kk eqykauk vko';d rks 
mipkj ns.ks vkf.k uthdP;k vax.kokMh$ckyokMh dsanzkr iqjd vkgkj ?As.;kckcr fdaok 
vko';drk vlY;kl oS|dh; vf/Adkjh izk-vk- dsanz ;kapsdMs lanHAZlsoslkBh jokuxh dj.ks-  

20- 'kkys; & iwoZ ckyds] xjksnj ekrk] Lrunk ekrk vkf.k dqVqac fu;kstukph i/nr Lohdkj.kk`;kauk 
vkjksX; lsfodka'kh leUo; lk/Awu yksg;qDr xksG;kaps okVi dj.ks-  

21- rhu o"AkZ[Akyhy ckydkauk thoulRo v P;k ek_Ak ikt.ks-  
22- LFAkfud ikrGhoj miyC/A vl.kk`;k vUu inkFAkZaiklwu lerksy vkgkj r;kj dj.;kckcr 

yksdkauk ekfgrh o vkjksX; f'k{A.k ns.ks-  
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23- ;ksX; tksMih vkf.k ygku eqykaP;k uksanog;kaP;k vk/Akjs dqVqac fu;kstu Lohdkj dj.;kdjhrk 
tksMI;kauk O;fDrxr fdaok ,df_Ari.ks izo=Rr dj.ks] dqVaqc dY;k.k lacaf/Ar loZ uksanog;k v|kor 
Bso.ks] ;ksX; tksMI;kauk dqVqac fu;kstukpk lans'k ns.ks vkf.k dqVqac fu;kstuklkBh izo=Rr dj.ks-  

24- ik_A ;ksX; tksMI;kauk ikG.kk ykaco.;klkBh lk/Aus iqjfo.ks-  
25- dqVqac dY;k.k 'kL_Afdz;k djQu ?As.;klkBh vkf.k rkach clowu ?As.;klkBh vkysY;k ykHAkFAhZauk 

lqfo/Ak iqjfo.ks o enr dj.ks-  
26- dqVqac dY;k.k 'kL_Afdz;k djQu ?AsrysY;k L_Ah ykHAkF;kZapk ikBiqjkok dj.ks vkf.k R;kaP;k leL;k 

lksMfo.ks-  
27- lek/Akuh L_Ah ykHAkFAhZ] LFAkfud usrs] vkjksX; ekxZn'kZd] f'k{Ad] Lo;alsod vkf.k brjka'kh pkaxys 

Lusglaca/A izLFAkfir djQu dqVqac dY;k.k dk;Zdzekyk pkyuk ns.;kckcr izo=Rr dj.ks-  
28- fujks/A vkf.k rksaMkus ?;ko;kP;k xHAZfujks/Ad xksG;kaP;k okViklkBh Msiks gksYMlZph fuoM dj.ks] 

R;kauk izf'k{A.k ns.;klkBh vkjksX; lgkf:;dsyk enr dj.ks vkf.k Msiks gksYMlZuk ojhy lk/Aukapk 
fu;fer iqjoBk dj.ks-  

29- efgyk eaMGkP;k lHAsr lgHAkxh gksmQu teysY;k leqnk;kyk dqVqac dY;k.k] eqykaps vkjksX; b- 
ckcr ekfgrh o vkjksX; f'k{A.k ns.ks- 

30- ySafxd lekursckcr lektkyk izo=Rr dj.ks o iztuu o cky vkjksX; dk;Zdzekr iqjQ"Akapk 
lgHAkx lk/A.;kckcr izo=Rr dj.ks-  

31- oS|dh; xHAZikr djQu ?As.kk`;k fL_A;kauk toGP;k ljdkjekU; dsanzkr ikBfo.;klkBh enr dj.ks 
o vkjksX; lgkf:;dsyk dGfo.ks- 

32- oS|dh; xHAZikr djQu ?As.;klkBh miyC/A vlysY;k lqfo/Akaph ekfgrh fL_A;kauk djQu ns.ks vkf.k 
R;kckcr vkjksX; f'k{A.k o lanHAZlsok iqjfo.ks-  

33- vlqjf{Ar xHAZikr dsY;keqGs gks.kk`;k xaHAhj ifj.kkekackcr yksdkauk vkjksX; f'k{A.k ns.ks vkf.k 
R;kauk vlqjf{Ar vkf.k csdk;ns'khj xHAZikr djQu ?As.;kiklwu ijko=Rr dj.ks-  

 
c) nkbZ izf'k{A.k % c) nkbZ izf'k{A.k % c) nkbZ izf'k{A.k % c) nkbZ izf'k{A.k %     

1- dk;Z{As_Akrhy loZ nkbZaph ;knh r;kj djQu R;kauk dqVqac dY;k.k o lqjf{Ar izlqfrckcr   
   ekxZn'kZu dj.ks- 
2- nkbZ izf'k{A.kkr vkjksX; lgkf:;dsyk enr dj.ks- 

 
d) lkFAjksx fu;a_A.k % d) lkFAjksx fu;a_A.k % d) lkFAjksx fu;a_A.k % d) lkFAjksx fu;a_A.k %     

1- x=gHAsVh njE;ku lkFAhP;k vktkjkaps jQX.k 'kks/Awu dk<.ks- mnk- vfrlkj] gxo.k] iqjG vlysys 
rkikps jQX.k] esanwnkg] /AuqokZr] dkohG] ?AVliZ] iksfyvks b- vkf.k vpkud lkFAhps vktkjkph 
vis{Asis{Ak tkLr jQX.k vk<GY;kl vkjksX; lgk:;d o oS|dh; vf/Adkjh ;kauk rkrMhus dGfo.ks- 

2- vfrlkjkP;k loZ jQX.kkal {Akjlathouhps nzko.k o;ksxVkuqlkj ns.ks- 
3- la'k;hr eksrhfcanw vkf.k va/ARokP;k loZ jQX.kkP;k uksanh ?Asowu R;kauk iq<hy mipkjkalkBh 

ikBfo.ks- 
4- x=gHAsVhP;k osGh vk<Gwu vkysY;k rkikP;k jQX.kkapk jDr uequk ?Asowu R;kauk x=fgrksipkj ns.ks 

vkf.k iq<hy dk;Zokgh dj.;kl vkjksX; lsodkyk dGfo.ks- 
5- x=gHAsVhP;k osGh dkrMhoj pV@Vk vk<GY;kl fdaok dkrMhP;k jaxke/;s cny o R;k fBdk.kh 

laosnuk ulysys jQX.k 'kks/A.ks o rs vkjksX; lgk:;dkP;k funZ'kukl vk.k.ks- 
6- {A;jksX;kaph vkf.k dq"Bjksxkaph ;knh dj.;kl vkjksX; lsodkyk enr dj.ks- ojhy jQX.k fu;fer 

vkS"A/kksipkj ?Asrkr dk; ;koj y{A Bso.ks] vfu;fer o v/AZoV mipkj ?AsrysY;k jQX.kkauk 
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fu;fer o laiw.kZ vkS"A/AksipkjklkBh izo=Rr dj.ks vkf.k vls jQX.k vkjksX; lgk:;d ;kaP;k 
funZ'kukl vk.k.ks-  

 
M) thoufo"A;d vkdMsokjhph uksan %M) thoufo"A;d vkdMsokjhph uksan %M) thoufo"A;d vkdMsokjhph uksan %M) thoufo"A;d vkdMsokjhph uksan %    

1- dk;Z{As_Akr gks.kk`;k tUee=R;qaph uksan dj.ks o rlk vgoky vkjksX; lgk:;d ;kauk dGfo.ks-  
2- dk;Z{As_Akr gks.kk`;k jQX.kkaph uksan dj.ks vkf.k dk;n;kuqlkj deh o; vl.kk`;k eqyk eqyhaps yXu 

BjY;kl fdaok >AkY;kl vkjksX; lgk:;d (iqjQ"A) ;kaP;k fun'kZukl vk.k.ks-  
3- tUe vkf.k e=R;qph uksan osGhp dj.;kps egRo yksdkauk lkax.ks-  

 
bZ) izFAeksipkj o fdjdksG vktkajkoj mipkj %bZ) izFAeksipkj o fdjdksG vktkajkoj mipkj %bZ) izFAeksipkj o fdjdksG vktkajkoj mipkj %bZ) izFAeksipkj o fdjdksG vktkajkoj mipkj %    

1- izFAeksipkjkps lkfgR;] {Akjlathouhph ikfdVs o fdjdksG vktkjkaojhy vkS"A/As ;ksX; R;k 
O;Drhauk$ jQX.kkauk miyC/A djQu ns.ks-  

2- xaHAhj vktkj o xqarkxqra >AkysY;k] fdjdksG o lk/;k vktkjkaP;k jQX.kkauk oS|dh; vf/Adkjh izk-
vk- dsanz fdaok toGP;k nok[AkU;kr ikBfo.ks-  

3- vkjksX; ekxZn'kZdkus ikBfoysY;k jQX.kkaoj mipkj dj.ks o vko';d okVY;kl jQX.k iqf<y 
mipkjklkBh ikBfo.ks-  

 
iQ) la?Adk;Z %iQ) la?Adk;Z %iQ) la?Adk;Z %iQ) la?Adk;Z %    

1- izkFAfed vkjksX; dsanzkr gks.kk`;k deZpk`;kaP;k izR;sd lHAsr gtj jkg.ks o lgHAkxh gks.ks-  
2- vkiY;k dk;kZps vkjksX; lsfodsph vkf.k brj vkjksX; deZpk`;ka'kh leUo; lk/A.ks-  
3- izR;sd vkBoM;kyk ,dnk rjh vkjksX; lgk:;d (L_Ah) ;kauk HAsV ns.ks vkf.k R;kapk lYyk o 

ekxZn'kZu vko';drsizek.ks ?As.ks-  
4- dk;Z{As_Akr ?As.;kr ;s.kk`;k fofo/A f'kchjkr vkf.k eksfgesr lgHAkxh gks.ks-  
5- LFAkfud Lo;alsoh laLFAk 'kks/Awu R;kauk lektkps vkjksX; pkaxys jk[A.;kl izo=Rr dj.ks-  

 
e) vgoky o uksanogh Bso.ks %e) vgoky o uksanogh Bso.ks %e) vgoky o uksanogh Bso.ks %e) vgoky o uksanogh Bso.ks %    

1- lgk vkBoM;kuarjP;k loZ xjksnj ekrk] 12 efgus o;ksxVkrhy loZ ckyds] 'kkys;&iwoZ ckyds 
vkf.k 15 rs 45 o;ksxVkrhy loZ L_Ah;kaph uksan dj.ks o uksanogh r;kj dj.ks-  

2- izlqrhiwoZ] izlqrhlacaf/Ar vkf.k eqykauk ns.;kr ;s.kk`;k lsokaps vgoky r;kj dj.ks-  
3- ;ksX; tksMI;kaph ;knh vkf.k ygku eqykaph ;knh r;kj dj.ks o v|kor Bso.;klkBh vkjksX; 

lsodkyk enr dj.ks-  
4- dqVqac dY;k.k lkfgR; okVi] rkach clfoysY;k fL_A;k] dqVqac dY;k.k 'kL_Afdz;k djQu ?As.kk`;k 

ykHAkF;kZaph ;knh Bso.ks-  
5- midsanz Lrjkoj vkjksX; lsok l_Akr okVi dsysY;k fL_A;kaph uksan Bso.ks- 
6- vkysys lkfgR; o okVi dsysys lkfgR;kph uksanogh Bso.ks-  
7- ekfld izxrh vgoky r;kj djQu rks osGhp vkjksX; lgkf:;dsdMs ikBfo.ks-  

 
g) brj % g) brj % g) brj % g) brj %     

1- vax.kokMhyk HAsV nsmQu dqiksf"Ar eqykaph ;knh djQu ekrsyk vkgkjkckcr vkjksX; f'k{A.k ns.ks-  
2- 'kkys; vkjksX; rikl.khr oS-v- o vkjksX; lgk:;d ;kauk enr dj.ks] uohu dq"Bjksxh 'kks/A eksfgesr 

lgHAkx ?As.ks-  
 
(lanHkZ% egkjk"V! 'kklu lkoZtfud vkjksX; foHAkx 'kklu fu.kZ; dzekad vkjbZ,l 10-1001$iz-dz-
122$lsok1 ea_Aky;] eqacbZ 400032-  fnukad % 11 fMlsacj 2001) 
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lsosP;k loZlk/kkj.k lsok'krhZ lsosP;k loZlk/kkj.k lsok'krhZ lsosP;k loZlk/kkj.k lsok'krhZ lsosP;k loZlk/kkj.k lsok'krhZ % fu;e 1981% fu;e 1981% fu;e 1981% fu;e 1981    
egRokP;k O;k[;k egRokP;k O;k[;k egRokP;k O;k[;k egRokP;k O;k[;k %%%%    

1) f'kdkmQ mesnokj (fu;e 9 (3) %&f'kdkmQ mesnokj (fu;e 9 (3) %&f'kdkmQ mesnokj (fu;e 9 (3) %&f'kdkmQ mesnokj (fu;e 9 (3) %& 'kklfd; lsosrhy uksdjhP;k n="Vhus ,[kk|k O;olk;ke/khy 
vFkok /ka|krhyizf'k{k.kklkBh ikBoysyh O;Drh- v'kk izf'k{k.kkP;k dkyko/khr v'kk O;fDrl 
'kklukdMwu ekfld njkus jDde ns.;kr ;srs] ijarq dk;e fjDr inkoj R;k O;fDrph fu;qDrh 
dsyh tkr ukgh-  
 

2) fnol % (fu;e 9 fnol % (fu;e 9 fnol % (fu;e 9 fnol % (fu;e 9 (13) %&(13) %&(13) %&(13) %& ,dk e/;jk_khiklwu lqjQ gks.kkjk o nql`;k e/;jk_kh lai.kkjk 
dkyko/kh  
 

3) jktif_kr 'kkldh; deZpkjh % (9 (14) %&jktif_kr 'kkldh; deZpkjh % (9 (14) %&jktif_kr 'kkldh; deZpkjh % (9 (14) %&jktif_kr 'kkldh; deZpkjh % (9 (14) %& vf[ky Hkkjrh; lsosrhy fdaok jkT; lsosrhy 
O;fDr fdaok lafonsrhy fdaok djkjkrhy] vVhuqlkj ftph fu;qDrh dsyh vkgs vkf.k ftph 
fu;qDrh 'kklukus jktif_kr dsysyh vkgs] v'kh O;fDr- 
 

4) LFkk;h in (9$40) %&LFkk;h in (9$40) %&LFkk;h in (9$40) %&LFkk;h in (9$40) %& fuf'pr osru nj vlysys o dkye;kZnk u ?kkyrk eatwj dsys in- 
 

5) vLFkk;h in (9$53) %&vLFkk;h in (9$53) %&vLFkk;h in (9$53) %&vLFkk;h in (9$53) %& fuf'pr osru nj vlysys ijarq e;kZfnr dkyko/khlkBh eatwj dsysys 
in- 
 

6) lkof/k fu;qDrh in (9$54) %&lkof/k fu;qDrh in (9$54) %&lkof/k fu;qDrh in (9$54) %&lkof/k fu;qDrh in (9$54) %& ,[kk|k 'kklfd; deZpk`;kaph iquZfu;qDrh u gksrk R;kyk 
e;kZnhr dkyko/khis{kk vf/kd dkG ts in /kkj.k djrk ;s.kkj ukgh vls LFkk;h in- 

 
oS|fd; izek.ki_k (fu;e dzoS|fd; izek.ki_k (fu;e dzoS|fd; izek.ki_k (fu;e dzoS|fd; izek.ki_k (fu;e dz----11 rs 19) %&11 rs 19) %&11 rs 19) %&11 rs 19) %&    
lkekU;r% 'kklfd; lsosr fu;qDr djko;kP;k dks.kR;kgh O;fDrph fu;qDrhiowhZ oS|fd; rikl.kh >kkyh 
ikfgts rFkkih ,[kk|k O;fDryk rkRdkG jQtw gks.ks vko';d vlsy rj oS|fd; vf/kdk`;kus ik_k 
Bjfo.;kP;k 'kRkhZP;k vf/ku jkgwu oS|fd; izek.ki_k feGkY;kf'kok; R;kph fu;qDrh djrk ;sbZy v'kk 
O;fDrl lsosr jQtw >kkY;kP;k rkj[ksiklwu nksu efgU;kP;k vkr oS|fd; izek.ki_k nk[ky dj.;kl 
lkax.;kr ;kos- iQsjuse.kqd oS|fd; izek.k_kkP;k rkj[ksiklwu lgk efgU;kP;k vkr >kkyh vlY;kl R;k 
'kklfd; deZpk`;kus oS|fd; izek.ki_k uO;kus nk[ky dj.;kph vko';drk ukgh-  
 vf/kd tckcnkjhP;k inkoj ,[kk|k deZpk`;kph use.kqd $ inksUurh >kkY;kl o R;klkBh osxGh 
'kkjhfjd ik_krk vko';d vlY;kl iqUgk osxGs oS|fd; izek.ki_k lknj djkos ykxsy-  
 deZpk`;kl oS|fd; rikl.khr ik_k Bjfo.;kr vkys vlY;k cn@nyps izek.ki_k 'kklfd; 
deZpk`;kaP;k ifgY;k osru ns;dklkscr fdaok gs 'kD; ulsy rj uarjP;k osru ns;dklkscr tksM.;kr 
;kos-  
 ,[kk|k deZpkjh oS|fd; n="V;k vik_k vkgs vls vk<Gwu vkY;kl rls R;kl rkRdkG 
dGfo.;kr ;kos- vls dGfo.kkjs i_k R;kl T;k rkj[ksl ikBfoys R;k rkj[ksiklwu ,d efgU;kP;k vkr 
lacaf/kr dk;kZy; izeq[kkP;k ijokuxhus lapkyd vkjksX; lsok ;kaP;kdMs R;kl vfiy djrk ;sbZy- 
lnkps vfiy fLodkj.;kr vkY;kl R;kph lsok lqjQ Bso.;kr ;koh- nql`;k oS|fd; rikl.khph R;kph 
fouarh vekU; >kkY;kl fdaok nql`;k rikl.khps fu"d"kZ feG.;kP;k foyackl rks deZpkjh tckcnkj vkgs 
vls vk<Gwu vkY;kl R;kph lsok rkcMrksc lekIr dj.;kr ;koh-  
 oS|fd; vf/kdk`;kps fu"d"kZ dGfo.;kr vkY;kiklwu ,d efgU;kP;k vkr 'kklfd; deZpk`;kus 
vfiy nk[ky dsys ukgh rj ,d efgU;kpk dkyko/kh lekIr >kkY;kuarj R;kph lsok rkcMrksc lekIr 
dj.;k ;koh-  
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 'kklfd; deZpk`;kph oS|fd;n="V;k rikl.kh >kkyh vkgs vkf.k rks ik_k Bjyk vkgs vls 
izek.ki_k lknj dsY;kuarj R;k fo"k;hph uksan rkRdkG R;kP;k lsokiqLrdkr dsyh ikfgts vkf.k R;kP;k 
lsokfo"k;hP;k brj dkxn i_kkacjkscj oS|fd; ik_krk izek.ki_k lqjf{kr Bsoys ikfgts-  
    
'kklfd; deZpk`;kaus oS|fd; izek.ki_k dsOgk lknj djkos… 
fu;e 11 (1fu;e 11 (1fu;e 11 (1fu;e 11 (1) o (2)) o (2)) o (2)) o (2) & 'kklfd; lsosr fu;qDrh gks.;kiwohZp fu;qDrh dj.;kr ;ko;kP;k O;fDrhph 
oS|fd; rikl.kh gks.ks vko';d vkgs] ek_k dkekoj rkcMrksc jQtw gks.ks vko';d vkgs] ek_k dkekoj 
rkcMrksc jQtw gks.ks vko';d vlY;kl oS|fd; izek.ki_k uarj lknj dsys rjh pkyq 'kdrs-  
 use.kqd lgk efgU;kis{kk tkLr dkyko/khlkBh pkyq jkg.kkj vlsy rj deZpk`;kus dk;ZHkkj 
fLodkjY;kiklwu nksu efgU;kps vkr oS|fd; izek.ki_k lknj dsys ikfgts-  
 
fu;e 15fu;e 15fu;e 15fu;e 15    (3) &(3) &(3) &(3) & ,[kk|k deZpk`;kph oS|fd; rikl.kh >kkY;kuarj R;kl uksdjhrwu deh dj.;kr vkys 
o oS|fd; izek.ki_k fnY;kP;k rkj[ksiklwu 6 efgU;kps vkar iqUgk dekoj ?ks.;kr vkY;kl R;kal iqUgk 
oS|fd; izek.ki_k lknj dj.;kph vko';drk ukgh-  
    
fu;e 15 (4) &fu;e 15 (4) &fu;e 15 (4) &fu;e 15 (4) & vf/kd tckcnkjhP;k inkoj deZpk`;kph use.kwd $ inksUurh >kkY;kl o R;k inklkBh 
dkgh osxGh 'kkjhfjd ik_krk fofgr dj.;kr vkyh vlY;kl] iqUgk oS|fd; izek.ki_k lknj djkos 
ykxsy- 
    
fu;e 18 &fu;e 18 &fu;e 18 &fu;e 18 & loskfuo=Rrhuarj 6 efgU;kaps vkr deZpk`;kl iqUgk fu;qDrh ns.;kr ;sr vlsy rj iqUgk 
oS|fd; izek.ki_k ns.;kph vko';drk ukgh- rFkkfi 6 efgU;kuarj fu;qDrh ns.;kr ;sr vlsy rj 
fu;qDrh vf/kdk`;kus ;k lanHkkZr ;ksX; rks fu.kZ; ?;kok-  
oS|fd; izek.ki_kkckcr vfiy & 
    
fu;e dzfu;e dzfu;e dzfu;e dz----    11(2) & fVi 4 o 5&11(2) & fVi 4 o 5&11(2) & fVi 4 o 5&11(2) & fVi 4 o 5& ,[kknk deZpkjh oS|fd; rikl.khr vik_k BjY;kl R;kl rkcMrksc 
dGfo.;kr vkys ikfgts o vls dGfo.;kr vkY;kiklwu 1 efgU;kps vkr R;kus ;k lanHkkZr vfiy dsys 
ikfgts] ek_k ;k eqnrhr R;kus vfiy u dsY;kl R;kal lsokeqDr dsys ikfgts- 
 ;ksX; R;k eqnrhr vfiy dsY;kl o rs fLodkj.;kr vkY;kl deZpk`;kl iqUgk oS|fd; rikl.khl 
ikBfo.;kr ;sbZy o v'kh rikl.kh gksbZLrksoj R;kph lsok pkyw Bsoyh tkbZy ek_k ;k nql`;k rikl.khl 
deZpkjh m'khj ykorks vkgs vls vk<Gwu vkY;kl ok R;kps vfiy ukdkj.;kr vkY;kl R;kl rkcMrksc 
lsokeqDr dj.;kr ;sbZy  
    
oS|fd; izek.ki_kkckcr dk;kZy;kus djko;kph dk;Zokgh &oS|fd; izek.ki_kkckcr dk;kZy;kus djko;kph dk;Zokgh &oS|fd; izek.ki_kkckcr dk;kZy;kus djko;kph dk;Zokgh &oS|fd; izek.ki_kkckcr dk;kZy;kus djko;kph dk;Zokgh &    (fu;e 15(2) o 16)(fu;e 15(2) o 16)(fu;e 15(2) o 16)(fu;e 15(2) o 16) 
 deZpkjh oS|fd; rikl.khr ik_k BjY;kuarj R;kP;k ifgY;k osru ns/dkr rls izekf.kr dj.ks$ 
uksanfo.ks vko';d vkgs] dkgh dkj.kkus rs 'kD; u >kkY;kl nql`;k efgU;kP;k osru ns;dkr rls 
uksanfo.;kr ;kos R;kpizek.ks vko';d rs oS|fd; izek.ki_k izkIr >kkY;kcn@ny ys[kk ijh{kk dk;kZy;kl 
dGfoys ikfgts-  
 deZpk`;kaph oS|fd; rikl.kh >kkyh vlwu R;kr rks ik_k BjY;kcn@nyph uksan] R;kP;k 
lsokiqLrdkr ?ks.;kr vkyh ikfgts o oS|fd; izek.ki_k] deZpk`;kaP;k brj lsok vfHkys[kklkscr lqjf{kr 
Bso.;kr vkys ifgts-  
    
/kkj.kkf/kdkj (fyu)/kkj.kkf/kdkj (fyu)/kkj.kkf/kdkj (fyu)/kkj.kkf/kdkj (fyu)    
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 ,[kk|k deZpk`;kph ,[kk|k dk;e inkoj tsOgk dk;e LojQikr use.kwd dsyh tkrs rsOgk R;k 
inkoj jkg.;kpk R;kpk vf/kdkj Eg.kts /kkj.kkf/kdkj gks; (fu;e dz-9$30) vlk /kkj.kkf/kdkj 
,[kk|k deZpk`;kl use.kwd >kkY;kiklwu yxsp izkIr gksrks-  
LFkk;h inkoj deZpk`;kph dk;eLojQih use.kwd >kkY;kl R;kpk iwohZP;k inkojhy gDd lekIr gksrks- 
(fyfid Eg.kwu deZpkjh dk;e dj.;kr vkyk R;kl ojh"B fyfid Eg.kwu inksUurh feGkyh R;k inkoj 
R;kauk dk;e dj.;kr vkys rj R;kapk fyfid inkojhy /kkj.kkf/kdkj laiq"Vkr ;sbZy-)  
    

/kkj.kkf/kdkj dsOgk vc/kkj.kkf/kdkj dsOgk vc/kkj.kkf/kdkj dsOgk vc/kkj.kkf/kdkj dsOgk vckf/kr jkgrks kf/kr jkgrks kf/kr jkgrks kf/kr jkgrks …(fu;e dz(fu;e dz(fu;e dz(fu;e dz----22) &22) &22) &22) &    
1) T;k inkoj deZpk`;kph use.kwd >kkyh vkgs R;k inkph drZO;s ikj ikMr vlrkauk  
2) deZpkjh Loh;srj lsosr vlrkauk  
3) ,[kkns vLFkk;h in /kkj.k djr vlrkauk 
4) T;k inkps osru vkdfLed [kpkZrwu vFkok cka/kdkekP;k [kpkZrwu fnys tkr vlsy vls in 

/kkj.k djr vlrkauk  
5) Iknxzg.k vof/ke/;s  
6) cnyh tj [kkyP;k inkoj dk;ei.ks >kkyh vlsy /kkj.kkf/kdkj [kkyP;k inkoj tkbZy- 
7) deZpkjh jtsoj vlrkauk  
8) dks.kR;kgh dkj.kkus LFkk;h in vLFkfxr Bso.;kr vkys vlsy rj vLFkfxr dkyko/khr 

/kkj.kkf/kdkj vckf/kr jkfgy- 
    

/kkj.kkf/kdkj dsOgk fuyafcr gksrks /kkj.kkf/kdkj dsOgk fuyafcr gksrks /kkj.kkf/kdkj dsOgk fuyafcr gksrks /kkj.kkf/kdkj dsOgk fuyafcr gksrks …(fu;e dz(fu;e dz(fu;e dz(fu;e dz----23)23)23)23)    
1- ,[kk|k deZpk`;kph fu;qDrh inkoj LFkk;h LojQikr use.kqd >kkY;kl R;kpk eqG inkojhy 

/kkj.kkf/kdkj fuayfcr gksrks- 
2- Nql`;k deZpk`;kpk /kkj.kkf/kdkj vlysY;k inkoj deZpk`;kph dk;e LojQih fu;qDrh >kkY;kl 

R;kpk eqG inkojhy /kkj.kkf/kdkj fuyafcr gksrks- 
3- deZpkjh Loh;srrj lsosr vFkok izfrfu;qDrhoj xsY;kl vFkok nql`;k laoxkZrhy inkoj 

dk;eLojQih cnyh >kkY;kl o R;kiSdh dks.kR;kgh dkj.kkus T;k inkoj R;kpk /kkj.kkf/kdkj 
vkgs R;k inkoj rks 3 o"kkZis{kk deh ukgh ,[kk|k dkyko/khlkBh vuqifLFkr vlY;kl] 
eqGinkojhy R;kpk /kkj.kkf/kdkj fuyafcr gksrks- 

    

/kkj.kkf/kdkj dsOgk fuyafcr djrk ;sr ukgh/kkj.kkf/kdkj dsOgk fuyafcr djrk ;sr ukgh/kkj.kkf/kdkj dsOgk fuyafcr djrk ;sr ukgh/kkj.kkf/kdkj dsOgk fuyafcr djrk ;sr ukgh…(fu;e 23 (2) & fVi &3)(fu;e 23 (2) & fVi &3)(fu;e 23 (2) & fVi &3)(fu;e 23 (2) & fVi &3)    
1) laoxkZckgsjhy inkoj deZpk`;kph cnyh >kkyh vlsy o cnyh >kkY;kiklwu 3 o"kkZP;k vkar rks 

fu;r o;ksekukus fuo=Rr gksr vlY;kl eqG inkojhy R;kpk /kkj.kkf/kdkj fuyafcr gksr ukgh-  
2) lkof/kfu;qDr inkojhy deZpk`;kapk] R;kP;k eqG inkojhy /kkj.kkf/kdkj fuyafcr djrk ;sr 

ukgh- 
 

Hkwry{kh izHkkokus /kkj.kkf/kdkj fuyafcr gksrksHkwry{kh izHkkokus /kkj.kkf/kdkj fuyafcr gksrksHkwry{kh izHkkokus /kkj.kkf/kdkj fuyafcr gksrksHkwry{kh izHkkokus /kkj.kkf/kdkj fuyafcr gksrks    dk;dk;dk;dk;…    
fu;e 24&fu;e 24&fu;e 24&fu;e 24& deZpk`;kph izfrfu;qDrhus $ Loh;srj lsosr vFkok nql`;k laoxkZrhy LFkk;h $ vLFkk;h 
inkoj LFkkukiUu ukR;kus cnyh gksrs] rsOgk R;k rkj[ksiklwu vFkok R;k uarjP;k rkj[ksiklwu Hkwy{kh 
izHkkokus deZpk`;kpk eqG inkojhy /kkj.kkf/kdkj fuyafcr gksrks- 
osru o HkRrs dks.kR;k rkj[ksiklwu ns; gksrkr … 
fu;e dzfu;e dzfu;e dzfu;e dz----28&28&28&28& loZlk/kkj.ki.ks ,[kk|k inkpk dk;ZHkkj e/;kUgiwoZ fLodkjyk vlsy rj R;k fnolkiklwu 
R;k inkps osru ns; Bjrs] rj dk;ZHkkj e/;kUgksRrj fLodkjyk vlsy rj R;kuarjP;k fnolkiklwu 
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osru ns; Bjrs-R;kpizek.ks dk;ZHkkj e/;kUgiwoZ lksMyk vlsy rj R;k fnolkiklwup rj e/;kUgksRrj 
lksMyk vlsy rj nql`;k fnolkiklwu osru feG.ks can gksbZy-  
 

dk;ZHkkjkps gLrkarj.k dksBs dj.;kr ;srs dk;ZHkkjkps gLrkarj.k dksBs dj.;kr ;srs dk;ZHkkjkps gLrkarj.k dksBs dj.;kr ;srs dk;ZHkkjkps gLrkarj.k dksBs dj.;kr ;srs …    
    
fu;e dzfu;e dzfu;e dzfu;e dz----31&31&31&31& loZlk/kkj.ki.ks dk;ZeqDr o dk;Zekspd nksUghdeZpk`;kaP;k mifLFkrhr o eq[;ky;hu 
dk;ZHkkj gLrkarj.k >kkys ikfgts-  
 fo'ks"k dkj.kkLro dk;ZHkkj vU; fBdk.kh lksifo.;kl l{ke vf/kdkjh ijokuxh nsow 'kdsy] ek_k 
R;klkBhph dkj.ks vkns'kkar Li"V dsysyh vlkohr- 
 vioknkRed ifjfLFkrhr dk;ZeqDr gks.kk`;k deZpk`;P;k vuqifLFkrhr] dk;ZHkkj eq[;ky;kP;k 
fBdk.kh ok vU; fBdk.kh i_kkOnkjs ok vU; izdkjs dk;ZHkkj lksifo.;kl l{ke izkf/kdkjh ijokuxh nsow 
'kdsy- 
    
inksUurhph rkjh[k fuf'pr dj.ks &inksUurhph rkjh[k fuf'pr dj.ks &inksUurhph rkjh[k fuf'pr dj.ks &inksUurhph rkjh[k fuf'pr dj.ks &(fu;e dz(fu;e dz(fu;e dz(fu;e dz----32) &32) &32) &32) &  
leku tckcnkjhP;k inkoj deZpk`;kph inksUurh >kkyh vlsy rj inksUurhps in T;k rkj[ksyk fjDr 
gksbZy R;k rkj[ksyk inksUurh >kkyh vls let.;kr ;sbZy rj vf/kd tckcnkjhP;k inkoj inksUurh 
gksr vlsy rj] tsOgk rs in izR;{kkr /kkj.k dsys tkbZy rsOgkiklwu inksUurh >kkyh vls let.;kr 
;sbZy- 
    
'kklfd; deZpk`;kapk nSuafnu dkyko/kh &'kklfd; deZpk`;kapk nSuafnu dkyko/kh &'kklfd; deZpk`;kapk nSuafnu dkyko/kh &'kklfd; deZpk`;kapk nSuafnu dkyko/kh &    (fu;e dz(fu;e dz(fu;e dz(fu;e dz----34)34)34)34)    
'kklfd; deZpkjh 24 gh rkl 'kkluk'kh cka/khy vlrks R;keqGs R;kl dks.kR;kgh osGh o dks.kR;kgh 
dkekoj use.;kpk vf/kdkj 'kklukl vkgs-  
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LEAVE RULES 
 

(Maharashtra Civil Services (Leave) Rules 1981) 

 Leave means written sanction from leave sanctioning authority to remain absent from 

duty & it cannot be claimed as a right. THO must know various kinds of leave and sanctioning 

procedure. Maximum amount of continuous leave permissible to a government servant should 

not exceed 5 years but ground for such leave should be convincing & acceptable by CEO ZP. 

1. Guidelines for sanctioning leave (Rule 12) 

• Leave is not the right of the employee but it is discretion of leave sanctioning authority 

who may sanction or refuse leave. (Rule 10 of MCSR leave Rules)  

• Leave applied should be at credit of incumbent.  

• Sanction of leave should not hamper PHC functioning.  

• There should be specific mention regarding who should look after duties during leave 

period so that work of PHC will not suffer.  

• MO can recall employee from leave if there is emergency or work of PHC is suffering.  

• MO PHC must know address of employee during leave period. 

 

2. Important aspects of leave 

 

2.1. Commutation of one kind of leave into another (Rule-14): Authority who can grant leave 

may commute retrospectively leave of one kind into another kind which was due and admissible 

to government servant at the time when leave was granted, but employee can not claim such 

commutation as a matter of right. Commutation should be made at the request of government 

servant. 

 

2.2. Combination of leave (Rule-15): Any kind of leave may be granted in combination with or 

in continuation of other kind of leave. However casual leave shall not be combined with any kind 

of leave. 

 

2.3. Grant of leave & leave salary payment to a transferred government servant (Rule-30) 

• When a government servant is already on leave, which is sanctioned by competent 

authority and is transferred to another office where he has to join on expiry of leave, then 

leave sanction and payment of leave salary will be responsibility of office from where 

he/she is transferred.  

• If government servant applies for extension of leave in continuation of leave already 

granted to him by office from which he is transferred, issue of formal orders sanctioning 

extension of leave &payment of leave salary shall devolve on 

� Office where he has to report for duty, if transfer of government & ZP servant to 

such office is to take effect from date of expiry of original spell of leave. 

OR 

� Office from where he is transferred if his transfer is to take effect from date of 

expiry of extension of leave applied for.  

� When leave is applied during transit period from one department to another, 

leave will be sanctioned by office where he has to report for duty. 
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2.4. Casual Leave 

 Causal leave is not considered as kind of leave. It is an excuse for absence from duty. It 

is intended to meet special circumstances for which provision cannot be made by exact rules. 

Total casual leave admissible to a government servant during a calendar year is 8 days. 

However, this should normally be sanctioned proportionate to calendar year period. Some 

government servants may exhaust casual leave in first few months of year and request for short 

earned leave. Such practice should be discouraged. 

 

2.4.1. Criteria 

• Account of leave starts from 1st January of every year and ends on 31st December of 

that year. Total casual leave admissible in one year is eight days. Unconsumed casual 

leaves lapse at end of year and cannot be carried forward to next calendar year.  

• Not more than 7 days CL can be enjoyed at a time to be extended to 8 days in 

exceptional circumstances.   

• Total period of CL and holidays enjoyed in conjunction at a time should not exceed 7 

days. Only in exceptional circumstances CL can be extended to 8 days, if it is due.  

• Any number of holidays and or Sundays are permitted to be prefixed /suffixed so also 

holiday or series of holidays are permitted to interpose between period of CL. However 

total period of CL and holidays, enjoyed in continuation at one time should not ordinarily 

exceed 7 days &10days in exceptional circumstances. 

 

3. Kinds of leave 

3.1. Earned leave (MCSR (Leave) Rules -1981) Rule-50 

• Thirty days Earned leave is admissible for one calendar year. Fifteen days of earned 

leave is added to the account of government servant on 1st January and fifteen days on 

1st July of every year.  

• Account of earned leave is maintained in service book. A separate page has been 

provided in service book for earned leave account.  

• Unused earned leave gets credited to earned leave account. Maximum limit of earned 

leave at a credit of government servant is up to 300 days.  

• When public servant is asked to join duties immediately without availing joining time in 

his transfer order, unexpired portion of joining time in days is to be credited to earned 

leave account.  

• Encashment of earned leave at credit is permissible on or after the date of retirement 

(Maximum EL 300 days). 

 

3.1.1. Calculation of earned leave (rule - 51) 

• Leave at a rate of 2 ½ days for each completed calendar month of service, which the 

public servant is likely to render in half year of calendar year in which he is appointed.  

• Credit at above rate should be accorded in case of resignation/retirement/removal/ 

dismissal/death for every completed calendar month up to the end of calendar month in 

which instance occurred. 

 

3.2. Half pay leave (Rule-60) 
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• Half pay leave of 20 days is admissible in respect of each completed year of service. For 

each half year on 1st January and 1st July 10 days leave is added to account of half pay 

leave.  

• Account of half pay leave is maintained in service book on separate page. 

• Half pay leave can get accumulated without any upper limit at the rate of 5/3 days for 

each completed month of service up to date of retirement/removal/dismissal/death. 

 

3.3. Commuted leave (Rule no. 61) 

• Commuted leave is always granted on medical ground. 

• Commuted leave not exceeding half the amount of half pay leave due may be granted 

on medical grounds. If government servant avails 20 days commuted leave; 40 days half 

pay leave is debited to half pay leave account. 

• Commuted leave up to a maximum 90 days may be allowed during entire service without 

production of medical certificate 

 

3.4. Leave not due (Rule – 62) 

• Only permanent employee can be granted this type of leave. 

• It is advance sanction of half pay leave when there is no other kind of leave at the credit 

of the government servant. 

• Leave not due during entire service period shall be limited to maximum 360 days, out of 

which not more than 90 days at a time and 180 days in all may be on medical certificate. 

• Leave not due shall be debited against half pay leave a government servant may earn 

subsequently, e.g. if a government servant avails leave not due for 40 days then it will 

take 2 years to get it debited against half pay leave. 

 

3.5. Extra ordinary leave (Rule-63) 

Granted in following special circumstances 

• When no other leave is admissible 

• When other leave is admissible but government servant has applied in writing for grant 

of extra ordinary leave 

 

3.5.1. Limits for extra-ordinary leave (Rule-63) 

 Limit for extra-ordinary leave is 3 months. Limits can be extended up to twenty-four 

months in following circumstances in any one occasion - 

• Six months when government servant has completed 3 years continuous service and 

illness is certified by Civil Surgeon or Superintendent of Government Hospital 

• Twelvemonths when government servant has completed 5 years service and illness is 

certified by Civil Surgeon or Superintendent of Government Hospital  

• Twelvemonths when government servant has completed 1 year service and is 

undergoing treatment for cancer or mental illness. 

• Eighteen months when government servant has completed 1 year continuous service 

and is undergoing treatment for pulmonary TB, pleurisy of TB origin and leprosy. 

• Twenty-four months for prosecuting studies. 

 

3.6. Grant of leave on Medical ground (Rule-40) –Medical leave/commuted leave 

3.6.1. Grant of medical leave to Group-A/B government servant by competent authority 
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• If a leave with extension up to 2 months, certificate in form 3 from authorized medical 

attendant or Medical Officer of equal status is needed. 

• If leave is more than 2 months, ask to appear before medical board. 

 

3.6.2. Grant of Medical Leave to Group-C ZP government servant by competent authority 

• Application of leave accompanied by certificate of authorized medical attendant or a 

registered medical practitioner defining nature and probable duration. 

• In case of doubt, authority competent to grant leave can secure second medical opinion 

by Civil Surgeon to have medical examination. 

 

3.6.3. Grant of leave to Group-D ZP government servants on medical grounds 

• In support of application on medical grounds from government class IV servant, 

competent authority to grant leave may accept certificate, as it may deem sufficient. 

 

3.6.4. Important aspects of medical leave 

• If a government servant repeatedly applies for leave on medical ground, attention of 

medical board should be drawn, may be referred to medical board & if medical board 

opines that, he is no fit to continue / to carry out duties prescribed for the post, he should 

be asked for invalid retirement. 

• If non-gazetted government/ZP servant has applied for 3 days leave on medical ground, 

exemption from submitting medical certificate may be given however such a leave 

should not be debited against leave other than commuted leave. 

 

4. Leave salary (Rule no. 70) 

• Earned leave: Leave salary equal to pay drawn in month immediately before proceeding 

on earned leave is admissible. 

• Half pay leave: Half amount of pay drawn in month immediately before leave is 

admissible 

• Commuted leave: Leave salary equal to pay drawn in month immediately before 

proceeding on leave is admissible. 

• Extra ordinary leave: No leave salary is permissible. But House Rent Allowance (HRA) & 

City Compensatory Allowance (CCA) are admissible. However HRA etc. is permissible 

after ascertaining expenditure incurred by government servant during leave period. 

 

5. Powers to grant leave and leave record 

• Medical Officer is competent to sanction all kinds of leave to non-gazetted government 

ZP servant up to 30 days except special disability leave and study leave. 

• Leave application extending leave beyond 120 days should be submitted to DHO with 

clear remarks about leave to be sanctioned or rejected.  

• Junior Assistant should keep leave record of all PHC staff. He should enter leave in 

service book and leave salary must be drawn in next month without delay.  

• MO must verify leave entry in service book while signing pay bill of leave period. 

 

6. Special kinds of leave 

 Special kinds of leave are not debited to leave account, however a note in service book 

is required to be taken with due attestation. 
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6.1. Maternity leave for government servant (Rule-74) 

• On date of application female servant in permanent employment having 2 or less living 

children, is entitled for 180 days maternity leave & during such a period of leave, salary 

equal to pay drawn immediately before proceeding on leave will be paid. 

• If lady government servant demands for leave beyond maternity leave period, leave can 

be sanctioned for total period of one-year in continuation with maternity leave, it can be 

granted without asking to produce medical certificate. Earned leave or commuted leave 

should be deducted as per applicant’s request. 

• In case of abortion / MTP, 45 days leave irrespective of number of issues is admissible. 

However certificate from medical authority registered under MTP Act is necessary. 

• Lady government servant who adopts a child is entitled for leave up to 1 year or till child 

completes his/her 1- year, whichever is earlier. Women who have 2 living issues on date 

of application are not entitled to this leave. 

 

6.2. Special casual leave 

6.2.1. A government servant whose wife is undergoing tubectomy operation for first time or re-

surgery in case of failure is entitled for 7 days special leave. 

 

6.2.2. Special casual leave of maximum 3 days or as certified by CS is permissible for anti 

rabies treatment. However it should be certified by Civil Surgeon or authorized medical 

attendant. 

 

6.3. Special disability leave (Rule 75) 

 If a government servant gets injured and disabled, because of risk of his work or by 

somebody else, special disability leave up to maximum 24months can be granted. 

 

6.4. Special leave for tuberculosis, cancer, leprosy (Rule 79) 

 After 3 years continuous service, one-year full pay leave is admissible on submission of 

medical certificate for abovementioned reasons. If not cured, half pay leave and afterwards as 

per medical board certification extra ordinary leave is admissible. However total leave should 

not exceed 3 years. 

 

6.5. Study leave (Rule 80) 

For 12 months and maximum up to 24 months is permissible. Such cases will not come across 

Panchayat Samiti level. 

 

7.Action that can be taken against government servant who remains absent 

without permission 

• Refusal of CL if it is believed that it is asked for without adequate ground. 

• Treatment of absence as leave without pay when a person has remained absent without 

obtaining prior permission. He should be asked in writing reasons why he remained 

absent without permission &after getting his explanation, if leave sanctioning authority is 

not satisfied, absence without permission can be treated as LWP. 

• Refusal of earned leave for short period of a day or two, to a person who has exhausted 

his CL by taking it on flimsy pretext. 
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8. Compensatory holidays 

• Compensatory holidays should not be accumulated for more than 3 days and should not 

be allowed to be carried forward to next calendar year. 

• Compensatory holidays can be prefixed or suffixed or both to leave due and or holidays. 

• It is permissible to only group C& D staff. 

 

9. Transit period after transfer 

• Transit period of seven days including Sundays & holidays is permissible in case of 

administrative transfer from one place to another for preparation. 

• In addition to this, journey period of one day is admissible, if transfer is in same district or 

adjoining border districts and two days in any other district when there is no common 

boundary. Sunday does not count as day for purpose of calculating days of actual 

journey but a holiday shall be included there in. 

• When journey days fall on Sunday, journey day is extended by one day. 

• For request transfer only journey period is allowed. 
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SERVICE BOOK 
  

Service book is history of service of government servant from date of appointment, till date of 

retirement. All incidences in service like pay scale, increment, promotions, penalties, leave 

account, transfer, joining time availed etc. of government servant are recorded in Service Book. 

It should be opened after joining service for all government servants appointed for more than 

one year. 

 All columns in service book should be filled in carefully after verifying original 

documents. Proof of caste/reservation category and date of birth should be personally verified 

by Medical Officer before entry in service book. PHC MO has responsibility of maintaining 

service book of all staff of PHC. 

 

1. Entries in service book MCSR (General conditions of service) Rule 1981 (Rule-

37) 

• Every step in official life of government servant, promotions of all kinds, increments, 

transfers, leave availed 

should be recorded in service book. In addition to this, rewards/ praise &punishment 

should also be mentioned. 

• Leave account should be maintained and regularly updated. 

• Punishments such as reduction to lower post, removal, dismissal should be entered in 

service book with reasons. 

• Entry of house building advance, motor cycle advance etc. should be taken on last page. 

• Each entry should be duly verified with departmental orders, pay bills, leave account and 

attested by head of office. 

• GPF account number should also be noted in service book. 

 

1.1. Date of birth (Rule-38) 

• Date of birth should be verified by documentary evidence and nature of document relied 

should be mentioned i.e. school leaving certificate, SSC certificate, certified extract of 

birth by Gram Panchayat, corporation, municipality etc. 

• If year is known but exact date is not known, 1st July and if year, month known but exact 

date is not known, 16stof month is treated as date of birth. 

• When approximate age is also not known, age given by appearance as per medical 

certificate by Civil Surgeon or authorized medical attendant should be noted. Incumbent 

should be assumed to have completed age as certified by MO on date of certificate & his 

date of birth deduced accordingly. 

• No alteration in entry of age should be done by MO PHC for any reason without approval 

of District Health Officer. 

• No alterations in birth date are allowed after a period of 5 years from date of entry. 

 

2. Important aspects about service book 

• Fingerprints of government servant who is unable to sign should be recorded in service 

book. 

• Service books should be shown to government servant every year and his signature 

having inspected service book should be obtained. 
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• After transfer from one office to another, enter nature and reason for transfer in service 

book and forward to office by RPAD where government servant is transferred. Service 

book should not be handed over to concerned government servant in any 

circumstances. 

• Service book should be verified in month of May every year by MO and certified that, 

entries have been verified up to end of preceding financial year from pay bills, 

acquaintance rolls and other records. Similarly entries on first page should be attested 

every five years.  

• Service book should not be returned to government servant on retirement, resignation or 

discharge from service. 

• Service Book should be preserved for 5 years after death or retirement of government 

servant. 

 

2.1. Duplicate copy of service book to government servant - 

 Every government servant should be given duplicate copy of service book free of 

charge. In month of February of every year entries should be confirmed and made as per 

original copy of service book and head of office should sign all entries. Government servant 

should check whether entries made are correct and are attested by head of office and ensure 

that subsequent entries are also made in duplicate service book. 
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CONFIDENTIAL REPORTS 
  

Medical officer at PHC has to initiate Confidential Reports (CR) of all group-Band C government 

servants working in PHC. For group-D government servants, work performance report should 

be recorded and submitted to DHO. 

 

1. General guidelines 

 The CR should be written as per guidelines issued vide GAD resolution no. CFR-

1295/PRA-KRA-36/95 dt. 1.2.96 

• Confidential Reports are written for period 1 April to 31 March of each year. 

• For all Group-B and C staff working at PHC, MO is reporting officer and DHO is 

reviewing officer (except for Jr. Clerk and driver in some districts). 

• MO should initiate CR of all Group B and C government servants from PHC and submit 

to DHO before 30 April. 

• CR should be hand written in Marathi. 

• In case of temporary government servant, if service period is more than 3months and if 

s/he is likely to continue then CR should be written. 

• If government servant has worked at more than one post during year then, CR should be 

written for all those periods that are more than 3months. 

• Reports should be written objectively, in clear and specific words without any ambiguity. 

• When writing CR of backward class servants ensure that no injustice is made.  

• Maintain a register at PHC in which information like serial number, name of worker, 

period for which CR is written should be entered. Last column should be for signature of 

receiving person of DHO office. 

• In some districts, CR of Junior assistant, driver and performance report of Group-D 

employees need to be submitted to Dy. CEO (GAD). 

 

2. How to write Confidential Reports 

• These reports should be written in a prescribed form B. 

• Form B has five parts. Part 1 which has to be completed before writing CR. It includes 

name, designation of employee, period of writing CR, etc. and that has to be completed 

by Jr. Assistant. Part 2 indicates guidelines for filling self assessment form, in part 3 

there is prescribed format for self assessment, part 4 is for reporting officer estimating 

general ability and character, part 5 is for reviewing officer. 

• Self-assessment form should be submitted by all Group B&C staff of PHC to MO before 

15April. Self-assessment should be written on place provided in form. 

• When writing CR, MO should consider self-assessment given by worker and it should be 

mentioned that, self assessment was considered while writing CR. 

• MO should maintain “Ephemeral Roll” for all workers at PHC. In Ephemeral Roll all 

incidences (outstanding or bad performances) during year of each worker are noted by 

giving details as and when they occur. This should be referred to while writing CR. 

• For each aspect to be assessed alternatives are given on CR form and MO has to 

encircle most appropriate alternative. However for point number 3, 9, 10, 11 and 18 

there are no alternatives given and MO has to write report in clear words. 
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• While writing adverse remarks regarding integrity and character, MO should be very 

careful. Unless there is strong evidence, adverse remarks regarding integrity and 

character should not be entered in CR. If MO has some doubts, then do not write any 

thing in column. Separate report should be attached and higher officer will take action 

regarding this. 

• In a column on general assessment write outstanding performance, admirable 

performance and also if any punishment has been given or bad qualities of that staff. 

• Grading given at end should correlate with grading given for each aspect in CR. 

• At end MO should sign and write name and designation with date. 
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egkjk"V! 'kklukP;k deZpk`;kalkBh fofgr dsysys orZ.kwd o egkjk"V! 'kklukP;k deZpk`;kalkBh fofgr dsysys orZ.kwd o egkjk"V! 'kklukP;k deZpk`;kalkBh fofgr dsysys orZ.kwd o egkjk"V! 'kklukP;k deZpk`;kalkBh fofgr dsysys orZ.kwd o 
f'kLr fu;ef'kLr fu;ef'kLr fu;ef'kLr fu;e    

    
orZ.kwd fu;e %&orZ.kwd fu;e %&orZ.kwd fu;e %&orZ.kwd fu;e %&    
• baxzth Hkk"ksr v'kh Eg.k vkgs dh dsoG lh>kj (jkT;drkZ) uOgs] rj R;kph iRuh lq/nk la'k;krhr 

vlyh ikfgts- ljdkjh uksdjkaph vkf.k R;kaP;k dqVqafc;kaph orZ.kwd usgehp 'kq/n vlko;kl goh- 
R;klkBh egkjk"V! 'kklukus egkjk"V! ukxjh lsok (orZ.kwd) fu;e] 1979 izl=r dsys vlwu 'kklukps 
loZ vf/kdkjh o deZpkjh ;kauk rs ca/kudkjd vkgsr- Hkkjrh; iz'kklfud lsok] Hkkjrh; iksfyl 
lsok o Hkkjrh; ou lsok ;k vf[ky Hkkjrh; lsokae/khy vf/kdk`;kauk ek_k gs fu;e ykxw ukghr- 
dkj.k R;kauk vf[ky Hkkjrh; lsok (orZ.kwd) fu;e 1968 gs v'kkp izdkjps nqljs fu;e ykxw 
vkgsr-  
 

• egkjk"V! ukxjh lsok (orZ.kwd) fu;e] 1979 e/khy fu;e (3) e/;s EgVys vkgs dh izR;sd 
'kkldh; deZpk`;kus (R;kr vf/kdkjhgh vkys) usgehp % 

- vR;ar lpksVhus okxkos  
- drZO;fu"B vlkos vkf.k  
- 'kklfd; deZpk`;kyk v'kksHkuh; v'kh dks.krhgh xks"V djQ u;s-  
 
i;Zos{kdh; in /kkj.k dj.kk`;kaoj vk.k[kh vf/kd tckcnkjh vkgs- rh v'kh dh R;kaP;k fu;a_k.kk[kkyhy 
loZ deZpk`;kaP;k lpksVhph o drZO;fu"Bsph [kk_kh djQu ?ks.;klkBh 'kD; rs loZ mik; R;kauh ;kstys 
ikfgtsr- 
 

• izR;sd 'kklfd; deZpk`;kaus vkiyh drZO;s ikj ikMrkauk fdaok vf/kdkjkapk okij djrkauk vkiY;k 
Lor%P;k fu.kZ; 'kDrhpkp mi;ksx djkok] ofj"BkaP;k vkns'kkuqlkj tj rks okxr vlsy rj rRiwohZ 
R;kapk ys[kh vkns'k R;kus feGokok o rs O;ogk;Z ulsy rsOgk R;kaph dk;ksZRrj eatwjh 'kD;rks yodj 
izkIr djQu ?;koh- vFkkZr fu;ekauwlkj ofj"BkaP;k vkns'kkph vko';drk ulsy rsOgk dsoG Lor%ph 
tckcnkjh VkG.;klkBh dks.kh ofj"Bkaps vkns'k ok eatwjh ekxw u;s- 

• ojhy fu;e 3 gk loZd"k LojQikpk o lnSo utjsleksj Bsoko;kpk vkgs- rj R;kiq<hy fu;e 4 rs 
28 e/;s foof{kr ckcrhr ljdkjh uksdjkaoj dk; fucZa/k vkgsr o R;kauh dls okxkos ;k laca/khps 
funs'k vkgsr- iqjs'kk tkxs vHkkoh ;k loZ fu;ekaps rif'ky ;sFks ns.ks 'kD; ukgh- ek_k FkksMD;kr 
R;kaps fo"k; [kkyh uewn dsys vkgsr %& 
 

fu;e fu;e fu;e fu;e 
dzekaddzekaddzekaddzekad    

fo"k;fo"k;fo"k;fo"k;    

4 dqVqafc;kauk [kktxh daiuhr uksdjh feGowu ns.ks- 
5 jktdkj.kkr ok fuoM.kqdkae/;s lgHkkxh gks.ks- 
6 fun'kZus dj.ks ok laikoj tk.ks 
7 dkgh izdkjP;k la?kVukaps lnL; gks.ks 
8 dk;kZy;hu ekfgrh vuf/kd=ri.ks brjkal iqjfo.ks  
9 o=Rri_ks$fu;rdkfyds ;k fy[k.k dj.ks ok jsfMvks $ fVOghoj dk;Zdze izlwr dj.ks- 
10 fofo/k lfeR;kaleksj lk{k ns.ks  
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11 dks.kR;kgh midzekalkBh oxZ.kh xksGk dj.ks 
12 ukrsokbZd fe_k ok vU; O;DrhadMwu HksVoLrw ok ns.kX;k fLodkj.ks- 
13 Lor%P;k o vU; ljdkjh uksdjkP;k lkoZtfud lRdkjkr ok fujksi lekjaHkkr lgHkkxh gks.ks 
14 rlfcjhlkBh fdoak iqrG;klkBh cl.ks 
15 ljdkjh uksdjkpk jkthukek [kjsnh dj.ks- 
16 [kktxh O;oLkk; fdaok uksdjh dj.ks 
17 iSls xqarfo.ks] mlus ns.ks fdaok ml.ks ?ks.ks 
18 Ukknkj ;k dtZcktkjh gks.ks 

19 
LFkkoj fdaok taxe ekyeRrsph [kjsnh fdaok fodzh dj.ks ;k ekyeRrslaca/kh fooj.ki_ks lknj 
dj.ks- 

20 
eglwy o HkwfevfHkys[k foHkkxkrhy deZpk`;kauh vkiY;k uksdjhP;k ftYg;kr ekyeRrk [kjsnh 
dj.ks- 

21 [kktxh izdj.kkr yokn Eg.kwu dke dj.ks 
22 Lor%ps pkfj_; guu dj.kk`;kaoj vJw uqdlkuhpk nkok yko.ks 
23 Lor%ps lsokfo"k;d ckchae/;s ofj"Bkaoj jktfd; ok vU; ncko vk.k.ks 
24 Tkrh;] /kkfeZd okaf'kd ok izknsf'kd Ons"k iljfo.ks- 
25 Lor%ps fdaok dqVqafc;kps uko lkoZtfud laLFkk b-uk yko.;kl ijokuxh ns.ks 
26 fookgfo"k;d fucZa/k 
27 gqaMk ns.ks fdaok ?ks.ks 
28 Ekknd is;s ok veyh nzO;s ;kaps lsou dj.ks-  

• fu;e 29 o 30 e/;s ljdkjh uksdjkaP;k la?kVukauk ekU;rk ns.;kfo"k;h ;k rjrqnh vkgsr- 
ekU;rsP;k 'krhZ o v'kk la?kVukadjhrk vkn'kZ fu;ekoyh] orZ.kwd fu;e iqfLrdsP;k 'ksoVh 
ifjf'k"Vkae/;s fnysY;k vkgsr- 
 

• ,[kk|k ljdkjh uksdjkadMwu dks.kR;kgh orZ.kwd fu;ekaps mYya?ku >kkY;kl rks f'kLr HkaxkP;k 
dk;Zokghl ik_k gksrks- lnj dk;Zokgh egkjk"V! ukxjh lsok (f'kLr o vihy) fu;e 1979 e/khy 
rjrqnh vUo;s dj.;kr ;srs- gs fu;e [kkyhy viokn oxGrk egkjk"V! 'kklukP;k brj loZ 
deZpk`;kauk o vf/kdk`;kauk ykxw vkgsr-  
- vf[ky Hkkjrh; lsosrhy vf/kdkjh R;kauk vf[ky Hkkjrh; lsok (f'kLr o vihy) fu;e 1969 

ykxw vkgsr-  
- iksfyl fujh{kd o R;kgwu nq:;e ntkZps iksfyl] R;kaph izdj.ks eqacbZ iksfyl vf/kfu;e 1951 

o eqacbZ iksfyl (f'k{kk o vihy) fu;e 1956 vuqlkj gkrkGyh tkrkr- 
- T;kaP;kdjhrk dk;|kOnkjs fdaok djkjkuqlkj fo'ks"k rjrqnh dj.;kr vkY;k vkgsr v'kk O;fDr 

(mnk-dkexkj dk;|k[kkyh ;s.kkjs dkexkj) R;akuk v'kk fo'ks"k rjrqnh ykxw vlrkr- 
- uSfefRrd lsosrhy O;Drh- 

 
Lkafo/kkfud rjrqnh %&Lkafo/kkfud rjrqnh %&Lkafo/kkfud rjrqnh %&Lkafo/kkfud rjrqnh %&    
• 'kklu ;a_k.kse/khy ljdkjh uksdjkaps fo'ks"k LFkku y{kkr ?ksmQu R;kaP;k orZ.kqdhoj dkgh [kkl ca/kus 

t'kh Vkd.;kr vkyh vkgsr- rlsp myVi{kh R;kauk lsose/;s vko';d rh lqj{kk o U;k; feGowu 
ns.;klkBh HkkjrkP;k lafo/kkuke/;s (Hkkx 14 o 14 v) dkgh [kkl rjrqnh dj.;kr vkY;k vkgsr- 
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R;krhy lokZr egRokP;k rjrqnh lafo/kkukP;k vuqPNsn 3 e/;s vk<Grkr R;k FkksMD;kr 
[kkyhyizek.ks & 
- dsanz fdaok jkT; 'kklukP;k ukxjh lsosrhy dks.kR;kgh ek.klkl R;kph use.kwd T;kus dsyh gksrh 

R;kgwu dfu"B ntkZpk vf/kdkjh lsosrwu cMriQZ djQ 'kd.kkj ukgh ok dk<wu Vkdw 'kd.kkj ukgh-  
- v'kk ek.klkl cMriQZ djko;kps vlsy fdaok lsosrwu dk<wu Vkdko;kps vlsy fdaok inkoru 

djko;kps vlsy rj rRiwohZ R;kP;k fojQ/n vlysys nks"kkjksi R;kyk dGowu R;kckcr pkSd'kh 
djko;kl goh ;k pkSd'khr lnj nks"kkjksikackcrps R;kps Eg.k.ks ekaM.;kph oktoh la/kh R;kyk 
fnyh ikfgts- pkSd'kh varh fu"iUu >kkysY;k iqjkO;kvk/kkjs ojhyiSdh dks.krhgh f'k{kk lnj 
ek.klkl nsrk ;sbZy o rRiwohZ v'kk izLrkfor f'k{ksfojQ/n vkiys vfHkosnu lknj dj.;kph la/kh 
R;kyk ns.;kph vko';drk ukgh-  

- ek_k [kkyhy ifjfLFkrhr ojhy rjrwn 2 ykxw vl.kkj ukgh-  
� lnj ek.klkl iQkStnkjh xqUg;kr f'k{kk >kkysyh vlwu R;kp xqUg;klkBh R;kyk 

ojhyiSdh f'k{kk |ko;kph vlY;kl  
� ojhyizek.ks pkSd'kh dj.ks oktohfjR;k O;ogk;Z ukgh v'kh f'k{kk ns.;kl l{ke 

vf/kdk`;kaph [kk_kh iVyh vlY;kl o R;kckcrph dkj.ks R;kus ys[kh uewn dsysyh 
vlY;kl 

� ojhyizek.ks pkSd'kh dj.ks jkT;kP;k lqjf{krrsP;k n="Vhus b"V ukgh v'kh jk"V!irh fdaok 
jkT;iky [kk_kh iVysyh vlY;kl-  

 

• lafo/kkukP;k vuqPNsn 315 vUo;s dsanzLrjkoj rlsp izR;sd jkT;klkBh ,d yksdlsok vk;ksx vl.ks 
vko';d vkgs- ;k vk;ksxkph drZO;s vuqPNsn 320 e/;s fnyh vkgsr- R;kuwlkj ljdkjh uksdjkaP;k 
fofo/k lsokfo"k;d ckchr vafre fu.kZ; ?ks.;kiwohZ dsanz o jkT; 'kklukauk vkiY;k yksdlsok 
vk;ksxkpk lYyk ?;kok ykxrks- ljdkjh vf/kdk`;kafojQ/n f'kLrHkaxkfo"k;d dk;Zokghpk ;k ckchar 
lekos'k vkgs- R;keqGs vk;ksxkP;k lYY;kpk iQk;nk ;k vf/kdk`;kauk feGw 'kdrks- vuqPNsn 323 
(2) vUOk;s jkT; yksdlsok vk;ksxkl njlky vkiY;k dkeklaca/khpk vgoky jkT;ikykadMs lknj 
djkok ykxrks- 'kklukus vk;ksxkpk lYyk T;k ckcrhr fLodkjyk ukgh R;kckcr vfLod=rhph 
dkj.ks uewn djQu 'kklukl okf"kZd vgoky fo/kkueaMGkleksj Bsokok ykxrks-  
 

• lsokHkjrh o lsok'krhZ ;klaca/khP;k ljdkjh uksdjkaP;k rdzkjhaoj U;k; ns.;klkBh dsanz] jkT; Lrjkaoj  
'kklfud U;k;kf/kdj.ks LFkkiu dj.;kph rjrwn lafo/kkukP;k vuqPNsn 3 v e/;s dj.;kr vkyh 
vkgs- R;kuwlkj egkjk"V! jkT;klkBh vls U;k;kf/kdj.k LFkkfid dj.;kr vkys vkgs- 
f'kLrHkaxkfo"k;d izdj.kkar vkiY;koj vU;k; >kkyk gs v'kh ,[kk|k jkT; ljdkjh uksdjkph /kkj.kk 
vlY;kl rks R;kckcr ;k U;k;kf/kdj.kkdMs nkn ekxw 'kdrks- U;k;kf/kdj.kkP;k fu.kZ;kfojQ/n 
mPpre U;k;ky;kr vihy djrk ;srs- 
  

uSlfxZd U;k;kph rRos %&uSlfxZd U;k;kph rRos %&uSlfxZd U;k;kph rRos %&uSlfxZd U;k;kph rRos %&    
• dks.kR;kgh ek.klkl f'k{kk ns.;kiwohZ R;kyk U;k; feGowu ns.;kP;k n="Vhus dkgh vuqljyh ikfgtsr- 

rRokauk uSlfxZd U;k;kph rRos Eg.krkr rh FkksMD;kr [kkyhyizek.ks  
- lnj ek.klkl T;k dfFkr xqUg;kdjhrk f'k{kk |ko;kph vkgs R;k xqUg;klaca/kh vkjksi R;kyk 

rif'kyokj Li"Vi.ks dGfoys ikfgtsr-  
- ;k vkjksikackcr pkSd'kh Ogko;kl goh- R;k pkSd'khr Lor%pk cpko dj.;kl laiw.kZ la/kh 

vkjksihl fnyh ikfgts- dks.kklgh R;kps Eg.k.ks ,sdwu u ?ksrk nks"kh ;ksX; uOgs-  
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- pkSd'kh dj.kk`;k vf/kdk`;kP;k eukr dks.kR;kgh izdkjpk iwoZxzg vlrk uls- R;kus 'kq/n 
var%dj.kkus o izkekf.kdi.ks pkSd'khps dke dsys ikfgts- 

- pkSd'kh varh ?ksrysY;k vafre fu.kZ;kph dkj.ks vkjksihyk dGfoyh ikfgts dks.kR;kgh izdj.kkr 
dsoG U;k; ns.ks ,so<sp iqjsls ulwu ;ksX; rks U;k; fnyk vkgs gs Li"V fnlys ikfgts-  
 

• lafo/kkukP;k vuqPNsn 311 e/khy rjrqnh ojhy rRokaoj vk/kkjhr vkgsr rjrqnhauk vuqljQu 
f'kLrHkaxkP;k dk;Zokghph rif'kyokj dk;Zi/nrh vkiY;k f'kLrfo"k;h fu;ekae/;s fofgr dsyh vkgs- 
lnj i/nrhpk dkVsdksji.ks voyac dsY;kl lacf/kr 'kklfd; deZpk`;kl ;ksX; rks uSlfxZd U;k; 
feGsy v'kh R;kekxhy Hkwfedk vkgs-  
 

f'k{kk (fu;e 5) %&f'k{kk (fu;e 5) %&f'k{kk (fu;e 5) %&f'k{kk (fu;e 5) %&    
• iqjs'kk dkj.kkalkBh T;k fofo/k f'k{kk 'kklfd; deZpk`;akuk djrk ;srkr R;kaph egkjk"V! ukxjh lsok 

(f'kLr o vihy) fu;e 1979 e/khy fu;e 5 e/;s fnyh vkgs f'k{kkaps 2 eq[; izdkj vkgsr 
(v) fdjdksG f'k{kk o (c) tcj f'k{kk- ;k [kkyhyizek.ks vkgsr-  
 

v) fdjdksG f'k{v) fdjdksG f'k{v) fdjdksG f'k{v) fdjdksG f'k{kk %&kk %&kk %&kk %&    
- Bidk Bso.ks  
- c<rh jks[k.ks 
- deZpk`;kaP;k fu"dkGthi.kkeqGs fdaok R;kus vkns'kkapk Hkax dsY;keqGs 'kklukl >kkysyh 

vkfFkZd gkuh iw.kZr% fdaok va'kr% R;kP;k osruke/kwu olwy dj.ks- 
- osru ok<h jks[k.ks] (iq<hy osrukok<hoj ifj.kke djQu vxj u djrk Bjkfod o"kkZlkBh 

osruok< jks[kko;kph vlrs- foRrh; o"kkZlkBh osruok< jks[kyh vkgs o R;kpk iq<hy 
osruok<haoj ifj.kke gksbZy dk; gs f'k{ksP;k vkns'kkr Li"V djkos-) 
 

c) tcj f'k{kk %&c) tcj f'k{kk %&c) tcj f'k{kk %&c) tcj f'k{kk %&    
- Bjkfod dkyko/khlkBh le; Js.khrhy [kkyP;k VII;koj vk.k.ks- (lnj dkyko/khr 

lacaf/kr deZpk`;kl osruok<h |kO;k dh nsmQ u;s] rlsp rks dkyko/kh laiY;kuarj 
R;kP;k Hkkoh osruok<h iq<s <dyY;k tkO;k dh ukgh ;klaca/khP;k lwpuk f'k{ksP;k 
vkns'kkr |kO;k- rlsp f'k{ksP;k dkyko/khr jtk ?ksrY;kl rso<;k eqnrhus f'k{kspk 
dkyko/kh ok<sy gs ns[khy vkns'kkr uewn djkos-) 

- dfu"B osruJs.khoj dfu"B inkoj fdaok dfu"B lsosr inkourh (inkourh Bjkfod 
dkyko/khlkBh vkgs dh dk;eph vkgs rlsp rh Bjkfod dkyko/khlkBh vlY;kl ewG 
inkoj iqu%LFkkfir >kkY;kuarj lacaf/kr deZpk`;kph ts"Brk o osru ;kaph fuf'prh 
d'kh djkoh ;klaca/khP;k lwpuk f'k{ksP;k vkns'kkr |kO;k rlsp f'k{ksP;k dkyko/khr jtk 
?ksrY;kl rso<;k eqnrhus f'k{kspk dkyko/kh ok<sy gs uewn djkos-) 

- lDrhph lsokfuo=Rrh 
- lsosrwu dk<wu Vkd.ks 
- lsosrwu cMriQZ dj.ks 
 

• lsosrwu cMriQZ >kkysY;k deZpk`;kl dks.kR;kgh izdkjps fuo=Rrhosru fnys tkr ukgh- rlsp 
Hkfo";dkykr 'kkldh; lsoslkBh vik_k Bjrks- lsosrwu dk<wu VkdysY;k fdaok lDrhus lsokfuo=Rr 
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dsysY;k deZpk`;kl egkjk"V! ukxjh lsok (fuo=Rrhosru) fu;e 1982 vuqdzes e/khy fu;e 100 
o 101 vuqlkj fuo=Rrhosru fnys tkrs- rlsp Hkkoh dkykr rs 'kklfd; lsoslkBh vik_k Bjr 
ukghr-  

 

• 1969 iwohZ fo'ks"kr% oxZ 4 e/khy deZpk`;kauk naM Hkj.;kph f'k{kk dsyh tkr vls- ijarq l/;kP;k 
fu;ekauwlkj rh f'k{kk vuqKs; ukgh-  

 

• [kkyh izdkjph dk;Zokgh f'k{kk Eg.kwu x.kyh tkr ukgh- ;kLro rh dj.;kiwohZ f'kLr fu;ekae/;s 
fofgr dsysyh dk;Zi/nrh vuqljkoh ykxr ukgh-  
- lsok'krhZuwlkj fofgr dsysyh foHkkxh; fdaok Hkk"kk ijh{kk deZpkjh mRrh.kZ >kkyk ukgh Eg.kwu 

R;kph osruok< jks[k.ks-  
- deZpkjh n{krk jks?k ikj dj.;kl v;ksX; vlY;kP;k dkj.kkojQu le;Js.khrhy n{krkjks/kkoj 

R;kph osruok< Fkkacfo.ks- 
- c<rhlkBh deZpk`;kapk fopkj djQu R;kP;k orZ.kqdh'kh lacaf/kr ulysY;k iz'kklfd; dkj.kkalkBh 

R;kyk c<rh u ns.ks- 
- ojhy inkoj LFkkukiUu vlysY;k deZpk`;kl rks R;k inklkBh v;ksX; vkgs Eg.kwu fdaok R;kP;k 

orZ.kqdh'kh vlacaf/kr v'kk iz'kklfd; dkj.kkLro inoUkr dj.ks- 
- vU; inkoj ifjfo{kk/khu fu;qDrh vlysY;k deZpk`;kl ifjfo{kk fu;ekauwlkj R;kP;k ewG 

inkoj ijr ikBfo.ks- 
- Hkkjrkrhy vU; 'kklukdMwu izfrfu;qDrhoj ?ksrysY;k deZpk`;kl R;k 'kklukdMs ijr ikBfo.ks- 
- fu;r lsoko/kh o lsokfuo=Rrh ;klaca/khP;k fu;ekauwlkj deZpk`;kl lDrhus lsokfuo=Rr dj.ks- 

(mnk- o;kuh 50 fdaok 55 o"ksZ iw.kZ >kkY;kuarj 3 efgU;kaph uksVhl nsmQu lnj fu;ekauwlkj 
lsokfuo=Rr dj.ks fdaok o;kph 58 o"ksZ iw.kZ >kkY;kuarj lDrhus lsokfuo=Rr dj.ks) 

- ifjfo{kk/khu fu;qDrh dsysY;k deZpk`;kP;k lsok ifjfo{kk fu;ekauwlkj lekIr dj.ks-  
- vLFkk;h deZpk`;kP;k lsok R;kP;k orZ.kqdh'kh lacaf/kr ulysY;k dkj.kkLro lekIr dj.ks-  
- djkjkuwlkj fu;qDr dsysY;k deZpk`;kaph lsok djkjkP;k vVhauwlkj lekIr dj.ks-  

 

• ykp ?ksrY;kpk vkjksi T;kP;kfojQ/n fl/n >kkyk vkgs v'kk deZpk`;kl lsosrwu dk<wu Vkd.;kr ;kos 
fdaok cMriQZ djkos- ,[kk|k vioknkRed izdj.kkr v'kk deZpk`;kl vU; f'k{kk djrk ;sbZy] i.k 
R;kckcrP;k [kkl dkj.kkaph ys[kh uksan djko;kl goh- ;k ,dk rjrqnhO;frjhDr dks.kR;k 
xSjorZ.kqdhlkBh dks.krh f'k{kk djkoh- ;klaca/khps vU; dkgh ekxZn'kZu ;k fu;ekr dsysys ukgh- 
R;kckcrpk fu.kZ; f'kLrHkaxkfo"k;d izkf/kdk`;kus lacaf/kr izdj.kkpk lexz fopkj djQu ?;ko;pk 
vlrks- lkgftdp ;k fu;ekae/;s f'kLrHkaxfo"k;d izkf/kdk`;kps LFky iQkj egRokps vkgs-  
 

f'kLrHkaxkfo"k;h izkf/kdkjh (fu;e 6 o 7)f'kLrHkaxkfo"k;h izkf/kdkjh (fu;e 6 o 7)f'kLrHkaxkfo"k;h izkf/kdkjh (fu;e 6 o 7)f'kLrHkaxkfo"k;h izkf/kdkjh (fu;e 6 o 7)    

• ,[kk|k 'kklfd; deZpk`;kyk fu;e 5 e/khy dks.krhy fdjdksG fdaok tcj f'k{kk dj.;kl l{ke 
vlysyk izkf/kdkjh gk R;k deZpk`;kpk f'kLrHkaxfo"k;d vf/kdkjh gks;- f'kLrHkaxfo"k;d izkf/kdkjh 
vlw 'kdrkr- rj brj deZpk`;kaP;k ckcrhr nksUgh izdkjP;k f'k{kkalkBh ,dp f'kLrHkaxfo"k;d 
izkf/kdkjh vlrks-  
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• f'kLr o vihy fu;ekarhy fu;e 6 e/;s f'kLrHkaxfo"k;d izkf/kdk`;kalaca/kh rjrwnh vkgsr R;k 
[kkyhyizek.ks %& 

- jkT;iky (Eg.ktsp jkT; 'kklu) dks.kR;kgh 'kklfd; deZpk`;kl dks.krhgh f'k{kk djQ 
'kdrkr-  

- oxZ 3 o oxZ 4 P;k deZpk`;kaps fu;qDrh izkf/kdkjh vkiY;k fu;a_k.kk[kkyhy lnj oxkZP;k 
deZpk`;kauk dks.krhgh f'k{kk djQ 'kdrkr-  

- dk;kZy;k izeq[k vkiY;k fu;a_k.kk[kkyhy oxZ 3 o oxZ 4 P;k deZpk`;kauk xkS.k f'k{kk djQ 
'kdrkr-  

- foHkkx izeq[k o izknsf'kd foHkkxkizeq[k vkiY;k fu;a_k.kk[kkyhy oxZ 2 P;k vf/kdk`;kauk 
fdjdksG f'k{kk djQ 'kdrkr-  

- T;kaP;k osruJs.khpk fdeku VIik jQ-3000$& is{kk vf/kd ukgh v'kk vkiY;k 
fu;a_kk.kk[kkyhy oxZ 3 o 4 P;k deZpk`;kauk o T;kaP;k osruJs.khpk fdeku VIik jQ-
3000 fdaok R;kgwu deh vkgs v'kk oxZ 1 P;k vf/kdk`;kauk foHkkxh; vk;qDr fdjdksG 
f'k{kk djQu 'kdrkr-  

 

• ikVca/kkjs foHkkx o lkoZtfud cka/kdke foHkkx ;kae/khy fofo/k deZpk`;kaP;k lanHkkZr R;kaps 
f'kLrHkaxfo"k;d vf/kdkjh [kkyhyizek.ks %& 
 

vvvv----dzdzdzdz----    deZpk`;kapk ntkZdeZpk`;kapk ntkZdeZpk`;kapk ntkZdeZpk`;kapk ntkZ    
fdjdksG f'k{kk dj.;kl fdjdksG f'k{kk dj.;kl fdjdksG f'k{kk dj.;kl fdjdksG f'k{kk dj.;kl 
l{ke f'kLrHkaxfo"k;d l{ke f'kLrHkaxfo"k;d l{ke f'kLrHkaxfo"k;d l{ke f'kLrHkaxfo"k;d 

izkf/kdkjhizkf/kdkjhizkf/kdkjhizkf/kdkjh    

tcj f'k{kk dj.;kl l{ke tcj f'k{kk dj.;kl l{ke tcj f'k{kk dj.;kl l{ke tcj f'k{kk dj.;kl l{ke 
f'kLrHkaxfo"k;d izkf/kdkjhf'kLrHkaxfo"k;d izkf/kdkjhf'kLrHkaxfo"k;d izkf/kdkjhf'kLrHkaxfo"k;d izkf/kdkjh    

1 oxZ 4 ps deZpkjh dk;Zdkjh vfHk;ark dk;Zdkjh vfHk;ark 
2 oxZ 3 ps deZpkjh dk;Zdkjh vfHk;ark vf/k{kd vfHk;ark 
3 oxZ 2 ps deZpkjh vf/k{kd vfHk;ark jkT;iky 
4 dk;Zdkjh vfHk;ark vf/k{kd vfHk;ark jkT;iky 

5 
vf/k{kd vfHk;ark o R;kojhy ntkZps 
vf/kdkjh jkT;iky jkT;iky 

 
T;kyk f'k{kk djko;kph rks deZpkjh f'kLrHkaxfo"k;d izkf/kdk`;kP;k iz'kklfd; fu;a_k.kk[kkyh vl.ks 
vko';d vkgs-  

• fu;e 7 (2) vUo;s dks.kR;kgh 'kklfd; deZpk`;kpk f'kLrHkaxfo"k;d izkf/kdkjh (ex rks xkS.k 
f'k{kslkBh l{ke o tcj f'k{kslkBh) lnj deZpk`;kafojQ/n f'kLrHkaxkph dk;Zokgh lqjQ djQ 'kdrks- 
v'kh dk;Zokgh xkS.k f'k{ksdjhrk tcj f'k{ksdjhrkgh vlw 'kdrs- i.k tcj f'k{kspk vafre vkns'k 
tcj f'k{kk ns.;klkBh l{ke vlysyk izkf/kdkjhp djQ 'kdrks- Eg.kwu dsoG xkS.k f'k{kslkBh l{ke 
izkf/kdk`;kus lqjQ dsysY;k tcj f'k{ksP;k dk;Zokghr tcj f'k{kk ns.;kps ;sr vlsy rj R;k VII;koj 
dk;Zokghps dkxni_k iq<hy vko';d dk;ZokghlkBh tcj f'k{kslkBh l{ke izkf/kdk`;kdMs |kos 
ykxrkr-  
 

izkjafHkd pkSd'kh %&izkjafHkd pkSd'kh %&izkjafHkd pkSd'kh %&izkjafHkd pkSd'kh %&    
• 'kklfd; deZpk`;kus dsysyh xSjorZ.kqd vusd izdkjs 'kklukP;k fdaok vU; f'kLrHkaxfo"k;d 

izkf/kdk`;kP;k utjsl ;srs- mnk- 1) vpkud dsysY;k rikl.khrwu 2) fujh{k.k vgokykae/kwu 3) 
ys[kk ifjPNsnkaOnkjk 4) foHkkxkrhy fdaok foHkkxkckgsjhy O;Drhauh dsysY;k rksaMh fdaok ys[kh 
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rdzkjhae/kwu 5) orZekui_kkr izfl/n >kkysY;k ekfgrhOnkjk- ;kuarj fjrlj foHkkxh; pkSd'khpk 
vkns'k ns.;kiwohZ lacaf/kr deZpk`;kfojQ/n useds nks"kkjksi Bso.;kdjhrk o rs pkSd'kh e/;s fl/n 
dj.;kdjhrk iqjslk iqjkok miyC/k vkgs dk; ;kckcrpk fopkj f'kLrHkaxfo"k;d izkf/kdk`;kus dj.ks 
vko';d vkgs- R;klkBh ,d izkjafHkd pkSd'kh djkoh ykxrs ;k pkSd'khph dkgh fof'k"V dk;Zi/nrh 
usewu fnysyh ukgh- izR;sd izdj.kkP;k vko';drsuqlkj rh fuf;pr djkoh ykxrs- lk/kkj.kr% 
,[kk|k ojh"B o vuqHkoh vf/kdk`;kdMs gh pkSd'kh lksifoyh tkrs o dks.krkgh iwoZxzg eukr u 
ckGxrk R;kus rh iw.kZ djko;kph vlrs- 
 

• izkjafHkd pkSd'kh mfn@n"V;s eq[;RosdjQu [kkyhyizek.ks vlrkr-  
- deZpk`;kafojQ/n dj.;kr vkysY;k vkjksikaph lR;klR;rk iMrkGwu ikg.ks  
- izR;{k nks"kh O;Drh 'kks/kwu dk<wu R;kP;k xqUg;kaps LojQi Li"V dj.ks- 
- ljdkjh iS'kkaph viQjkriQj] ekykph pksjh] da_kkVnkjkl vfriznku b- izdj.kkr 'kklukl 

>kkysY;k uqdlkuhP;k jdespk vankt ?ks.ks- 
- jhrlj foHkkxh; pkSd'khe/;s xqUgk fl/n dj.;klkBh vko';d vlysyk rksaMh rlsp 

dkxnksi_khpk iqjkok xksGk dj.ks- 
 

• izkjafHkd pkSd'kh vf/kdk`;kus ojhyizek.ks pkSd'kh djQu vkiyk vgoky] xksGk dsysY;k lk{kh 
iqjkO;kalg o vkiys fu"d"kZ uksanowu] f'kLrHkaxfo"k;d izkf/kdk`;kdMs ikBoko;kpk vlrks- 'kklfd; 
deZpk`;kafojQ/n lafnX/k LojQikps xSjorZ.kqdhph foof{kr mnkgj.ks iqjs'kk rif'kykalg fnysyh 
vlY;kl] rks vtZ fuukoh fdaok [kksV;k ukokpk vlyk rjh R;kckcr pkSd'kh dj.ks vko';d vkgs- 
 

• {ks_kh; dk;kZy;krhy Hkz"Vkpkj] ykpyqpir] xSjO;ogkj b- ckcrP;k rdzkjhaph pkSd'kh dj.;klkBh 
o v'kk xSjizdkjkauk vkGk ?kky.;klkBh izR;sd eglwy foHkkxkr ,d v'kh ,dw.k 6 n{krk iFkds] 
ikVca/kkjs foHkkxkus fuekZ.k dsyh vlwu izR;sd iFkd ,dk vf/k{kd vfHk;aR;kP;k fu;a_k.kk[kkyh dke 
djrs- v'kkp izdkjph 6 n{krk o xq.k fu;a_k.k eaMGs lkoZtfud cka/kdke foHkkxkus LFkkiu dsyh 
vkgsr o izR;sd eaMGkps vf/kiR; eaMGkps vf/kiR; ,dk vf/k{kd vfHk;aR;kadMs lksifoyh vkgs- 
'kklu ok eq[; vfHk;ark ;katdMs oxZ 1 o 2 e/khy vf/kdk`;kaP;k xSjO;ogkjkckcr vkysY;k 
rdzkjh izkjafHkd pkSd'khlkBh ;k n{krk iFkdkadMs fdaok eaMGkadMs ikBfo.;kr ;srkr- R;kpizek.ks oxZ 
3 o 4 e/khy deZpk`;kafojQ/n Hkz"Vkpkj b- ckcrP;k rdzkjhaph izkjafHkd pkSd'kh dj.;klkBh 
ikVca/kkjs foHkkxkP;k eq[; vfHk;aR;kaP;k dk;kZy;kr n{krk d{k fuekZ.k dj.;kr vkys vkgsr-  
 

• ?kjkph >kMrh ?ks.ks] cWdsrhy jdekaph rikl.kh dj.ks] lkiGk yko.ks b- xks"Vh tsFks vko';d vlrhy 
v'kh izdj.ks izkjafHkd pkSd'khlkBh ykpywpir fojks/kh dsanzkdMs (Eg.kts ,lhchdMs) ikBfoyh 
tkrkr- fo'ks"kr% mRiUukP;k Kkr lk/kukaP;k rqyusus izek.kkckgsj ekyeRrk vlY;kP;k rdzkjh ;k 
lnjkr eksMrkr-  
 

• izkjafHkd pkSd'kh 'kD; rks yodj iw.kZ dsyh ikfgts- lnj pkSd'khpk vgoky izkIr >kkY;kuarj 
f'kLrHkaxfo"k;d izkf/kdk`;kus rks fopkjkr ?ksmQu iq<hy vko';d dk;Zokghlaca/kh fu.kZ; ?;ko;kpk 
vlrks- lacaf/kr deZpk`;kackcrph rdzkj fcucqMkph vlY;kus vk<GY;kl R;kP;k fojQ/n 
f'kLrHkaxkph dk;Zokgh dj.;kpk iz'up mn@Hkor ukgh- R;k myV] rdzkjhr rF; vlY;kps fnlwu 
vkY;kl izdj.k ijRos fdjdksG fdaok tcj f'k{kslaca/khph dk;Zokgh f'kLrHkax fo"k;d izkf/kdk`;kl 
lqjQ djkoh ykxrs- dkgh izdj.kkr vkjksih deZpk`;koj iQkStnkjh [kVyk Hkj.;kph dk;Zokgh ns[khy 
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vko';d vlrs- izkjafHkd pkSd'kh ftrD;k O;ofLFkri.ks dsyh vlsy o R;krwu fu"iUu >kkysyk 
iqjkok ftrdk ifjiw.kZ vlsy frrdhp iq<hy dk;Zokgh ;'kLoh gksbZy- ;kojQu izkjafHkd pkSd'khps 
egRo y{kkr ;sbZy- 

    
fuyacu (fu;e 4) %&fuyacu (fu;e 4) %&fuyacu (fu;e 4) %&fuyacu (fu;e 4) %& 

• f'kLr o vihy fu;e 4 vUo;s 'kkldh; deZpk`;kl [kkyhy ifjfLFkrhr fuyafcr djrk ;srs- 
- tsOgk R;kP;k fojQ/n f'kLrHkaxkph dk;Zokgh dj.;kps ;kstys vlrs fdaok r'kh dk;Zokgh pkyw 

vlrs-  
- tsOgk R;kP;k fojQ/n ,[kk|k iQkStnkjh xqUg;kalanHkkZr rikl] pkSd'kh fdaok [kVyk pkyw vlrks-  
- tsOgk jkT;kP;k lqjf{krrsyk ck/kd v'kk dkeke/;s rks xaqrysyk vlrks-  

 

• fuyacukps vkns'k dk<.;kl l{ke izkf/kdkjh [kkyhyizek.ks %& 
- lacaf/kr deZpk`;kpk fu;qDrh izkf/kdkjh 
- fu;qDrh izkf/kdk`;kpk dks.krkgh ojh"B  
- f'kLrHkaxkfo"k;d izkf/kdkjh 
- jkT;ikykauh ;k ckcrhr 'kDrhiznku dsysyk dks.krkgh vU; izkf/kdkjh fu;qDrh izkf/kdk`;kis{kk 

[kkyP;k ntkZP;k vf/kdk`;kus fuyacukpk vkns'k dk<yk vlY;kl dks.kR;k ifjfLFkrhr rks 
dk<.;kr vkyk R;kckcrPkk vgoky lnj vf/kdk`;kus rkRdkG fu;qDrh izkf/kdk`;kdMs ikBfoyk 
ikfgts- 
 

• fuyacukpk vkns'k iqjs'kk leFkZukf'kok; fdaok csfiQdhjhus dk<w u;s- lacaf/kr 'kklfd; deZpk`;kojhy 
vkjksi tsOgk xaHkhj LojQikps vlrkr o lqd=rn'kZuh R;kyk lsosrwu dk<wu Vkd.;klkj[kh fdaok 
cMriQZ dj.;klkj[kh ifjfLFkrh vlrs fdaok rks dkekoj jkfgY;kus pkSd'khe/;s vMp.kh fuekZ.k 
gks.;kph tsOgk 'kD;rk vlrs] rsOgkp R;kyk fuyafcr djkos- brj ckcrhr R;kph nwj cnyh djkoh 
ts.ksdjQu R;kyk lk{khnkj fdaok iqjkos ;kaP;kr <oGk<oG dj.;kl la/kh feG.kkj ukgh- 
  

• fuyacukpk vkns'k fuyafcr deZpk`;kyk feGkY;kP;k fnukadkiklwu ifj.kkedkjd gksrks- ek_k jtsoj 
vlysY;k deZpk`;kP;k ckcrhr vkns'kkP;k fnukadkiklwu fdaok R;kr uewn dsysY;k iq<hy 
fnukadkiklwu rks ifj.kkedkjd gksrks-  

 

• fuyafcr deZpk`;kl dkekoj tkrk ;sr ukgh] rFkkfi rks 'kklukP;k lsosr jkgrks o ljdkjh 
uksdjkaps orZ.kwd fu;e R;kyk ykxw vlrkr] R;keqGs fuyacukP;k dkyko/khr 'kklukP;k eatqjh[ksjht 
nqljk dks.krkgh O;olk; fdaok uksdjh R;kyk djrk ;sr ukgh- Eg.kwu R;kP;k fuokZgklkBh 
fuyacukP;k ifgY;k rhu efgU;kr R;kyk [kkyhyizek.ks HkRrs ns.;kr ;srkr & 
- v/kZosruh jtsP;k dkGkr vuqKs; jtkosrukbrdk fuokZg HkRrk 
- R;koj vk/kkfjr egkxkbZ HkRrk o  
- fuyacukiwohZ vuqKs; vlysys brj iwjd HkRrs 
- ifgY;k rhu efgU;kauarj tj vls vk<Gwu vkys dh fuyacukpk dkyko/kh ykacyk R;klkBh 

fuyafcr deZpkjh tckcnkj ukgh rj R;kP;k fuokZg HkRR;ke/;s 50 VDds i;Zar dikr dsyh 
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tkrs- egkxkbZ HkRR;kpk nj ok<ysY;k fdaok deh dsysY;k fuokZg HkRR;kP;k jDdesoj vk/kkfjr 
vlrks- brj iwjd HkRrs iwohZizek.ksp feGGrkr- 
 

• [kkyhy ifjfLFkrhr fu;qDrh izkf/kdk`;kP;k vkns'kkUo;s 'kklfd; deZpk`;kl fuyafcr dsys vls 
eku.;kr ;srs- 
- iQkStnkjh vkjksik[kkyh fdaok vU;Fkk 48 rklkagwu vf/kd dkG R;kyk iksfylkaP;k fdaok 

U;k;ky;hu dksBMhr vVdsr Bsoys vlY;kl vVdsP;k fnukadkiklwu  
- R;kyk fl/nkijk/k Bjowu 48 rklkagwu vf/kd dkGki;Zar dkjkoklkph f'k{kk >kkyh vlY;kl o 

R;kuarj rkRdkG R;kyk cMriQZ dsys ulsy- uksdjhrwu dk<wu Vkdys ulsy ok lorhus lsokfuo=Rr 
dsys ulsy rj R;kP;k vijk/kfl/nhP;k fnukadkiklwu fuyacukP;k fdaok ekuho fuyacukpk 
vkns'k T;k izkf/kdk`;kaus dk<yk vlsy rks izkf/kdkjh fdaok lnj vf/kdk`;kaPkk dks.krkgh ojh"B 
vf/kdkjh rks vkns'k lq/kkjhr fdaok jn@n djQ 'kdrks-  
 

• fuyacukuarj lacaf/kr deZpk`;kph lsosr iqu%LFkkiuk >kkY;kl l{ke izkf/kdk`;kus [kkyhy ckchalaca/kh 
vkns'k dk<.ks vko';d vkgs-  
- fuyacukP;k dkyko/khr lnj deZpk`;kl osru o HkRrs dks.kR;k njkus ns; vlrhy … 
- jtk] fuo=Rrh osru b-fuf'pr dj.;klkBh fuyacukpk dkyko/kh drZO;dky Eg.kwu x.kyk tkbZy 

dk; … 
 

• ;klaca/khps ekxZn'kZu egkjk"V! uxjh lsok (inxzg.k vo/kh] Loh;sRrj lsok vkf.k fuyacu] cMriQhZ o 
lsosrwu dk<wu Vkd.ks ;k dkyko/khrhy iznkus) fu;e 1989 e/khy 72 e/;s vk<Grs- FkksMD;kr rs 
[kkyhyizek.ks & 
1) fuyafcr deZpkjh foHkkxh; pkSd'khvarh fdaok U;k;ky;kr laiw.kZ R;k funksZ"k BjY;kl R;kP;k 

fuyacukpk dkyko/kh loZ iz;kstukalkBh drZO;dky Eg.kwu ekuyk tkok- lnj dkyko/kh R;kyk 
fuyafcr dsys ulrs rj osGksosGh R;kyk ts osru o HkRrs feGkys vlrs rs R;kyk iw.kZr;k 
vuqKs; vlkos- ek_k R;kfojQ/nP;k dk;Zokghrhy foyackl rks dkj.khHkwr vlY;kps vk<Y;kl 
R;kyk r'kh dkj.ks nk[kok uksVhl nsmQu o R;kps vfHkosnu fopkjkr ?ksmQu l{ke vf/kdkjh 
foyackP;k dkyko/khlkBh osru o HkRrs ;kaiksVh fuf'pr djhy ,o<h jDde (laiw.kZ uOgs) R;kyk 
ns; jkghy-  
 

2) brj izdj.kkr (tsFks lacaf/kr deZpk`;kps fuyacu iw.kZr;k vleFkZuh; gksrs vls Eg.krk ;sr 
ukgh) lnj deZpk`;kl dkj.ks nk[kok uksVhl nsmQu o R;k uksVhlhl R;kus fnysys mRrj 
fopkjkr ?ksmQu fuyacukP;k dkyko/khr R;kyk ns; osru o HkRrs o R;kP;k fuyacudkykps 
fu;eu ;klaca/khpk fu.kZ; l{ke izkf/kdk`;kus |kok- v'kk deZpk`;kl 100 VDds is{kk deh 
osru o HkRrs fnys tkrkr- rlsp fuyacukpk dkyko/kh gk ,[kk|k fofufnZ"V iz;kstukdjhrk 
drZO; dky Eg.kwu ekurk ;srks- deZpk`;kph r'kh bPNk vlY;kl fuyacukpk dkyko/kh R;kyk 
vuqKs; jtse/;s jQikarjhr djrk ;srks-  
 

3) dks.kR;kgh izdj.kkr fuyacu dkyke/;s ns; fuokZg HkRrk o brj HkRrs ;kis{kk deh 
fuyacudkykolkBh ns; BjQ u;s- fuyacu dkyko/kh fu;fer dsY;kuarj lacaf/kr deZpk`;kl 
iznku djko;kP;k iQjdkus jDde jQ-2000 is{kk vf/kd vlY;kl rh ns.;klkBh 'kklukph 
eatwjh ?ks.ks vko';d vkgs-  
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fdjdksG f'k{kk dj.;kph i/nrh (fu;e 10) %&fdjdksG f'k{kk dj.;kph i/nrh (fu;e 10) %&fdjdksG f'k{kk dj.;kph i/nrh (fu;e 10) %&fdjdksG f'k{kk dj.;kph i/nrh (fu;e 10) %&    
• fdjdksG f'k{kk o tcj f'k{kk ;kaP;k dk;Zi/nrh fHkUu vkgsr- tcj f'k{ksph dk;Zi/nrh cjhp 

osG[kkmQ vkgs- R;kr f'kLrHkaxfo"k;d izkf/kdkjh o vkjksih deZpkjh ;ka[ksjht pkSd'kh izkf/kdkjh] 
lknjdrkZ vf/kdkjh] cpko lgk:;d] lk{khnkj v'kk vusd O;Drhaps Je o osG [kphZ iMrkr- 
R;kmQyV fdjdksG f'k{ksph dk;Zi/nrh NksVh o lqVlqVhr v'kh vkgs- Eg.kwu ld=rn'kZuh tcj f'k{kk 
ns.;kyk;d vls xaHkhj LojQikps vkjksi ,[kk|k deZpk`;kfojQ/n vlrhy rsOgkp tcj f'k{ksph 
dk;Zokgh voyackoh- vU;Fkk fdjdksG f'k{ksph dk;Zdkgh pkyw djQu rh 'kD; rks yodj iw.kZ djkoh 
gs Js;Ldj-  
 

• fdjdksG f'k{ksph dk;Zi/nrh f'kLr o vihy fu;e 10 e/;s fofgr dsyh vkgs- R;kuwlkj izFke 
f'kLrHkaxfo"k;d izkf/kdk`;kus vkjksih deZpk`;kl R;kP;kfojQ/n djko;kP;k izLrkfor dk;Zokghckcr 
KkiukOnkjs ys[kh dGokos- R;kP;k T;k xSjorZ.kqdhlaca/kkr dk;Zokgh djko;kph vkgs R;k ckcrhr 
R;kyk dkgh vfHkosnu djko;kps vlY;kl R;kdjhrk oktoh la/kh Eg.kts lk/kkj.kr% 10 fnolkaph 
eqnr R;kyk |koh- Kkiukoj f'kLrHkaxfo"k;d izkf/kdk`;kus Lor% lgh dj.ks vko';d vkgs- R;kP;k 
orhus brj dks.kh lgh djQ u;s- Kkiu vkjksih deZpk`;kl O;fDr'k% |kos fdaok iksp ns; uksan.kh 
Mkdsus R;kP;k ;ksX; iRR;koj ikBokos- R;kus fnysyh iksp izdj.kkP;k dkxni_kkr Bsokoh-  

 

• vkjksih deZpk`;kyk vkiY;k cpkokps vfHkosnu r;kj dj.;klkBh dk;kZy;hu dkxni_k rikl.;kph 
loyr ns.;klaca/khph rjrwn fu;e 10 e/;s dsysyh ukgh- rFkkfi T;k dkxni_kkaoj vkjksi 
vk/kkjhr vkgsr- rlsp vfHkosnu dj.;klkBh ts dkxni_k igk.ks vko';d vlsy vls loZ 
dk;kZy;hu dkxni_k rikl.;kph eqHkk vkjksih deZpk`;kl ns.ks R;kyk cpkokph oktoh la/kh 
ns.;kP;k n="Vhus ;ksX; gksbZy- 
 

• tcj f'k{kslkBh rif'kyokj ekSf[kd pkSd'khph th dk;Zi/nrh fofgr dsyh vkgs rh fdjdksB 
f'k{kslkBh loZlk/kkj.kr% vko';d ukgh- rFkkfi fdjdksG f'k{ksP;k ,[kk|k izdj.kkr v'kh pkSd'kh 
dj.ks tjQjhps vkgs- vls f'kLrHkaxfo"k;d izkf/kdk`;kl okVY;kl rks r'kh pkSd'kh djQ 'kdrks-  

 

• f'k{kk Eg.kwu vkjksih deZpk`;kph osruok<] iq<hy osruok<haoj ifj.kke u gksrk 3 o"kkZgwu vf/kd 
dkG jk[kko;kpk vlsy fdaok iq<hy osruok<haoj ifj.kke djQu fdrhgh dkG jk[kko;kph vlsy 
fdaok osruok< jks[kY;keqGs R;kP;k fuo=RrhosrukP;k jdesoj izfrdwy ifj.kke gks.kkj vlsy rj 
v'kk izdj.kkr ek_k lnj f'k{kk ns.;kiwohZ tcj f'k{kslkBh fofgr dsysyh dk;Zi/nrh vuqljyh 
ikfgts-  

 

• vkjksih deZpk`;kus lknj dsysys vfHkosnu o rif'kyokj pkSd'kh dsyh vlY;kl R;klaca/khps 
dkxni_k fopkjkr ?ksmQu R;kP;k xSjorZ.kqdhP;k izR;sd vkjksikckcrpk vkiyk fu"d"kZ 
f'kLrHkaxfo"k;d izkf/kdk`;kus ys[kh uksanfoyk ikfgts- 

 

• R;kuarj f'kLrHkaxfo"k;d izkf/kdk`;kus vafre vkns'k dk<ko;kps vlrkr- vkjksih deZpk`;kojhy 
vkjksi fl/n gksr ukghr v'kh R;k izkf/kdk`;kph [kk_kh iVY;kl lnj deZpk`;kl nks"keqDr djQu 
R;kuwlkj R;kyk ys[kh dGokos-  

 



 68

• f'kLrHkaxfo"k;d izkf/kdk`;kP;k ers vkjksih deZpkjh nks"kh BjY;kl R;kyk ;ksX; rh fdjdksG f'k{kk 
dj.;klaca/khpk vkns'k dk<rk ;sbZy- ek_k oxZ 1 fdaok 2 e/khy vf/kdk`;kP;k osrukrwu 'kklfd; 
uqdlkuhph olqyh dj.;kpk izLrko vlY;kl R;kckcr vafre vkns'k dk<.;kiwohZ jkT; yksdlsok 
vk;ksxkpk lYyk ?ks.ks vko';d vkgs- vU; ckcrhr (Eg.kts oxZ 1 fdaok 2 e/khy vf/kdk`;kal 
brj fdjdksG f'k{kk ns.;kiwohZ rlsp oxZ 3 fdaok 4 e/khy deZpk`;kyk dks.krhgh f'k{kk ns.;kiwohZ) 
yksdlsok vk;ksxkP;k iwoZ lYY;kph vko';drk ukgh-  

 

• fdjdksG f'k{kspk vkns'k Lo;aLi"V vlkok- R;kr vkjksih deZpk`;kP;k vfHkosnukrhy eq|kaoj vkiys 
vfHkizk; nsmQu f'kLrHkaxfo"k;d izkf/kdk`;kus vkiY;k vafre fu.kZ;kph dkj.ks uewn dsyh ikfgtsr- 
jkT; yksdlsok vk;ksxkpk lYyk ?ksryk vlY;kl R;kph izr vkns'kkcjkscj tksMkoh- rlsp vk;ksxkpk 
lYyk ekU; dsyk ulY;kl R;kckcrph laf{kIr dkj.ks uewn djkoh-  

 
tcj f'k{kk dj.;kph i/nrh (fu;e 8]9 o 11)tcj f'k{kk dj.;kph i/nrh (fu;e 8]9 o 11)tcj f'k{kk dj.;kph i/nrh (fu;e 8]9 o 11)tcj f'k{kk dj.;kph i/nrh (fu;e 8]9 o 11)    
nks"kkjksii_k ctko.ks %nks"kkjksii_k ctko.ks %nks"kkjksii_k ctko.ks %nks"kkjksii_k ctko.ks %    

• tcj f'k{ksph dk;Zi/nrh f'kLr o vihy fu;e 8]9 o 11 e/;s fofgr dsyh vkgs- R;kuqlkj izFke 
f'kLrHkaxfo"k;d izkf/kdk`;kus Lor lgh dsysY;k KkiukOnkjs [kkyhy tksMi_ks vkjksih deZpk`;kl 
iksprh djkoh %& 
- nks"kkjksikaP;k ckchaph izr 
- izR;sd nks"kkjksikP;k iq"V;FkZ xSjorZ.kqdhP;k vkjksikaps fooj.ki_k  
- T;k lk{khnkjkaPk; lk{khvk/kkjs nks"kkjksi fl/n djko;kps vkgsr R;k lk{khnkjkaph ;knh- 
- T;k nLr,sotkaP;k vk/kkjs nks"kkjksi fl/n djko;kps vkgsr R;k nLr,sotkaph ;knh- (iq<hy 

pkSd'khph dk;Zokgh Rojhr gks.;kP;k n="Vhus ;k nLr,sotkaP;k izrh ns[khy Kkiuklkscr vkjksih 
deZpk`;kl iqjfo.;kr ;kO;k-)  
 

• nks"kkjksi Eg.kts vkjksih deZpk`;kfojQ/n dj.;kr vkysY;k vfHkd;ukapk lkjka'k mnk- dk;kZy;hu 
dkekr nqyZ{k [kksVh izoklHkRrk ns;ds izLrqr dj.ks] ljdkjh iS'kkaph viQjkriQj b- mifufnZ"V 
KkiukP;k tksMi_k (1) e/;s nks"kkjksikph izR;sd ckcr lqLi"Vi.ks o useD;k 'kCnkar ekaMkoh- R;kr 
lafnX/krk ulkoh- (mnk- "vkf.k brj vkjksi" vlk mYys[k)- osxosxG;k vfHkdukaP;k lanHkkZr 
osxosxGs nks"kkjksi uewn djkos- myVi{kh ,dkp vfHkdFkukP;k vk/kkjs nks"kkjksikph fOnjQDrh fdaok 
foHkkx.kh dj.;kps VkGkos- T;kckch laca/kkr iwohZ pkSd'kh o fu.kZ; >kkyk vlsy v'kk ckchapk 
lekos'k nks"kkjksii_kkr djQ u;s-  
 

• xSjorZ.kwdhP;k vkjksikaP;k fooj.ki_kkr (tksMi_k 2) ewG dkxni_kkaP;k vk/kkjs vkjksih deZpk`;kaP;k 
xSjorZ.kwdhlaca/kh rif'kyokj oLrqfLFkrhn'kZd fuosnu dj.;kr ;kos- vkjksih deZpk`;kus ,[kk|k 
foof{kr orZ.kwd fu;ekpk R;kus Hkax dsysyk vlyk rj rks fu;e uewn djkok- rlsp R;kph iwohZph 
xSjorZ.kwd f'k{kk nsrkauk fopkjkr ?;ko;kph vlY;kl v'kk xSjorZ.kwdhpk mYys[kgh ;k fooj.ki_kkr 
djkok-  

 

• izkjafHkd pkSd'khr vusd lk{khnkjkaps tckc ?ksrys tkrkr- R;kiSdh ts lk{khnkj vkjksi lk/kkj 
vlY;kcn@ny fuf'pr iqjkok nsmQ 'kdrhy v'kk lk{khnkjkauk f'kLrHkaxfo"k;d izkf/kdk`;kriQsZ 
foHkkxh; pkSd'khr cksykfo.;kP;k n="Vhus dsoG R;kaP;kp ukokapk lekos'k tksMi_k (3) e/;s djkok-  
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• izkjafHkd pkSd'khe/;s xksGk dsysyk tks dkxnksi_kh iqjkok foHkkxh; pkSd'khr vkjksih deZpk`;kfojQ/n 
okijko;kpk vkgs R;kpk mYys[k tksMi_k (4) e/khy nLr,sotkaP;k ;knhr djQu R;kP;k izrh R;kyk 
|kO;k- ek_k izkjafHkd pkSd'kh vf/kdk`;kP;k vgokykpk myys[k dks.kR;kgh tksMi_kkr fdaok ,dw.k 
pkSd'kh e/;s djQ u;s-  

 

• FkksMD;kr vkjksih deZpk`;kl R;kfojQ/n vlysY;k laiw.kZ izdj.kkph ekfgrh vko';d rif'kyklg 
ns.;kr ;koh Eg.kts used;k dks.kR;k vkjksikauk vkiY;kl mRrjs |ko;kph vkgsr R;kph Li"V 
dYiuk R;kyk ;sbZy- nks"kkjksikaP;k ckch fdaok xSjorZ.kwdhP;k vkjksikaps fooj.ki_k eks?ke vlY;kl] 
v'kk eks?kei.kkeqGs vkjksih deZpk`;kl fnysyh cpkokph la/kh oktoh uOgrh R;k fu"d"kkZl nqtksjk 
feGw 'kdsy-  

 

• mifjfufnZ"V pkj tksMi_kkalg ikBoko;kP;k Kkiukr vkjksih deZpk`;kl dGokos- R;kus vkiY;k 
cpkokps ys[kh fuosnu R;kyk fnysY;k Bjkfod eqnrhr (lk/kkj.kr% 10 fnol) f'kLrHkaxfo"k;d 
izkf/kdk`;kl izLrqr djkos o vkiys Eg.k.ks O;fDr'k% ekaM.;kph bPNk vlY;kl rls dGokos- Kkiu 
o tksMi_ks vkjksih deZpk`;kl O;fDr'k% nsmQu R;kph iskp ?;koh fdaok iksp ns; uksan.kh Mkdsus rh 
R;kP;k ;ksX; iRR;koj ikBokohr- R;kph ikspikorh lacaf/kr izdj.kkP;k dkxni_kkr Bsokoh-  

 

• vkjksih deZpk`;kus vkiY;k ys[kh fuosnukr loZ vkjksi ekU; dsY;kl f'kLrHkaxfo"k;d izkf/kdk`;kus 
;ksX; rks iqjkok y{kkr ?ksmQu izR;ssd vkjksikckcrps vkiys fu"d"kZ uksanokos o R;kuwlkj iq<hy 
dk;Zokgh djkoh-  

    
pkSd'kh izkf/Adk`;kph fu;qDrh %&pkSd'kh izkf/Adk`;kph fu;qDrh %&pkSd'kh izkf/Adk`;kph fu;qDrh %&pkSd'kh izkf/Adk`;kph fu;qDrh %&    

• vkjksih deZpk`;kus vkiY;k ys[kh fuonsukr dkgh fdaok loZ vkjksi vekU; dsY;kl rlsp R;kus 
dks.krsgh fuosnu u fnY;kl ekU; u dsysY;k vkjksikackcr f'kLrHkaxfo"k;d izkf/kdk`;kus Lor% 
pkSd'kh djkoh fdaok pkSd'kh izkf/kdkjh gk lk/kkj.kr% vkjksih deZpk`;kis{kk ofj"B ntkZpk vlkok- 
foHkkxh; pkSd'khps dkedkt U;k;ln='k vlrs- rsOgk pkSd'kh izkf/kdk`;kus fu;ekl vuqljQu 
dkVsdksji.ks o ln@Hkkousus vkiys dke dsys ikghts- lkgftdp R;kyk foHkkxh; pkSd'khps fu;e o 
dk;Zi/nrh ;kaph laiw.kZ ekfgrh vlkoh- rlsp rks vkjksih deZpk`;kafo"k;h iwoZxznwf"kr ulkok- 
vkjksih deZpk`;kafojQ/n dsysY;k izkjafHkd pkSd'kh dkek'kh lacaf/kr vlysY;k O;fDrl rlsp 
foHkkxh; pkSd'khr dks.kR;kgh cktwu lk{khnkj Eg.kwu cksykoys tk.;kph 'kD;rk vlysY;k O;fDrl 
pkSd'kh 

 

• fujfujkG;k ntkZP;k deZpk`;kfojQ/n foHkkxh; pkSd'kh pkyfo.;klkBh [kkyhyizek.ks fofo/k 
Lrjkaoj foHkkxh; pkSd'kh vf/kdk`;kaph [kkl ins 'kklukus fuekZ.k dsyh vkgsr-  
- ojh"B vf/kdk`;kafojQ/n 'kklukus fo'ks"kdjQu lksifoysY;k pkSd'kh pkyfo.;klkBh ea_kky;hu 

Lrjkaoj lkekU; iz'kklu foHkkxkr ,d fo'ks"k pkSd'kh vf/kdk`;kps in fuekZ.k dj.;kr vkys 
vkgs-  

- oxZ 1 o 2 e/khy vU; vf/kdk`;kafojQ/n pkSd'kh pkyfo.;klkBh izR;sd foHkkxh; vk;qDrkaP;k 
dk;kZy;kr ,d v'kh ,dw.k lg izknsf'kd fo'ks"k vf/kdkjh] foHkkxh; pkSd'kh ;kaph ins fuekZ.k 
dsyh vkgsl-  

- oxZ 3 o 4 e/khy deZpk`;kafojQ/n pkSd'kh pkyfo.;klkBh lk/kkj.kr% izR;sd ftYgkf/kdkjh 
dk;kZy;kr ,d v'kh ,dw.k ,dks.krhl ftYgk pkSd'kh vf/kdk`;kaph ins fuekZ.k dsyh vkgsr-  
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• dks.kR;kgh foHkkxkP;k pkSd'kh izdj.kkr f'kLrHkaxfo"k;d izkf/kdk`;kus ojhyiSdh lacaf/kr 
vf/kdk`;kaph pkSd'kh izkf/kdkjh Egkwu fu;qDrh djkoh- gh use.kwd ukokus u djrk inukekus djkoh- 
Eg.kts lacaf/kr vf/kdk`;kph cnyh >kkyh rjh R;kpk mRrjkf/kdkjh pkSd'kh pkyw Bsow 'kdrks o 
R;klkBhf'kLrHkaxfo"k;d izkf/kdk`;kl uO;kus dkgh vkns'k dk<.;kph vko';drk ulrs- pkSd'kh 
izkf/kdk`;kP;k use.kwdhPk vkns'kkoj f'kLrHkaxfo"k;d izkf/kdk`;kus Lor% lgh djkoh- pkSd'kh 
izf/kdkjh ns[khy pkSd'khps dke vU; dks.kR;kgh O;DrhdMs lksiow 'kdr ukgh-  
 

lknjdR;kZ vf/kdk`;kaph fu;qDrh %&lknjdR;kZ vf/kdk`;kaph fu;qDrh %&lknjdR;kZ vf/kdk`;kaph fu;qDrh %&lknjdR;kZ vf/kdk`;kaph fu;qDrh %&    
• T;k izdj.kkr pkSd'kh izkf/kdkjh fu;qDrh dj.;kr vkyk vkgs- rsFks R;kP;kleksj vkjksih 

deZpk`;kfojQ/nps izdj.k lknj dj.;klkBh f'kLrHkaxfo"k;d izkf/kdk`;kl ,[kk|k 'kklfd; 
deZpk`;kph fdaok odhyhpk O;olk; dj.kk`;k O;fDrph lknjdrkZ vf/kdkjh Eg.kwu fu;qDrh djrk 
;srs- rFkkfi ofdykph fu;qDrh 'kD; rks VkGkokh o izR;sd izdj.kkr lknjdrkZ vf/kdkjh Eg.kwu 
'kklfd; deZpk`;kphph fu;qDrh djkoh-  
 

• izR;sd foHkkxh; vk;qDrkaP;k dk;kZy;kr 'kklukus lknjdR;kZ vf/kdk`;kps ,d [kkl in fuekZ.k dsys 
vkgs- dks.kR;kgh foHkkxkP;k oxZ 1 o 2 e/khy vf/kdk`;kafojQ/nP;k pkSd'kkr f'kLrHkaxfo"k;d 
izkf/kdk`;kus ;k vf/kdk`;kykp lknjdrkZ vf/kdkjh Eg.kwu fuq;Dr djkos- lkoZtfud cka/kdke 
foHkkx fdaok ikVca/kkjs foHkkx ;kalkj[;k foHkkxkaP;k pkSd'kkae/;s lknjdR;kZ vf/kdk`;kl d/kh d/kh 
rkaf_kd vf/kdk`;kph enj lknjdR;kZ vf/kdk`;kl nsmQ 'kdrks-  

 

• oxZ 3 o 4 e/khy deZpk`;kafojQ/nP;k foHkkxh; pkSd'kkr f'kLrHkaxfo"k;d izkf/kdk`;kus vkiY;k 
foHkkxkrhy ,[kk|k ;ksX; vf/kdk`;kph lknjdrkZ vf/kdkjh Eg.kwu use.kwd djkoh- izkjafHkd pkSd'kh 
dsysY;k vf/kdk`;kl rlsp foHkkxh; pkSd'kh e/;s T;kyk lk{khnkj Eg.kwu cksykoys tk.;kph 'kD;rk 
vkgs v'kk O;fDrl lknjdrkZ vf/kdkjh Eg.kwu usew u;s-  

 
cpko lgk;dkph fu;qDrh %&cpko lgk;dkph fu;qDrh %&cpko lgk;dkph fu;qDrh %&cpko lgk;dkph fu;qDrh %&    

• foHkkxh; pkSd'khe/;s vkiyh cktw ekaM.;klkBh vkjksih deZpkjh jkT;'kkluk lsosrhy fdaok 
lsokfuo=Rr v'kk dks.kR;kgh deZpk`;kph enr ?ksmQ 'kdrks- i.k R;kdjhrk odhyhpk O;olk; 
dj.kk`;k O;Drhph enr lk/kkj.kr% ?ksmQ 'kdr ukgh- lknjdrkZ vf/kdkjh odhyhP;k O;olk;krhy 
O;Drhph enr ?ks.;kl f'kLrHkaxfo"k;d izkf/kdkjh ijokuxh nsow 'kdrks- 
 

• 'kklu lsosr vlysY;k cpko lgk:;dkl pkSd'khP;k dkekfiR;F;Z izokl[kpZ o nSfudHkRrk R;kP;k 
dk;kZy;krwu feGrks- R;kmyV lsokfuo=Rr deZpk`;kl cpko lgk:;d Eg.kwu lgk:;d ?ksrY;kl 
R;kpk [kpZ vkjksih deZpk`;kl lkslkok ykxrks- lsosr vlysY;k O;Drhl cpko lgk:;d Eg.kwu dke 
dj.;klkBh fu;a_kd vf/kdk`;kph ijokuxh ?;koh ykxrs- lsokfuo=Rr deZpk`;kP;k ckcrhr rks iz'u 
mn@Hkor ukgh-  

 
izkFkfed ckch o ifgyh lquko.kh %&izkFkfed ckch o ifgyh lquko.kh %&izkFkfed ckch o ifgyh lquko.kh %&izkFkfed ckch o ifgyh lquko.kh %&    

• f'kLrHkaxfo"k;d izkf/kdk`;kus lqjQokrhykp [kkyhy dkxni_ks pkSd'kh izkf/kdk`;kdMwu ikBfoyh 
ikfgtsr- pkSd'kh izkf/kdk`;kP;k use.kwdhP;k vkns'kkcjkscjp rh ikBfo.;kr ;koh-  
- nks"kkjksikaP;k ckchaph izr o xSjorZ.kwdhP;k vkjksikaps fooj.ki_k  
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- vkjksih deZpk`;kus izLrqr dsysY;k cukokP;k ys[kh fuosnukph izr 
- lk{khnkjkaP;k lk{khP;k izrh  
- nks"kkjksikfn lgi_k vkjksih deZpk`;kl iksprh dsY;kpk iqjkok o  
- lknjdrkZ vf/kdk`;kP;k use.kwdhP;k vkns'kkph izr 

 

• ojhyizek.ks dkxni_ks feGkY;kuarj pkSd'kh izkf/kdk`;kus vkjksih deZpk`;kl ys[kh uksVhl ikBowu 
BjoysY;k rkj[ksl] BjoysY;k osGh] BjoysY;k fBdk.kh pkSd'khlkBh vkiY;kleksj mifLFkr 
jkg.;kl dGokos- ;k ifgY;k lquko.khr pkSd'kh izkf/kdk`;kus vkjksih deZpk`;kl fopkjkos dh 
R;ktfojQ/nps nks"kkjksi R;kyk ekU; vkgsr dk; nks"kkjksikph dks.krhgh ckc R;kus ekU; dsY;kl 
R;kP;k lghfu'kh r'kh uksan djQu pkSd'kh izkf/kdk`;kus R;koj vkiYkh Lok{kjh djkoh- vkjksih 
deZpk`;kus ekU; dsysY;k nks"kkjksihckcr vf/kd pkSd'khph vko';drk ukgh o lnj nks"kkjksi fl/n 
>kkys vlk fu"d"kZ pkSd'kh izkf/kdk`;kus dk<kok- R;kuarj vkjksih deZpk`;kus ekU; u dsysY;k 
nks"kkjksikackcrpk iqjkok lknj dj.;kl pkSd'kh izkf/kdk`;kus lknjdR;kZ vf/kdk`;kl lkaxkos-  

 
vkjksih deZpk`;kP;k cpkoklkBh nLr,sot o lk{khnkj cvkjksih deZpk`;kP;k cpkoklkBh nLr,sot o lk{khnkj cvkjksih deZpk`;kP;k cpkoklkBh nLr,sot o lk{khnkj cvkjksih deZpk`;kP;k cpkoklkBh nLr,sot o lk{khnkj cksykfo.ks %&ksykfo.ks %&ksykfo.ks %&ksykfo.ks %&    

• R;kuarj pkSd'kh izkf/kdk`;kus vkjksih deZpk`;kl [kkyhyizek.ks dGowu pkSd'kh deky 30 fnolkaph 
Bsokoh- 
- vkjksih deZp,`;kus nks"kkjksii_kklkscrP;k ;knhrhy nLr,sotkaph rikl.kh iq<hy ikp fnolkar 

(tkLrhr tkLr ngk fnolkar) fnolkar djkoh-  
- lnj ;knhr ulysys 'kklukP;k dCtkrhy dks.krsgh nLr,sot vkjksih deZpk`;kl Lor%P;k 

cpkoklkBh gos vlY;kl R;kapk vkiY;k izdj.kk'kh vlysyk laca/k Li"V djQu ngk fnolkar 
(tkLrhr tkLr ohl fnolkar) R;kus R;kalkBh ekx.kh djkoh-  

- rlsp vkiY;k orhus rikl.kh djko;kP;k lk{khnkjkaph ;knh R;kaP;k laiw.kZ iRR;klg vkjksih 
deZpk`;kus izLrqr djkoh- 
 

• vkjksih deZpk`;kus ekfxrysyk dks.krkgh nLr,sot pkSd'kh izdj.kk'kh lacaf/kr ukgh vls pkSd'kh 
izkf/kdk`;kps er >kkY;kl rks R;kckcrph dkj.ks ys[kh uksanowu lnj nLr,sot ekxowu ?ks.;kl udkj 
nsmQ 'kdrks- rFkkfi vkjksih deZpk`;kl vkiY;k cpkokphoktoh la/kh izkIr Ogkoh ;kdjhrk 
lac/nrsP;k iz'ukdMs 'kD;rks R;kP;k n="Vhdksukrwu igk.ks;ksX; gksbZy- nLr,sot T;k vf/kdk`;kaP;k 
dCtkr vlrhy R;kaP;kdMwu pkSd'kh izf/kdk`;kus rs ekxowu ?;kos- dks.krkgh vlk nLr,sot ns.ks 
yksdfgrkP;k fdaok jkT;kP;k lqjf{krrsyk ck/kd gksbZy vls dCtsnkj vf/kdk`;kps er >kkY;kl 
R;kckcrph dkj.ks ys[kh uksanowu rks pkSd'kh izkf/kdk`;kl rls dGow 'kdrks- ex pkSd'kh izkf/kdk`;kl 
rls dGow 'kdrks- ex pkSd'kh izkf/kdk`;kus R;kuwlkj vkjksih deZpk`;kl vkjksih deZpk`;kl 
dGokos- 
 

• nks"kkjksi i_kklkscrP;k ;knhrhy lk{khnkjkauh izkjafHkd pkSd'khe/;s fnysY;k lk{khP;k izrh vkjksih 
deZpk`;kus lkafxrY;kl f'kLrHkaxfo"k;d izkf/kdk``;kP;k orhus lnj lk{khnkjkaph rikl.kh lqjQ 
gks.;kiwohZ fdeku rhu fnol vxksnj pkSd'kh izkf/kdk`;kus R;k vkjksih deZpk`;kus lkafxrY;kl 
f'kLrHkaxfo"k;d izkf/kdk`;kP;k orhus lnj lk{khnkaph rikl.kh lqjQ gks.;kiwohZ fdeku rhu fnol 
vxksnj pkSd'kh izkf/kdk`;kus R;k vkjksih deZpk`;l fnY;k ikfgtsr-  
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• dks.kR;kgh O;Drhyk foHkkxh; pkSd'khe/;s lk{khnkj Eg.kwu gtj jkg.;kl fdaok ,[kknk nLr,sot 
lknj dj.;kl Hkkx ikM.;kl vf/kdkj pkSd'kh izkf/kdk`;kl lkekU;r% ulrks- rFkkfi egkjk"V! 
foHkkxh; pkSd'kh (lk{khnkjkauk gtj jkfgYT;kl vkf.k nLr,sot lknj dj.;kl Hkkx ikM.ks) 
vf/kfu;e 1986 e/khy dye 4 vUo;s izkf/kd=r dj.;kr vkysY;kpkSd'kh izkf/kdk`;kl gs vf/kdkj 
izkIr gksrkr- rlsp rks v'kk lk{khnkjkaph 'kiFksoj rikl.khgh djQ 'kdrks- ek_k lpksVhP;k 
vHkkokckcr nks"kkjksi vlysY;k pkSd'kkaukp mifjfufnZ"V vf/kfu;e ykxw vkgs-  

• nksUgh cktwP;k lk{khnkjkauk mifLFkr gks.;klkBh lDrh dj.;kpk izkf/kdkj tjh pkSd'kh izkf/kdk`;kl 
lkekU;r% ulyk rjh R;kaP;k mifLFkrhlkBh mfpr rs loZ mik; ;kstuk gs R;kps drZO; vkgs- 
lk{khnkjkauk ikBoko;kP;k uksVhlkaoj pkSd'kh izkf/kdk`;kaus Lor% lgh djkoh- lk{khnkj 'kkldh; 
deZpkjh vlY;kl R;kP;k foHkkx$dk;kZy;k izeq[kOnkjk $ R;kyk uksVhl ikBokoh- ;k uksVhlpk R;kus 
voeku dsY;kl rs 'kkldh; deZpk`;kyk v'kksHkuh; orZu Bjsy o rks f'kLrHkaxkP;k dk;Zokghl ik_k 
gksbZy- v'kkldh; lk{khnkjkauk uksan.khd=r iksp nsp Mkdsus uksVhlk ikBokO;kr- ,[kk|k lk{khnkjkyk 
cksykowu vMp.k fdaok isp fuekZ.k dj.ks gkp vkjksih deZpk`;kpk ,deso gsrw vlsy o lk{khnkj 
vlac/n] vizLrqr vlsy rj dkj.ks y[kh uksanowu pkSd'kh izkf/kdkjh v'kk lk{khnkjkyk cksyko.;kps 
ukdkjQ 'kdrks-  

 
f'kLrHkaxfo"k;d izkf/kdk`;kriQsZ cktw ekaM.ks %&f'kLrHkaxfo"k;d izkf/kdk`;kriQsZ cktw ekaM.ks %&f'kLrHkaxfo"k;d izkf/kdk`;kriQsZ cktw ekaM.ks %&f'kLrHkaxfo"k;d izkf/kdk`;kriQsZ cktw ekaM.ks %&    

• pkSd'kh izkf/kdk`;kus BjfoysY;k rkj[ksl izR;{k pkSd'khl izkjaHk gksrks- izFke f'kLrHkaxfo"k;d 
izkf/kdk`;kP;k orhu nks"kkjksikaP;k i="B;FkZ dkxnksi_kkaph vfHkj{kk dj.kkjk vf/kdkjh fdaok R;pk 
izfrfu/kh lknj djrks- ;k dkxni_kkauk fu'kk.kh ih 1] fu'kk.kh ih ;kaizek.ks dzekad fnys tkrkr- 
Eg.kts ;k dzekadkOnkjk R;kapk mYys[k dj.ks iq<s lks;hps tkrs-  
 

• ,[kk|k nLr,sotkP;k fo'oklkgZrscn@ny vkjksih deZpk`;kus oktoh 'kadk O;Dr dsY;kl R;k 'kadsps 
fujlu dj.;klkBh iqjkokizLrqr dj.;kl lknjdR;kZ vf/kdk`;kl lkafxrys tkrs- nLr,sotkojhy 
gLrk{kj fdaok lgh oknxzLr vlY;kl T;k O;Drhus rks nLr,sot fyfgyk fdaok R;koj lgh dsyh 
R;k O;Drhpk iqjkok ?ksrk ;srks fdaok R;k O;DrhP;k gLrk{kjk'kh ifjfpr v'kk rKkph fdaok 
gLrk{kj rKkph lk{k ?ksrk ;srs- vkjksih deZpkjh v'kk rKkph myVrikl.kh djQ 'kdrks-  

 

• R;kuarj lknjdrkZ vf/kdkjh nks"kkjksii_kklkscrP;k ;knhrhylk{khnkajkaph ,dkekxwu  ,d v'kh 
rikl.kh djrks ;kl ljrikl.kh Eg.krkr- ,[kk|k fof'k"V lquko.khP;k osGh lknjdrkZ vf/kdkjh 
xSjgtj vlY;kl R;kP;k orhus vU; izkf/kd=r O;Drh rikl.khps dke iq<s pkyw Bsow 'kdrs- izR;sd 
lk{khnkjkP;k ljrikl.khuarj vkjksih deZpkjh fdok R;kpk cpko lgk;d lnj lk{khnkjkph 
myVrikl.kh djQ 'kdrks-  

 

• vkjksih deZpk`;kfojQ/n T;kus lk{k fnyh vkgs v'kk lk{khnkjkph myVrikl.kh dj.ks gk vkjksih 
deZpk`;kpk ,d egRokpk gDd vkgs- dkj.k myVrikl.kh gh [kksV;koj izdk'k ikM.;kph o lR; 
'kks/kwu dk<.;kph ,d izHkkoh i/nrh vkgs- ljrikl.khps lk{khnkjT;kP;k orhus iqjkok lknj djhy 
vkgs R;k i{kdkjkyk vuqdwy v'kk xks"Vh lkaxwu fojks/kh i{kkyk ykHknk;d v'kk lR;; xks"Vh rks 
lgsrwdi.ks yiow 'kdrks gs yifoysys lR; 'kks/kwu dk<rk ;sbZy v'kk i/nrhus lk{khnkjkyk iz'u 
fopkj.;kr myVrikl.khph [kjh dyk vlrs-  
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• f'kLr fu;ekae/;s myVrikl.khph i/nrh fdaok O;kIrh fo'kn dsysyh ukgh- ;k ckcrhr Hkkjrh; 
iqjkok vf/kfu;e ;krhy myVrikl.khph Lohd=r rRos vuqlj.ks ;ksX; gksbZy- R;kiSdh rhu egRokph 
rRos [kkyhyizek.ks & 
- iz'u fopkj.kkjh O;Drh T;k mRrjkph bPNk fdaok vis{kk djrs rs mRrj lwfpr dj.kk`;k 

iz'ukoj lwpd iz'u Eg.krkr- vls iz'u ljrikl.khr fdaok iQsjrikl.khr lk/kkj.kr% vuqKs; 
ulrkr- ijarq myVrikl.khr lwpd iz'u fopkjrk ;srkr-  

- T;k ckchafo"k;h ,[kk|k lk{khnkjkph ljrikl.kh >kkyh vkgs rso<;kp ckchaiqjrh R;kph 
myVrikl.kh e;kZnhr dj.ks vko';d ukgh myVrikl.kh laiw.kZ izdj.kkbrdh O;kid djrk ;srs-  

- myVrikl.khr lk{khnjkl (v) rks [kjs cksyr vkgs fdaok ukgh ;kph ikj[k dj.;klkBh (c) 
rks dks.k vkgs o lektkr R;kph yk;dh dk; vkgs gs m?kM dj.;klkBh rls (d) R;kP;k 
ykSfddkl ykaNu ykowu R;kP;k [kjsi.kkcn@ny lansg mRiUu dj.;klkBh iz'u fopkjrk ;srkr- 
ek_k dsoG R;kpk vieku fdaok NG dj.;kP;k gsrqus  
 

• vkjksih deZpk`;kus fdoak R;kP;k cpko lgk:;dkus T;k eq|kaoj lk{khnkjkph myVrikl.kh dsyh 
vlsy R;k eq|kackcr lknjdrkZ vf/kdkjh R;kph iQsjrikl.kh djQ 'kdrks- ek_k ,[kk|k uohu 
eq|koj iQsjrikl.kh djko;kph vlY;kl pkSd'kh vf/kdk`;kph ijokuxh vko';d vkgs-  
 

• pkSd'kh vf/kdkjh ns[khy lk{khnkjkyk ;ksX; rs iz'u fopkjQ 'kdrks- R;k iz'uakP;k mRrjklanHkkZr 
pkSd'kh izkf/kdk`;kP;k ijokuxhus vkjksih deZpkjh fdaok R;kpk cpko lgk:;d lk{khnkjkph 
myVrikl.kh djQ 'kdrks-  

 

• nks"kkjksii_kklkscr vkjksih deZpk`;kl fnysY;k ;k|kr lekfo"V ulysyk rksaMh fdaok dkxni_kkapk 
uok iqjkok mifLFkr dj.;kl lknjdR;kZ vf/kdk`;kl pkSd'kh izkf/kdkjh ijokuxh nsmQ 'kdrks- 
pkSd'kh izkf/kdkjh Lor% ns[khy uok iqjkok ekxow 'kdrks fdaok ,[kk|k lk{khnkjkyk iqUgk cksykowu 
R;kph iQsjrikl.kh djQ 'kdrks- ;k loZ ckcrhr v'kk vf/kd iqjkO;kph ;knh feG.;kpk] uohu 
dkxni_kkaph rikl.kh dj.;kpk o pkSd'kh rhu fnolakuh iq<s <dywu ?ks.;kpk vkjksih deZpk`;kl 
gDd vlrks- rlsp vf/kd iqjkok lknj dj.ks fdaok lk{khnkjkph iQsjrikl.kh dj.ks gs iwohZP;k 
iqjkO;krhy riQkor HkjQu dk<.;klkBh vuqKs; vlsy-  
 

vkjksih deZpk`;kriQsZ cktw ekaM.ks %&vkjksih deZpk`;kriQsZ cktw ekaM.ks %&vkjksih deZpk`;kriQsZ cktw ekaM.ks %&vkjksih deZpk`;kriQsZ cktw ekaM.ks %&    
• v'kk izdkjs f'kLrHkaxfo"k;d izkf/kdk`;kph cktw ekaMwu laiY;koj pkSd'kh izkf/kdk`;kus vkjksih 

deZpk`;kl vkiyk cpko rksaMh fdaok ys[kh lknj dj.;kl lkaxkos- cpko rksaMh fnY;kl rks fygwu 
dk<kok- cpkokP;k fuosnukph izr lknjdR;kZ vf/kdk`;kl |koh-  
 

• R;kuarj vkjksih deZpk`;kP;k orhus iqjkok lknj dj.;kr ;kok- R;kP;k lk{khnkjkaph ljrikl.kh 
Lor% vkjksih deZpkjh fdaok R;kpk cpko lgk:;d djhy] rj lknjdrkZ vf/kdkjh ;k lk{khnkjkaph 
myVrikl.kh djhy- myVrikl.khrhy eq|kaoj o pkSd'kh izkf/kdk`;kP;k inokuxhus brj eq|kaoj] 
vkjksih deZpk`;kl ok R;kpk cpko lgk:;dkl ;k lk{khnkjaph iQsjrikl.kh djrk ;sbZy- pkSd'kh 
izkf/kdkjh ns[khy lk{khnkjkal ;ksX; rs iz'u fopkjQ 'kdrks o R;k iz'ukaP;k mRrjklanHkkZr lknjdrkZ 
vf/kdkjh pkSd'kh izkf/kdk`;kP;k ijokuxhus lk{khnkjkaph myVrikl.kh djQ 'kdrks-  
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• vkjksih deZpkjh bPnk vlY;kl vkiY;k cktwu Lor% lk{k nsmQ 'kdrks- ex lknjdrkZ vf/kdkjh 
R;kph myV rikl.kh djQ 'kdrks- o pkSd'kh izkf/kdkjh lq/nk R;kyk iz'u fopkjQ 'kdrks-  

 

• U;k;ksfpr vlY;kl] pkSd'kh izkf/kdk`;kl oj ifjPNsn 74 e/;s uewn dsysY;k i/nrhuqlkj vkjksih 
deZpk`;kyk uohu iqjkok iq<s vk.k.;kl ijokuxh nsrk ;srs- ek_k oj EgVY;kizek.ks ewG iqjkO;kr 
vaxHkwr m.khok fdaok nks"k vlys rjp vlkuok iqjkok ekaMrk ;sbZy- iwohZP;k iqjkO;krhy riQkor 
HkjQu dk<.;klkBh uohu iqjkok ekaM.;kph ijokuxh fnyh tk.kkj ukgh-  

 

• vkjksih deZpk`;kriQsZ cktw ekaMwu >kkY;koj ,dw.k iqjkO;k e/;s R;P;k fojQ/n tkr vlysY;k 
eq|kackcr Li"Vhdj.k dj.ks R;kyk 'kDr Ogkos ;kdjhrk pkSd'kh izkf/kdk`;kus R;kyk lnj eq|kackcr 
iz'u fopkjkos- vkjksih deZpk`;kus vkiY;k orhus Lor% lk{k fnyh ulY;kl pkSd'kh izkf/kdk`;kl 
vls iz'u fopkj.ks ca/kudkjd vkgs-  

    
vafre lquko.kh %&vafre lquko.kh %&vafre lquko.kh %&vafre lquko.kh %&    

• v'kk izdkjs nksUgh cktwauh iqjkok ekaMwu >kkY;kuarj pkSd'kh izkf/kdk`;kus lknjdR;kZ vf/kdk`k;l 
R;kP;k ;qDrhoknkps Vkp.k izLrqr dj.;kl lkaxkos- rs izkIr >kkY;kuarj R;kph ,d izr vkjksih 
deZpk`;kl |koh o R;kdMwu R;kP;k mRrjkps Vkp.k ?;kos-  

    
,driQhZ pkSd'kh %&,driQhZ pkSd'kh %&,driQhZ pkSd'kh %&,driQhZ pkSd'kh %&    

• vkjksih deZpk`;kl |koh nks"kkjksi_k iksprs dsY;kuarj fofufnZ"V rkj[ksi;Zar R;kus vkiY;k cpkokps 
ys[kh fuosnu lknj dsys ukgh fdaok pkSd'kh izkf/kdk`;kleksj rks gtj >kkyk ukgh fdaok fu;ekarhy 
rjrqnhaps R;kus vuqikyu dsys ukgh rj pkSd'kh izkf/kdkjh ,driQhZ pkSd'kh djQ 'kdrks- v'kk 
,driQhZ pkSd'khe/;s vkjksih deZpk`;kP;k vuqifLFkrhr 'kD; vlsy rh loZ pkSd'kh fu;ekauqlkj 
dsyh ikfgts- lknjdR;kZ vf/kdk`;kl dkxni_kkapk iqjkok o dks.kR;kgh VII;koj rks R;kr lgHkkxh 
gks.;kl r;kj >kkyk rj R;kyk lgHkkxh gksmQ |kos- R;kiwohZ uksanfoysY;k lk{khaP;k izrhgh R;kyk 
|kO;k] i.k lk{khnkjkau iqu%'p cksyko.;kph vko';drk ukgh-  

 
uO;k pkSd'kh izkf/kdk`;kph fu;qDrh %&uO;k pkSd'kh izkf/kdk`;kph fu;qDrh %&uO;k pkSd'kh izkf/kdk`;kph fu;qDrh %&uO;k pkSd'kh izkf/kdk`;kph fu;qDrh %&    
• pkSd'kh izkf/kdk`;kus pkSd'khrhy iqjkok iw.kZr% fdoa va'kr% uksanfoY;kuarj R;kP;k tkxh vU; pkSd'kh 

izkf/kdkjh vkY;kl] uohu pkSd'kh izkf/kdkjh vkiY;k iwohZf/kdk`;kus T;k VII:kki;Zar pkSd'kh vk.kyh 
gksrh rsFkwu rh iq<s pkyw djhy- T;kph lk{k vxksnjp uksanfoyh vkgs v'kk dks.kR;kgh lk{khnkjkauh 
iqUgk rikl.kh dj.ks U;k;ksfpr gksbZy vls uohu pkSd'kh izkf/kdk`;kl okVY;kl rks v'kk 
lk{khnkjkauk iqUgk cksykowu R;kaph rikl.kh] myVrikl.kh fdaok iQsjrikl.kh djQu ?ksmQ 'kdsy- ek_k 
iqUgk cksyfoysY;k dks.kR;kgh lk{khnkjkph myVrikl.kh dj.;kpk vf/kdkj vkjksih deZpk`;kl 
jkghy- 

 
iqjkok vfHkfyf[kr dj.;kph i/nrh %&iqjkok vfHkfyf[kr dj.;kph i/nrh %&iqjkok vfHkfyf[kr dj.;kph i/nrh %&iqjkok vfHkfyf[kr dj.;kph i/nrh %&    
• vkjksih deZpk`;kyk uSlfxZd U;k; feGowu ns.;kP;k n="Vhus foHkkxh; pkSd'khps fujfujkGs VIis 

vkf.k ,dw.k dk;Zi/nrh fu;ekae/;s fofgr dsyh vkgsr- R;kuqlkj izR;{k dk;Zokgh dj.;kr vkyh 
;kpk iqjkok vl.ks vko';d vkgs- R;klkBh pkSd'kh izkf/kdk`;kus pkSd'khP;k izkjaHkkiklwu ,d 
jkstukek Eg.kts nSuafnu dkekph jkstfu'kh Bsoyh ikfgts- R;kr [kkyhy uksanh vlkO;kr%& 

- pkSd'khP;k izR;sd fno'kh mifLFkr O;Drhaph ukos 
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- R;k fno'kh dsysY;k dk;Zokghph laf{kIr ekfgrh 
- vkjksih deZpk`;kus pkSd'kh dkeklaca/kkr osGksosGh dsysY;k fouaR;k o R;koj pkSd'kh 

izkf/kd`;kus fnysys vkns'k ;kapk lkjka'k  
- iq<hy lquko.khP;k rkj[kkalaca/kh pkSd'kh izkf/kdk`;kus fnysys vkns'kjkstukE;krhy izR;sd 

fnolkP;k uksanh[kkyh pkSd'kh izkf/kdk`;kus rkj[kslg Lok{kjh djkoh- rlsp lknjdrkZ 
vf/kdkjh vkjksih deZpkjh ;kaP;k rkj[kslg Lok{k`;k ?;kO;k- izR;sd fnolkP;k uksanhP;k 
izrh lknjdrkZ vf/kdkjh o vkjksih ;kauk gO;k vlY;kl |kO;k-  

 

• lk{khnkjkaP;k lk{kh fygwu ?ksrkuk [kkyhy i/nrh vuqljkoh-  
- izR;sd lk{khnkjkph lk{k osxG;k dkxnkoj uewn djkoh- g;k dkxnkP;k 'kh"kZLFkkuh izdj.k 

dzekad lk{khnkjkph vksG[k iV.;klkBh] R;kaps uko] o;] iydRo] O;olk;] iRrk] b- laca/khph 
iqjs'kh ekfgrh fygkoh- 

- lk{k lk/kkj.ki.ks fuosnukP;k LojQikr fygkoh- vko';d rsFks (fo'ks"kr% myVrikl.khr) fof'k"V 
iz'u o mRrjs 'kCn'k% mn@/k=r djkoh-  

- izR;sd lk{khnkjkP;k lk{kh v[ksjhl pkSd'kh izkf/kdk`;kus vkjksih deZpk`;k le{k lk{khnjkl 
okpwu o R;kr 'kkfCnd pqdk clY;kl R;kaP;k mifLFkrhr R;k nqjQLr djkO;k- ek_k lk{khnkj 
lk{khP;k dkgh Hkkxkpk vpwdi.kk ukdkjhr vlY;kl iqjkO;kr nqjQLrh dj.;k,soth pkSd'kh 
izkf/kdk`;kus lk{khnkjkps vk{ksi  

- izR;sd lk{khnkjkP;k lk{kh v[ksjhl pkSd'kh izkf/kdk`;kus iq<hy izek.ki_k nsowu R;koj Lok{kjh 
djkoh-  

- *vkjksihP;k mifLFkrhr lk{khnkjkyk okpwu nk[koyh vkf.k R;kus rh vpwd vlY;kps ekU; 
dsys$lk{khnkjkps vk{ksi vfHkfyf[kr dsyk-* 

- lk{k uksanfoysY;k izR;sd i="Bkoj lk{khnkjkph lgh ?;koh- rlsp izR;sd i="Bkoj pkSd'kh 
izkf/kdk`;kus Lok{kjh djoh- vkjksih deZpk`;kykgh lgh dj.;kl lkaxkos- lk{khnkjkus lgh 
dj.;kps ukdkjY;kl pkSd'kh izkf/kdk`;kus vkiY;k lghfu'kh r'kh uksan djkoh-  

- izR;sd fno'kh lquko.kh laiY;kuarj lk{khP;k izrh lknjdrkZ vf/kdkjh o vkjksih deZpk`;kauk 
miyC/k djQu |kO;k-  
 

pkSd'kh izkf/kdk`;kpk vgoky %&pkSd'kh izkf/kdk`;kpk vgoky %&pkSd'kh izkf/kdk`;kpk vgoky %&pkSd'kh izkf/kdk`;kpk vgoky %&    
• pkSd'khps dke laiY;kuarj pkSd'kh izkf/kdk`;kus vkiyk vgoky r;kj djko;kpk vlrks] rks 

Lo;aiw.kZ rlsp rdZ'kq/n vlkok- pkSd'khe/;s iq<s vkysY;k dkxnksi_kh o rksaMh iqjkO;kaps uhV fo'ys"k.k 
djQu rlsp loZ ifjfLFkrh o ?kVuk y{kkr ?ksmQu ,[kk|k lqcq/n o lqtk.k O;Drhizek.ks pkSd'kh 
izkf/kdk`;kus rdZlaxr o leatl vls vuqeku dk<ys ikfgts- pkSd'khrhy vkjksi fl/n >kkys dh 
ukgh ;kckcrpk vkiyk fu"d"kZ uksanfoyk ikfgts rlsp vkjksih deZpkjh nks"kh vkgs vlk fu"d"kZ 
fu?kkY;kl R;kyk dks.krh f'k{kk djkoh ;klaca/khph vkiyh f'kiQkjlgh pkSd'kh izkf/kdk`;kus vkiY;k 
vgokykr dsyh ikfgts-  
 

• pkSd'kh izkf/kdk`;kP;k vgokykr [kkyhy ckchapk lekos'k vlrk ikfgts-  
- pkSd'khpk FkksMD;kr fo"k; pkSd'kh izkf/kdk`;kph use.kwd o R;kuarj osGksosGh lquko.;kaP;k 

rkj[kk o fBdk.ks ;kapk lanHkZ ns.kkjk izkLrkfod ifjPNsn- 
- vkjksih deZpk`;ojhy nks"kkjksi o R;kpk xSjorZ.kqdhP;k rif'kykaps fooj.k  
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- oxG.;kr vkysys rlsp vkjksih deZpk`;kus dcwy dsysys nks"kkjksi  
- izR;{kkr pkSd'kh dsysys nks"kkjksi  
- oLrqfLFkrhps laf{kIr dFku o Lohd=r dsysys nLr,sot 
- pkSd'kh dsysY;k vkjksikaaP;k ckcrhr f'kLrHkaxfo"k;d izkf/kdk`;kaph cktw ekaM.kkjs laf{kIr fuosnu  
- lnj vkjksikalanHkkZr cpkokps laf{kIr fuosnu  
- fu.kZ;klkBh eqn@ns 
- fu.kZ; ?;ko;kP;k izR;sd eq|kaP;k vuq"kaxkus dkxnksik_kh o rksaMh iqjkO;kps eqY;ekiu o R;kojhy 

fu"d"kZ 
- izR;sd nks"kkjksikckcrps fu"d"kZ o R;kaph dkj.s 
- f'k{kslaca/kh f'kiQkjl 

 

• pkSd'kh izkf/kdk`;kus ojhyizek.ks r;kj dsysyk vkiyk vgoky [kkyhy dkxni_kkalg f'kLrHkaxfo"k;d 
izkf/kdk`;kdMs ikBokok-  
 

;kfpdk (1);kfpdk (1);kfpdk (1);kfpdk (1)    
v) nks"kkjksii_kke/khy vkjksikP;k ckchaP;k iqjkO;knk[ky lknj dsysyk nLr,sot o R;kaph lwph  
c) vkjksih deZpk`;kus Lor%P;k cpkoklkBh lknj dsysys nLr,sot o R;kaph lwph  
d) f'kLrHkaxfo"k; izkf/kdk`;kriQZP;k lk{khnkjkaph lwph  
M) cpkokP;k lk{khnkjkaph lwph  
 
;kfpdk (2);kfpdk (2);kfpdk (2);kfpdk (2) T;k dzekus lk{khnkjkaph rikl.kh dj.;kr vkyh R;k dzekus loZ lk{khnkjkaP;k tckU;k 
 
;;;;kfpdk (3)kfpdk (3)kfpdk (3)kfpdk (3) jkstukek fdaok nSuafnu dkekph jkstfu'kh 
 
;kfpdk (4) ;kfpdk (4) ;kfpdk (4) ;kfpdk (4)     
v) vkjksih deZpk`;kps cpkokps ys[kh fuosnui_k (fnys vlY;kl) 
c) nks"kh i{kkauh nk[ky dsysyh ys[kh Vkp.ks 
d) pkSd'khP;k vks?kkr dsysys vtZ o R;kojhy pkSd'kh izkf/kdkjh fdaok f'kLrHkaxfo"k;d izkf/kdkjh ;kaps 
vkns'k rlsp lnj izkf/kdk`;kps dks.kR;kgh rksaMh fouarhuqlkj eatwj dsysys fdaok brj vkns'k 
 

• pkSd'kh izkf/kdk`;kps ers] pkSd'khP;k dk;Zokghrwu ewG nks"kkjksikais{kk osxGk ,[kknk nks"kkjksi fl/n 
gksr vlY;kl R;kckcrpk vkiyk fu"d"kZ rks uksanow 'kdrks- rFkkfi gk osxGk nks"kkjksi ftP;koj 
vk/kkjhr vkgs rh oLrqfLFkrh vkjksih deZpk`;kus ekU; dsyh ulsy fdaok pkSd'khe/;s lnj 
vkjksihfojQ/n Lor%pk cpko dj.;kph oktoh la/kh R;kyk feGkyh ulsy rj R;klaca/khpk vkiyk 
fu"d"kZ pkSd'kh izkf/kdkjh uksanow 'kd.kkj ukgh-  

• vgokykoj lgh dsY;kuarj pkSd'kh vf/kdkjh dk;ZeqDr gksrks o R;kuarj R;kyk vgoyke/;s 
dks.krkgh cny djrk ;sr ukgh-  
 

pkSd'kh izkf/kdk`;kP;k vgokykrhy dk;Zokgh %&pkSd'kh izkf/kdk`;kP;k vgokykrhy dk;Zokgh %&pkSd'kh izkf/kdk`;kP;k vgokykrhy dk;Zokgh %&pkSd'kh izkf/kdk`;kP;k vgokykrhy dk;Zokgh %&    
• foHkkxh; pkSd'khP;k dkxni_kkalg pkSd'kh izkf/kdk`;kpk vgoky feGkY;kuarj f'kLrHkaxfo"k;d 

izkf/kdk`;kus rks dkGthiwoZd rikl.ks vko';d vkgs- jkstukek o pkSd'khps brj dkxni_k ;kaP;k 
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vk/kkjs izFke R;kus 'kgkfu'kk dsyh ikfgts dh pkSd'kh fofgr dk;Zi/nrhuqlkj ;ksX; izdkjs dj.;kr 
vkyh dk; o vkjksih deZpk`;kyk vkiyk cpko dj.;kph la/kh ns.;kr vkyh dk;- pkSd'khP;k 
dk;Zokghr dks.krkgh nks"k vk<Gwu vkY;kl fdaok vkjksih deZpk`;kl cpkokph oktoh la/kh ns.;kr 
dkgh m.kho jkfgY;kps fnlwu vkY;kl f'kLrHkaxfo"k;d izkf/kdk`;kus lnj dj.ks ys[kh uewn djQu 
pkSd'kh izdj.k iqUgk pkSd'kh izkf/kdk`;kdMs ikBokos- ex pkSd'khP;k T;k VII;koj nsk"k fdaok m.kho 
fuekZ.k >kkyh rsFkwu iq<s pkSd'khph dk;kZokgh UkO;kus djQu pkSd'khr dk;Zi/nrhpk nks"k fdaok m.kho 
vlsy rjp v'kk izdkjs izdj.k pkSd'kh izkf/kdk`;kdMs ijr ikBokos- pkSd'kh izkf/kdk`;kps fu"d"kZ 
fdaok f'kiQkj'kh ;kaP;k'kh f'kLrHkaxfo"k;d izkf/kdkjh lger ukgh ,o<;kp dkj.kkojQu izdj.k 
iQsjpkSd'khlkBh fdaok lq/kkfjr vgoky ikBfo.;klkBh pkSd'kh izkf/kdk`;kdMs /kkMw u;s- 
  

• pkSd'kh uhVi.ks >kkysyh vlY;kl f'kLrHkaxfo"k;d izkf/kdk`;kus pkSd'kh izkf/kdk`;kP;k vgokykph 
,d izr [kkyhy i="BkadukOnkjs vkjksih deZpk`;kl ikBokoh- pkSd'kh izkf/kdk`;kpk vgoky lkscr 
ikBfo.;kr ;sr vkgs- pkSd'kh vgoky fopkjkr ?ksmQu f'kLrHkaxfo"k;d izkf/kdkjh ;ksX; rks fu.kZ; 
?ksrhy- vkiY;kyk (pkSd'kh vgokykP;k vuq"kaxkus) tj dkgh ys[kh vfHkosnu$fuosnu lknj 
djko;kps vlsy rj gs i_k feGkY;kiklwu 15 fnolkaP;k vkr vls vfHkosnu f'kLrHkafo"k;d 
izkf/kdk`;kdMs lknj djkos-  

 

• R;kuarj pkSd'khps dkxni_k pkSd'kh izkf/kdk`;kauk vgoky o vkjksih deZpk`;kus lknj dsysys 
vfHkosnu ;kapk lexz fopkj djQu izR;sd nks"kkjksikfo"k;hps vkiys fu"d"kZ f'kLrHkaxfo"k;d 
izkf/kdk`;kus ys[kh uksanokos- dks.kR;kgh nks"kkjksiklanHkkZr f'kLrHkaxfo"k;d izkf/kdkjh pkSd'kh 
izkf/kdk`;kP;k fu"dk"kkZ'kh lger ulY;kl vlgerhph dkj.ks R;kus uewn djkoh- rlsp vkjksih 
deZpk`;kP;k vafre vfHkosnukrhy eq|kackcrps vkiys vfHkizk;gh |kos-  
 

• vkjksih deZpk`;kojhy nks"kkjksi pkSd'khe/;s fl/n >kkys ukghr o rks iw.kZr;k funksZ"k vkgs ;k 
fu"d"kkZizr f'kLrHkaxfo"k;d izkf/kdkjh vkY;kl R;kus R;kuwlkj vafre vkns'k dk<wu R;kph izr 
vkjksih deZpk`;kl ikBokoh- 

 

• f'kLrHkaxfo"k;d izkf/kd`;kP;k ers vkjksih deZpkjh nks"kh fl/n >kkyk vlY;kl R;kyk ;ksX; rh 
fdjdksG vFkok tcj f'k{kk ns.;kpk vkns'k rks izkf/kdkjh dk<w 'kdrks- vFkkZr nksUgh izdkjP;k f'k{kk 
dj.;kl rks l{ke vlyk ikfgts- vkjksih deZpkjh oxZ 1 fdaok 2 pk vf/kdkjh vlY;kl R;kyk 
dks.krhgh tcj f'k{kk ns.;kiwohZ rlsp osrukrwu 'kklfd; uqdlkjuhph olqyh dj.;kckcrph 
fdjdksG f'k{kk R;kyk ns.;kiwohZ yksdlsok vk;ksxkpk lYyk ?ks.ks vko';d vkgs- R;klkBh fofgr 
izi_kkrhy ekfgrhlg o lacaf/kr deZpk`;kP;k xksiuh; vfHkys[kkalg foHkkxh; pkSd'khps loZ 
dkxni_k yksdlsok vk;ksxkdMs ikBfoys ikfgtsr- v'kk izdj.kkr vk;ksxkpk lYyk feGkY;kuarj rks 
fopkjkr ?ksmQu f'kLrHkaxfo"k;d izkf/kdk`;kus vafre vkns'k dk<ko;kps vlrkr-  

 

• vkjksih deZpk`;kl fdjdksG f'k{kk dj.;kl l{ke vl.kk`;k ijarq R;kyk tcj f'k{kk dj.;kl 
l{ke ul.kk`;k izkf/kdk`;kus R;kP;kfojQ/n f'kLrHkaxkph dk;Zokgh lqjQ dsyh o pkSd'khvarh R;k 
izkf/kdk`;kps vls er >kkys dh R;kyk ,[kknh tcj f'k{kk djkoh rj v'kkosGh R;k izkf/kdk`;kus 
pkSd'khps dkxni_k vkjksih deZpk`;kl tcj f'k{kk dj.;kl l{ke vl.kk`;k izkf/kdk`;kdMs ikBfoys 
ikfgtsr- R;kuarj R;k izkf/kdk`;kus pkSd'khP;k dkxni_kkvk/kkjs lnj izdj.kr iq<hy vko';d 
dk;Zokgh djkoh- U;k;ksfpr okVY;kl rks dks.kR;kgh lk{khnkjkl ijr cksykowu R;kph rikl.kh 
myVrikl.kh fdaok iQsjrikl.kh djQu ?ksmQ 'kdrks- vkjksih deZpk`;kykgh ;k lk{Khnkjkaph 
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myVrikl.kh dj.;kph eqHkk jkfgy R;kuarj R;k izkf/kdk`;kus pkSd'khP;k dkxni_kkvk/kkjs lnj 
izdj.kkr iq<hy vko';d dk;Zokgh djkoh- U;k;ksfpr okVY;kl rks dks.kR;kgh lk{khnkjkl ijr 
cksykowu R;kph rikl.kh myVrikl.kh dj.;kph eqHkk jkghy R;kuarj lnj l{ke izkf/kdkjh ojhy 
ifjPNsnkrhy dk;Zi/nrhuqlkj vafre vkns'k dk<w 'kdsy-  

    
pkSd'khrhy vafre vkns'k %&pkSd'khrhy vafre vkns'k %&pkSd'khrhy vafre vkns'k %&pkSd'khrhy vafre vkns'k %&    
• f'kLrHkaxfo"k;d izkf/kdk`;kpk vafre vkns'k gk ,d cksydk vkns'k vlyk ikfgts- Eg.kts rks 

okpY;kuarj R;krhy fu.kZ; o R;kekxph dkj.ks Li"V >kkyh ikfgtsr- ;kps nksu eq[; mn@ns'k 
vkgsr-  
- U;kf;d 'kDrh iznku dsysyk iz'kklfd; izkf/kdkjh LoPNrsuqlkj dk;Zokgh djhy v'kh 'kD;rk 

vlY;kl R;k 'kD;rsl dkj.kkaph uksan dj.;kP;k ca/kukeqGs izfrjks/k gksbZy-  
- O;fFkr i{kkyk T;k dkj.kkaeqGs vkiys izdj.k iQsVkG.;kr vkys rh dkj.ks pqdhph vkgsr gs 

vihykr fdaok U;k;ky;hu dk;Zokghr nk[kowu ns.;kph la/kh feGsy- 
 

• f'kLrHakxfo"k;d izkf/kdk`;kP;k vafre vkns'kkr [kkyhy ckchapk varHkkZo vlkok-  
- vkjksih deZpk`;kaP;k vafre vkns'kkrhy eq|kackcrhps f'kLrHkaxfo"k;d izkf/kdk`;kus vfHkizk; o 

R;k vuq"kaxkus izR;sd nks"kkjksikckcr lnj vf/kdk`;kus dk<ysys fu"d"kZ o R;kaph FkksMD;kr 
dkj.ks- 

- dsk.kR;kgh nks"kkjksiklanHkkZr f'kLrHkaxfo"k;d izkf/kdkjh pkSd'kh izkf/kdk`;kP;k fu"d"kkZ'kh lger 
ulY;kl vlgerhph FkksMD;kr dkj.ks- 

- yksdlsok vk;ksxkpk lYyk ?ksryk vlY;kl vk;ksxkP;k lYY;kph izr o f'kLrHkaxfo"k;d 
izkf/kdk`;kus rks fLod=r dsyk ulY;kl vLohd=rhph FkksMD;kr dkj.ks 

- f'k{kslaca/khpk fu.kZ;  
 

• vafre vkns'kkUo;s fnysyh f'k{kk ykn.;kl l{ke vlysY;k izkf/kdk`;kus R;k vkns'kkoj lgh dsyh 
ikfgts- ;k izdj.kkr jkT;iky gs l{ke izkf/kdkjh vkgsr rsFks lafo/kkukpk vuqPNsn 166 vUo;s 
jkT;ikykaP;k ukokus dk<ysys vkns'k vf/kizekf.kr dj.;klkBh izkf/kd=r dsysY;k vf/kdk`;kus vafre 
vkns'kkoj lgh djkoh-  

• lsosrwu dk<wu Vkd.;kps fdaok cMriQ dj.;kps vkns'k lacaf/kr 'kklfd; deZpk`;kl feGkY;kP;k 
cWdkiklwu ifj.kkedkjd gksrkr rj brj f'k{kkaps vkns'k rs fuxZfer dsysY;k fnukadkiklwu 
ifj.kkedkjd gksrkr- f'k{ksP;k dks.kR;kgh vkns'kkr frP;k ifj.kkedkjdrsPkk iq<hy dks.krkgh fnukad 
uewn djrk ;srks o ex R;k fnukadkiklwu ifj.kkedkjd gksrks-  

    
lkekbZd dk;Zokgh (fu;e 12) %&lkekbZd dk;Zokgh (fu;e 12) %&lkekbZd dk;Zokgh (fu;e 12) %&lkekbZd dk;Zokgh (fu;e 12) %&    

• f'kLrHkaxkP;k ,[kk|k izdj.kkr nksu fdaok R;kgwu vf/kd 'kklfd; deZpjkh xqarysys vlY;kl 
R;kaP;kfojQ/n dk;Zokgh djrk ;srs- R;kccrph fo'ks"k dk;Zi/nrh f'kLr fu;e 12 e/;s fofgr dsyh 
vkgs rh FkksMD;kr [kkyhyizek.ks %& 

- jkT;iky fdaok R;k loZ deZpk`;kauk lsosrwu cMriQZ dj.;kl l{ke vlysyk vU; izkf/kdkjh 
v'kk lkekbZd dk;Zokghpk vkns'k dk<w 'kdrks- pkSd'kh izkf/kdk`;kpk vgoky lkscr 
ikBfo.;kr ;sr vkgs- pkSd'kh vgoky fopkjkr ?ksmQu f'kLrHkaxfo"k;d izkf/kdkjh ;ksX; rks 
fu.kZ; ?ksrhy- vkiY;kyk (pkSd'kh vgokykP;k vuq"kaxkus) tj dkgh ys[kh vfHkosnu$ 
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fuosnu lknj djko;kps vlsy rj gs i_k feGkY;kiklwu 15 fnolkaP;k vkr vls vfHkosnu 
f'kLrHkaxfo"k;d izkf/kdk`;kdMs lknj djkos-  

- lnj deZpk`;kauk lsosrwu cMriQZ djQ 'kd.kkjs izkf/kdkjh fHkUu vlY;kl R;krhy mPpre 
izkf/kdk`;kus brj izkf/kdk`;kaP;k laerhus lkekbZd dk;Zokghps vkns'k dk<kosr- 

 
lkekbZd dk;ZokghP;k vkns'kkr [kkyhy clkekbZd dk;ZokghP;k vkns'kkr [kkyhy clkekbZd dk;ZokghP;k vkns'kkr [kkyhy clkekbZd dk;ZokghP;k vkns'kkr [kkyhy ckch Li"V djkO;kkch Li"V djkO;kkch Li"V djkO;kkch Li"V djkO;k----        

- ;k dk;Zokghe/;s f'kLrHkaxfo"k;d izkf/kdkjh Eg.kwu dks.kh dke djkos 
- lnj izkf/kdkjh fu;e 5 e/khy dks.kR;k f'k{kk iQekZow 'kdsy- 
- ;k dk;Zokghe/;s fdjdksG f'k{kklaca/khph dk;Zi/nrh vuqljkoh dh tcj f'k{kkalaca/khph 

 

• R;kuarj PkkSd'khps dkxni_k pkSd'kh izkf/kdk`;kauk vgoky o vkjksih deZpk`;kus lknj dsysys 
vfHkosnu ;kapk lexz fopkj djQu izR;sd nks"kkjksikfo"k;hps vkiys fu"d"kZ f'kLrHkaxfo"k;d 
izkf/kdk`;kus ys[kh uksanokos- dks.kR;kgh nks"kkjksiklanHkkZr f'kLrHkaxfo"k;d izkf/kdkjh pkSd'kh 
izkf/kdk`;kP;k fu"d"kkZ'kh lger ulY;kl vlgerhph dkj.ks R;kus uewn djkoh- rlsp vkjksih 
deZpk`;kP;k vafre vfHkosnukrhy eq|kackcrps vkiys vfHkizk;gh |kos- 
 

• vkjksih deZpk`;kojhy nks"kkjksi pkSd'khe/;s fl/n >kkys ukghr o rks iw.kZr;k funsZk"k vkgs ;k 
fu"d"kkZizr f'kLrHkaxkfo"k;d izkf/kdkjh vkY;kl R;kus R;kuwlkj vafre vkns'k dk<wu R;kph izr 
vkjksih deZpk`;kl ikBokoh-  

 

• f'kLrHkaxfOk"k;d izkf/kdk`;kP;k ers vkjksih deZpkjh nks"kh fl/n >kkyk vlY;kl R;kyk ;ksX; rh 
fdjdksG vFkok tcj f'k{kk ns.;kpk vkns'k rks izkf/kdkjh dk<w 'kdrks- vFkkZr nksUgh izdkjP;k f'k{kk 
dj.;kl rks l{ke vlyk ikfgts- vkjksih deZpkjh oxZ 1 fdaok 2 pk vf/kdkjh vlY;l R;kyk 
dks.krhgh tcj f'k{kk ns.;kiwohZ rlsp osrukrwu 'kklfd; uqdlkuhph olqyh dj.;kckcrph fdjdksG 
f'k{kk R;kyk ns.;kiwohZ yksdlsok vk;ksxkpk lYyk ?ks.ks vko';d vkgs- R;klkBh fofgr izi_kkrhy 
ekfgrhlg o lacaf/kr deZpk`;kP;k xksiuh; vfHkys[kkalg foHkkxh; pkSd'khps loZ dkxni_k yksdlsok 
vk;ksxkdMs ikBfoys ikfgtsr- v'kk izdj.kkr vk;ksxkpk lYyk feGkY;kuarj rks fopkjkr ?ksmQu 
f'kLrHkaxfo"k;d izkf/kdk`;kus vafre vkns'k dk<ko;kps vlrkr-  

 

• vkjksih deZpk`;kl fdjdksG f'k{kk dj.;kl l{ke vl.kk`;k ijarq R;kyk tcj f'k{kk dj.;kl 
l{ke ul.kk`;k izkf/kdk`;kus R;kP;kfojQ/n f'kLrHkaxkph dk;Zokgh lqjQ dsyh o pkSd'khvarh R;k 
izkf/kdk`;kps vls er >kkys dh R;kyk ,[kknh tcj f'k{kk djkoh rj v'kkosGh R;k izkf/kdk`;kus 
pkSd'khps dkxni_k vkjksih deZpk`;kl tcj f'k{kk dj.;kl l{ke vl.kk`;k izkf/kdk`;kdMs ikBfoys 
ikfgtsr- R;kuarj R;k izkf/kdk`;kus pkSd'khP;k dkxni_kkvk/kkjs lnj izdj.kkr iq<hy vko';d 
dk;Zokgh djkoh- U;k;ksfpr okVY;kl rks dks.kR;kgh lk{khnkjkl ijr cksykowu R;kph rikl.kh 
myVrikl.kh fdaok iQsjrikl.kh djQu ?ksmQ 'kdrks- vkjksih deZpk`;kykgh ;k lk{khnkjkaph 
myVrikl.kh dj.;kph eqHkk jkghy R;kuarj lnj l{ke izkf/kdkjh ojhy ifjPNsnkrhy 
dk;Zi/nrhuqlkj vafre vkns'k dk<w 'kdsy-  

    
izfizfizfizfrfu;qDrhojhy deZpk`;kafojQ/n dk;Zokgh (fu;e 14 o 15) %&rfu;qDrhojhy deZpk`;kafojQ/n dk;Zokgh (fu;e 14 o 15) %&rfu;qDrhojhy deZpk`;kafojQ/n dk;Zokgh (fu;e 14 o 15) %&rfu;qDrhojhy deZpk`;kafojQ/n dk;Zokgh (fu;e 14 o 15) %&    

• izfrfu;qDrhojhy deZpk`;kaP;k ckcrhr (ex rs egkjk"V! 'kkluke/kwu vU;_k izfrfu;qDrhoj dsysys 
vlksr fdaok ckgsjQu 'kklukdMs izfrfu;qDrhoj vkysys vlksr fdaok egkjk"V! 'kklukP;k ,dk 
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foHkkxkdMwu nql`;k foHkkxkdMs izfrfu;qDrhoj vlksr) f'kLrHkaxkph dk;Zokgh djrkauk f'kLr fu;e 
14 o 15 e/khy rjrqnh y{kkr ?ks.ks vko';d vkgs- ;k rjrqnh FkksMD;kr [kkyhyizek.ks vkgsr-  
- ,[kk|k 'kklfd; deZpk`;kP;k lsok tsOgk nql`;k 'kklfd; foHkkxkyk fdoak Hkkjrkrhy nql`;k 

'kklukyk fdaok ,[kk|k LFkkfud fdaok brj izkf/kdj.kkdMs (mnk- 'kklfd; daiuh fdaok 
egkeaMG) mlU;k fnysY;k vlrkr- rsOgk lsok mlU;k ?ks.kk`;k izkf/kdj.kkyk R;k deZpk`;kl 
fuyafcr djrk ;srs- rlsp R;kP;kfojQ/n f'kLrHkaxkph dk;Zokgh djrk ;srs- ek_k dks.kR;k 
ifjfLFkrhr fuyacukpk vkns'k dk<yk fdaok f'kLrHkaxkph dk;Zokgh lqjQ dsyh R;klaca/khph 
ekfgrh lnj deZpk`;P;k lsok mlU;k ?ks.k`;k izkf/kdj.kkus lsok mlU;k ns.kk`;k izkf/kdj.kkl 
rkRdkG fnyh ikfgts-  

- lsok mlU;k ?ks.kkjs izkf/kdj.k f'kLrHkaxkP;k dk;Zokghrhy fu"d"kkZP;k vuq"kaxkus lnj deZpk`;kl 
,[kknh fdjdksG f'k{kk djQ 'kdrs- i.k R;kdjhrk lsok mlU;k ns.kk`;k izkf/kdj.kkph iwoZlaxrh 
?ks.ks vko';d vkgs- lsok mlU;k ns.kkjs izkf/kdj.k v'kh laerh ns.;kl r;kj ulY;kl R;k 
deZpk`;l R;k izkf/kdj.kkdMs ijr ikBokos-  

- lsok mlU;k ?ks.kkjs izkf/kdj.kkP;k ers lnj deZpk`;kl ,[kknh tcj f'k{kk ns.ks vko';d 
vlY;kl R;k deZpk`;kyk lsok mlU;k ns.kk`;k izkf/kdj.kkdMs ijr ikBokos- rlsp f'kLrHkaxkP;k 
pkSd'khps dkxni_kgh lsok mlU;k ns.kk`;k izkf/kdj.kkdMs /kkMkos- R;kuarj R;k izkf/kdj.kkrhy 
lacaf/kr f'kLrHkaxfo"k;d izkf/kdk`;kus pkSd'khP;k miyC/k dkxni_kkavk/kkjs fdaok vko';d rj 
fu;ekauqlkj iqUgk pkSd'kh djQu ;ksX; rs iq<hy vkns'k dk<kos-  

 

• ,[kk|k deZpk`;kP;k lsok R;kP;k eqG foHkkxkdMs izR;kofrZr dsY;kuarj rks iwohZ tsFks izfrfu;qDrhoj 
gksrk R;k izkf/kdj.kkl R;ktfojQ/n dkgh dk;Zokgh djrk ;sr ukgh- R;kP;k izfrfu;qDrhP;k 
dkGkrhy dkgh xSjorZ.kqd R;kP;k lsok ijr dsY;k uarj y{kkr vkY;kl R;klaca/khph ekfgrh 
R;kP;k lsok mlU;k ns.kk`;k izkf/kdj.kkl vko';d dk;ZokghlkBh nsrk ;sbZy- 
 

deZpkjh U;k;ky;kr nks"kh BjY;kuarj djdeZpkjh U;k;ky;kr nks"kh BjY;kuarj djdeZpkjh U;k;ky;kr nks"kh BjY;kuarj djdeZpkjh U;k;ky;kr nks"kh BjY;kuarj djo;kph dk;Zokgh (fu;e 13 (1) %&o;kph dk;Zokgh (fu;e 13 (1) %&o;kph dk;Zokgh (fu;e 13 (1) %&o;kph dk;Zokgh (fu;e 13 (1) %&    
• ,[kk|k 'kklfd; deZpk`;kyk U;k;ky;kus vkjksik[kkyh Bjowu f'k{kk fnY;kl R;kp xqUg;klkBh 

R;kP;kfojQ/n foHkkxh; dk;Zokgh ns[khy djrk ;srs- R;kpk rif'kyokj foHkkxh; pkSd'khph 
vko';drk ulrs- dkj.k foHkkxh; pkSd'khe/;s ykx.kk`;k iqjkO;kis{kk vf/kd dkVsdkjs iqjkO;kvk/kkjs 
R;kpk xqUgk U;k;ky;ke/;s fl/n >kkysyk vkgs- v'kk izkf/kdk`;kfojQ/n fl/n >kkysY;k xqUg;kps 
LojQi ;k fopkjkr ?KsmQu lnj deZpk`;kyk foHkxkekiQZr dks.krh f'k{kk ns.ks ;ksX; gksbZy ;k laca/kh 
rkRiqjrk fu.kZ; f'kLrHkaxfo"k;d izkf/kdk`;kus ?;kok o R;k izLrkfor fu.kZ;kfojQ/n vfHkosnu 
dj.;kph la/kh R;k deZpk`;kyk |koh- R;kps vfHkosnu izkIr >kkY;k rs fopkjkr ?ksmQu ex vafre 
fu.kZ; ?;kok vkjksih deZpkjh gk oxZ ` fdoak 2 pk vf/kdkjh vlY;kl R;kyk dks.krhgh tcj 
f'k{kk fdaok osrukrwu 'kklfd; uqdlkuhph olqyh dj.;kph fdjdksG f'k{kk ns.;kps izLrkfor 
vlY;kl vafre fu.kZ; ?ks.;kiwohZ yksdlsok vk;ksxkpk lYyk ekxowu rks fopkjkr ?ks.ks vko';d 
vkgs-  
 

• ,[kk|k izdj.kkr U;k;ky;kus f'k{kk fnysY;k deZpk`;kP;k vkjksikps LojQi ikgrk R;kyk iq<s 
lkoZtfud lsosr jkgw ns.ks lqd=n'kZuh vfu"V Bjr vlY;kl R;kyk 'kklfd; lsosrwu lDrhus 
lsokfuo=Rr lsosrwu deh fadaok cMriQZ dj.ks ;ksX; gksbZy- R;kdjhrk oj uewn dsysyh dk;Zi/nrh 
vuqlj.ks vko';d vkgs- ijarq U;k;ky;hu f'k{ksfojQ/n vihy dj.;kPkk dkyko/kh lekIr gks.;kph 
vFkok vihy nk[ky dsys vlY;kl izFke vihy U;k;ky;kP;k fudkykph okV ikg.;kph vko';drk 
ukgh-  



 81

 
U;k;kyk;kr deZpkjh nks"keqDr BjY;kuarj djko;kph dk;Zokgh %&U;k;kyk;kr deZpkjh nks"keqDr BjY;kuarj djko;kph dk;Zokgh %&U;k;kyk;kr deZpkjh nks"keqDr BjY;kuarj djko;kph dk;Zokgh %&U;k;kyk;kr deZpkjh nks"keqDr BjY;kuarj djko;kph dk;Zokgh %&    

• ,[kk|k 'kklfd; deZpkjh R;kP;kojhy iQkStnkjh [kVY;kr U;k;ky;kOnkjs nks"keqDr Bjfoyk tkrks 
rsOgk ns[khy R;kP;k f'kLrHkaxfo"k;d izkf/kdk`;kus izFke U;k;ky;kP;k fu.kZ;kph izr rkrMhus 
ekxokoh o frpk vH;kl djkok- R;kvuq"kaxkus tj vls vk<Gwu vkys dh ,[kk|k rkaf_kd 
eq|kvk/kkjs fdok la'k;kpk iQk;nk nsmQu vkjksih deZpk`;kl nks"keqDr dsysys vkgs- rj foHkkxh; 
pkSd'khe/;s R;kpk xqUgk fl/n dj.;klkBh iqjslk iqjkok miyC/k vlY;kl R;kP;kfojQ/n foHkkxh; 
pkSd'kh pkyw djkoh- myVi{kh U;k;ky;kus R;kyk iw.kZr;k funksZ"k Bjfoys vlsy o ,[kk|k rkaf_kd 
eq|kapk fdaok la'k;kpk iQk;nk R;kyk fnysyk ulsy rj v'kk izdj.kkr R;kP;kfojQ/n foHkkxkriQsZ 
dkgh dk;Zokgh dj.ks ;ksX; gks.kkj ukgh-  

 
foHkkxh; pkSd'kh pkyw vlrkuk inksUurh ns.;kckcr %&foHkkxh; pkSd'kh pkyw vlrkuk inksUurh ns.;kckcr %&foHkkxh; pkSd'kh pkyw vlrkuk inksUurh ns.;kckcr %&foHkkxh; pkSd'kh pkyw vlrkuk inksUurh ns.;kckcr %&    
• ,[kk|k 'kkldh; deZpk`;kfojQ/n foHkkxh; pkSd'kh pkyw vlrkuk R;kP;k ts"Brkdzekuqlkj rks 

inksUurhlkBh fopkjkFkZ ik_k >kkY;kl inksUurhph fuoMlwph r;kj djrkuk brj ik_k 
deZpk`;kcjkscj R;kpkgh fopkj R;kP;k xksiuh; vfHkys[kkvk/kkjs dj.;kr ;kok- R;kosGh rks 
fuyafcr vlyk rjhgh R;kpk fopkj Ogkok- fuoMlwphr lekfo"V dj.;kl rks ik_k Bjyk rj 
R;kps uko rkRiqjrs fuoMlwphr Bsokos o R;ktfojQ/nph foHkkxh; pkSd'kh iw.kZ >kkY;kuarj R;krhy 
fu.kZ;kP;k vuq"kaxkus fuoMlwphrhy R;kP;k ukokp iQsjfopkj Ogkok-  
 

• v'kk izdkjs fuoMlwphr rkRiqjrs uo vlysY;k deZpk`;kP;k izR;{k inksUurhph osG ;smQu Bsirs- 
rsOgk ns[khy R;ktfojQ/n foHkkxh; pkSd'kh vlY;kl o rks fuyafcr ulY;kl pkSd'khe/khy 
R;ktfojQ/nP;k nks"kkjksikaps LojQi y{kkr ?ksmQu R;kyk pkSd'kh iw.kZ gks.;kiwohZ ns[khy inksUurh nsrk 
;sbZy dk; ;klaca/khpk fopkjiwoZd fu.kZ; >kkY;kl R;kph inksUurh rkRiqjR;k LojQikph jkghy o 
foHkkxh; pkSd'kh iw.kZ >kkY;kuarj R;krhy fu.kZ;kP;k vuq"kaxkus R;kP;k inksUurhpk iQsjfopkj djkok 
ykxsy-       

 

• foHkkxh; pkSd'khr lnj deZpkjh iw.kZi.ks nks"keqDr BjY;kl iq<hyizek.ks dk;Zokgh dj.;kr ;koh %& 
- pkSd'kh pkyw vlrkuk R;kyk rkRiqjrh inskUurh fnysyh vlY;kl rh inksUurh fu;fer 

letkoh- 
- fuoMlwphr uko vlwu o R;kuwlkj inksUurhph osG ;smQu Bsiysyh vlwugh foHkkxh; pkSd'khP;k 

dkj.kklkBh R;kyk inksUurh fnysyh ulY;kl R;kP;k nks"keqDrhuarj ifgyh la/kh ?ksmQu R;kyk 
inksUurh |koh- fuoMlwphrhy R;kP;k dzekadkuwlkj R;kyk ts"Brkgh |koh o R;k ts"Brsuqlkj 
R;kyk izR;{k inksUurh feGkyh vlrh rj R;kph th osrufuf'prh >kkyh vlrh R;kuqlkj 
inskUurhuarj R;kyk osru |kos i.k izR;{k inksUurhP;k vk/khph Fkdckdh R;kyk ns; vl.kkj 
ukgh-  

 

• foHkkxh; pkSd'khr deZpkjh iw.kZi.ks funksZ"k u BjY;kl R;kP;k inksUurhP;k izdj.kkpk iQsjfoPkkj 
djkok iQsjfopkjkvarh & 

- rks inksUurhl ik_k ukgh vlk fu"d"kZ fu?kkY;kl R;kyk rRiqohZ inksUurh fnysyh vlyh rjh 
rh inksUurh laiq"Vkr vk.kkoh- 

- rks inksUurhl ik_k vkgs vlk fu"d"kZ fu?kkY;kl R;kyk fuoMlwphr lq/kkjhr ;ksX; LFkku 
|kos foHkkxh; pkSd'khrhy dyadkeqGs R;kps gs lq/kkjhr LFkku R;kyk iwohZ fnysY;k rkRiqjR;k 
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LFkkukis{kk [kkyps vlsy R;kph inksUurh o R;kuarjps osru fuoMlwphrhy R;kP;k lq/kkjhr 
ts"Brkdzekuqlkjp fu;fer djkoh-  

 
foHkkxh; pkSd'kh pkyw vlrkuk inksUurh ns.;kckcr%&foHkkxh; pkSd'kh pkyw vlrkuk inksUurh ns.;kckcr%&foHkkxh; pkSd'kh pkyw vlrkuk inksUurh ns.;kckcr%&foHkkxh; pkSd'kh pkyw vlrkuk inksUurh ns.;kckcr%&    
• 'kklfd; deZpk`;kl ykxw vl.kkjs orZ.kwd o f'kLr fo"k;d fu;e rks lsokfuo=Rr >kkY;kuarj R;kyk 

ykxw ulrkr- dkj.k fuo=Rrhuarj rks ljdkjpk uksdj jkfgysyk ulrks- rFkkfi rks fuo=Rrhosru ?ksr 
vlY;keqGs R;kyk egkjk"V! ukxjh lsok (fuo=Rrhosru) fu;e 1982 ykxw vlrkr ;k fu;ekauqlkj 
%& 
- eatwj >kkysys fuo=fRrosrj iq<s pkyw jkg.;klkBh fuo=fRrosru/kkjdkaph orZ.kwd lrr pkaxyh 

vl.ks vko';d vkgs- fuo=fRrosru/kkjdkl ,[kk|k xaHkhj xqUg;kcn@ny fdaok xaHkhj 
xSjorZ.kqdhc|y nks"kh Bjfo.;kr vkY;kl fofgr dk;Zi/nrh vuqljQu 'kklukl R;kps 
fuo=fRrosru iw.kZr% fdaok va'kr% dk;eps fdaok Bjkfod dkyko/khlkBh jks[kwu Bsork ;srs fdaok 
jn@n djrk ;srs (fuo=fRrosru fu;e 26) 

- fuo=fRrosru/kkjdkl R;kP;k lsosP;k dkGkrhy fdaok iquZfu;qDrhuarjP;k lsosP;k dkGkrhy xaHkhj 
xSjorZ.kqdhc|y fdaok fu"dkGthi.kkc|y foHkkxh; fdaok U;k;ky;hu dk;Zokghe/;s nks"kh 
Bjfo.;kr vkY;kl fofgr dk;Zi/nrh vuqljQu 'kklukl R;kps fuo=fRrosru iw.kZr% fdaok va'kr% 
dk;eps fdaok Bjkfod dkyko/khlkBh jks[kwu Bsork ;srs fdaok jn@n djrk ;srs rlsp R;kP;keqGs 
'kklukl >kkysys dks.krsgh vkfFkZd uqdlku  iw.kZr% fdaok v'kar% R;kP;k fuo=fRrosrukrwu olwu 
djkr ;srks- (fuo=fRrosru fu;e 27) 

- ojhy ifjPNsn 1 fdaok 2 uqlkj fuo=fRrosru va'kr% jks[k.;kr ;srs fdaok va'kr% jn@n dsys tkrs 
rsOgk rs njegk jQ-375 is{kk deh djQ u;s- 

- tsOgk iQDr fuo=fRrosrukrwu 'kklukP;k vkfFkZd uqdlkuhph olqyh djko;kph vlrs rsOgk 
lkekU;i.ks deZpk`;kaP;k lsokfuo=fRrP;k fnukadkl vuqKs; vlysY;k fuo=fRrosrukP;k 
,dr=rh;ka'kis{kk vf/kd njkus olqyh djQ u;s- 

 
fuo=RrhiwohZ lqjQ dsysyh dk;Zokgh%&fuo=RrhiwohZ lqjQ dsysyh dk;Zokgh%&fuo=RrhiwohZ lqjQ dsysyh dk;Zokgh%&fuo=RrhiwohZ lqjQ dsysyh dk;Zokgh%&    

• 'kkldh; deZpkjh lsosr vlrkuk fdaok iqufuZ;qDrhuarj lsosr vlrkuk egkjk"V! ukxjh lsok (f'kLr 
o vihy fu;e 1979) vuqlkj R;kP;kfojQ/n lqjQ dsysyh foHkkxh; dk;Zokgh R;kP;k vafre 
lsokfuo=fRrP;kosGh izyafcr R;kuarj egkjk"V! uxjh lsok (fuo=fRrosru) fu;e 1982 e/khy 
fu;e 27 [kkyh pkyw jkgrs- 
 

• v'kk izdj.kkr lacaf/kr deZpk`;kl vuqKs; vlysys iw.kZ fuo=fRrosru rkRiqjrs Eg.kwu R;kyk ns.;kr 
;srs- fuo=fRrosrukps va'kjk'khdj.k rlsp minku ;kaP;k jdek foHkkxh; dk;Zokgh  iw.kZ gksbZi;Zar 
R;kyk fnY;k tkrkr- 

 

• fuo=fRrosru fu;e 27 [kkyh vafre vkns'k dk<.;kpk vf/kdkj dsoG 'kklukl vlY;kdkj.kkus 
R;kgwu [kkyP;k Lrjkojhy v'kk loZ izdj.kkr pkSd'kh izkf/kdk`;kpk vgoky ([kkyP;k Lrjkojhy 
lacaf/kr f'kLrHkaxfo"k;d izkf/kdk`;kP;k fu"d"kkZalg) izkIr >kkY;kuarj iq<hy dk;Zokgh 'kkluk}kjs 
dj.;kr lnj vgoky fopkjkr ?ksmQu lacaf/kr fuo=fRrosru/kkjdkps fuo=fRrosru va'kr% fdaok 
iw.kZr% jks[kwu Bso.;kpk jn@n dj.;kpk fdaok fuo=fRrosrukrwu 'kklukP;k uqdlkuhph iw.kZr% fdaok 
va'kr% olqyh dj.;kpk 'kklukpk izLrko R;kuqlkj dkj.ks nk[kok uksVhl R;k fuo=fRrosru/kkjdkoj 
ctko.;kr ;srs o R;kps mRrj fopkjkr ?ksrys tkrs- fuo=fRrosru/kkjd oxZ 1 fdaok 2 lsosrwu 



 83

fuo=Rr >kkysyk vlY;kl 'kklukl yksdlsok vk;ksxkpkgh lYyk ?;kok uarj fuo=fRrosru/kkjdkus 
uksfVlsl fnysys mRrj o yksdlsok vk;ksxkpkgh lYyk (?ksrysyk vlY;kl) fopkjkr ;ksX; rs 
vafre vkns'k 'kkluk}kjs dk<ys tkrkr- 

    
lsokdkyhu xSjorZ.kqdhlkBh fuo=Rrhuarj djko;kph dk;Zokgh%&lsokdkyhu xSjorZ.kqdhlkBh fuo=Rrhuarj djko;kph dk;Zokgh%&lsokdkyhu xSjorZ.kqdhlkBh fuo=Rrhuarj djko;kph dk;Zokgh%&lsokdkyhu xSjorZ.kqdhlkBh fuo=Rrhuarj djko;kph dk;Zokgh%& 
• 'kkldh; dezpkjh lsokfuo=Rr gks.;kiwohZ fdaok rks iquZfu;qDrhuarj lsosr vlrkuk R;kP;kfojQ/n 

foHkkxh; dk;Zokgh lqjQ dsyh ulY;kl R;kP;k lsokfuo=Rrhuajr R;kP;kfojQ/n fuo=fRrosru fu;e 
27 vUo;s dk;Zokgh dsoG [kkyhy ifjfLFkrhrp lqjQ djrk ;srs- 
lnj dk;Zokghl 'kklukph eatwjh ?ksryh ikfgts-T;k ?kVuslaca/kkrhy xSjorZ.kqdhckcr gh dk;Zokgh 
djko;kph vkgs rh ?kVuk dk;Zokgh lqjQ dj.;kP;k rkj[ksl pkj o"kkZais{kk vf/kd tquh vlrk dkek 
u;s- 
 

• ojhy ifjPNsn 111 o 114 e/khy rjrqnhaP;k iz;kstuklkBh dk;Zokgh lqjQ dj.;kph rkjh[k 
[kkyhy izek.ks vlsy-'kkldh; deZpk`;koj fdaok fuo=fRrosru/kkjdkoj T;k rkj[ksl nks"kkjksii_k 
ctko.;kr vkys rh rkjh[k-R;k vk/khP;k rkj[ksiklwu 'kkldh; deZpk`;kl fuyafcr dj.;kr vkys 
vlY;kl fuyacukph rkjh[k 
 

• mifjfufnZ"V dk;Zokgh tcj f'k{kkalkBh fofgr dsysY;k i/nrhuqlkj 'kklu funs'k nsbZy R;k 
izkf/kdk`;kadMwu o R;k fBdk.kh dj.;kr ;sbZy- lnj dk;Zokghr pkSd'kh izkf/kdk`;kpk vgoky izkIr 
>kkY;koj fuo=fRrosru fu;e 27 vuqlkj iq<hy dk;Zokgh dj.;kpk 'kklukpk izLrko vlY;kl 
fuo=fRrosru/kkjdkl R;kuqlkj dkj.ks nk[kok uksfVl ns.;kr ;sbZy o R;kps mRrj fopkjkr ?ksmQu 
'kklu vafre fu.kZ; ?ksbZy- lacaf/kr fuo=fRrosru/kkjd oxZ 1 fdaok 2 lsosrwu fuo=Rr >kkysyk 
vlY;kl vafre fu.kZ; ?ks.;kiwohZ 'kklu yksdlsok vk;ksxkpk lYyk ekxowu rksgh fopkjkr ?ksbZy- 
 

foHkkxh; pkSd'khr izoklHkRR;kph vuqKs;rk%&foHkkxh; pkSd'khr izoklHkRR;kph vuqKs;rk%&foHkkxh; pkSd'khr izoklHkRR;kph vuqKs;rk%&foHkkxh; pkSd'khr izoklHkRR;kph vuqKs;rk%& 
• foHkkxh; pkSd'khe/;s vkjksih deZpk`;kl rlsp pkSd'kh izkf/kdk`;kus cksykfoysY;k nksUgh cktwP:k 

lk{khnkjkauk rksaMh lquko.khP;k osGh mifLFkr jkg.;klkBh ,dk fBdk.kkgwu nql`;k fBdk.kh tkos 
ykxr vlY;kl R;kauk [kkyhyizek.ks izoklHkRrk vuqKs; vlrks- 

- vkjksih deZpk`;kl izokl nkS̀ ;koj vlY;kizek.ks eqacbZ ukxjh lsok fu;e 536 vuqlkj 
izoklHkRrk |kok- 

- 'kkldh; deZpkjh vlysY;k lk{khnkjkl izokl nkS̀ ;koj vlY;kizek.ks eqacbZ ukxjh lsok 
fu;e 536 vuqlkj izoklHkRrk |kok- 

- 'kkldh; deZpkjh ulysY;k lk{khnkjkauk eqacbZ ukxjh lsok fu;e [kaM 2 P;k ifjf'k"V 42 
, P;k Hkkx 1 e/khy fu;e 1 P;k mifu;e 3 vuqlkj izoklHkRrk- 

 

• vkjksih deZpk`;kP;k fouarhojQu R;kP;k eq[;ky;kO;frfjDr R;kus fuoMysY;k vU; fBdk.kh 
pkSd'kh vlY;kl R;kyk izoklHkRrk feG.;kpk gDd ulrks- 
 

• tsOgk vkjksih deZpk`;kl vkiY;k cpkoklkBh dkgh dkxni_kkps fufj{k.k djko;kps vlrs o rh 
dkxni_ks R;kP;k eq[;ky;dMs ikBfo.ks 'kd; ulrs- R;k dkxni_kkps fujh{k.k vko';d vkgs vls 
f'kLrHkaxfo"k;d izkf/kdk`;kl $ pkSd'kh izkf/kdk`;kus --- dsY;kl lnj ;kdjhrk deZpk`;kl djko;k 
ykx.kk`;k izoklklkBh R;kl izoklHkRrk feGrks- 
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• 'kklulsose/;s vlysys lknjdrkZ vf/kdkjh o cpko lgk;d ;kaukgh foHkkxh; pkSd'khP;k 
dkeklkBh eaqcbZ ukxjh lsok fu;e 536 vuqlkj izoklHkRrk vuqKs; vkgs- 

    
pkSd'kh vfHkys[kkaps tru%&pkSd'kh vfHkys[kkaps tru%&pkSd'kh vfHkys[kkaps tru%&pkSd'kh vfHkys[kkaps tru%& 

• pkSd'kh izkf/kdk`;kus pkSd'kh iw.kZ djQu vkiys fu"d"kZ o f'kiQkj'kh vlysyk vgoky 
f'kLrHkaxfo"k;d izkf/kdk`;kdMs izLrqr dsY;kcjkscj R;kps dke laiq"Vkr ;srs- pkSd'khph dkxni_ks 
iq<hy vko';d dk;Zokgh djQu f'kLrHkaxfo"k;d  izkf/kdk`;kus vkiY;kdMs Bsoko;kph vlrkr- 
 

• foHkkxh; pkSd'khlaca/khph dkxni_k vafre vkns'k dk<Y;kP;k rkj[ksiklwu dehr deh 6 1$2 
o"kkZP;k dkyko/khi;Zar tru djQu Bsoyh ikfgtsr- ek_k pkSd'khrhy vafre fu.kZ;fojQ/n vihy 
dj.;kr vkys vlsy rj vihy dj.kk`;k O;Drhyk vihyh; izkf/kdk`;kus vihykojhy vkns'k T;k 
rkj[ksl dGfoys vlrhy rh rkjh[k vafre vkns'k fnY;kph rkjh[k ekuyh tkbZy- 

    
foHkkxh; pkSd'kh Rojhr iw.kZ dj.;kph vko';drk%&foHkkxh; pkSd'kh Rojhr iw.kZ dj.;kph vko';drk%&foHkkxh; pkSd'kh Rojhr iw.kZ dj.;kph vko';drk%&foHkkxh; pkSd'kh Rojhr iw.kZ dj.;kph vko';drk%& 
• dkgh foHkkxh; pkSd'kh o"kkZuqo"ksZ pkyw jkgkrkr o R;keqGs vkjksih deZpk`;kph ,d izdkjs lrko.kwd 

gksrs- vkjksih deZpkjh fuyafcr vlrks rsOgk rj ;k fnjaxkbZph >kG R;kyk izd"kkZaus iksprs- dkgh 
izdj.kkr nks"kkjksii_k r;kj gks.;kiwohZp R;kyk fuyafcr dsysys vlrs o fuyacukuarj fdR;sd 
efgusi;Zar R;kP;koj nks"kkjksii_k r;kj gks.;kiwohZp R;kyk fuyafcr dsysys vlrs o fuyacukuarj 
fdR;sd efgusi;Zar R;kP;koj nks"kkjksii_k ns[khy ctkoys tkr ukgh- fo'ks"kr% ,[kk|k deZpk`;kdMs 
R;kP;k Kkr mRiUukP;k izek.kkckgsj ekyeRrk vlY;kpk vkjksi vlrks] rsOgk R;klaca/khph 
izkjafHkd pkSd'kh fofo/k fBdk.kh ckjdkbZus djkoh ykxrs o iqjslk iqjkok miyC/k gks.;kl cjkp 
vo/kh ykxrks- pkSd'kh iw.kZ gksbZi;Zar vkjksii_k ctkork ;sr ukgh- 
 

• foHkkxh; pkSd'kk 'kD; rks yodj iw.kZ dj.;kP;k vko';drsoj 'kklukus osGksosGh Hkj fnyk vkgs- 
;k lanHkkZr 'kklukps [kkyhy vkns'k y{kkr ?ks.ks vko';d vkgs- 

- fuyacuk/khu 'kkldh; deZpk`;kP;k izdj.kkr izkjafHkd] pkSd'kh iw.kZ djQu U;k;ky;kr fdaok 
foHkkxh; pkSd'khr nks"kkjksii_k nk[ky dj.;kph dk;Zokgh fuyacukP;k fnukadkiklwu 'kD;rks 
lgk efgU;kaP;k vkr djkoh- 

- izdj.kkr ojhy lgk efgU;kaph eqnr ikG.ks v'kD; gksbZy rsFks izkjafHkd pkSd'kh iw.kZ djQu 
nks"kkjksii_k iw.kZ djQu nks"kkjksii_k nk[kys dj.;kP;k dk;Zoikghl fuyacukP;k fnukadkiklwu 
,d o"kkZai;Zarph eqnrok< feG.;klkBh eq[; lfpokaph iwoZ eatwjh ?ks.ks vko';d jkghy- 

- T;k izdj.kh eq[; lfpokauh fnysyh ,d o"kkZi;Zarph eqnrok<gh izdj.kkP;k fDy"VrseqGs o 
lcG dkj.kkLro viqjh iMr vlsy rsFks ,d o"kkZaiq<hy eqnrok<hl 'kklukph iwoZeatqjh ?ks.ks 
vko';d jkghy v'kh izdj.ks 'kklukl eq[; lfpokaP;k ekiQZr lknj dsyh tkoh- 

- pkSd'kh izkf/kdk`;kauh fuyacuk/khu deZpk`;kafojQ/nP;k pkSd'kkauk vxzdzes nsmQu R;k lgk 
efgU;kr iw.kZ djkO;k o rksi;Zar R;k iw.kZ u >kkY;kl eqnrok<hlkBh osGksosGh fofgr 
izkf/kdk`;kph eatwjh ?;koh- 

- vkjksih deZpk`;kl fuyafcr dsysys ukgh v'kk foHkkxh; pkSd'kk lk/kkj.kr% ,d o"kkZar iw.kZ 
djkO;k o rs 'kD; u >kkY;kl fofgr izi_kkr ekfgrh ikBowu pkSd'kh izkf/kdk`;kus lacaf/kr 
iz'kkldh; foHkkxkriQsZ lkekU; iz'kklu foHkkxkl eqnrok<hpk izLrko osGksosGh ikBokok- 
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• foHkkxh; pkSd'kh vf/kd yodj iw.kZ OgkO;k ;k djhrk xsY;k dkgh o"kkZar 'kklukus [kkyhy izek.ks 
fo'ks"k mik;;kstuk dsY;k vkgsr- 

- loZ foHkkxkarxZr pkSd'kk pkyfo.;klkBh iw.kZ osG dke dj.kk`;k fo'ks"k pkSd'kkh izkf/kdk`;kaph 
rlsp  lknjdR;kZ vf/kdk`;kaph ins fBdfBdk.kh fuekZ.k dsyh vkgsr- (ojhy ifjPNsn 53 o 
56) 

- jkT;krhy foHkkxh; pkSd'kkaoj y{k Bso.;klkBh lkekU; iz'kklu foHkkxkr ,d lafu;a_k.k d{k 
fuekZ.k dj.;kr vkyk vlwu ;k d{kk}kjs fujfujkG;k foHkkxkrhy izyafcr pkSd'kkapk vk<kok 
?ksryk tkrks o R;k vuq"kaxkus vko';d lwpuk$vkns'k osGksosGh fnys tkrkr-vko';d rsOgk 
pkSd'kh izkf/kdk`;kauk R;kaP;k eq[;ky;kP;k ckgsjhy nwjojP;k fBdk.kh lquko.;k ?ks.ks 'kD; Ogkos- 
rlsp rsFks dkxni_ks b- us.ks lksbZps Ogkos ;kdjhrk R;kauk okgus miyC/k djQu ns.;kph O;oLFkk 
dj.;kr vkyh vkgs- 

- ejkBh e/;s *foHkkxh; pkSd'kh fu;e iqfLrdk* ;k ukokph ,d ekxZn'kZuij iqfLrdk 'kklukus 
1991 e/;s dk;kZy;hu okijkdjhrk izfl/n dsyh vlwu ;k iqfLrdse/;s lacaf/kr fu;e o 
'kkldh; vkns'kkapk lkjak'k fnysyk vkgs- rlsp foHkkxh; dk;Zokghe/;s vkjksih deZpkjh 
lk{khnkj b-uk osGksosGh th Kkius] uksfVlk] vkns'k oxSjs ikbokos ykxrkr- R;kus rlsp pkSd'kh 
izkf/kdk`;kph fu;qDrh] vkjksih deZpk`;kps fuyacu ;k ckcrP;k vkns'kakps izek.ks uequs ;k 
iqfLrdsr fnys vkgsr- f'kLrHkaxfo"k;d izkf/kdkjh o pkSd'kh izkf/kdkjh ;kauh vo'; ;k ueqU;kapk 
okij djkok- 

- foHkkxh; pkSd'khlaca/khps izf'k{k.k dk;Zdzegh fujfujkG;k Lrjkaojhy deZpk`;kalkBh vk;ksftr 
dsys tkrkr- 
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jkjkjkjk"V!h;"V!h;"V!h;"V!h;    vkjksX; vfHk;kuvkjksX; vfHk;kuvkjksX; vfHk;kuvkjksX; vfHk;ku    
 

,sfrgkfld ik'oZHkweh,sfrgkfld ik'oZHkweh,sfrgkfld ik'oZHkweh,sfrgkfld ik'oZHkweh    
xjhc nqyZf{kr rlsp xjtw xzkeh.k tursl lgtlk/;] ijoM.;ktksxh] dk;Z{ke] mRrjnk;h vkf.k 
fo'oklkgZ vkjksX; lsok miyC/k djQu ns.;kP;k mn@ns'kkus dsanz 'kklukus laiw.kZ ns'kkr 12 ,fizy 2005 
iklwu jk"V!h; xzkeh.k vkjksX; vfHk;ku lqjQ dsys vkgs- vkjksX;koj ifj.kke dj.kk`;k egRokP;k 
?kVdkapk (mnk-vkgkj] ifjlj LoPNrk] lqjf{kr ik.khiqjoBk] efgyk o ckyfodkl bR;knh) ckchapk ;k 
vfHk;kuke/;s ,df_kr fopkj dj.;kr vkyk vkgs- 
 Hkkjrkus e=R;w nj deh dj.;kr egRoiq.kZ izxrh dsyh vkgs- ekxhy dkgh n'kdke/;s eysfj;k 
;k jksxkeqGs gks.kk`;k e=R;wps izek.k R;kp cjkscj ekrk o vHkZd e=R;wnjkr ?kV >kkyh vkgs- lnj izxeh 
y{kkr ?ksryh rjhgh] xzkeh.k Hkkxke/;s yksdla[;k njkr eksB@;k izek.kkr ok<] fu;a_k.k dj.;ktksX;k 
vktkjkpk izknqZHkko o e=R;w] xqarkxqarhP;k izlqrh ;k cjkscjp dqiks"k.kkr ok< >kkY;kps fnlqu ;srs- 
;kf'kok; tqU;k u lqV.kk`;k iz'ukalkscr ns'kkrhy vkjksX; ;a_k.kkaleksj uohu vkOgkus tls dh ns'kkrhy 
vankts 5 y{k jQX.k ,pvk;Ogh $ ,M@l xzLr] vlalxZtU; jksx tls gQn;jksx] ddZjksx] va/kRo] ekufld 
vktkj vkf.k rack[kqtU; vktkj ;klkj[;k nq/kZj vktkjkeqGs ns'kkrhy vkjksX; lsosoj izpaM rk.k iMyk 
vkgs- Hkkjr lalaxZtU; jksx fo"k;d o yksdla[;k fo"k;d fLFkR;arjkrwu tkr vlwu ;kcjkscjp nq/kZj 
jksxkapk Hkkj vkf.k e=R;wnjkr ?kV o iztuu njkr ok< ;keqGs o;Ld yksdla[;sr ok< gksr vkgs- vHkZd 
e=R;w vkf.k nq/kZj vktkjkus e=R;w ;keqGs Hkkjrkph egRokph vkfFkZd o euq";cGkph gkuh gksr vkgs- 
ns'kkP;k laiw.kZ lkoZtfud [kpkZe/;s xq.kdkjh vkjksX; lsosis{kk izfrca/kkRed vkjksX; lsosl deh izk/kkU; 
fnys tkrs- Hkkjrh; turk txkP;k rqyusr vkjksX;koj lokZr deh [kpZ djrs] vls vlys rjhgh 
[kktxhLrjkojhy vkjksX; [kpkZpk nj lokZr tkLr vkgs- okf"kZd jQ-100]000 djksM vkjksX;koj izfr 
dqVwac [kpZ dj.;kr ;sr vkgs- ts vkjksX;kojhy lkoZtfud [kpkZP;k rhu iV vkgs- [kktxh {ks_kkrhy 
vkjksX; lsosoj fu;a_k.k ulY;kus vkjksX; lsosojhy [kpkZr ok< >kkyh vlwu rh xzkeh.k Hkkxkrhy 
tursl u ijoM.;ktksxh vkgs- ns'kkyk fujfujkG;k vkjksX;fo"k;d ispizlaxkl lkeksjs tkos ykxY;kus 
vkjksX; lsosP;k [kpZ vkf.k tursP;k vis{kkae/;s ok< gksrs- nqxZe xzkeh.k Hkkxkr xq.koRrkiq.kZ vkjksX; 
lsok ns.;kps vkOgku vf/kd egRokps vkgs- lnj iz'ukps xkafHk;Z o O;kIrh y{kkr ?ksrk ygku ;kstukaoj 
y{k dsanzhr dj.ks iqjsls ukgh- lkoZtfud vkjksX; lsosps lgtlk/;] ijoM.;ktksxh] dk;Z{ke] mRrjnk;jh 
o xw.koRrkiq.kZ lsosr jQikarjhr dj.ks vR;ar vko';d vkgs- ;kp Hkkousrwu ns'kkrhy vkjksX; vfHk;ku 
ladYiuspk fodkl >kkyk- 
 
vfHk;kukph mfn@n"Vs%vfHk;kukph mfn@n"Vs%vfHk;kukph mfn@n"Vs%vfHk;kukph mfn@n"Vs%    

• ns'kkrhy xzkeh.k Hkkxkrhy tursl izHkkoh] lgtlk/;] xq.koRrkiw.kZ lsok miyC/k djQu ns.ks] 
vkjksX; funsZ'kd o lalk/ku ;ke/;s ekxs vlysY;k 18 jkT;koj fo'ks"k y{k- 

• 18 fo'ks"k y{k vl.kk`;k jkT;ke/;s vjQ.kkpy izns'k] vklke] fcgkj] NfRrlx<] fgekpy 
izns'k] >kkj[kaM] tEeq vkf.k dkf'ej] e.khiwj] fe>kksjke] es?kky;] e/;izns'k] ukxkyWaM] vksjhlk] 
jktLFkku] flDdhe] f_kiqjk] mRrjkapy o mRrj  izns'k ;k jkT;kapk lekos'k vkgs- 

• lkoZtfud [kpkZP;k 0-9% (thMhih) ojQu 2 rs 3% (thMhih) i;Zar vkjksX;koj ok< dj.ks-  
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• ;kstukaph izHkkohi.ks vaeyctko.kh dj.ks o lkoZtfud vkjksX; O;oLFksps cGdVhdj.k dj.ks 
;klkBh vkjksX; ;a_k.ksP;k lajpusr cny dj.ks- 

• ijaijkxr mipkj i/nrhps iquZthou vkf.k vk;q"k pk lkoZtfud vkjksX; ;a_k.ksP;k eq[;izokgkr 
lekos'k dj.ks- 

• vkjksX;] iks"k.k] LoPN ik.khiqjoBk] L_kh&iqjQ"k lekurk b- P;k lekos'kklg ftYgkLrjkoj 
fodsanzhdj.k i/nrhus vkjksX; lsosps izHkkoh ,df_kdj.k- 

• vkarj jkT; o vkarj ftYgk vkjksX; vlekurk ;k ckchoj fuosnu dj.ks- 

• izxrhP;k n="Vhus y{k fu/kkZfjr dj.ks o rlk lkoZtfud vgoky lknj dj.ks- 

• xzkeh.k Hkkxkrhy tursl] fo'ks"kr% xjhc fL_k;k o ckyds ;kauk lgtlk/;] ijoM.;ktksxh] 
dk;Z{ke] mRrjnk;h vkf.k fo'oklkgZ izkFkfed vkjksX; lsok miyC/k djQu ns.ks- 

 
jk"V!h;jk"V!h;jk"V!h;jk"V!h;    xzkeh.k vkjksX; vfHk;kukps 5 egRokph /kksj.ksxzkeh.k vkjksX; vfHk;kukps 5 egRokph /kksj.ksxzkeh.k vkjksX; vfHk;kukps 5 egRokph /kksj.ksxzkeh.k vkjksX; vfHk;kukps 5 egRokph /kksj.ks    
jk"V!h; xzkeh.k vkjksX; vfHk;ku gs jkT;kae/;s vko';d vls ifjorZu dj.kslkBh jkT;kaP;k 
cGdVhdj.kkpk iz;Ru vkgs- gs vfHk;ku jkT;kauk jkT;krhy R;kaP;k LFkkfud] lkekftd o lkaLd=frd 
ifjfLFkrhuqlkj fu.kZ; ?ks.;klkBh Lokra_; ns.;kr vkys vkgs- ;kewGs jkT; vfHk;kuklkBh fu;kstu o 
vaeyctko.kh ps fodasnzhdj.k djrhy ts.ksdjQu xjtsizek.ks o lkekftd vk/kkj vl.kkjs vls ftYgk 
vkjksX; d=rh vkjk[kMk jkT;kr vkjksX; foHkkxkr gks.kkjs egRoiq.kZ ifjorZukps vk/kkj vlrhy- jkT; gs 
LFkkfud ckchaps fujkdj.k dj.ksdjhrk ukfoU;iw.kZ ;kstuk gkrh ?ksrhy- 
  
jk"V!h; xzkeh.k vkjksX; vfHk;ku varxZr dsysys fodsanzhdj.k y{kkr ?ksrk] jkT;kauk] iapk;r jkT; 
laLFkkauk iqjsls iz'kklfd; $ fofRr; vf/kdkj iznku dj.ks xjtsps vkgs- ;kpcjkscj njo"khZ jkT;kauk 
vfHk;kukP;k dkyko/khr vkjksX; foHkkxkoj gks.kkjs [kpZ dehr deh 10 dksVh jQi;s i;Zar 
ok<fo.;klkBh iz;Ru djkos ykxrhy- jkT;kauk vkjksX;fo"k;d ckch gkrkG.;klkBh dk;Z{kerk 
ok<fo.;kP;k n="Vhus iz;Ru djkos ykxrhy- jkT;kdMwu vis{kk vkgs dh rs ijLij laerhus fuf'pr 
dsysY;k VII;kaph iwrZrk djrhy ;kph uksan jkT;klkscr dj.;kr vkysY;k djkjkr dj.;kr ;sbZy- 
 
HkkjrkP;k rqyukRed n="Vhus egkjk"V! jkT;kl fodflr jkT; ekuys tkrs- rFkkfi ,df_kr n="Vhus 
egkjk"V! jkT;kP;k vkjksX;lsospk Lrj o brj jkT;kaP;k vkjksX; lsospk Lrj ;ke/;s eksBs varj vkgs- 
jkT;kP;k fofo/k ftYg;kae/;s n[ky ?ks.;ktksxh fHkUurk vlY;kus ftYgkfugk; mfn@n"Vs fuf'pr dj.ks 
vko';d vkgs- jk"V!h; xzkeh.k vkjksX; vfH;kukr v'kk fo"k;kapk fopkj dj.;kph la/kh ns.;kr vkyh 
vkgs- xzkeh.k yksdkaP;k xrhe/;s lq/kkj.kk dj.ks fo'ks"kr% xjhc efgyk o ewy cjkscj nk[ko.ks 
ijoM.kkjs] tckcnkj izHkkoh izkFkfed vkjksX;kph dkGth o mi;ksxkr lq/kkj.kk- 
 
jk"V!h; xzkeh.k vkjksX; vfHk;kukpk jkT;kaps gkr etcwr dj.;klkBh o lq/kkj.kk dj.;kps iz;Ru 
vkgsr- vfHk;ku jkT;kauk tkLrhps lalk/ku iqjosy (nsbZy) T;k}kjs fofo/k ukxfjdkaP;k vkjksX;kP;k 
xjtk iw.kZ dj.;klkBh l{ke vkgs- ;ke/;s jkT;kaph usr=Rokph Hkwfedk vksG[krkuk LFkkfud xjtk o 
lkekftd lkaLd=frd fofo/krkaph dkGth ?ksrkuk vko';d rh yofpdrk iqjo.;kpk izLrko vkgs- jkT; 
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fu;kstu o dk;Zokgh fodsafnzr djrhy o [kk_kh nsrhy dh] fdaok fuf'pr djrhy vk/kkj o lkeqfgd 
ekydh ftYg;kae/;s À ftYgk vkjksX; d=rh vkjk[kMkÁ vkjksX; {ks_kkryk vk/kkj curks- jkT;kauk vkxzg 
(fouarh) dsyk tkbZy dh] jkT;kauh uO;k ;kstuk LFkkfud fo"k;kalkBh laca/k Bso.;klkBh ?;kO;kr] 
fodasnzhdj.kkoj n="Vh Bsor jk"V!h; xzkeh.k vkjksX; vfHk;kukP;k enrhus rksaM ns.ks] jkT;kauk vko';d 
iz'kklfd; vkfFkZd 'kDrh iapk;r jkt laLFksP;k iznku dj.;kph xjt vlsy- R;kposGsl jkT;kauk 
dk;Zokgh dj.;klkBh d=rh dj.;kph xjt vkjksX; foHkkx ojhy [kpZ ok<o.ks dehrdeh 10% izR;sd 
o"kZ rsgh vfHk;kukP;k dkGkr jkT;kauk R;kaP;k iz;Rukae/;s vk/kkj ns.ks dBh.k vkjksX; fo"k;kae/;s {kerk 
ok<fo.ks vk/kkj fnyk tkbZy- jkT;kadMwu vis{kk vlsy dh jkT o izxfrn'kZd ?kVuka'kh ijLijka'kh 
fpdVrhy] izR;sd jkT; Lok{kjhlkBh lgerh vlsy- 
egkjk"V! Hkkjrkrhy fodflr jkT;kaiSdh ,d vkgs- rFkkfi] brj jkT;kaP;k rqyusr egkjk"V!kph vkjksX; 
fLFkrh iw.kZ LojQike/;s cjsp varj vkgs- ftYg;kae/;s vusd cny] ftYgs vusd y{kkaP;k iwrhZlkBh 
vtwugh xjt vkgs- vfHk;kukus ;k fo"k;kauk lacksf/kr dj.;kph la/kh fnyh vkgs- Hkkjr ljdkjP;k 
vkns'kkuqlkj] jkT; vkjksX; vfHk;ku ek-eq[;ea_khaP;k v/;{krs[kkyh LFkkiu dj.;kr vkysyh vkgs- 
    

mn@ns'kmn@ns'kmn@ns'kmn@ns'k    
1) ekrk o ckye=R;w nj deh dj.ks- 
2) vUu o iks"k.k] LoPN o vkjksX;nk;h cufo.;klkBh lkoZtfud lqfo/kk miyC/k djQu ns.ks vkf.k 

ekrk o cky vkjksX; rlsp ylhdj.k gs /;s; leksj Bsowu lkoZtfud vjksX; lsok iqjfo.ks- 
3) lalxZtU; o vlalxZtU; rlsp LFkkfud jksxkap;k lkFkhpk izfrdkj o fu;a_k.k Bso.ks- 
4) ,dkfRed izkFkfed vkjksX; lqfo/kkapk okij ok<fo.ks- 
5) Yksdla[;k fLFkjrk o fyax vkf.k yksdla[;sps izke.k jk[k.ks- 
6) LFkkfud ijaijkxr vkjksX; i/nrh l{ke dj.ks o vk;q"kyk eq[; izokgkr vk.k.ks- 
7) vkjksX;nk;h thoukpk izpkj o izlkj dj.ks- 

 

la?kVhr dk;Zdze i/nrla?kVhr dk;Zdze i/nrla?kVhr dk;Zdze i/nrla?kVhr dk;Zdze i/nr    
• lkoZtfud vkjksX; lqfo/kk O;ofLFkr pkyw Bso.;klkBh o R;kaP;koj fu;a_k.k LFkkfud iapk;r 

laLFkkuk izf'k{k.k nsmQu Lok;r cufo.ks- 

• efgyk vkjksX; dk;ZdrkZ (vk'kk) ekiQZr ?kjk?kjkai;Zar lq/kkjysY;k vkjksX; lsokapk okij 
ok<fo.ks- 

• xzkeiapk;rhrhy xko vkjksX; lferh ekiQZr xkokpk vkjksX; vkjk[kMk r;kj dj.ks- 

• caneqDr fu/khrwu midsanzkyk LFkkfud fu;kstu dj.;klkBh l{ke dj.ks vkf.k cgqmn@nsf'k; 
dk;ZdR;kaZph miyC/krk ok<fo.ks- 

• izkFkfed vkjksX; dasnz o lkekftd vkjksX; dsanzkps l{kehdj.k dj.ks vkf.k izR;sd 1 yk[k 
yksdla[;sekxs 30 rs 50 jQX.k csM {kerk vlysys izkFkfed vkjksX; dsanz miyC/k djQu 
vktkjkoj mipkj djQu vkjksX;nk;h thouklkBh iz;Ru dj.ks- (Hkkjrh; vkjksX; lqfo/kkapk 
fu;ekuqlkj euq";cG lk/k.ks o fu;a_k.k fu;e) 

• ftYgk vkjksX; vfHk;kukraxZr ,df_kr ftYgk vkjksX; vkjk[kMk r;kj o vaeyctko.kh dj.ks 
;kr fi.;kps ik.kh] LoPNrk o vkjksX;n;hi.kk o iks"k.kkpk lekos'k dj.ks- 
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jQX.k dY;k.k lferhjQX.k dY;k.k lferhjQX.k dY;k.k lferhjQX.k dY;k.k lferh    ((((RKS))))    

jkT;krhy loZ izkFkfed vkjksX; dsanz] xzkeh.k$miftYgk jQX.kky;s] L_kh jQX.kky; o ftYgk jQX.kky;kae/;s 
jQX.k dY;k.k lferh LFkkiu dj.;kr vkyh vkgs-vkjksX; laLFkkuk ;sr vlysY;k vMp.kh nqj dj.ks o 
lfeR;kaekIkQZr jQX.k lsok tkLrhr tkLr xq.koRrkiq.kZ  ns.ks gs jQX.k dY;k.k lferh ps mfnn"Vs vkgs- 
jQX.k dY;k.k dY;k.k lfeR;kaP;k fu.kZ; izfdz;sph jpuk fOnLrjh; dj.;kr vkyh vkgs- 

1) fu;ked lferh       2)dk;Zdkjh lferh 
 
1) fu;ked lferhph lajpuk  
 fu;ked lferhph lHkk nj rhu efgU;krwu ,dnk ?ks.;kr ;koh- fu;ked lferhph lajpuk 
[kkyhy izek.ks vlrs-  
   
vvvv----dzdzdzdz----    inukeinukeinukeinuke    PRI    lnL; $ vf/kdk`;kps ukolnL; $ vf/kdk`;kps ukolnL; $ vf/kdk`;kps ukolnL; $ vf/kdk`;kps uko    
1 v/;{k LFkkfud ft-i-lnL; 
2 mik/;{k rkyqdk vkjksX; vf/kdkjh 
3 lnL; izk-vk-dsanzkP;k xkokpk ljiap 
4 lnL; efgyk ft-i- lnL; 
5 lnL; LFkkfud Lo;alsfolaLFkspk lnL; 
6 lnL; v/;{k $ iapk;r lferh us ukekafdr dsysyk midsanzkpk izfrfuf/k 
7 lnL; cky fodkl izdYi vf/kdkjh  
8 lnL; [kaM fodkl vf/kdkjh 
9 lnL; rkyqdk foLrkj vf/kdkjh 
10 lnL; lfpo  izk-vk-dasnzkpk oS|dh; vf/kdkjh 

 
fu;ked lferhph drZO; o tckcnk`;kfu;ked lferhph drZO; o tckcnk`;kfu;ked lferhph drZO; o tckcnk`;kfu;ked lferhph drZO; o tckcnk`;k---- 

1- jQX.kky;ke/;s izR;sd jQX.kkl xq.koRrkiq.kZ vkjksX; lsok feGkoh ;klkBh n;ko;kaP;k lsok ckcr 
/kksj.kkRed fu.kZ; ?ks.ks- 

2- jQX.k dY;k.k lferhl izkIr gks.kk`;k loZ fu/khps (jQX.k dY;k.k fu/kh] okf"kZd ns[kHkky]vacf/kr 
fu/kh o Hkkjrh; lkoZtfud vkjksX; ekud fu/kh) okf"kZd fu;kstu  dk;Zdkjh lferh dMqu 
izkIr djQu ?ks.kso R;kl vko';d R;k cnyklg eatqjh ns.ks- 

3- jQX.kky;kP;k fu;kstu o fodklke/;s lektkP;k tkLrhr tkLr lgHkkx gksbZy ;k n="Vhus mik; 
;kstuk dj.ks- 

4- ftYgk vkjksX; lkslk;Vh dMqu ikzIr gks.kk`;k fu/kh O;frfjDr  brj L_kksrkaph ekfgrh ?ks.ks o 
jQX.kky;kl jks[k o oLrq LojQikr tkLrhr tkLr fu/kh  izkIr gksbZy ;k n="Vhus ;kstuk vk[k.ks- 

5- jQX.kky;kP;k dkedktkpk o izxrhpk vk<kok ?ks.ks- 
6- jQX.kky;klkBh vko';d vlysY;k fo'ks"kKkaP;k lsok miyC/k djQu ns.;klkBh iz;Ru dj.ks- 
7- ;kiqohZ ?ksrysY;k fu.kZ;kP;k vaeyctko.khpk  vk<kok ?ks.ks- 

 
2) dk;Zdkjh lferhph lajpuk 2) dk;Zdkjh lferhph lajpuk 2) dk;Zdkjh lferhph lajpuk 2) dk;Zdkjh lferhph lajpuk     
 dk;Zdkjh lferhph lHkk nj efgU;kr ,dnk ?ks.;kr ;koh- dk;Zdkjh lferhph lajpuk [kkyhy 
izek.ks vlrs-  
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vvvv----dzdzdzdz----    inukeinukeinukeinuke    PRI    lnL; $ lnL; $ lnL; $ lnL; $ vf/kdk`;kps ukovf/kdk`;kps ukovf/kdk`;kps ukovf/kdk`;kps uko    
1 v/;{k rkyqdk vkjksX; vf/kdkjh 
2 lnL; ,dkfRed ckyfodkl izdYi i;Zos{kd 
3 lnL; iapk;r lferh lnL; 
4 lnL; LFkkfud xzke vkjksX; LoPNrk o iks"k.k lferhpk v/;{k 
5 lnL; foLrkj vf/kdkjh (vkjksX;) 
6 lnL; foLrkj vf/kdkjh (f'k{k.k) 
7 lnL; oS|dh; vf/kdkjh  (vk;q"k) 
8 lnL; lfpo izk-vk-dasnzkpk oS|dh; vf/kdkjh 

 
dk;Zdkjh lferhph drZO;s o tckcnk`;kdk;Zdkjh lferhph drZO;s o tckcnk`;kdk;Zdkjh lferhph drZO;s o tckcnk`;kdk;Zdkjh lferhph drZO;s o tckcnk`;k----    

dk;Zdkjh lferhps eq[; drZO; fu;ked lferhus vk[kqu fnysY;k /kksj.kkRed  fu.kZ;kP;k 
pkSdVhP;k vf/ku jkgqu izR;{k vaeyctko.khlkBh ykx.kkjs fu.kZ; ?ks.ks gs vkgs-R;kuqlkj dk;Zdkjh 
lferhph drZO; o tckcnk`;k iq<hyizek.ks vkgsr-    

1- jQX.kkauk  xq.koRrkiq.kZ vkjksX; lsok feGkO;kr o dks.khgh jQX.k vkfFkZd ok brj dkj.kkaeqGs 
lsoslkBh oafpr jkgq u;s ;klkBh fu;ked eaMGkP;k /kksj.kkRed  fu.kZ;kP;k vf/ku jkgqu 
osxosxG;k ;kstuk vk[k.ks- 

2- fu;ked eaMGkP;k cSBdhlkBh fo"k;lqph  r;kj dj.ks o R;kl eatqjh ns.ks- 
3- fu;ked eaMGkus ?ksrysY;k /kksj.kkRed fu.kZ;kaP;k izR;{k vaeyctko.khlkBh jQX.kky; izeq[kkl 

fuf'pr LojQikpk lqpuk ns.ks- 
4- iznku dj.;kr vkysY;k 'kDrhpk e;kZnse/;s jQX.kky; izeq[kkus lknj dsysY;k izLrkokuk ekU;rk 

ns.ks- 
5- jQX.kky;kps nSuafnu  dkedkt o izXkrh ;kpk vk<kok ?ks.ks R;kuqlkj jQX.kky; izeq[kkl lqpuk 

ns.ks o vko';d vlY;kl /kksj.kkRed fu.kZ;klkBh fu;ked eaMGkdMs f'kIkQkjl dj.ks- 
6- jk"V!h; dk;Zdzekph izHkkoh vaeyctko.kh dj.ks o g;k ckcrhr okf"kZd eqY;ekiu r;kj dj.ks- 

    
xzke vkjksX;] iks"k.k] ik.kh iqjoBk o LoPNrk lferh (xzke vkjksX;] iks"k.k] ik.kh iqjoBk o LoPNrk lferh (xzke vkjksX;] iks"k.k] ik.kh iqjoBk o LoPNrk lferh (xzke vkjksX;] iks"k.k] ik.kh iqjoBk o LoPNrk lferh (VHNSC))))    
ik.kh iqjoBk] LoPNrk] iks"k.k o vkjksX; lqfo/kspk mi;ksx djQu ?ks.ks gh xzkeh.k leqnk;kP;k 
vkjksX;klkBh tckcnkj dkj.ks vkgsr- VHNSC loZ 922 eglwy xkokae/;s LFkkfir dsys xsys vkgsr- 
vkjksX; lqfo/kk cGdVhdj.kkr tuleqnk;kpk lgHkkx ok<fo.;kP;k n=f"Vus gs ,d egRokps ikmQy vkgs-  
;k lferhps v/;{k xzke iapk;r ps ljaip vlrhy vkf.k LFkkfud vakx.kokMh dk;ZdrhZ ;k lferhph 
lnL; lfpo vlsy- ;k lferhps 50 VDds lnL; efgyk lnL; vlys ikfgtsr- vuqlwfpr tkfr $ 
vuqlwfpr tekrhps ns[khy ;k lferh e/;s izfrfuf/kRo vl.ks vko';d vkgs- LFkkfud vkjksX; lsfodk 
o cpr xV (SHG) lnL; lq/nk ;k lferhps lnL; vlys ikfgtsr- ;k lferhP;k fuf/kpk okij 
dj.;kdjhrk ljiap o vkax.kokMh dk;ZdrhZ ;kaps la;qDr cWd [kkrs vlkos-  
 
mn@ns';%mn@ns';%mn@ns';%mn@ns';%    

1- LFkkfud lferhe/;s vkjksX; dk;Zdzekaph tkxjQdrk fuekZ.k dj.ks- 
2- Ljdkjh vkjksX; lsokacn@ny ykssdkae/;s tkxjQdrk fuekZ.k dj.ks- 
3- LFkkfud vkjksX; fo"k;d leL;kauqlkj xzke vkjksX; ;kstuk fodflr dj.ks- 
4- xHkZorh vkf.k lgk o"kkZ [kkyhy eqykaph fo"ks'kr% vfrtks[kehph ekrk o vfrtks[kehps ckG 

;kaph dkGth ?ks.;klkBh eksiQr jsiQjy V!kUliksVZ ph lqfo/kk miyC/k djQu ns.ks- 
5- Js.kh 3 o 4 P;k dqiksf"kr ckydkauk vko';d iks"kd vUu o vkS"k/ks ;kapk iqjoBk dj.ks- 

 



 91

;k lferhpk fu/kh xkokP;k yksdla[;suqlkj eatqj dj.;kr ;srks- VHNSC P;k fu/khpk okVi [kkyhy 
izek.ks dj.;kr ;srks- 

 
VHNSC    djhrk fu/khdjhrk fu/khdjhrk fu/khdjhrk fu/kh    okViokViokViokVi 

  

vvvv----dzdzdzdz----    yksdla[;k (tux.kuk 2011)yksdla[;k (tux.kuk 2011)yksdla[;k (tux.kuk 2011)yksdla[;k (tux.kuk 2011)    fu/khpk okVifu/khpk okVifu/khpk okVifu/khpk okVi 
1 1500 i;Zar jQ-10]000$& 
2 1500 rs 3000 jQ-15]000$& 
3 3001 fdaok R;kis{kk tkLr jQ-20]000$& 

 

jjjjjjjjQQQQQQQQ XXXXXXXX........kkkkkkkk        ddddddddYYYYYYYY;;;;;;;;kkkkkkkk........kkkkkkkk        llllllllffffffffeeeeeeeerrrrrrrrhhhhhhhh        ffffffffuuuuuuuu////////kkkkkkkkhhhhhhhh        ffffffffooooooooffffffffuuuuuuuu;;;;;;;;kkkkkkkk ssssssss XXXXXXXXkkkkkkkk        
• xjhc jQX.kkalkBh eksiQr vkS"k/k [kjsnh 
• jQX.kky;kP;k ckgsj iz;ksx'kkGk rikl.khlkBh ykx.kkjk [kpZ 
• lanHAZ lsok 
• jQX.kkalkBh o uotkr ckydkalkBh diMs 
• jQX.kkalkBh o ukrsokbZdkalkBh jQX.kky;kr cl.;kph lqfo/kk 
• jQX.kkalkBh dje.kwdhph lk/kus 
• jQX.kkalkBh jQX.kky;kr LoPN fi.;kP;k ik.;kph lqfo/kk 
• jQX.kkalkBh xje ik.;kph lqfo/kk 
• /keZ'kkGk o Lo;aikd ?kjkph nqjQLrh 
• jQX.kkalkBh tso.kkph lqfo/kk 
• brj ukfoU;iw.kZ ;kstuk 
• jQX.kkalkBh vko';d vkS"k/k [kjsnh (th jQX.kky;kr miyC/k ukghr) 
• vko';d midj.ks (th jQX.kky;kr miyC/k ukghr) 
• DYkkdZ eku/ku 
• TkSfod dpjk fupjk dj.;klkBh >kkysyk [kpZ 

    
ooooooookkkkkkkkffffffff""""""""kkkkkkkk ZZZZZZ ZZdddddddd        nnnnnnnnssssssss [[[[[[[[kkkkkkkkHHHHHHHHAAAAAAAA kkkkkkkkyyyyyyyy        nnnnnnnnqqqqqq qqjjjjjjjjQQQQQQQQLLLLLLLLrrrrrrrrhhhhhhhh        ffffffffuuuuuuuu////////kkkkkkkkhhhhhhhhppppppppkkkkkkkk        ffffffffooooooooffffffffuuuuuuuu;;;;;;;;kkkkkkkk ssssssss XXXXXXXXkkkkkkkk        

• vkjksX; laLFAsph nqjQLrh dkes 
• ik.kh iqjoBk o M!sust nqjQLrh dkes 
• lkfgR; midj.ks] izlqrh Vscy nqjQLrhph dkes 
• iQfuZpj] njokts] f[kMD;k nqjQLrhph dkes 
• vkjksX; laLFAse/;s o laLFAsP;k ifjljke/;s LoPNrslkBh fnysys eku/ku 
• nq"dkG ifjfLFArhr ik.khiqjoBk 
• lax.kd nqjQLrhph dkes 
 

xxxxxxxxzzzzzz zz kkkkkkkkeeeeeeee        vvvvvvvvkkkkkkkkjjjjjjjjkkkkkkkk ssssssss XXXXXXXX;;;;;;;;        iiiiiiiikkkkkkkk ssssssss """"""""kkkkkkkk........kkkkkkkk        iiiiiiiikkkkkkkk........kkkkkkkkhhhhhhhh        iiiiiiiiqqqqqq qqjjjjjjjjooooooooBBBBBBBBkkkkkkkk        oooooooo        LLLLLLLLooooooooPPPPPPPPNNNNNNNNrrrrrrrrkkkkkkkk        ffffffffuuuuuuuu////////kkkkkkkkhhhhhhhh        ffffffffooooooooffffffffuuuuuuuu;;;;;;;;kkkkkkkk ssssssss XXXXXXXXkkkkkkkk        
• xzke vkjksX; d=rh vkjk[kMk r;kj dj.ks 
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• xzke vkjksX; iks"k.k fnu lktjk dj.ks 
• vkjksX;fo"k;d xzke lHAk vk;ksftr dj.ks 
• xzke vkjksX; iks"k.k fnu lktjk dj.kslkBh ykx.kk`;k oLrwaph [kjsnh dj.ks 
• dqiksf"kr ckydkalkBh ldl vkgkj o vkjksX; lsok iqjfo.;klkBh mik;;kstuk vk[k.kss 
• izlqrhlkBh nk[ky gks.kk`;k ekrkalkBh vkf.k vfrxaHAhj jQX.kkalkBh lanHAZ lsok ns.ks 
• Mkl mRiRrh LFAkus u"V dj.ks 
• vkjksX;fo"k;d tutkx=rh dj.ks 
• 'kq/n ik.;klkBh Vh-lh-,y- ikmQMj [kjsnh dj.ks 
• lkoZtfud fofgjhaph ns[kHAky dj.ks  
• xzkeiapk;r gfn@nrhy ifjlj LoPNrk 
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foRrh; O;oLFkkiu fo"k;foRrh; O;oLFkkiu fo"k;foRrh; O;oLFkkiu fo"k;foRrh; O;oLFkkiu fo"k;d ekxZn'kZd ekxZn'kZd ekxZn'kZd ekxZn'kZu        
    

� jk"V!h; xzkeh.k vkjksX; vfHk;ku varxZr Bso.;kr ;s.kkjs ys[ks Mcy ,UV!h cqdfdfiax i/nrhus 
Bsoko;kps vkgsr- 

� Dsanz 'kklukP;k ekxZn'kZd lwpukal vuqljQu jkT;Hkjkr loZLrjkoj ys[;kae/;s lkE;rk ;s.;kP;k 
n="Vhdksukrwu lax.kdhd=r VWyh bZvkjih 9 ;k dLVekbZTM iz.kkyhpk okij gks.ks ca/kudkjd vkgs- 

� lax.kdhd=r VWyh bZvkjih 9 gh dLVekbZTM iz.kkyh tjh okijkr vlyh rjh gLrfyf[kr dW'kcqd 
vn;kor fLFkrhr nIrjh vl.ks ca/kudkjd vkgs- 

� ys[kk iqLrds foRrh; o"kZ fugk; Bso.;kr ;koh- 
� dW'k OgkmQplZ iQkbZy e/khy loZ OgkmQplZ vuqdzekad fugk; iQkbZy dj.;kr ;kos- 

� fuEu LrjkojQu laLFksus ikBfoysY;k ,lvksbZph uksan FksV dW'kcqde/;s u djrk tuZy jftLVj }kjs 
uksan djkoh- 

� dk;kZy;hu vf/kdkjh$deZpk`;kauk fnysY;k vfxzekps lek;kstu 30 fnolkr dj.ks ca/kudkjd vkgs- 

� Lok{k`;k dsysys dksjs /kukns'k nIrjh Bso.;kr ;smQ u;sr- 
� okij.;kr u vkysys /kukns'k Rofjr jn@n djkosr- 

� /kukns'k iqfLrdk lqjf{kr fBdk.kh Bso.;kr ;koh- rlsp dsoG vf/kd=r vf/kdkjh$deZpk`;kaus /kukns'k 
iqfLrdk gkrkGkoh- 

� njegk dW'kcqd e/khy f'kYyd o cWdsrhy f'kYyd ;k jDdespk rkGesG gks.;klkBh cWd fjdUlys'ku 
LVsVesaV cufo.;kr ;kos- 

� izR;ds O;ogkjkph osxGh uLrh Bso.ksr ;koh- vuqnku forj.kkphgh uLrh Bso.ksr ;koh- 

� uLrhe/;s eaatqj vuqnku] izkIr vuqnku] [kpZ vuqnku f'kYyd vuqnku] izzLrkfor [kpZZ ;kpk mYys[k 
vlkok- 

� eatqj d=rh vkjk[kMk o ekxZn'kZd lqpuk tksaM.ksr ;kO;kr- 

� jQX.k dY;k.k lferh Bjkokph izr tksM.ks vko';d vkgs- 

� izR;sd psd ps MsfcV Ogkopj cuo.ks vko';d vkgs-  

� uLrhyk varhe vf/kdkjh ;kaph Lok{kjh >kkY;k[ksjht PFMS dk<.ksr ;smQ u;s- 

� ns;dkaoj OgkmQp dzekad ueqn vlkok- rlsp ns;dkaoj iznkukFkZ eatqjhLro vf/kd=r vf/kdk`;kaph 
lgh o f'kDdk “Passed For Payment” vlkok- ns;dkaph vnk;xh >kkY;k uarj ns;dkaoj “Paid & 

Cancelled”  vlk f'kDdk ekjkok- 

� vnk;xh >kkysY;k OgkmQplZ lkscr lacf/kr ns;ds rFkk brj nLrk,sot vl.ks ca/kudkjd vkgs- 

� ns;dkarhy fnukad rFkk jdese/;s cny dj.;kr ;smQ u;s- 
� izkIr ns;ds gh laLFksP;k ukos vlkohr- mnk- jQX.k dY;k.k lferh 

� /kukns'kkoj jkT; vkjksX; lkslk;VhP;k ekxZn'kZd lwpukl vuqljQu vf/kd=r Lok{k`;k vl.ks 
ca/kudkjd vkgs- 

� iqjoBknkjkl /kukns'k vnk dsY;k uarj Rofjr ikorh nIrjh ?ksmQu Bsokoh- 

� /kukns'k dzkWl djQu vdkmQVaV isbZ LojQikr fyfg.;kr ;kok- 

� csvjj psd us vnk;xh 'kD;rks VkGoh- 
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� vf/kd=r vf/kdk`;kauh osGksosGh nIrjh vlysyh jks[k jDde] dW'kcqd e/khy f'kYyd jdesl 
vuqljQu vlY;kph vkdfLed fjR;k rikl.kh djQu 'kgkfu'kk djkoh o R;k ckcrpk nk[kyk 
izekf.kr djQu nIrjh Bsokok- 

� vkiY;k varxZr vkjksX; laLFkkauk forjhr >kkysY;k vfxze jDdekaP;k lek;kstuklkBh lrr 
ikBiqjkok djkok- 

� ,lvksbZ$fofu;kstu izek.ki_k (Utilization Certificate) gs funZsf'kr dsysY;k fofgr ueqU;kr vl.ks 
ca/kudkjd vkgs- 

� vfxze jftLVj e/;s uksanfoysY;k vfxzekaps lek;kstu u gks.;kpk dkyko/kh iMrkGkok o R;k 
uqlkj lacaf/kr laLFkk fdaok O;Drh ;kauk [kpZ fdaok [kpkZps lek;kstu u dsY;k fizR;FkZ fopkj.kk 
Ogkoh o Rofjr [kpkZps lek;kstu djQu ?ks.;kr ;kos-lek;kstukl foyac gksr vlY;kl 
vko';drsuqlkj f'kchjs vk;ksftr djkoh- 

� izdYikraxZr izkIr gks.kk`;k fu/khoj uiQk defo.ks gk mn@ns'k ulY;kus [kjsnh dsysY;k fiQDl vWlsVoj 
?klkjk jDde (Depreciation) dk<.;kr ;smQ u;s- 

� taxy ekydRrk (fiQDl vWlsV@l) [kjsnh dsY;kuarj R;koj vuqdzekad o [kjsnhps o"kZ vkWbZy isaVus 
ueqn dj.ks vko';d vkgs- 

� foRrh; o"kZ v[ksj iwohZ rlsp pkyw vkfFkZd o"kkZr [kjsnh dsysY;k taxe ekyeRrsps lqfLFkrhr dk;Zjr 
vlY;kckcr o T;kaP;kdMs R;k oLrq vkgsr R;kaP;k Lok{kjhps izek.ki_k nIrjh Bso.;kr ;kos- 

� dk;kZy;hu jks[k jDdespk rlsp cWdsrwu jks[k jDde dk<wu dk;kZy;kr vk.ks i;Zrpk foek 
mrjfo.;kr ;kok- foek mrjforsosGh foE;kpk gIrk gk ekfxr 3 o"kkZP;k ys[kkifj{k.k 
vgokykrhy o"kkZ v[ksjP;k jks[k f'kYyd jdesph ljkljh dk<qu foek jDde$gIrk fu'phr djkok- 

� jkT; vkjksX; lkslk;Vh ekiQZr dsanz 'kklukP;k ekxZn'kZu lqpukal vuqljQu izkIr ifji_kdkizek.ks (fn-
21-04-2008) dsoG ,dp cWdsps [kkrs Bso.;kr ;kos- lnj ps [kkrs vk;-lh-vk;-lh-vk; cWdsr 
vl.ks ca/kudkjd vkgs- T;k fBdk.kh vk;-lh-vk;-lh-vk; cWdsph 'kk[kk miyC/k ulsy R;k fBdk.kh 
jk"V!h;d=r cWdsph 'kk[kk miyC/k ulsy v'kk fBdk.kh vkj Vh th ,l lqfo/kk miyC/k cWdsr [kkrs 
m?kM.;kr ;kos- T;k fBdk.kh vk; lh vk; lh vk; cWd] jk"V!h;d=r cWdsph 'kk[kk rFkk vkj Vh th 
,l lqfo/kk miyC/k ukgh R;k fBdk.kh ftYgk e/;orhZ lgdkjh cWdsP;k 'kk[ksr [kkrs m?kM.;kr 
izkk/kkU; n;kos- 

� loZ laLFkkauh fu/khps forj.k tynfjR;k gks.;kP;k n="Vhdksukrwu b&V!kUliQj$vkj Vh th ,l 
i/nrhpk voyac djkok- 

� iYl iksfyvks rFkk ylhdj.kklkBh forjhr dsysY;k fu/kh iksVh >kkysY;k [kpkZps vgoky 21 
fnolkP;k vkr dk;kZy;kr izkIr djQu ?;kosr o [kpkZP;k uksanh vn;;kor djkO;kr- 

    
fu/kh okVifu/kh okVifu/kh okVifu/kh okVi &  
jkT; vkjksX; lkslk;VhdMwu fu/kh izkIr gksrkp iq<hy 7 fnolkr vkiY;k dk;Z {ks_kkrhy vkjksX; 
laLFkkauk fu/kh forj.k gks.ks ca/kudkjd vkgs- 

� xzke vkjksX; iks"kd ik.khiqjoBk o LoPNrk lferh rlsp midsanzLrjkojhy [kpkZph fooj.k i_ks 
(SOE) okf"kZd fouh;kstu izek.ki_ks (UC) rlsp ?kVdfugk; [kpkZps OgkmplZ o R;k lkscrph lac/khr 
ns;ds T;k vkjksX; laLFksP;k lafu;a_k.k$ifjos{k.kk[kkyh vkgsr R;k vkjksX; laLFksP;k v[kR;kfjr 
Bsokfor- 

� foRrh; o"kkZr cWdsP;k [kkrh izkIr gks.kkjh O;ktkph jDde gh o"kZv[ksj foRrh; fooj.ki_ks r;kj 
djrsosGh fu/kh letwu vko';drsuqlkj ?kVdfugk; oxhZdj.ks djkos- 
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� lax.kdhd=r Tally ERP9 pk Backup lqjf{kr jkg.;kP;k n="Vhus dk;kZy;hu bekjrh f'kok; nql`;k 
lqjf{kr fBdk.kh Bso.;kr ;kok- bekjrhl nq?kZVuk$vkx ykxY;kl Tally ERP9 pk Backup lqjf{kr 
jkg.;kP;k n="Vhus dk;Zokgh dj.;kr ;koh- 

� v'kkldh; Lo;alsoh laLFkkauk forjhr >kkysyk fu/kh gk lacaf/kr laLFksdMqu [kpkZph izekf.kr foRrh; 
fooj.ki_ks o fofu;kstu izek.ki_ks (SOE & UC) izkIr gksbZi;Zr forjhr fu/kh gk vxzhe letkok- 

� jkT; vkjksX; lkslk;Vhus osGksosGh funZsf'kr dsysY;k ekxZn'kZd lqpukal vuqljQu vf/kdph cWdsph 
[kkrh Rojhr can djkohr- 

� [kjsnh dj.;kr vkysY;k oLrqaph uksan lkBk uksanogh$taxe ekyeRrk uksanoghe/;s osGsr ?ksowu 
vn;;kor Bsokohr- 

� fot ns;ds o nqj/ouh ns;ds osGsr vnk djkohr ts.ks djQu R;koj foyac vkdkj ykx.kkj ukgh- 
� jkT; vkjksX; lkslk;Vhus osGksosGh funZsf'kr dsysY;k ekxZn'kZd lqpukal vuqljQu eksB;k izek.kkr 

jks[k f'kYyd nIrjh Bso.;kr ;sow u;sr rlsp jQ-5000$& e;kZns ckgsjhy [kpZ jks[k LojQikr dj.ks 
VkGwu lnjps [kpZZ PFMS n@okjs dj.;kr ;kos- 

�  [kjsnh rFkk cka/kdke fo"k;d ckchae/;s vko';d R;k fBdk.kh vuker jDde (Earnest Money 

Deposit) o lqj{kk Bso jDde (Security Deposit) lac/khr iwjoBknkjkadMwu ?ks.ks ca/kudkjd vkgs- 
;kckcr fu;ekuqlkj dk;Zokgh dj.;kr ;koh- 

� oS/kkfud ys[kkifj{k.k dsanz 'kklukP;k ekxZn'kZd lwpukal vuqljQu fofgr osGsr iw.kZ gks.;kP;k 
n="Vhdks.kkrwu loZ vkjksX; laLFkkrhy foRrh; fooj.k i_ks dsanz 'kklukP;k fofgr ueqU;kr 30 ,fizy 
iwohZ r;kj gks.ks vko';d vkgs- 

� jkT; vkjksX; lkslk;Vhus osGksosGh funZsf'kr dsysY;k ekxZn'kZd lqpukal vuqljQu fofgr [kjsnh 
i/nrhpk voyac djkok- 

• [kjsnh dj.;kiwohZ lac/khr d{kkdMqu oLrqaph ekx.kh vl.ks vko';d vkgs- 

• oLrwaP;k ekx.khl vuqljQu ,dq.k fdrh uxkph vko';drk vkgs ;kpk mYys[k djQu ,dw.k 
vankthr jdesl rlsp [kjsnh izfdz;k i/nrhl fVi.kh }kjs ekU;rk ?ks.;kr ;koh- 

• iz'kkldh; ekU;rsLro lknj dsysY;k fVi.kh e/;s ekx.kh dsysY;k oLrwps uko] ux] oLrqps 
o.kZu] vankts jDde] voyac djko;kph [kjsnh izfdz;k] miyC/k vuwnku o [kpkZps ys[k 
f'k"kZd b-loZ ckchapk Li"V mYys[k vlkok- 

• [kjsnh nji_kd] nj djkj] fufonk izfdz;s}kjs djrk ;srs- 'kD;rks [kjsnh nj djkj i/nrhus 
dj.;kr izk/kkU; ns.;kr ;kos- njdjkj i/nrhus [kjsnh dj.;kl deky e;kZnsph fu'phr 
ukgh- 

• jQ-5000$& deky e;kZns i;Zrph [kjsnh jks[k LojQikr djrk ;srs- ek_k jQ-5000$& is{kk 
tkLrhP;k jdesP;k [kjsnhph foHkkx.kh fofgr [kjsnh izfdz;sP;k voyac VkG.;klkBh jQ-
5000$& P;k vkrhy ns;dkUo;s [kjsnh dj.ks fu;eckg; Bjrs- 

• jQ-5001$& rs jQ-300]000$& e;kZnsrhy [kjsnh nji_kd fdaok njdjkj i/nrhus dj.;kr 
;koh 'kD;rks [kjsnh  nj djkj i/nrhus dj.;kr izk/kkU; ns.;kr ;kos- 

• jQ-300]000$& e;kZns ckgsjhy [kjsnh fufonk izfdz;s }kjs dj.;kr ;koh- 

• nji_kd i/nrhlkBh iqjoBknkjkaauh foRrh; nj lknj dj.;klkBh fdeku 7 fnolkapk 
dkyko/kh ns.ks  aca/kudkjd vkgs rlsp fufonk i/nrhlkBh iwjoBknkjkauh foRrh; nj lknj 
dj.;klkBh fdeku 10 fnolkapk dkyko/kh ns.ks ca/kudkjd vkgs- 
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• fofgr [kjsnh izfdz;sl iz'kkldh; ekU;rk feGkY;kuarj loZ vVh o 'krhZpk mYys[k djQu 
iqjoBknkjkl [kjsnh vkns'k ns.;kr ;kos- mnk-fnukad] tkod dzekad] iqjoBk nkjkps 
uko]iRrk] eatqj nji_kd$njdjkpk lanHkZ] eatqj nj (djk lfgr$ djk O;frfjDr)] 
vko';d ux] eky iqjoBk djko;kph fBdk.ks] iqjoBk djko;kpk e;kZfnr dkyko/kh] foyac 
vkdkj] djdikr b- loZ ckchapk Li"V mYys[k vlkok- 

• eky iqjoBk >kkY;kuarj eky izkIrhP;k pyukoj Lohdkj.kk`;kph Lok{kjh] f'kDdk rlsp 
ekykph lkBk uksan oghr ?ksrysY;k uksanhps izek.khdj.ks dj.;kr ;kos- 

• ns;dkaP;k vnk;xhlkBh fVi.kh }kjs ekU;rk ?ks.;kr ;koh o ns;dkaoj iznkukFkZ eatwjhLro 
vf/kd=r vf/kdk`;kauh Lok{kjh o f'kDdk ekjY;kuarjp PFMS n@okjs lac/khr iqjoBknkjkl 
vnk;xh djkoh o Rojhy ikorh ns;dk lkscr Bsokoh- 

• jk"V!h; xzkeh.k vkjksX; vfHk;ku fu/khoj cWdsus fnysys O;kt gs R;k o"kkZps vuqnku (Grant-

in-Aid) let.;kr ;kos- okf"kZd [kpkZph fooj.ki_ks] mi;ksxhrk izek.ki_ks vk; o O;;i_kd] 
tek o [kpZi_kd] rkGscan o R;klacaf/kr vl.kkjh fooj.k i_ks lunh ys[kk ifj{kdkadMwu 
izekf.kr djQu ofj"B dk;kZy;kl lknj dj.ks vko';d vkgs-  

• dk;ZdzeklkBh okij.;kr ;s.kk`;k okgukps Lora_k ykWxcqd Bso.ks vko';d vkgs- rlsp 
ys[kkifj{kdkauh iMrkG.khlkBh ekfxrY;kl ykWxcWd miyC/k dj.ks vko';d vkgs- 

• deZpk`;kaP;k osruke/kwu dikr dj.;kr vkysyk vk;dj o dikr dj.;kr vkysyh TDS ph 
jDde lacaf/kr [kkR;kl fofgr dkyko/khr Hkj.kk dj.ks vko';d vkgs rlsp Hkj.;kr 
vkysyh pyus dk;kZy;kr tru djQu Bso.ks vko';d vkgs- 

• laLFksus osGksosGh ?ksrysY;k cSBdkaps bfro=Rr rlsp >kkysys Bjko nIrjh miyC/k vl.ks 
vko';d vkgs- rlsp vko';drsuqlkj ys[kk ifj{k.kklkBh miyC/k djQu n;ko;kps vkgsr- 

• eatqj rjrwnhis{kk T;knk >kkysyk [kpZ vekU; dj.;kr ;sbZy- 
� foRrh; o"kkZv[ksj jQX.k dY;k.k lferhps okf"kZd oS/kkfud ys[kk ifj{k.k jkT; vkjksX; lkslk;VhP;k 

ekxZn'kZd lwpukal vuqljQu fofgr osGsr djQu ?;kos- 
� rkyqdk Lrjkiklwu ojhy vkjksX; laLFkkaps o"kkZ v[ksjph foRrh; fooj.k i_ks gh dsanz 'kklukP;k 

ekxZn'kZd lwpukal vuqljQu fofgr ueqU;kr cufo.;kr ;koh rlsp ofj"B dk;kZy;kl 
la;qDrhdj.kklkBh fofgr osGsr lknj djkok- 

 
YYYYYYYYkkkkkkkk ssssssss [[[[[[[[kkkkkkkkkkkkkkkkiiiiiiiiffffffffjjjjjjjj{{{{{{{{kkkkkkkk........kkkkkkkk        

• leorhZ ys[kkifj{k.k frekgh (100 VDds) 

• oS/kkfud ys[kkifj{k.k okf"kZd (40 VDds) 

• jQX.k dY;k.k lferh oS/kkfud ys[kkifj{k.k okf"kZd (100 VDds) 

• foHkkxh; vk;qDr rikl.kh 

• egkys[kkdkj ;kaps ekiQZr ys[kkifj{k.k 
 

� jkT; vkjksX; lkslk;Vh ekiQZr fu;qDr dsysY;k leorhZ ys[kk ifj{k.k _kSekfld i/nrhus djQu ?;kos 
o ueqn _kqVhapk iqrZrk vgoky rkRdkG ys[kk ifj{kdkal lknj djQu R;kaph izr ;k dk;kZy;kl 
lknj djkoh- 
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� leorhZ ys[kk ifj{k.kkiwohZ frekgh v[ksjph foRrh; fooj.k i_ks Tally ERP9 laxf.kd=r ys[ks] 
Cashbook,  cWdsps rkGesG i_kd rFkk brj vko';d R;k loZ ckch vn;;kor djQu BsokO;kr ts.ks 
djQu ys[kk ifj{kd ys[kk ifj{k.kklkBh gtj jkfgY;k uarj osGspk viO;; gks.kkj ukgh rlsp 
_kqVhaps izek.k deh gks.;kl enr gksbZy- 

� leorhZ rlsp oS/kkfud ys[kk ifj{k.kklkBh lacaf/kr ys[kk ifj{kdka'kh lfoLrj ppkZ djQu vkiY;k 
dk;Z{ks_kkrhy vkjksX; laLFkkaP;k ys[kk ifj{k.kkckcrpk fnukad o laLFkkfugk; d=rh vkjk[kMk r;kj 
djQu loZ vkjksX; laLFkkauk vkxkoq LojQikr dGokok ts.ks djQu loZ laLFkkauk ys[kk ifj{kk.kklkBh 
vn;;kor ekfgrh fofgr osGsr r;kj dj.ks 'kD; gksbZy- 

� leorhZ ys[kk ifj{kdkadMwu dj fo"k;d ckchaP;k vMp.kh lksMowu ?;kO;kr o fofgr osGsr Returns 
Hkj.;kr ;kO;kr- 

� vkiY;k dk;Z{ks_kkrhy loZ vkjksX; laLFkkaps leorhZ o oS/kkfud ys[kk ifj{k.k >kkys vkgs fdaok ukgh 
;kph 'kgkfu'kk djQu ?;koh o ys[kk ifj{k.kklkBh gtj u jkg.kk`;k laLFksckcr LFkk;h ys[kk 
ifj{k.k lferh lnL;kle{k ppkZ djQu gh ckc funZ'kukl vk.kwu n;koh o R;kaP;k fojQ/n ;ksX; rh 
dk;Zokgh djkoh-- 

� egkys[kkiky eqacbZ o ukxiqj ;kapsdMhy izyafcr ifjPNsnkapk fuiVkjk rkRdkG dj.ks vko';d vkgs- 
ftYg;kP;k ekfld cSBdhe/;s izyafcr ifjPNsnkapk vk<kok vkiY;k LrjkojQu ?ks.;kr ;kok- 
egkys[kkikykauk ikBfo.;kr vkysys vuqikyukuqlkj ifjPNsn ekU; djQu ?ks.ks vko';d vkgs- R;k 
n="Vhus egkys[kkiky dk;kZy;k'kh laidZ lk/kqu ifjPNsn ekU; gks.;kP;k n="Vhus iz;Ru djkos- 
egkys[kkikykaP;k ifjPNsnkaps vuqikyu lknj dsys ukgh rj lnjps ifjPNsn Hkkjrkps fu;a_kd o 
egkys[kk ifj{kd ;kaP;k ukxjh vgokyke/;s lekfo"B gks.;kph 'kD;rk vlrs- R;keqGs ;kckchl 
izk/kkU; ns.;kr ;kos- 

� vkiY;k Lrjkojhy LFkk;h ys[kk ifj{k.k lferhph LFkkiuk djQu _kSekfld i/nrhus vkiY;k 
dk;kZy;krhy rlsp vkiY;k dk;Z{ks_kkrhy loZ vkjksX; laLFkkaP;k ys[kk ifj{k.kkrhy ueqn _kqVh o 
R;kaP;k vuqikyu vgokykoj ppkZ dj.;kr ;sowu R;kuqlkj vko';d rh iz'kkldh; 
dk;Zokgh$olqyhph dk;Zokgh rlsp ekxZn'kZuij lqpuk ns.;kr ;kO;kr- 

        
jjjjjjjjffffffffttttttttLLLLLLLLVVVVVVVVjjjjjjjj]]]]]]]]        uuuuuuuukkkkkkkk ssssssss aaaaaaaannnnnnnnoooooooogggggggghhhhhhhhcccccccckkkkkkkkccccccccrrrrrrrr  

 

� ufou jftLVj lqjokr djrkuk jftLVjyk iq"Bkafdr o Ekqnzkafdr dj.ksr ;kos- rlsp ;kckcrpk 
nk[kyk fygqu R;kyk dk;kZy; izeq[kkaph Lok{kjh ?ks.ksr ;koh-  

� tj dkgh utj pqdhus ,[kkn;k ikukoj pqfdP;k uksanh dsY;kl lnjhy iku iQkMw u;s- 
� laLFksrhy loZ jftLVj uksanh osGksosGh ?ksmQu jftLVj v|;kor Bso.ksr ;kos- 
� jftLVj e/;s uksanh ?ksrY;kuarj dk;kZy; izeq[;kaP;k Lok{k`;k osGksosGh ?ks.ksr ;kO;kr- 
� gLrfyf[kr LojQikr nIrjh vfHkizsr vlysyh ys[kk iqLrds [kkyhy izek.ks vkgsr-%&    
    
vvvv----ys[kk iqLrds %ys[kk iqLrds %ys[kk iqLrds %ys[kk iqLrds %    
1111---- dW'k cqddW'k cqddW'k cqddW'k cqd    

• ufou dW'kcqd lqjokr djrkuk jftLVjyk i="Bkafdr o Ekqnzkafdr dj.ksr ;kos- rlsp ;kckcrpk 
nk[kyk fygqu R;kyk dk;kZy; izeq[kkaph Lok{kjh ?ks.ksr ;koh-  

• dW'kcqd tek jDde dks.kR;k ;kstusph o dks.kkdMqu izkIr rlsp [kpZ jDde dks.kR;k vuqnku 
e/kqu o dks.kkyk vnk dsyh] psd dzekad] Ogkopj dzekad ;kpk mYys[k djkok- 
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• tj dkgh utj pqdhus ,[kkn;k ikukoj pqdhP;k uksanh dsY;kl lnjhy iku iQkMqq u;s- lnjhy 
ikukoj >kkysY;k pqdhps dkj.k ueqn djQu R;koj dk;kZy;hu izeq[kkph Lok{kjh ?ks.ksr ;koh- 

• dW'kcqd fyfgrkuk fnolkfugk; fygkos- 

• dW'kcqd e/khy uksanh jkstP;k jkst vn;kor dj.;kr ;kO;kr rlsp izR;sd ikukoj vf/kd=r 
vf/kdk`;kaph Lok{kjh o f'kDdk ?ksmQu izekf.kr dj.;kr ;kos- 

• vfHk;ku varxZr ?kVdfugk; rFkk dk;Zdze fugk; Cash Book  u Bsork ,dp Cash Book  

Bsokosr (cWd [kkrsfugk;) 

• njegk cWad rkGesG i_kd r;kj dj.ksr ;kos- lnjhy i_kdke/;s u oVysys psd ckcr pssd 
dzekad] fnuakd] jDde ;kapk mYys[k vlkok- tj psd rhu efgU;kis{kk tkLr dkyko/kh >kkysyk 
vlsy rj rks jn@n Bjoqu dW'kcqdyk tek dj.ksr ;kok- 

• rlsp njegk dW'kcqd f'kYyd jDdespk ;kstukfugk; xks"kokjk dk<.ksr ;kok- lnjhy 
;kstukfugk:k f'kYyd jDde o [kpZ vgoky e/khy f'kYyd jDde ;kr riQkor ulkoh- 

• tj dkgh dkj.kkLro dW'kcqd f'kYyd jDde fyfgrkuk] csjht djrkuk pqd >kkY;kl OgkbVuj 
pk okij u djrk lnjhy jDdesoj isukus 2 dkV ekjQu lqqq/kkjhr jDde cktqyk fyfg.ksr 
;koh o vf/kd=r vf/kdk`;kaph Lok{kjh ?ks.ksr ;koh- 

 
2- ystj cqd 
3- tuZy cqd 
4- vWMOgkUl V!Wfdax jftLVj (LVkiQ] isjhiQsjh) 
5- psDl b'kq jftLVj$bZ cWfdax jftLVj 
6- LVkWd cqd (dkE>;qescy$ukWu dU>;qescy) 
7- fiQDl vWlsV@l jftLVj 
8- vkod jftLVj 
9- tkod jftLVj 

10- vVsUMUl jftLVj 
11- bZ ,e Mh$cWd M!kiQV jftLVj 

    
cccc----nIrjh vfHkizsr vlysY;k iQkbZYlnIrjh vfHkizsr vlysY;k iQkbZYlnIrjh vfHkizsr vlysY;k iQkbZYlnIrjh vfHkizsr vlysY;k iQkbZYl    
1- dW'k OgkmQpj iQkbZy 
2- lacaf/kr [kpkZP;k iz'kkldh; ekU;rsP;k iQkbZYl 
3- lD;qZylZ iQkbZy 
4- ,iQ ,e vkj $,lvksbZ iQkbZy 
5- Ekgkys[kkdkj (lh vW.M , th) vkWfMV iQkbZy 
6- oS/kkfud (Statutory) ys[kkifj{k.k iQkbZy  
7- leorhZ ys[kkifj{k.k (Concurrent) iQkbZy 
8- jQX.k dY;k.k lferh ys[kkifj{k.k iQkbZy (vkj ds ,l vkWfMV) 
9- tujy$lknhy [kpkZP;k iQkbZYl 
10- cWd fjdUlys'ku LVsVesaV iQkbZy 
11- fefuVl@ cqd 
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12- VhMh,l$vk;dj pyUl$fjVZu iQkbZy 
13- brj iQkbZYl mnk-lWyjh]Vh,$Mh,] VsyhiQksu]bysDV!hflVh] dkWUVhtUlh iQkbZYl bR;knh- 
    
cWaad rkGesG i_kdcWaad rkGesG i_kdcWaad rkGesG i_kdcWaad rkGesG i_kd    
•••• njegk cWad rkGesG i_kd r;kj dj.ksr ;kos- lnjhy i_kdke/;s u oVysys psd ckcr pssd dzekad] 

fnuakd] jDde ;kapk mYys[k vlkok 
Balance as per Cash Book ………………………………………  
Add:  
(i) Cheque issued but not cashed ………………………………… 
(ii) Credit entries made in the bank  

           but not shown in the cash book ……………………………… 
Total  
Less:  
(i) Amount deposited to Bank but not  
     credited in Bank Account ………………………………………  
(ii) Bank charges debited in the bank account  
      but not accounted for in the cash book ………………………. 
Total  
Balance as per Pass Book/Bank Statement ………………………………… 
 

[kpkZph fooj.k i_ks [kpkZph fooj.k i_ks [kpkZph fooj.k i_ks [kpkZph fooj.k i_ks (SOE)    okf"kZd fouh;kstu izek.ki_ks okf"kZd fouh;kstu izek.ki_ks okf"kZd fouh;kstu izek.ki_ks okf"kZd fouh;kstu izek.ki_ks (UC) 

� [kpZ vgoky njegk r;kj dj.ksr ;kok- 

� [kpZ vgoky r;kj djrkuk ekxhy egkrhy izxrhij [kpkZe/;s pkyq egkrhy [kpZ vf/kd 
djQu pkyqegkpk izxrhij [kpZ dk<.ksr ;kok- 

� [kpZ vgoky e/;s nksu izdkjkpk [kpZ ;srks 1) laLFkk Lrjkojhy izR;{k [kpZ 2) laLFkk varXkZr 
laLFkkapk [kpZ- izR;{k [kpZ gk dW'kcqd izek.ks vlkok o vf/kfuLr laLFkkapk [kpZ gk laLFkkadMqu 
izkIr mi;ksxhrk izek.ki_kkaps csjts brdkp vlkok- 

� [kpZ vgoky e/khy ;kstukfugk; f'kYYkd jDde o ekgs v[ksj dW'kcqd e/;s dk<.ksr vkysY;k 
f'kYyd jDdesrhy xks"kokjk ;kr riQkor vlq u;s- 

� [kpkZph fooj.k i_k $fofu;kstu izek.ki_k (SOE / Utilization Certificate) gs funZsf'kr dsysY;k 
fofgr ueqU;kr vl.ks ca/kudkjd vkgs- 
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Statement of Expenditure For The Year _______ 
 
Name of Scheme:  – ----------- 

A – FUNDS 

 1. Carried from the previous year -------------    Rs.  ------------------ 

 2. Grants Received during the year -----------  Rs.  ------------------    

                                ________________ 

    Total   Rs. ------------------                                                       

 

B.    Expenditure incurred  during the year -----------               Rs. ------------------     

                 ________________ 

 

C.   Balance  Available  AS On ----------------( A – B )                         Rs.  ----------------- 

                                                                                                 

      Date:     Seal    Signature  
     Block:       Name : 
     District :        Designation:    

    

 

 

FORM GFR   19-A 
 

Utilization Certificate For The Year -------------- 
 

Sr. No. Letter Number and date Purpose Amount 

1.        

 Total   

 
Certified that out of Rs. ---------------  of grant in aid sanctioned during the financial 

year --------- in favour of ( Name of Society )  vide letter Number ( given above ) and  Rs. ------
------  on account of unspent balance of the previous year, a sum of Rs. ------------- has been 
utilized for the purpose for which it was sanctioned  and that the balance of   Rs. --------- 
remained as  unutilized at the end of year------------. 

Certified that I have satisfied my self that the conditions on which the grants in aid 
was sanctioned have been duly fulfilled and that I have exercised the following checks  to see 
that the money was actually utilized for the purpose for which it was sanctioned. 

Kind of checks exercised 
1.Ledgers  
2.Fund position reports 
3.Statement of Expenditure  

 

    
     Date:     Seal                 Signature  
      Block:                    Name : 
      District :        Designation:  
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ys[kk fo"k;d ekxZn'kZuys[kk fo"k;d ekxZn'kZuys[kk fo"k;d ekxZn'kZuys[kk fo"k;d ekxZn'kZu    
uLrhuLrhuLrhuLrh     

• izR;ds O;ogkjkph osxGh uLrh Bso.ksr ;koh- vuqnku forj.kkphgh uLrh Bso.ksr ;koh- 
• uLrhe/;s eaatqj vuqnku] izkIr vuqnku] [kpZ vuqnku f'kYyd vuqnku] izzLrkfor [kpZZ ;kpk 

mYys[k vlkok- 
• eatqj d=rh vkjk[kMk o ekxZn'kZd lqpuk tksaM.ksr ;kO;kr- 
• jQX.k dY;k.k lferh Bjkokph izr tksM.ks vko';d vkgs- 
• izR;sd psd ps MsfcV Ogkopj cuo.ks vko';d vkgs-  
• uLrhyk varhe vf/kdkjh ;kaph Lok{kjh >kkY;k[ksjht psd dk<.ksr ;smQ u;s-  

 
[kjsnh in@/krh[kjsnh in@/krh[kjsnh in@/krh[kjsnh in@/krh    

• tj ,dq.k [kjsnh jQ-5000 i;Zr vlsy rj FksV jks[k jDde n@okjs [kjsnh dj.ksr ;koh- 
• Tkj ,dq.k [kjsnh jQ-5001 is{kk tkLr vlsy rj izFke izk/kkU; 'kklu nj djkj yk ns.ksr 

;kos- 
• 'kklu nj djkj ulY;kl jQ-300000 i;Zrph ,dq.k [kjsnh nji_kd izfdz;sn@okjs dj.ksr ;koh- 
• jQ- 300000 is{kk tkLr jDdesph [kjsnh djrkuk 'kklu nj djkj ulsy rj bZ & fufonk 

izfdz;k dj.ksr ;koh- 
    
nji_kd izfdz;k nji_kd izfdz;k nji_kd izfdz;k nji_kd izfdz;k     

• dks.krhgh [kjsnh izfdz;k djrkuk izFke iz'kklfd; o foRrh; ekU;rk ?ks.ksr ;koh- iz'kklfd; 
ekU;rk ?ksrkuk eatqj vuqnku] izkIr vuqnku] [kpZ vuqnku] f'kYyd vuqnku] oLrqps o.kZu] 
visf{kr [kpZ ;kpk mYys[k vlkok-   

• nji_kd ukssVhl djrsosGh Tks lkfgR; [kjsnh djko;kps R;kaps o.kZu o lkfgR; ux ;kapk mYYks[k 
vl.ks vko';d vkgs- 

• nji_kd uksVhl e/;s vVh 'krhZ vl.ks vko';d vlqu nji_kd ekxfo.kspk fdeku dkyko/kh 7 
fnol vkgs-  

    
nji_kd ekxforkuk vVh 'krhZ e/;snji_kd ekxforkuk vVh 'krhZ e/;snji_kd ekxforkuk vVh 'krhZ e/;snji_kd ekxforkuk vVh 'krhZ e/;s    

1. nji_kd y[kksV;koj ------- djhrk nji_kd vlk mYys[k vlkok- 
2. eDrsnkjkdMqu lknj dj.ksr ;s.kkjs nj gs loZ djkalghr vlkosr- 
3. eqnrhr lkfgR; iqjoBk u >kkY;kl izrh vkBoMk 0-05 VDds naM dj.ksr ;sbZy-  
4. NikbZ vlY;kl Proof Reading    uarjp NikbZ dj.ksr ;koh-    
5. izkIr nji_kd gkrh u fLodkjrk dk;kZy;hu VikykekiQZrp fLodkj.ks ca/kudkjd vkgs- 

y[kksV;koj vkodz dzekad fnuakd vl.ks vko';d vkgs- 
6. nji_kd uksVhl uqlkj nji_kd ekxfo.kspk dkyko/kh laiY;kuarj izkIr nji_kds lferh leksj 

m?kM.ksr ;kohr- fdeku 3 nji_kd eqnrhr izkIr gks.ks vko';d vkgs-  
7. nji_kds lferh leksj m?kM.ksr ;kohr- lferhe/;s dk;kZy; izeq[k] ys[kkfo"k;d deZpkjh rlsp 

rkaf_kd deZpkjh ;kapk lekos'k vlkok- nji_kd m?kM.ksiqohZ loZ nji_kd y[kksV;koj fr?kaaakP;k 
Lok{k`;k ?ks.ksr ;kO;kr rlsp y[kksV;koj Open before us as on (Date) at (Time) vls 
fyfg.ksr ;kok- 
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8. nji_kd y[kksV;krqu dk<ysuarj izkIr nji_kdkojgh lferh lnL;kaph Lok{kjh vl.ks ca/kudkjd 
vkgs- 

9. nji_kd m?kMY;kuarj izkIr nji_kdkuqlkj rqyukRed rDrk dj.ksr ;kok o R;koj dk;kZy;hu 
izeq[kkph Lok{kjh ?ks.ksr ;koh-  

10. lkfgR; iqjoBk vkns'k ns.ksiqohZ izkIr nji_kd e/khy U;qure nji_kd nj o vankftr nj ;kr 
tkLr riQkor ukgh ;kph [kk_kh dsysuaarjp iqjoBk vkns'k ns.ksr ;kosr-  

11. lkfgR; o ns:;d izkIr >kkY;kuarjp ns:;d vnk djkos- ns;d vnk djrkuk fu;ekuqlkj 
djotkoVh dj.ksr ;koh- ns:;d FksV eDrsnkjkyk js[kkafdr /kukns'kkn@okjs vnk dj.ksr ;kos- 
lkfgR; uksan LVkWdcqd yk ?ks.ksr ;koh rlsp lkfgR;koj ekdZj isu us ukassn dj.ksr ;kos- 

12. i_kd izfdz;sn@okjs fuf'pr dsysys nj gs nji_kdke/;s ueqn  ux la[;k [kjsnh djhrk e;kZnhr 
vlrkr- nji_kd izfdz;sn@okjs fuf'pr dsysys nj gs njdjkjizek.ks nqckj [kjsnhl okijrk ;sr 
ukghr-  
 

fufonk izfdz;k fufonk izfdz;k fufonk izfdz;k fufonk izfdz;k     
• ,dq.k [kjsnh jDde jQ- 300]000$& is{kk tkLr vlY;kl bZZ & fufonk izfdz;k dj.ksr 

ca/kudkjd vkgs- ek_k jQX.k dY;k.k lferh foRrh; fu;ekuqlkj ckcfugk; fufonk izfdz;k 
fuf'pr dj.ksr vkysyh vkgs- 

• fufonk izfdz;k djrkuk o=Rri_kkr tkfgjkr izfln@/kh dj.ksr vko';d vkgs-  
• fufonk f}y[kksVk in@/krhus ekoxfo.ksr ;koh-  
• lnjhy fufonk izfln@/kh dkyko/kh gk fdeku 21 fnolkapk (rhu vkBoMs) vlkok- 
• fufonk izfdz;se/;s dkekph vanki_kfd; jDde jQ- 1 y{k is{kk deh vlY;kl fufonk lapkph 

fdaer jQ- 100$& o jQ- 1 y{k is{kk tkLr rs 15 y{kki;Zar vlY;kl fufonk lapkph fdaer 
jQ- 500$& vkdkj.;kr ;koh-  

• c;k.kk jDde vankti_kfd; jDdesP;k 3 VDds ?ks.skr ;koh- 
• vuker jDde vankti_kfd; jDdesP;k 5 VDds ?ks.ksr ;koh- 
• fdeku 3 fufonk eqnrhr izkIr gks.ks vko';d vkgs- 
• fufonk can isVhe/;s fLodkj.ksr ;kO;kr- 
• fufonk fLod=rh osG laiY;kuarj lnjhy isVhyk lhy djQu R;koj dk;kZy; izeq[kkaph Lok{kjh 

?ks.ksr ;koh-  
• fufonk m?kMrkuk izkIr fufonk iSdh loZ eDrsnkjkapk ifgyk y[kksVk vxksnj m?kM.ksr ;kok- 

y[kksVk dzekad 1 e/khy fdeku 3 eDrsnkjkaps nLr,sot fufonk vVh 'krhZuqlkj ;ksX; u 
BjY;kl dks.kkpk nqljk y[kksVk u m?kMrk iQsj fufonk dj.ksr ;koh- 

• rhu osGk tkfgjkr izfln@/kh djQu ,dp fufonk izkIr >kkY;kl iqjoBk /kkjdkl cksykoqu lferh 
leksj okVk?kkVh djQu ,dp fufonk ekU; dj.ksps vf/kdkj lferhyk vkgsr-  
    

vkS"k/k [kjsnh vkS"k/k [kjsnh vkS"k/k [kjsnh vkS"k/k [kjsnh     
• vkS"k/k [kjsnh dj.ksiqohZ lacf/krkaps ekx.khi_kd ?ks.ks ca/kudkjd jkghy-  
• ekx.kh e/khy vkS"k/ks ftYgk vkS"k/k HkkaMkjdMs miyC/k ulysckcrpk nk[kyk ?ksrysuarjp vkS"k/k 

[kjsnh laLFkk Lrjkoj dj.ksr ;koh- 
• 'kklu njdjkj ojhy vkS"k/k [kjsnh nji_kdkn@okjs dj.ks VkGkos- 
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• izkIr vkS"k/k lkBk *vkS"k/k lkBk uksanogh* e/;s ?ks.ksr ;kok- 
• jQX.k dY;k.k lferh varxZr vkS"k/k [kjsnh fg vko';Drsuqlkj dj.ksr ;koh ek_k lnjhy 

[kjsnhl jQX.k dY;k.k lferhph ekU;rk ?ks.ksr ;koh- 
    
ns:;dns:;dns:;dns:;d    

• fcykoj rkjh[k o uacj vlkok- 
• fcy ukos vlkos- 
• [kjsnh lkfgR;kpk rif'ky chyke/;s ueqn vlkok- 
• fcy jDde vadkr rlsp v{kjh fyfgysyh vlkoh- 
• fcy Pass for payment  djkos- 
• fcy Paid & Cancel  djkos- 
• ns;d dks.kkdMqu vxksnj vnk dsysys vlY;kl Paid by  me o vxzhe e/kqu   vnk dsys 

vlY;kl Paid from advance ;kpk mYYks[k djkok- 
• fcykyk izek.ki_k ns.ksr ;kos- 
• LVkWd cqd uksanh ueqn djkO;kr-  

 
dj otkoVh dj otkoVh dj otkoVh dj otkoVh  

• O;olk; dj gk eku/kukrqu nj egk otk dj.ksr ;kok- eku/ku (iqjQ"k) jQ- 7]500$& rs jQ- 
10]000$& vlsy rj njegk jQ- 175$& otk djkok- eku/ku (efgyk) jQ- 10]000$& i;Zar 
O;olk; dj dikr dj.;kr ;soq u;s- jQ-10]000$& is{kk tkLr eku/ku vlsy rj njegk jQ- 
200$& o ekgs iQscqzokjh e/;s jQ- 300$& dj otk djkok- 

• ,[kkn;k eDrsnkjkdMqu ,dk vkfFkZd o"kkZr jQ- 70]000$& fdaok ,dk osGh jQ- 30]000$& is{kk 
tkLr [kjsnh dsY;kl TDS  otk dj.ksr ;kok- eDrsnkj ,dy O;kikjh vlsy rj ns;dkps 1 VDds 
o Hkkxhnkjh vlsy rj 2 VDds dj otkoVh dj.ksr ;koh- lnjhy dj otkoVh eDrsnkjkps iWu 
dkMZ >ksjkWDl ?ks.ks vko';d vkgs- lnjhy >ksjkWDl izkIr u >kkY;kl fdaok iWu dkMZ ulY;kl 20 
VDds dj otk dj.ksr ;kok- 

• TDS otk dsysuarj iq<hy egkps 7 rkjh[k ps vkr pyukus Hkj.ks ca/kudkjd vkgs- lnjhy 
dj eqnrhr u HkjY;kl izrh fnu jQ- 200$& naM vkdkjyk tkbZy- 

• nj frekghph TDS fjVu iQkbZy dj.ks vko';d vkgs- lnjhy fjVu iQkbZy frekgh laiY;kuarj 
iq<hy egkps 15 rkjh[kps vkr lknj dj.ks ca/kudkjd vkgs-  

• eDrsnkjkpk fofdzdj uksan.kh dzekad vlY;kl 2 VDds o ulY;kl 5 VDds  Works Tax otk 
dj.ksr ;kok- 

• vuker jDde ,dq.k 5 VDds otk dj.ksr ;koh- 
• foek vankti_kfd; jDdesP;k 1 VDds otk dj.ksr ;kok- 
• dkexkj dj ns:;dkps 1 VDds otk dj.ksr ;ko- /kukns'k  
• egkjk"V! jkT; bekjr o brj cka/kdke dkexkj dY;k.k eaMG] eaqcbZ- ;k ukos dk<.ksr ;kok-  

 

dj otkoVh Hkj.kkdj otkoVh Hkj.kkdj otkoVh Hkj.kkdj otkoVh Hkj.kk    
• O;olk; dj pyu dzekad  MTR 6 us Hkj.kk dj.ksr ;kok- vkiys dk;kZy;kpk TIN uacj o 

dj oktkoVh dkyko/kh pyuke/;s ueqn djkok- 
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• TDS otk djQu LVsV cWsd vkWiQ bafM;k ps ukos psd us vk;dj foHkkxkps pyu dz-281  us 
Hkj.kk djkok- dj otkoVhps efgU;kps iq<hy egkps 7 rkjh[k ps vkr Hkj.kk dj.ksr ;kok- 
frekgh fjVZu vk;dj foHkkxkyk 26 Q  e/;s iq<hy egkps 15 rkjh[k ps vkr Hkj.ks 
ca/kudkjd vkgs- 

• OgWV otkoV dsY;kl MVAT ps ukos /kukns'k dk<qu fofdzdj foHkkx pyu dz-405 us Hkj.kk 
dj.ksr ;kok-  

• jkW;YVh otkoV dsysuarj [k.khdeZ foHkkxdMs tek dj.ksr ;koh- 
• cka/kdke ns:;dkrqu otk dsysyk foek *foek lapkyd] foek lapkyuky;] egkjk"V!* ;kaps ukos 

/kukd"kZ dk<.ksr ;kok- 
• vuker jDde nqjQLrh dke vlsy rj 6 efgus o ufou dke vlsy rj 12 efgus Bso.ksr 

;koh- 
 

dW'kcqd ckcr dW'kcqd ckcr dW'kcqd ckcr dW'kcqd ckcr     
• ufou dW'kcqd lqjokr djrkuk jftLVjyk i="Bkafdr o Ekqnzkafdr dj.ksr ;kos- rlsp ;kckcrpk 

nk[kyk fygqu R;kyk dk;kZy; izeq[kkaph Lok{kjh ?ks.ksr ;koh-  
• dW'kcqd tek jDde dks.kR;k ;kstusph o dks.kkdMqu izkIr rlsp [kpZ jDde dks.kR;k vuqnku 

e/kqu o dks.kkyk vnk dsyh] psd dzekad] Ogkopj dzekad ;kpk mYys[k djkok- 
• tj dkgh utj pqdhus ,[kkn;k ikukoj pqdhP;k uksanh dsY;kl lnjhy iku iQkMqq u;s- lnjhy 

ikukoj >kkysY;k pqdhps dkj.k ueqn djQu R;koj dk;kZy;hu izeq[kkph Lok{kjh ?ks.ksr ;koh-  
• dW'kcqd fyfgrkuk fnolkfugk; fygkos-  
• njegk cWad rkGesG i_kd r;kj dj.ksr ;kos- lnjhy i_kdke/;s u oVysys psd ckcr pssd 

dzekad] fnuakd] jDde ;kapk mYys[k vlkok- tj psd rhu efgU;kis{kk tkLr dkyko/kh >kkysyk 
vlsy rj rks jn@n Bjoqu dW'kcqdyk tek dj.ksr ;kok- 

• rlsp njegk dW'kcqd f'kYyd jDdespk ;kstukfugk; xks"kokjk dk<.ksr ;kok- lnjhy 
;kstukfugk:k f'kYyd jDde o [kpZ vgoky e/khy f'kYyd jDde ;kr riQkor ulkoh-  

• tj dkgh dkj.kkLro dW'kcqd f'kYyd jDde fyfgrkuk] csjht djrkuk pqd >kkY;kl OgkbVuj 
pk okij u djrk lnjhy jDdesoj isukus 2 dkV ekjQu lqqq/kkjhr jDde cktqyk fyfg.ksr 
;koh o vf/kd=r vf/kdk`;kaph Lok{kjh ?ks.ksr ;koh- 

    
jftLVj $ jftLVj $ jftLVj $ jftLVj $ uksanoghckcr uksanoghckcr uksanoghckcr uksanoghckcr  

• ufou jftLVj lqjokr djrkuk jftLVjyk iq"Bkafdr o Ekqnzkafdr dj.ksr ;kos- rlsp ;kckcrpk 
nk[kyk fygqu R;kyk dk;kZy; izeq[kkaph Lok{kjh ?ks.ksr ;koh-  

• tj dkgh utj pqdhus ,[kkn;k ikukoj pqfdP;k uksanh dsY;kl lnjhy iku iQkMw u;s- 
• laLFksrhy loZ jftLVj uksanh osGksosGh ?ksmQu jftLVj v|;kor Bso.ksr ;kos- 
• jftLVj e/;s uksanh ?ksrY;kuarj dk;kZy; izeq[;kaP;k Lok{k`;k osGksosGh ?ks.ksr ;kO;kr- 

    
vko';d jftLVjvko';d jftLVjvko';d jftLVjvko';d jftLVj    

• dW'k cqd  
• ystj  
• psd b';q jftLVj  
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• vxzhe uksan ogh  
• LVkWd cqd  
• MsM LVkWd  
• ykWxcqd  
• vuqnku uksan jftLVj  
• lHkk bfro=RRk jftLVj 

 

    
[kpZ vgoky [kpZ vgoky [kpZ vgoky [kpZ vgoky     

• [kpZ vgoky njegk r;kj dj.ksr ;kok- 
• [kpZ vgoky r;kj djrkuk ekxhy egkrhy izxrhij [kpkZe/;s pkyq egkrhy [kpZ vf/kd 

djQu pkyqegkpk izxrhij [kpZ dk<.ksr ;kok- 
• [kpZ vgoky e/;s nksu izdkjkpk [kpZ ;srks 1) laLFkk Lrjkojhy izR;{k [kpZ 2) laLFkk varXkZr 

laLFkkapk [kpZ- izR;{k [kpZ gk dW'kcqd izek.ks vlkok o vf/kfuLr laLFkkapk [kpZ gk laLFkkadMqu 
izkIr mi;ksxhrk izek.ki_kkaps csjts brdkp vlkok- 

• [kpZ vgoky e/khy ;kstukfugk; f'kYYkd jDde o ekgs v[ksj dW'kcqd e/;s dk<.ksr vkysY;k 
f'kYyd jDdesrhy xks"kokjk ;kr riQkor vlq u;s- 

 

    
Yks[kkifj{k.k Yks[kkifj{k.k Yks[kkifj{k.k Yks[kkifj{k.k  

• nj egk ys[kkiky ;kaps ekiQZr laLFkk HksVh  
• ftYgk ys[kk O;oLFkkid ;kaps ekiQZr rikl.kh 
• leorhZ ys[kkifj{k.k frekgh (100 VDds) 
• oS/kkfud ys[kkifj{k.k okf"kZd (40 VDds) 
• jQX.k dY;k.k lferh oS/kkfud ys[kkifj{k.k okf"kZd (100 VDds)  
• foHkkxh; vk;qDr rikl.kh 
• egkys[kkdkj ;kaps ekiQZr ys[kkifj{k.k  

 

    
vk;vk;vk;vk;----    ihihihih----    ,p,p,p,p----    ,l,l,l,l    

• vk;- ih- ,p- ,l- varxZr izkIr vuqnku gs  jkT; vkjksX; lkslk;Vh dMqu eatqj gskmQu 
vkysY;k Planning Formate  uqlkjp dj.ksr ;koh-  

• eatqj vuqnku R;kp f'k"kZdh [kpZ gks.ks vko';d vkgs- R;kr cny dj.ksps vf/kdkj jkT; 
vkjksX; lkslk;Vh ;kapsdMs jk[kqu Bso.ksr vkysys vkgsr- 

• LkHkk vk;kstu [kpZ uLrhl lHkk mifLFkrh jftLVj >ksjkWDl izr tksM.ksr ;koh- 
• lHkk lkfgR; okVi rDrk r;kj djQu R;kl lkfgR; fLodkj.kk`;kaP;k Lok{k`;k ?ks.ksr ;kO;kr- 
• ba/ku vuqnkukpk mi;ksx 'kklfd; okgukps ba/kukdjhrkp dj.ksr ;kok- nql`;k laLFksps 

okgukdjhrk ba/ku [kpZ dsY;kl R;k okgukps yWkxcqd ph >ksjkWDl izr ?ks.;kr ;koh- 
• cka/kdke fadaok nqjQLrh dkekl eqY;kadu vgokykuqlkj ns;d vnk dj.ksr ;kos- 

 

    
midsanz Lrjkojhy vko';d jsdkWMZmidsanz Lrjkojhy vko';d jsdkWMZmidsanz Lrjkojhy vko';d jsdkWMZmidsanz Lrjkojhy vko';d jsdkWMZ    
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• [kpZ uksan ogh  
• lHkk bfro=Rr iQkbZy  
• Ogkopj iQkbZy  
• [kpZ vgoky iQkbZy  
• tuuh lqj{kk ;kstuk jftLVj  
• LVWd cqd  

 

 
VHNSC    Lrjkojhy vko';d jsdkWMZLrjkojhy vko';d jsdkWMZLrjkojhy vko';d jsdkWMZLrjkojhy vko';d jsdkWMZ    

• [kpZ uksan ogh  
• lHkk bfro=Rr iQkbZy  
• Ogkopj iQkbZy  
• [kpZ vgoky iQkbZy  
• LVWd cqd  
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ftYgk vkjksX; d=rh vkjk[kMk (izdYi vaeyctko.kh ftYgk vkjksX; d=rh vkjk[kMk (izdYi vaeyctko.kh ftYgk vkjksX; d=rh vkjk[kMk (izdYi vaeyctko.kh ftYgk vkjksX; d=rh vkjk[kMk (izdYi vaeyctko.kh vkjk[kMk)vkjk[kMk)vkjk[kMk)vkjk[kMk)    
    
ekxZn'kZd lwpukekxZn'kZd lwpukekxZn'kZd lwpukekxZn'kZd lwpuk    
ftYgk vkjksX; d=rh gs lgHkkxkrwu rlsp Bottom up approach }kjs fu;kstu vaeyctko.kh o 
lafu;a_k.k dj.;klkBh ,d egRokps lk/ku vkgs- ftYgk vkjksX; vfHk;ku gs ftYg;kP;k vkjksX; d=rh 
vkjk[kM;kP;k fu;kstuklkBh tckcnkj jkghy-  
Bottom up approach pk fopkj djhrk ftY;kauk forjhr dsysyk fu/kh gk izR;sd rkyqD;klkBh jQ-
40]000$& izek.ks forfjr dj.;kr vkysyk vkgs- lnj fu/kh ftYgk vkjksX; d=rh vkjk[kMk r;kj 
dj.;kdjhrk] eatwj d=rh vkjk[kM;kps forj.k dj.;kdjhrk dk;Z'kkGk vk;ksftr dj.ks ;kdjhrk 
okij.;kr ;kok- rlsp ;k fu/khe/kwu rkyqD;krhy izkFkfed vkjksX; dsanzs] xzkeh.k jQX.kky;s rlsp 
xkoikrGhilwu rs ftYgkLrjki;Zar vaeyctko.kh vkjk[kMk r;kj dj.ks vkf.k eatwj d=rh vkjk[kM;kps 
forj.k dj.;klkBh dk;Z'kkGk vk;ksftr dj.ksdjhrk eatwj vkgs- 

1- ftYgk vkjksX; d=rh vkjk[kMk r;kj dj.ks rlsp eatwj ftYgk vkjksX; d=rh vkjk[kM;kps 
forj.k dj.ks laca/kh ftYgkLrjkojhy vf/kdkjh rlsp loZ oS|dh; vf/kdkjh izkFkfed vkjksX; 
dsanz] oS|dh; vf/k{kd miftYgk jQX.kky;] oS|dh; vf/k{kd xzkeh.k jQX.kky;] jksx fu;a_k.k 
dk;Zdze o brj dk;Zdzekps lacaf/kr loZ vf/kdkjh ;kaP;k dk;Z'kkGsps vk;kstu djkos- 

2- ftYgk vkjksX; d=rh vkjk[kMk dk;Z'kkGsuarj izkFkfed vkjksX; dasnz Lrjkojhy dk;Z'kkGsps 
vk;kstu djkos- ;ke/;s xkoikrGhojhy fu;kstukoj ppkZ djQu izi_kkps forj.k djkos- 

3- xkoikrGhojhy vkjksX; d=rh vkjk[kMk ,d lIrkgkr r;kj djQu rks Oghyst gsYFk dfeVh dMs 
lknj djkok- 

4- oS|dh; vf/kdkjh izkFkfed vkjksX; dsanz vkf.k i;Zos{kdkauh ;kckcr rkyqdkLrjkoj cSBd ?ksmQu 
izkFkfed vkjksX; dsanz Lrjkojhy vkjk[kMk r;kj djkos rlsp xzkeh.k jQX.kky; $ miftYgk 
jQX.kky;s Lrjkojhy d=rh vkjk[kMk R;kaP;k Lrjkoj r;kj djkok vkf.k vkjksX; d=rh vkjk[kMk 
r;kj dsY;koj R;kl jQX.k dY;k.k lferhph eatwj ?;koh- 

5- oS|dh; vf/kdkjh izkFkfed vkjksX; dsanz] oS|dh; vf/k{kd miftYgk jQX.kky; $ xzkeh.k 
jQX.kky; vkf.k i;Zos{kdkaph ftYgkLrjkoj cSBd vk;ksftr djQu rkyqdk Lrjh; vkjk[kMk 
vafre djQu rks rkyqdk vkjksX; vfHk;ku ;kaP;kdMs lknj djkok- rkyqdk vkjksX; vfHk;ku 
;kauh rks ftYgk vkjksX; vfHk;kukl lknj djkok- 

6- loZ rkyqdkLrjh; vkjksX; d=rh vkjk[kMs ,df_kr dsY;koj R;kr loZ ftYgkLrjh; vkjksX; d=rh 
vkjk[kMk r;kj dj.;klkBh rlsp ifjeaMG lLrjkojhy vkjksX; d=rh vkjk[kMk r;kj 
dj.;klkBh vkodqdizds Lrjkoj lIrkghd dk;Z'kkGsps vk;kstu djkos- lnj dk;Z'kkGsr 
vkjlh,p vf/kdkjh] fuoklh oS|dh; vf/kdkjh (ckg@; laidZ) ftYgk dk;Zdze O;LFkkid] ftYgk 
ys[kk O;oLFkkid vkf.k ftYgk i;Zos{kd (izfr ftYgk lgk vf/kdkjh) ifjeaMG dk;Zdze 
O;oLFkkid ;kauh mifLFkr jkg.ks vfuok;Z vkgs- ifjeaMG Lrjojhy vkjksX; d=rh vkjk[kMk 
vafre dj.;kdjhrk milapkyd (vk-ls)] ftYgk vkjksX; vf/kdkjh vkf.k ftYgk 'kY; fpfdRld 
;kauh lIrkgkaP;k 'ksoVP;k nksu fnol dk;Z'kkGsl mifLFkr jkgwu ftYgk vkjksX; d=rh vkjk[kMk 
vafre djkok- 
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7- ftYgk vkjksX; d=rh vkjk[kMk vafre dsY;koj rks ftYgk vkjksX; vfHk;kukal lknj djQu eatwjh 
?;koh R;kuarj ftYgk vkjksX; d=rh vkjk[kMk vkf.k jkT;Lrjkoj lnj lknj djkok- 

� lu 201&1& ;k vkfFkZd o"kkZpk izdYlu 201&1& ;k vkfFkZd o"kkZpk izdYlu 201&1& ;k vkfFkZd o"kkZpk izdYlu 201&1& ;k vkfFkZd o"kkZpk izdYi vaeyctko.kh vkjk[kMk r;kj dj.ks] dsanz 'kklukP;k i vaeyctko.kh vkjk[kMk r;kj dj.ks] dsanz 'kklukP;k i vaeyctko.kh vkjk[kMk r;kj dj.ks] dsanz 'kklukP;k i vaeyctko.kh vkjk[kMk r;kj dj.ks] dsanz 'kklukP;k 
ekxZn'kZd lwpusuqlkj ;k o"khZpk vkjk[kMk r;kj djrkauk] rlsp forj.k djrkuk ekxZn'kZd lwpusuqlkj ;k o"khZpk vkjk[kMk r;kj djrkauk] rlsp forj.k djrkuk ekxZn'kZd lwpusuqlkj ;k o"khZpk vkjk[kMk r;kj djrkauk] rlsp forj.k djrkuk ekxZn'kZd lwpusuqlkj ;k o"khZpk vkjk[kMk r;kj djrkauk] rlsp forj.k djrkuk 
xkoikrGhiklwu fu;ksftr osGsr ?ks.;kr ;s.kk`;k dk;Z'kkGkdjhrk ;k ys[kk'khZ"kkZarxZr vuqnku xkoikrGhiklwu fu;ksftr osGsr ?ks.;kr ;s.kk`;k dk;Z'kkGkdjhrk ;k ys[kk'khZ"kkZarxZr vuqnku xkoikrGhiklwu fu;ksftr osGsr ?ks.;kr ;s.kk`;k dk;Z'kkGkdjhrk ;k ys[kk'khZ"kkZarxZr vuqnku xkoikrGhiklwu fu;ksftr osGsr ?ks.;kr ;s.kk`;k dk;Z'kkGkdjhrk ;k ys[kk'khZ"kkZarxZr vuqnku 
miyC/k djQu ns.;kr ;sr vkgsmiyC/k djQu ns.;kr ;sr vkgsmiyC/k djQu ns.;kr ;sr vkgsmiyC/k djQu ns.;kr ;sr vkgs----    izdYi vaeyctizdYi vaeyctizdYi vaeyctizdYi vaeyctko.kh vkjk[kMk r;kj djrkauk [kkyhy izek.ks ko.kh vkjk[kMk r;kj djrkauk [kkyhy izek.ks ko.kh vkjk[kMk r;kj djrkauk [kkyhy izek.ks ko.kh vkjk[kMk r;kj djrkauk [kkyhy izek.ks 
fu;kstu dj.;kr ;kosfu;kstu dj.;kr ;kosfu;kstu dj.;kr ;kosfu;kstu dj.;kr ;kos----        

• izdYi vaeyctko.kh vkjk[kMk% xkoikrGhojhy ekfgrh xzkelHksP;k ek/;kikrwu izkIr djQu 
?ks.ks- ;ke/;s xkoikrGhojhy ekfgrh o ekxhy o"khZ dj.;kr vkysY;k losZ{k.kkph ekfgrhP;k 
vk/kkjs xkoikrGhoj fu;kstu djkos- 

• laiw.kZ xkokps fu;kstu fopkjkr ?ksmQu izkFkfed vkjksX; dsanzkpk vkjk[kMk r;kj djkok- vkjksX; 
iFkds] midsanzs] eq[;ky;s] bR;knh ckch ;ke/;s lekfo"V dj.;kr ;kO;kr- 

• izkFkfed vkjksX; dsanz] xzkeh.k jQX.kky; o rkyqdk vkjksX; vf/kdkjh dk;kZy; ;kapk ,df_kr 
feGwu rkyqD;kpk vkjk[kMk r;kj djkok- 

• loZ rkyqD;kapk feGwu ftYg;kpk vkjk[kMk r;kj dj.;kr ;kok- 

• izR;sdLrjkoj vkjk[kMk r;kj dj.;kdjhrk ekxZn'kZd lwpuk vkf.k izi_kakpk okij djkok- 

� iwoZ r;kjhiwoZ r;kjhiwoZ r;kjhiwoZ r;kjh    
1- izi_k daz- 1 xkokP;k fu;kstuklkBh xzkeikrGhoj okij.;kr ;s.kkj vlY;keqGs rs 

ejkBhe/;s jQikarfjr dj.ks vko';d vkgs- R;klkBh izFke ns.;kr vkysY;k xzkikrGhojhy 
izi_k-1 pk vk<kok ?;kok- ;ke/;s dkgh uohu ckchaph vko';drk vlY;kl R;kpk 
vkarjHkko djkok o R;kuarj lnj izi_k ejkBhr Hkk"kkarjhr djkos- 

2- ftYg;kauh lkscrP;k Time Line uqlkj rkyqdk vkjksX; vf/kdkjh] oS|dh; vf/k{kd] 
miftYgk o xzkeh.k jQX.kky; o oS|dh; vf/kdkjh] izkFkfed vkjksX; dsanz ;kaph dk;Z'kkGk 
(izf'k{k.k) ?;kos- lnj dk;Z'kkGsr xzkeikrGh] iFkd] izkFkfed vkjksX; dsanz] xzkeh.k $ 
miftYgk jQX.kky; o rkyqdk Lrjkojhy izi_ks d'kh Hkjkohr ;kckcr ri'khyokj ppkZ 
dj.;kr ;koh- lnj dk;Z'kkGspk [kpZ B.7 DHAP varxZr miyC/k vuqnkukrwu dj.;kr 
;kok- 

3- ftYgkLrjh; dk;Z'kkGsr izR;sd izkFkfed vkjksx; dsanzkl R;k dk;Z{ks_kkr ;s.kk`;k xkoakph ~ 
10% brds xkoikrGhojhy izi_ks vkf.k ekxZn'kZd lwpuk ;kaP;k izrh ns.;kr ;kO;kr- ;kapk 
[kpZ ftYg;kl ;k B.7 DHAP f'k"kkZarxZr izdYi vaeyctko.kh vkjk[kMk r;kj dj.;klkBh 
eatwj dsysyk vkgs- ;krwu lnj [kpZ Hkkxfo.;kr ;kok- 
 

� xkoikrGhojhy fu;kstuxkoikrGhojhy fu;kstuxkoikrGhojhy fu;kstuxkoikrGhojhy fu;kstu    
xkoikrGhojhy fu;kstu izfdz;sr fnysY;k izi_k dza-1 e/khy rdR;kuqlkj xzkelHks}kjs dj.ks 
vko';d vkgs- xkoikrGhojhy fu;kstukph laiw.kZ tckcnkjh oS|dh; vf/kdkjh] izk-vk-dsanz 
;kaph jkghy- xkoikrGhojhy fu;kstuklkBh iq<hyizek.ks dk;Zokgh dj.;kr ;koh- 
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1- izkFkfed vkjksX; dasnzkrxZr loZ xkokaph midsanzkoj ;knh r;kj djkoh- midsanzkP;k eq[;ky;kP;k 
xkokr ifgY;k fno'kh o R;kuarj izR;sd xkokr ,d fnol vls xzke lHksps fu;kstu dj.;kr 
;kos- ;klkBh iq<hy rDR;kpk okij dj.;kr ;kok- 
 

va-dz- midsanzkps 
uko 

xkokps 
uko 

xzkelHksph 
rkjh[k 

xzkelHksl mifLFkr 
jkg.kk`;k ,,u,e ps 
vks ,eihMCY;w (,e) 
ps uko 

,,u,e tkxk fjDr 
vlY;kl mifLFkr jkg.kkjs 
vkjksX; lgk:;d ,eihMCY;w 
(,e) fdaok brj vkjksX; 
vf/kdkjh 

      
 

2- izkFkfed vkjksX; dasnzkrhy xzkelHksP;k loZ xkokaP;k rkj[kk] tkusokjhP;k nql`;k lIrkgkrP;k 
dyko/khr mijksDr lqpukaizek.ks fuf'pr djkO;kr] R;kuarj ;kckcrps i_k rkjh[k] osG o 
fBdk.k uewn djQu xzke iapk;r v/;{k] xzke vkjksX; iks"k.k o LoPNrk lferh ;kauk 
ikBfo.;kr ;kos- lnjph dk;Zokgh ;k ekxZn'kZd lwpuk feGrkp Rojhr lqjQ dj.;kr ;koh-  

3- xzke lHksP;k rkj[kkaP;k izrh loZ lacaf/kr xzkelsod] vax.kokMh dk;ZdrhZ o i;Zos{kd] rykBh 
xVfodkl vf/kdkjh] ckyfodkl izdYi vf/kdkjh] rkyqdk vkjksX; vf/kdkjh] dfu"B vfHk;ark 
(,u,p,e) vkf.k ftYgk vkjksX; vf/kdkjh ;kauk ns.;kr ;kO;kr- 

4- xzkelHkslkBh R;k Hkkxkrhy midsanzkP;k ,,u,e] ,eihMCyw (M)- vax.kokMh dk;ZdrhZ o 
xzkelsod mifLFkr jkgrhy- 

5- ,,u,e in fjDr vlY;kl R;k fBdk.kh izkFkfed vkjksX; dsanzkaps vkjksX; lgk:;d vkf.k 
,eihMCyw (M) mifLFkr jkgrhy- dks.kR;kgh ifjfLFkr izR;sd xkokph xzkelHkk fnysY;k rkj[ksl 
o eqnrhr ?ks.ks- 

6- rkyqdkLrjh; o ftYgkLrjh; vf/kdkjh $ i;Zos{kd deZpkjh ;kauk 2&3 izkFkfed vkjksX; dsanzkph 
tckcnkjh fuf'pr dj.;kr ;koh- xzkelHkkaP;k dkGkr ;k loZ deZpk`;kauh loZ fBdk.kh HksVh 
n;kO;kr- ;k HksVhapk [kpZ Mh,p,ih lkBh ftYgkLrjh; fu/khe/kwu Hkkxfo.;kr ;kok- 

7- xzke lHkse/;s izi_k HkjY;kuarj xzke vkjksX; lferhph eatwjh ?ks.;kr ;koh vkf.k ,,u,e uh 
gs izi_k Rojhy oS|dh; vf/kdkjh ;kauk lknj djkos- 

8- oS|dh; vf/kdkjh ;kauh loZ xkokaph ekfgrh ,df_kr djQu izkFkfed vkjksX; dsanzkph ekfgrh 
r;kj djkoh rkyqdkLrjkojhy lHkslkBh r;kj djkoh- 
 

� izkFkfed vkjksX; dasnz Lrjkojhy fu;kstu%izkFkfed vkjksX; dasnz Lrjkojhy fu;kstu%izkFkfed vkjksX; dasnz Lrjkojhy fu;kstu%izkFkfed vkjksX; dasnz Lrjkojhy fu;kstu%    
1- izkFkfed dsanz Lrjkojhy fu;kstu gs rkyqdkLrjkoj izdYi vaeyctko.kh vkjk[kMk 

dk;Z'kkGk vk;ksftr djQu dj.;kr ;kos- 
2- lnjph dk;Z'kkGk tkusokjhP;k 'ksoVP;k lIrkgkP;k lqjokrhyk rkyqdkLrjkoj vk;ksftr 

dj.;kr ;koh- 
3- dk;Z'kkGse/;s izR;sd izkFkfed vkjksX; dsanzkps Lora_k xV r;kj dj.;kr ;smQu R;akph osxGh 

O;oLFkk djkoh- 
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4- ftYgk LrjkojQu izR;sd rkyqD;kl ,d vf/kdkjh fdaok vuqHkoh i;Zos{kd deZpkjh fuf'pr 
dj.;kr ;kok- 

5- rkyqdk vkjksX; vf/kdkjh] oS|dh; vf/k{kd o ftYgkLrjh; vf/kdkjh ;kauk ;k 
dk;Z'kkGse/;s izR;sd izkFkfed vkjksX; dasnzkps izi_k ;ksX; i/nrhus Hkjys tkr vkgsr ok ukgh 
;kph [kk_kh djkoh- 

6- izkFkfed vkjksX; dsanzkrhy xkoikrGhojhy vkjk[kM;kr lkehy vl.kkjs loZ deZpkjh o 
vkjksX; lgk:;d ;k dk;Z'kkgsl mifLFkr jkg.ks vko';d vkgs- 

7- midsanz o izkFkfed vkjksX; dsanz bekjr nqjQLR;k o uoh cka/kdkes ckcr vankti_kds dfu"B 
vfHk;ark ;kauh r;kj djQu ?;kohr o ;k vankti_kdkuqlkj cka/kdkefo"k;hph ekfgrh 
,df_kr dj.;kr ;koh- 
 

� rkyqdkLrjkojhy fu;kstu%rkyqdkLrjkojhy fu;kstu%rkyqdkLrjkojhy fu;kstu%rkyqdkLrjkojhy fu;kstu%    
rkyqdk Lrjkojhy izdYi vaeyctko.kh vkjk[kMk gk nksu Hkkxkae/;s r;kj dj.;kr ;kok- 
Hkkx&1 e/;s rkyqD;krhy loZ izkFkfed vkjksX; dsanzkps vkjk[kMs] rkyqdk vkjksX; vf/kdkjh 
dk;kZy; o rkyqdk Lrjkojhy dk;Zjr o izLrkfor ;kstukapk lekos'k vlkok- ;k Hkkxkps 
lafu;a_k.k ftYgk vkjksX; vf/kdkjh ;kaps ekiQZr djrk ;sbZy- Hkkx&2 e/;s rkyqD;krhy loZ 
miftYgk o xzkeh.k jQX.kky;kapk vkjk[kMk vlkok- ;k Hkkxkps lafu;a_k.k ftYgk 'kY; 
fpfdRld ;kaps ekiZQr dj.;kr ;sbZy- 
rkyqdk Lrjkojhy izdYi vaeyctko.kh vkjk[kMk ftYgk ikrGhoj r;kj dj.;kr ;sbZy- 
R;kps fu;kstu iq<hy izek.ks vlkos- 

1- rkyqdk ikrGhoj izdYi vaeyctko.kh vkjk[kMk r;kj dj.;kph dk;Z'kkGk ftYgk eq[;ky; 
fdaok lksbZps fBdk.kh tkusokjhP;k 'ksoVP;k lIrkgkr P;k dkyko/khe/;s ?ks.;kr ;koh- 

2- ;k dk;Z'kkGsr izR;sd rkyqD;krwu rkyqdk vkjksX; vf/kdkjh] oS|dh; vf/k{kd] miftYgk $ 
xzkeh.k jQX.kky;] rkyqD;krhy 4&5 pkaxys oS|dh; vf/kdkjh o deZpkjh ;kauk cksyo.;kr 
;kos- 

3- izR;sd rkyqD;kl cl.;kph Lora_k O;oLFkk dj.;kr ;koh- izR;sd xVkus R;kaP;k rkyqD;krhy 
izkFkfed vkjskX; dsanzkps vkjk[kMs ,d_khr djQu fnysY;k izi_kkizek.ks rkyqD;kP;k ,d_khr 
vgoky r;kj djkok- 

4- ftYgk LrjkojQu 2&3 rkyqD;kl ,d vf/kdkjh fuf'pr dj.;kr ;kok- ;k vf/kdk`;kus 
vkjk[kMk O;oLFkhr gksr vlY;kl [kk_kh djkoh- 

5- ftYgk vkjksX; vf/kdkjh rkyqdkaps (Hkkx&1) ;kauh vkjk[kMs r;kj >kkY;kuarj R;kaph 
izkFkfed Nkuuh djQu vkjk[kMs rkyqdk vkjksx; vf/kdkjh ;kapsdMs rkyqdkLrjh; eatwjhlkBh 
lqiqZn djkohr- 

6- xzkeh.k jQX.kky;kaps vkjk[kMs (Hkkx&2) xzkeh.k jQX.kky;kaps oS|dh; vf/kdkjh ;kauh r;kj 
djkosr- ;k vkjk[kM;kph izkFkfed Nkuuh ftYgk 'kY; fpfdRld ;kauh djkoh- 

7- izdYi vaeyctko.kh vkjk[kM;kaps rkyqdkoj nksUghgh Hkkx ,d_khr djQu rs rkyqdk 
lafu;a_k.k o fu;kstu lferhl lknj djQu ;k lferhph ekU;rk ?ks.;kph tckcnkjh rkyqdk 
vkjksX; vf/kdkjh ;kaph jkghy- 

8888---- rkyqdk rkyqdk rkyqdk rkyqdk lafu;a_k.k o fu;kstu lferhph jpuk iq<hy izek.ks jkghylafu;a_k.k o fu;kstu lferhph jpuk iq<hy izek.ks jkghylafu;a_k.k o fu;kstu lferhph jpuk iq<hy izek.ks jkghylafu;a_k.k o fu;kstu lferhph jpuk iq<hy izek.ks jkghy----    
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• lHkkirh iapk;r lferh      v/;{k 

• xVfodkl vf/kdkjh      lnL; 

• ckyfodkl izdYi vf/kdkjh     lnL; 

• v'kkldh; la[;k izfrfu/kh     lnL; 

• xzkeh.k jQX.kky;kP;k jQX.k dY;k.k lferhps v/;{k  lnL; 

• loZ xzkeh.k jQX.kky;kps oS|dh; vf/k{kd   lnL; 

• rkyqdk vkjksX; vf/kdkjh      lnL; lfpo 
9- rkyqdk izdYi vaeyctko.kh vkjk[kM;kph ,d izr iq<hy dk;ZokghlkBh ftYgkLrjkoj 

lknj dj.;kr ;koh o eqGiz_k rkyqdk lafu;a_k.k o fu;kstu lferhl lknj djkoh- 
10- rkyqdk fu;kstuklkBh ftYgk Lrjkoj ?ks.;kr ;sr vlysY;k dk;Z'kkGslkBhpk DHAP P;k 

rjrqnhe/kwu Hkkxof.k;kr ;kok- 
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HEALTH SCHEMES UNDER NHM 
 

1. ASHA  

2. Janani Suraksha Yojana: JSY     

3. Janani Shishu Suraksha Karyakaram (JSSK) 

4. Pradhan Mantri Matru Vandana Yojana (PMMVY) 

5. Health Advice Call Center (HACC) 

6. Maharashtra Emergency Medical Services (MEMS) 

7. Mahatma Jyotiba Phule Jan Arogya Yojana (MJPJAY) 

8. Human Development Programme ( ekuo fodkl dk;Zdzeekuo fodkl dk;Zdzeekuo fodkl dk;Zdzeekuo fodkl dk;Zdze) 

9. Navsanjeevani Yojana  

10. Savitribai Phule Kanya Kalyan Yajana  

11. Rashtriya Bal Swasthya Karyakram (RBSK) 

12. Rashtriya Kishor Swasthya Karyakram (RKSK) 

13. AYUSH 

14. IPHS 
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1. ACCREDITED SOCIAL HEALTH ACTIVIST (ASHA) SCHEME 
 

INTRODUCTION: 

The NRHM covers all the villages through village-based "Accredited Social Health Activists" 

(ASHA) who would act as a link between the health centers and the villagers. The general norm 

as decided under the Programme is ‘One ASHA per 1,000 population’ in tribal area and 1,500 

population in non-tribal area. The ASHA would be trained to advise villagers about Sanitation, 

Hygiene, Contraception, and Immunization to provide Primary Medical Care for Diarrhea, Minor 

Injuries, and Fevers; and to escort patients to Medical Centers. They would also deliver Directly 

Observed Treatment Short (DOTS) course for tuberculosis and oral rehydration; distribute folic 

acid tablets and chloroquine to patients and alert authorities to unusual outbreaks. Although 

these ASHAs would be honorary volunteers, there is a provision to provide them with 

performance-based incentive for undertaking specific health or other social sector programmes 

with measurable outputs, thus promoting employment for volunteers. 

 

If rural women want counseling on important issues such as birth preparedness, importance of 

safe delivery, breastfeeding and complementary feeding, immunization, contraception and 

prevention of common infections including Reproductive Tract Infection/Sexually Transmitted 

Infection (RTIs/STIs) and care of the young child, they may contact the concerned ASHA who 

shall be happy to provide them with all relevant guidance and assistance. 

 

SALIENT FEATURES OF ASHA: 

1. Accredited Social Health Activist (ASHA) is a community based functionary. 

2. ASHA is trained link worker who Acts as bridge between the Government functionaries and 

tribal & non-tribal population who find it difficult to access the health services. 

3. She is a first port of call for any health related demands of the community. 

4. She creates health awareness in community. 

5. She is promoter of good health practices. 

6. In Maharashtra State ASHA works in 15 tribal & 31 non-tribal districts. 

7. Compensation to ASHA is linked with her performance. 

 

SELECTION OF ASHA: 

Tribal Area: 

1. One ASHA per 1000 Population. 

2. ASHA is primary resident of village with formal education up to class 8th in Tribal area. 

3. Age group of 20-45 years. 

4. She should be married woman. 

 

Non-Tribal Area: 

1. One ASHA per 1500 population. 

2. ASHA is primary resident of village with formal education up to class 10th in non-tribal 

area. 

3. Age group of 25-45 years. 

4. She should be married woman. 
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SELECTION PROCEDURE OF ASHA: 

1. VHNSC will recommend three names of suitable candidates to Gramsabha. 

2. Gramsabha will select one lady as ASHA amongst these shortlisted candidates. 

3. Appointment letter of ASHA will be issued by Taluka Health Officer. 

 

SUPPORT MECHANISM OF ASHA: 

1. One District Community Mobiliser (DCM) for one district. 

2. One Block Community Mobiliser (BCM) for each block in tribal area. 

3. One Block Facilitator for 10 ASHAs in tribal area. 

4. One Block Facilitator per PHC in non-tribal area. 

5. State, District & Taluka Mentoring Committees are being constituted for supporting 

ASHAs. 

 

TRAINING OF ASHA: 

1. After selection as ASHA by Gramsabha & appointment letter issued by THO, she is 

eligible to undergo ASHA Training. 

2. Training is divided in to 5 sessions, each one of 7+ 4 +4 +4 +4 day's duration, Total 23 

days. 

3. After completion of 1st Module of 7 days, ASHA is eligible to receive performance based 

incentive. 

4. She is eligible to receive stipend for attending training. 

 

INCENTIVE TO ASHA: 

1. Incentive to ASHA is based on her performance. 

2. Performance of ASHA is recorded in one register and she is paid based on this record. 

3. Incentive to ASHA is paid at PHC level in monthly meeting. 

4. Incentive to ASHA is paid by Cheque. 

 

2. JANANI SURAKSHA YOJANA: JSY 
 

Selection Criteria for Clients: 

• Ante-natal women from SC / ST / BPL families. 

• Age at least 19 years at the time of ANC registration. 

• Up to two living issue. 

• Gravida not to be considered. 

 

Amount to be paid: 

• For institutional delivery in rural areas Rs. 700/-. 

• For institutional delivery in urban areas Rs. 600/-. 

• For home delivery in rural areas Rs.500/-. 

• For institutional delivery with LSCS Rs. 1500/-. 

 

Time limit to make payment: 
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• Within 7 days of delivery. 

 

Mode of payment: 

• Through cheque only except in Dharni and Chikaldara block of Amrawati district. 

 

Administrative cost: 

• 4% of total expenditure on: 

o Cashier Rs. 5/- per case. 

o Nurse Rs. 10/- per case. 

o Other as OE and IEC activities. 

 

Register and Formats: 

• JSY-I: by ANM of Sub Centre or Health Post nurse. 

• JSY-II: Reporting format. 

• JSY-III: By health institutes.  

 

3. JANANI SHISHU SURAKSHA KARYAKARAM (JSSK) 

(TOLLFREE NO. 102) 
Introduction 

Government of India has launched Janani Shishu Suraksha Karyakaram (JSSK) on 1st 

June, 2011. 

The scheme will provide benefit to all pregnant women who access Government health 

facilities for their delivery. Moreover it will motivate those who still choose to deliver at their 

homes to opt for institutional deliveries. . It is an initiative to ensure that benefits under JSSK 

would reach every needy pregnant woman coming to government institutional facility.  

Govt of Maharashtra has started implementation of the scheme in all the districts.. 

 

The following are the Free Entitlements for pregnant women: 

• Free delivery 

• Free C-Section 

• Free drugs and consumables 

• Free diagnostics 

• Free diet during stay in the health institutions 

• Free provision of blood 

• Exemption from user charges 

• Free transport from home to health institutions 

• Free transport between facilities in case of referral 

• Free drop back from Institutions to home after 48hrs stay 

The following are the Free Entitlements for Sick newborns and infants under 1 yr of age.  

• Free treatment 

• Free drugs and consumables 

• Free diagnostics 

• Free provision of blood 

• Exemption from user charges 
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• Free Transport from Home to Health Institutions 

• Free Transport between facilities in case of referral 

• Free drop Back from Institutions to home 

Under JSSK free referral transport is available from civil surgeon and district Health 

officer by calling the toll free no. 102. 

 

4. PRADHAN MANTRI MATRU VANDANA YOJANA (PMMVY) 
 

INTRODUCTION  

Under-nutrition continues to adversely affect majority of women in India. In India, every third 

woman is undernourished and every second woman is anaemic. An undernourished mother 

almost inevitably gives birth to a low birth weight baby. When poor nutrition starts in-utero, it 

extends throughout the life cycle since the changes are largely irreversible. Owing to economic 

and social distress many women continue to work to earn a living for their family right up to the 

last days of their pregnancy. Furthermore, they resume working soon after childbirth, even 

though their bodies might not permit it, thus preventing their bodies from fully recovering on one 

hand, and also impeding their ability to exclusively breastfeed their young infant in the first six 

months.  

 

From 01.01.2017, the Maternity Benefit Programme would be implemented in all the districts of 

the country in accordance with the provision of the National Food Security Act, 2013. The 

programme is named as ‘Pradhan Mantri Matru Vandana Yojana’ (PMMVY).  

 

Under PMMVY, a cash incentive of Rs. 5000/- would be provided directly in the account of 

Pregnant Women and Lactating Mothers (PW&LM) for first living child of the family subject to 

their fulfilling specific conditions relating to Maternal and Child Health.  The eligible beneficiaries 

would receive the remaining cash incentives as per approved norms towards maternity benefit 

under Janani Suraksha Yojana (JSY) after institutional delivery so that on an average, a woman 

will get Rs. 6000/- .  

 

PMMVY, a Centrally Sponsored Scheme, would provide grants-in-aid to the State 

Governments/ Union Territory Administrations (UTs) in a dedicated Escrow account for the 

purpose of direct benefit transfer to the beneficiaries. PMMVY will be implemented using the 

platform of Anganwadi Services scheme of Umbrella ICDS under Ministry of Women and Child 

Development in respect of States/ UTs implementing scheme through Women and Child 

Development Department/ Social Welfare Department and through Health system in respect of 

States/ UTs where scheme will be implemented by Health & Family Welfare Department. 

PMMVY shall be implemented through a centrally deployed Web Based MIS Software 

application and the focal point of implementation would be the Anganwadi Centre (AWC) and 

ASHA/ ANM workers.  

 

Objectives of PMMVY  

1. Providing partial compensation for the wage loss in terms of cash incentives so that the 

woman can take adequate rest before and after delivery of the first living child.  

2. The cash incentive provided would lead to improved health seeking behaviour amongst 

the Pregnant Women and Lactating Mothers (PW & LM).  
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Target beneficiaries  

1. All Pregnant Women and Lactating Mothers, excluding PW&LM who are in regular 

employment with the Central Government or the State Governments or PSUs or those 

who are in receipt of similar benefits under any law for the time being in force.  

2. All eligible Pregnant Women and Lactating Mothers who have their pregnancy on or 

after 01.01.2017 for first child in family.  

3. The date and stage of pregnancy for a beneficiary would be counted with respect to her 

LMP date as mentioned in the MCP card.  

4. Case of Miscarriage/Still Birth:  

•  is eligible to receive benefits under the scheme only once.  

• In case of miscarriage/still birth, the beneficiary would be eligible to claim the 

remaining installment(s) in event of any future pregnancy.  

• Thus, after receiving the 1st installment, if the beneficiary has a miscarriage, she 

would only be eligible for receiving 2nd and 3rd installment in event of future 

pregnancy subject to fulfilment of eligibility criterion and conditionalities of the 

scheme. Similarly, if the beneficiary has a miscarriage or still birth after receiving 1st 

and 2nd installments, she would only be eligible for receiving 3rd installment in event 

of future pregnancy subject to fulfilment of eligibility criterion and conditionalities of 

the scheme.  

5. Case of Infant Mortality:  

A beneficiary is eligible to receive benefits under the scheme only once. That is, 

in case of infant mortality, she will not be eligible for claiming benefits under the scheme, 

if she has already received all the installments of the maternity benefit under PMMVY 

earlier.  

6. Pregnant and Lactating AWWs/ AWHs/ ASHA may also avail the benefits under the 

PMMVY subject to fulfilment of scheme conditionalities 

 

Benefits under PMMVY  

1. Cash incentives in three installments i.e. first installment of Rs. 1000/- on early 

registration of pregnancy at the Anganwadi Centre (AWC)/ approved Health facility as 

may be identified by the respective administering State/ UT, second installment of Rs.  

2000/- after six months of pregnancy on receiving at least one ante-natal check-up 

(ANC) and third installment of ₹ 2000/- after child birth is registered and the child has 

received the first cycle of BCG, OPV, DPT and Hepatitis-B, or its equivalent/ substitute. 

 

2. The eligible beneficiaries would receive the incentive given under the Janani Suraksha 

Yojana (JSY) for Institutional delivery and the incentive received under JSY would be 

accounted towards maternity benefits so that on an average a woman gets Rs. 6000/-.  

 

Conditionalities and Installments  

• PW & LM shall receive a cash benefit of Rs. 5000/- in three installments at the following 

stages as specified in the table given below:  
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Conditionalities and Installments 

Installment  Conditions  Amount  

First Installment  Early Registration of pregnancy  Rs. 1,000/-  

Second Installment  Received at least one ANC  

(can be claimed after 6 months of pregnancy)  

Rs.  2,000/-  

Third Installment  i. Child Birth is registered  

ii. Child has received first cycle of BCG, OPV,DPT and 

Hepatitis-B or its equivalent/substitute  

 

Rs. 2,000/-  

• The eligible beneficiaries would receive the remaining cash incentive as per approved 

norms towards the Maternity Benefit under JSY after institutional delivery so that on an 

average, a woman will get Rs. 6000/-.  

 

Closure of old Maternity Benefit Programme 

• The beneficiaries under old Maternity Benefit Programme in 53 pilot districts, who have 

already received first installment of maternity benefit, shall be entitled for receiving cash 

incentive as per approved norms towards maternity benefit under JSY and also the third 

installment under PMMVY if they or otherwise eligible under the scheme and fulfil the 

conditions laid down for incentive under JSY and third installment under PMMVY.  

• The eligible beneficiaries in 53 pilot districts who have registered under old Maternity 

Benefit Programme (IGMSY) on or after 01.01.2017, but have not received first 

installment may register under PMMVY.  

• Conditions for subsuming registered beneficiaries under old Maternity Benefit 

Programme in PMMVY for 53 pilot Districts: -  

a. Under the old Maternity Benefit Programme, maternity benefit of Rs. 6000/- was 

disbursed to the beneficiaries in two equal installment of Rs. 3000/- each. The first 

installment of Rs. 3000/- was provided after second trimester of pregnancy to those 

beneficiaries who have got them registered at the Anganwadi Centre/ health centre 

with at least two antenatal check-ups. The second installment was provided after 

registering the birth of the child and completing immunization of the child, as per the 

conditions of the scheme.  

b. Thus, if a woman has already received first installment of maternity benefit under old 

Maternity Benefit Programme, she shall be entitled for receiving the cash incentives 

as per approved norms under JSY for institutional delivery and for third installment 

under the PMMVY, if she is otherwise eligible under the scheme and fulfil the 

conditions laid down for incentives under JSY for institutional delivery and third 

installment under PMMVY.  

 

PROCESSING OF CLAIMS  

The following procedure shall be followed for processing of the cases so as to ensure 

that the payment of the installment is made in the account of the eligible beneficiary preferably 

within 30 days of registration and submission of the claim along with complete details of 

fulfilment of the conditionalities under the scheme.  

 

Registration and submission of claims to AWW/ASHA/ANM  

1. Registration under the Scheme:  
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a) The eligible women desirous of availing maternity benefits are required to register 

under the scheme at the Anganwadi Centre (AWC)/ approved Health facility 

depending upon the implementing department for that particular State/UT.  

b) For registration, the beneficiary shall submit the prescribed application Form 1-A, 

complete in all respects, along with the relevant documents and undertaking/consent 

duly signed by her and her husband, at the AWC/ approved Health facility. While 

submitting the form, the beneficiary will be required to submit her and her husband’s 

Aadhaar details with their written consents, her/husband/family member’s Mobile 

Number and her Bank/Post Office account details.  

c) The prescribed form(s) can be obtained from the AWC/ approved Health facility free 

of cost. The form(s) can also be downloaded from the website of Ministry of Women 

and Child Development (http://wcd.nic.in).  

d) The beneficiary would be required to fill up the prescribed scheme forms for 

registration and claim of the installment and submit the same at the Anganwadi 

Centre/ approved Health facility. The beneficiary should obtain acknowledgment from 

Anganwadi Worker/ASHA/ANM for record and future reference.  

e) Brief instructions on filling up of the prescribed form(s) are as follows: 

i. For registration and claim of first installment, duly filled Form 1-A along with 

copy of MCP Card (Mother and Child Protection Card), Proof of Identity of 

Beneficiary and her Husband (Aadhaar Card or permitted Alternate ID Proof 

of both)  and Bank/ Post Office Account details of the beneficiary is required 

to be submitted. 

ii. For claiming second installment, beneficiary is required to submit duly filled up 

Form 1-B after six months of pregnancy, along with the copy of MCP Card 

showing at least one ANC.  

iii. For claiming third installment, beneficiary is required to submit duly filled up 

Form 1-C along with copy of child birth registration and copy of MCP card 

showing that the child has received first cycle of immunization or its 

equivalent/substitute. 

iv. In case a beneficiary has complied the conditionalities stipulated under the 

scheme but could not register/submit claims within the stipulated time can 

submit claim(s) 

v. The AWW / ASHA / ANM will facilitate opening of the beneficiary’s Aadhaar 

seeded Bank / Post Office account in case she does not already have the 

same in her name or seeding the existing Bank / Post Office account with 

Aadhaar. 

vi. The beneficiary may submit Form 2-A for seeding of her Bank Account with 

her Aadhaar, if not seeded earlier.  

vii. The beneficiary may submit Form 2-B for seeding of her Post Office Account 

with her Aadhaar, if not seeded earlier.  

viii. Even if the beneficiary does not have the Aadhaar, the AWW / ASHA/ ANM 

will ensure opening of the Bank / Post Office Account and facilitate getting the 

Aadhaar Card.  

� The beneficiary/ her husband may submit Form 2-C to enrol for 

Aadhaar or update the details registered with UIDAI.  

ix. Beneficiary may submit Form 3 for updating/change of details registered 

under the scheme in the following conditions:  
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� Change in address and/or mobile number;  

� Inclusion of Aadhaar Number of Beneficiary or her Husband in case it 

is not provided at the time of registration;  

� Change in Bank/ Post Office Account;  

� Change in name as in Aadhaar;  

x. The beneficiaries already registered under old MBP scheme and received 

only the first installment may submit duly filled up Form 1-A and Form 1-C for 

claiming the third installment under PMMVY subject to fulfillment of eligibility 

and conditionalities.  

xi. 11. If the beneficiary and/or her husband does not have Aadhaar, they can 

provide an Aadhaar EID number or register their request for Aadhaar 

enrolment (Form 2-C) along with any proof of identity in Form 1-A.  

 

General Instructions:  

a) Beneficiary and her husband are required to enrol for Aadhaar on their own or through 

facilitation by the implementing Department in the State/UT to become entitled for third 

installment for which Aadhaar numbers of beneficiary & her husband are mandatory. For 

anyone providing Alternate ID proof under the scheme, it is compulsory to enrol for 

Aadhaar within 90 days from date of registration under the scheme.  

b) The beneficiaries from the State of Assam, Meghalaya and Jammu & Kashmir are 

exempted from the requirement for submission of Aadhaar as per notification issues 

under Section-7 of Aadhaar Act, 2016 (refer Annexure D).  

c) The pregnancy of a beneficiary would be counted with respect to her LMP date as 

mentioned in the MCP card.  

d) Every registered beneficiary under PMMVY will receive a Mother and Child Protection 

(MCP) Card from Anganwadi Centre/ ASHA / ANM of the locality. The MCP Card will be 

used as a means of verification of the conditionality (ies) for payment.  

 

Processing of the claim for First Installment  

a) For claiming the installment, the beneficiary shall submit duly filled up Form 1-A along 

with the relevant documents at the AWC/ Village/ Approved heath facility.  

b) The beneficiary will be eligible to claim the first installment under the scheme only if she 

registers her pregnancy at the AWC or with ASHA/ANM within a time frame of 5 months 

(i.e. 150 days) from the LMP date (both dates are as captured in the MCP card).  

c) The processing for disbursement of benefits to the beneficiary shall be completed well 

before 30 days of registration at AWC/ Village/ approved health facility so that the 

benefits could be transferred within 30 days to the beneficiary from the date of 

registration under the scheme.  

d) The individual desirous of availing benefits under PMMVY shall submit the details as 

prescribed in Registration Form & fulfilment of conditionalities in Form 1-A to 

AWW/ASHA/ANM along with requisite documents.  

e) On receipt of complete application form and requisite documents, the AWW/ASHA/ANM 

will register the beneficiary under PMMVY and send the details within a week to 

Supervisor/ANM.  

f) The proposal received from AWW/ASHA/ANM would be checked by Supervisor/ ANM, 

consolidated and shall be submitted every week to the concerned CDPO/ Health Block 

Officer (Medical Officer) for the payment processing/ online registration.  
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Processing of the claim for Second Installment  

a) For claiming the second installment, the beneficiary shall submit duly filled Form 1-B 

along with the relevant documents to AWW/ASHA/ANM along with requisite documents.  

b) The beneficiary shall submit the proof of fulfilment of conditionalities in Form 1-B along 

with photocopies of the requisite documents.  

c) On receipt of complete claim form and requisite documents, the AWW/ASHA/ANM will 

send the details within a week to Supervisor/ANM for processing disbursement of 

second installment of maternity benefit.  

d) The proposal received from AWW/ASHA/ANM would be checked by Supervisor/ ANM, 

consolidated and shall be submitted every week to the concerned CDPO/ Health Block 

Officer (Medical Officer) for the payment processing.  

e) The processing for disbursement of second installments of maternity benefits to the 

beneficiary shall be completed well before 30 days from the date of receiving claim in 

Form –1-B related to proof of fulfilment of conditionalities.  

 

Processing of the claim for Third Installment  

a) For claiming the installment, the beneficiary shall submit duly filled up Form 1-C along 

with the relevant documents to AWW/ASHA/ANM.  

b) The beneficiary shall submit the proof of fulfilment of conditionalities in Form 1-C along 

with photocopies of the requisite documents.  

c) The beneficiary must furnish details of her and her husband’s Aadhaar, if not already 

furnished, in order to become eligible for receiving third installment under PMMVY.  

d) On receipt of complete claim form and requisite documents, the AWW/ASHA/ANM will 

send the details within a week to Supervisor/ANM for processing disbursement of third 

installment of maternity benefit.  

e) The proposal received from AWW/ASHA/ANM would be checked by Supervisor/ ANM, 

consolidated and shall be submitted within a week to the concerned CDPO/ Health Block 

Officer (Medical Officer) for the payment processing.  

f) The processing for disbursement of third installments of maternity benefits to the 

beneficiary shall be completed well before 30 days from the date of receiving claim in 

Form 1-C related to proof of fulfilment of conditionalities.  

 

Processing by Supervisor/ANM  

The form received from AWW/ASHA/ANM shall be verified and submitted to CDPO/MO within a 

week from the date of receipt. The detailed instructions in this regard are at Annexure B and 

Annexure C.  

 

Processing by CDPO/MO  

The form received from Supervisor/ANM will be verified and entered into the WWW.PMMVY-

CAS.GOV.IN web-based MIS for disbursal of benefits to eligible beneficiaries, as per the details 

given in User Manual for the PMMVY-CAS software. CDPO/MO will ensure that the details 

received or entered in the database and sanctioned within a week from the data of receipt of the 

forms.  

 

Processing for initiation of payment by State Nodal Officer (SNO)  
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The SNO will ensure that the payments are initiated within three working days from the receipt 

of sanctioned list from CDPO/MO after verifying the correctness of the data.  

 

Amount and conditions for payment of incentives  

a) The beneficiary will receive a total cash incentive of ₹ 5000/- in three installments, 

subject to the fulfilment of specific conditions.  

b) The payment shall be credited to the Bank/ Post office account of the beneficiary, as the 

case may be and not in the husband’s/family member’s/joint account.  

c) The conditionalities for the three installments under the scheme are (refer Annexure E 

for details):  

i. First Installment  

Amount: ₹ 1000/- in case of early registration of pregnancy on fulfilment of the 

conditions mentioned below:  

Proof of early registration of pregnancy in MCP card (registration of pregnancy 

within 150 days from the date of LMP), duly certified by an officer/functionary of 

Health Department not below the rank of ANM.  

ii. Second Installment  

Amount: ₹ 2000/- after 6 months of pregnancy on fulfilment of the conditions 

mentioned below:  

At least one Ante-Natal Check-up of beneficiary duly certified on MCP card by an 

officer/ functionary of Health Department not below the rank of ANM.  

iii. Third Installment  

Amount: ₹ 2000/- on fulfilment of the conditionalities mentioned below:   

• Child birth is registered. Birth Certificate issued by an authorised authority of 

the State/UT will be accepted as proof of child birth.  

• Proof that child has received first cycle of BCG, OPV, DPT and Hepatitis-B or 

its equivalent/substitute, the MCP card being duly certified on MCP card by 

an officer/functionary of Health Department not below the rank of ANM.  

 

d) The immunization is to be completed preferably within 14 weeks of birth of the child as 

per the schedule issued by MHFW (Annexure L). The AWW/ ASHA/ ANM will check the 

MCP card of the beneficiary at the beginning of the fifth month to ensure that all the 

immunization of the infant has taken place.  

 

Bunching of Installments  

Beneficiaries should apply preferably just after fulfilment of conditionalities to make proper use 

of the benefits received under the scheme towards meeting the scheme objectives. In case she 

could not apply within the normal time frame, the following may be considered:  

i. No maternity claim under the scheme shall be admitted after 730 days of pregnancy. 

LMP registered in the MCP card will be the date of pregnancy to be considered in this 

respect.  

ii. The installments may be claimed independently and not interlinked with each other, 

subject to fulfilment of eligibility criteria and conditionalities.  

iii. A beneficiary can apply, at any point of time but not later than 730 days of pregnancy, 

even if she had not claimed any of the installments earlier but fulfils eligibility criterion 

and conditionalities for receiving benefits.  
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iv. In cases where LMP date is not recorded in MCP card viz. a beneficiary is coming for 

claim of third installment under the scheme, the claim in such cases must be submitted 

within 460 days from the date of birth of the child beyond which period no claim shall be 

entertained.  

v. Under bunching of installments, a number of combinations are possible. For the sake of 

clarity, the forms to be submitted and conditionalities to be verified are given in table 

below:  

 

Table: Bunching Combinations 

S.No Case 

Forms to be 

filled by 

Beneficiary 

Verification by 

AWW/ASHA/ANM 

 

1  

 

Beneficiary has not claimed the first 

installment under the scheme and 

applies for claiming the first installment 

only.  

Form 1-A  • Early registration of 

pregnancy within 150 

days from the date of 

LMP  

 

2  

 

Beneficiary who has not claimed the first 

installment under the scheme but 

applies directly for claiming the second 

installment only.  

Form 1-A;  

Form 1-B  

• At least one ANC  

 

3  

 

Beneficiary who has not claimed the first 

installment under the scheme and 

applies directly for claiming both first 

and second installments  

Form 1-A;  

Form 1-B  

• Early registration of 

pregnancy within 150 

days from the date of 

LMP  

• At least one ANC  

 

4  

 

Beneficiary who has registered herself 

under the scheme and claimed the first 

installment, and applies directly for 

claiming the third installment only 

under the scheme  

Form 1-C  • Child Birth Registration  

• Child has received first 

cycle of BCG, OPV, DPT 

and Hepatitis-B or its 

equivalent/substitute  

 

5  

 

Beneficiary who has registered herself 

under the scheme and claimed the first 

installment, and applies directly for 

claiming both second and third 

installment together under the scheme  

Form 1-B;  

Form 1-C  

• At least one ANC  

• Child Birth Registration  

• Child has received first 

cycle of BCG, OPV, DPT 

and Hepatitis-B or its 

equivalent/substitute.  

 

6  

 

Beneficiary who has not claimed the 

first and second installment under the 

scheme and applies directly for claiming 

the third installment only under the 

scheme  

Form 1-A;  

Form 1-C  

• Early registration of 

pregnancy within 150 

days from the date of 

LMP  

• Child Birth Registration  

• Child has received first 

cycle of BCG, OPV, DPT 

and Hepatitis-B or its 

equivalent/substitute.  
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7  

 

Beneficiary who has not claimed the 

first and second installment under the 

scheme and applies directly for claiming 

second and third installment together 

under the scheme  

Form 1-A;  

Form 1-B;  

Form 1-C  

• At least one ANC  

• Child Birth Registration  

• Child has received first 

cycle of BCG, OPV, DPT 

and Hepatitis-B or its 

equivalent/substitute.  

 

8  

 

Beneficiary has not claimed the first 

and second installment under the 

scheme and applies directly for claiming 

first, second and third installment 

together under the scheme  

Form 1-A;  

Form 1-B;  

Form 1-C  

• Early registration of 

pregnancy within 150 

days from the date of 

LMP  

• At least one ANC  

• Child Birth Registration  

• Child has received first 

cycle of BCG, OPV, DPT 

and Hepatitis-B or its 

equivalent/substitute.  
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5. HEALTH ADVICE CALL CENTER (HACC)  (TOLL FREE NO.104) 
 

• HACC has been launched in Maharashtra under National Rural Health Mission. 

• Objective is to provide 24 X 7 information / guidelines to deliver quality health services. 

• By dialing 104 from a landline or mobile any Medical Officer from PHC, health workers, 

ANM, MPW, ASHA, school health team and mobile medical unit can get information 

from HACC. 

• HACC is functioning at Chest Hospital, Aundh, Pune.  

• Specialists like Gynaecologists, Paediatricians, Public Health Specialist will provide 

guidance from HACC. 

• Information regarding Government Hospitals, Blood Bank and Eye Bank will be 

available. 

• NGO working for Sickle Cell Disease and other programmes under NRHM may also 

obtain information by calling 104. 

• All queries will be answered by call centre, if required additional information may also be 

provided to the caller by calling him /her back. 

• Information will be provided live, but in case of advising medicines / drugs, SMS may 

also be sent to the caller. 

• Most of the phone / mobile numbers of Medical officers, health workers, ASHA have 

already been uploaded in the software by collecting their numbers. Other person may 

register their number by calling 104. 

 

6. MAHARASHTRA EMERGENCY MEDICAL SERVICES 

(MEMS) TOLL FREE NO. 108 
 

Maharashtra Emergency Medical Services (MEMS) is a project of Government of 

Maharashtra under National Rural Health Mission (NRHM) and implemented and operated 

by BVG India Ltd. Citizens across Maharashtra can avail free ambulance in case of any 

medical emergency by dialing toll free number ‘108’. BVG has implemented a network of 

ambulances across the state of Maharashtra, well equipped with medicines, life saving 

equipment and a doctor on call 24 X 7. 

Emergency is the situation between Life and Death. Emergency Medical Services (EMS) 

is a specialized field where emergency healthcare needs are addressed through well-

defined care processes by trained EMS professionals. Important aspect of EMS includes 

early detection of any emergency, immediate response, reporting, on-scene care, en route 

care and transfer to hospitals. 

All Ambulances manned by BAMS Doctors who are trained to perform in Emergency 

situations. These EMS professionals will respond to emergency calls, performing medical 

services and transporting patients to appropriate hospitals as required.  

Emergency Medical Services professionals are immersed in saving lives in response to 

a wide variety of emergency medical situations. Duties include quickly assessing and 

prioritizing patient needs with the goal of providing life support in situations where trauma, 

respiratory, diabetic, behavioral, cardiac, allergic, poisoning, and childbirth emergency 

situations might exist. 
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This service provides 24/7 pre-hospital emergency medical service across the state, 

especially in the “Golden Hour” during which most fatalities occur. 

 

7. MAHATMA JYOTIBA PHULE JAN AROGYA YOJANA (MJPJAY) 
 

Mahatma Jyotiba Phule Jan Arogya Yojana 

The State Government of Maharashtra launched its flagship health insurance scheme, Rajiv 

Gandhi Jeevandayee Arogya Yojana (RGJAY) on 2nd July 2012 in 8 districts of Maharashtra 

(Phase 1) and later on introduced it to remaining 28 districts of Maharashtra (Phase 2). The 

scheme is renamed as Mahatma Jyotiba Phule Jan Arogya Yojana (MJPJAY) from 1st April 

2017. 

 

Objective:  

To improve access of Below Poverty Line (BPL) and Above Poverty Line (APL) families 

(excluding White Card Holders as defined by Civil Supplies Department) to quality medical 

care for identified speciality services requiring hospitalization for surgeries and therapies or 

consultations through an identified Network of health care providers. 

 

Scheme:  

Rajiv Gandhi Jeevandayee Arogya Yojana (RGJAY) has been implemented throughout the 

state of Maharashtra in a phased manner over a period of 4 years. Government resolution 

issued on 13th April 2017 regarding the change into the name of Rajiv Gandhi Jeevandayee 

Arogya Yojana (RGJAY) to Mahatma Jyotiba Phule Jan Arogya Yojana (MJPJAY) and 

continuation of the same from 1st April 2017. 

 

The insurance policy/coverage under the MJPJAY can be availed by eligible beneficiary 

families residing in all the 36 districts of Maharashtra viz. Gadchiroli, Amravati, Nanded, 

Sholapur, Dhule, Raigad, Mumbai and Mumbai Suburban, Akola, Buldhana, Yavatmal, 

Washim, Aurangabad, Beed, Hingoli, Jalna, Latur, Osmanabad, Parbhani, Thane, Palghar, 

Ratnagiri, Sindhudurga, Bhandara, Chandrapur, Gondia, Nagpur, Wardha, Ahmednagar, 

Jalgaon, Nadurbar, Nashik, Kolhapur, Pune, Sangli, Satara. 

 

Benefits: The scheme entails around 971 surgeries/therapies/procedures along with 121 

follow up packages in following 30 identified specialized categories: 

 

1 GENERAL SURGERY 

2 ENT SURGERY 

3 OPHTHALMOLOGY SURGERY 

4 GYNAECOLOGY AND OBSTETRICS SURGERY 

5 ORTHOPEDIC SURGERY AND PROCEDURES 

6 SURGICAL GASTRO ENTEROLOGY 

7 CARDIAC AND CARDIOTHORACIC SURGERY 

8 PEDIATRIC SURGERY 

9 GENITOURINARY SYSTEM 

10 NEUROSURGERY 

11 SURGICAL ONCOLOGY 
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12 MEDICAL ONCOLOGY 

13 RADIATION ONCOLOGY 

14 PLASTIC SURGERY 

15 BURNS 

16 POLY TRAUMA 

17 PROSTHESES 

18 CRITICAL CARE 

19 GENERAL MEDICINE 

20 INFECTIOUS DISEASES 

21 PEDIATRICS MEDICAL MANAGEMENT 

22 CARDIOLOGY 

23 NEPHROLOGY 

24 NEUROLOGY 

25 PULMONOLOGY 

26 DERMATOLOGY 

27 RHEUMATOLOGY 

28 ENDOCRINOLOGY 

29 GASTROENTEROLOGY 

30 INTERVENTIONAL RADIOLOGY 

The 132 Government reserved Procedures are to be performed only in empanelled 

Government Hospital / Government Medical College subjects to availability of facility and 

procedures. 

 

Beneficiary Families:  

Families belonging to any of the 36 districts of Maharashtra and holding Yellow Ration Card, 

Antyodaya Anna Yojana Card (AAY), Annapurna Card and Orange Ration Card along with 

Farmers from 14 agriculturally distressed districts of Maharashtra (Amravati, Akola, 

Aurangabad, Buldhana, Beed, Hingoli, Jalna, Nanded, Latur, Osmanabad, Parbhani, Wardha, 

Washim and Yavatmal). The identification for farmers from 14 agriculturally distressed districts 

of Maharashtra will be based on White Ration Card along with 7/12 extract bearing the name 

of the beneficiary / head of the family or certificate from the concerned Talathi / Patwari stating 

that the beneficiary is a farmer or a family member of farmer with valid photo ID proof of the 

beneficiary. 

 

Family:  

Family means members as listed on the valid Orange/Yellow Ration Card from 36 districts and 

White ration card holder with 7/12 from 14 agriculturally distressed districts. 

 

Identification: Valid ration card Orange/Yellow/White Ration Card with 

1) Pan Card 

2) Aadhar Card 

3) Driving License 

4) Voter Id 

5) Nationalized Bank Passbook with Photo 

6) Handicap Certificate 

7) School/College Id 
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8) In rural areas Tahsildar/ along with stamp and signature is there on Photo then it is 

accepted 

9) In Urban areas Tahsildar/Government Local bodies along with stamp and signature is 

there on Photo then it is accepted. 

10) Passport 

11) Senior citizen card issued by central and state government Of India 

12) Freedom Fighter Id Card 

13) Defence ex-service card issued by sainik board 

14) Marine Fishers Identity card (Issue by Ministry of Agriculture Government of 

Maharashtra). 

15) Any photo ID proof issued by Govt. of Maharashtra/ Govt. of India 

The photo ID proof will act as a tool for beneficiary identification for availing the health 

insurance facility. Following actions would be undertaken by Network hospitals in case of 

exceptional situations: 

 

Situation Validations / Check 

Children born after issue of card 

i.e. name and photo not available 

on health card or on valid yellow/Orange 

ration card 

Photograph of child with either parent along 

with valid Yellow/Orange/White ration card of 

parent and Birth certificate issued by 

authorized office. 

 

Pre Existing Diseases:  

All diseases under the scheme shall be covered from day one. A person suffering from 

disease prior to the inception of the policy shall also be covered under approved procedures 

for that disease. 

 

Sum Insured On Floater Basis & Period Of Insurance:  

The Scheme shall provide coverage for meeting all expenses relating to hospitalization of 

beneficiary up to Rs. 1, 50,000/- per family per year in any of the Empanelled Hospital subject 

to Package Rates on cashless basis through valid Ration Card. The benefit shall be available 

to each and every member of the family on floater basis i.e. the total annual coverage of Rs. 

1.5 lakh can be availed by one individual or collectively by all members of the family. In case 

of renal transplant surgery, the immunosuppressive therapy is required for a period of 1 year. 

So the upper ceiling for Renal Transplant would be Rs. 2, 50,000 per operation as an 

exceptional package exclusively for this procedure. The cases are likely to be very few and 

well controlled by Human Organ Transplant Act 1994. The claims related to this have to be 

settled by Insurer. The insurance coverage under the scheme for the beneficiary families shall 

be in force for an initial period of one year from the date of commencement of the policy. 

 

Run Off Period:  

“ Run Off period ” of one month will be allowed after the expiry of the policy period i.e. till one 

month after the date of policy period. This means that pre-authorizations can be done till the 

end of policy period and surgeries for such pre-authorizations can be done up to one month 

after the expiry of policy period and such claim will be honored by the Insurance Company. 
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Package:  

The insurer should ensure that the Network hospitals follow the packages worked out by 

MJPJAY. The package rates will include bed charges in General ward, Nursing and boarding 

charges, Surgeons, Anaesthetists, Medical Practitioner, Consultants fees, Anaesthesia, Blood, 

Oxygen, O.T. Charges, Cost of Surgical Appliances, Medicines and Drugs, Cost of Prosthetic 

Devices, implants, X-Ray and Diagnostic Tests, food to inpatient, one time transport cost by 

State Transport or second class rail fare (from Hospital to residence of patient only). In other 

words the package should cover the entire cost of treatment of Beneficiary from date of 

reporting to his discharge from hospital for a period of 10 days after discharge following 

surgery including complications if any, making the transaction truly cashless to the beneficiary. 

In the instance of death, the carriage of dead body from network hospital to the 

village/township would also be part of package. The planned 131 procedures like hernia, 

vaginal or abdominal hysterectomy, appendicectomy, cholecystectomy, Discectomy, etc. will 

be performed only in empaneled Government Hospitals/Government Medical Colleges. The 

rates for each procedure are indicative and represent upper ceiling and the Insurer may 

negotiate with the given empanelled hospitals to bring them down amicably without 

compromising quality. 

 

Cashless Transaction:   

It is envisaged that for each hospitalization the transaction shall be cashless for covered 

procedures. Enrolled beneficiary will go to hospital and come out without making any payment 

to the hospital subject to the procedures covered under the scheme. When the beneficiary 

visits the selected network hospital, services of selected network hospital should be made 

available (Subject to availability of beds). In instance of non- availability of beds at network 

hospital, the facility of cross referral to a nearest Network hospital is to be made available and 

Arogyamitra will also provide the beneficiary with the list of nearby network hospitals. 

 

Online Claim Settlement: 

The Insurance Company shall settle the claims of the hospitals online within 15 working days 

on receipt of complete claim document from the Network Hospital including the Originals bills, 

Diagnostics reports, Case sheet, Satisfaction letter from patient, Discharge Summary duly 

signed by the doctor, acknowledgement of payments of transportation cost and other relevant 

documents to Insurer for settlement of the claim. The online progress of claim settlement will 

be scrutinized and reviewed by MJPJAY. 

 

Steps for Treatment in the Network Hospital 

 

STEP 01:  

Beneficiary families shall approach nearby General, Women/District Hospital/Network 

Hospital. Arogyamitra placed in the above hospitals shall facilitate the beneficiary. If 

beneficiary visits Government Health Facility other than the Network Hospital, he/she will be 

given a referral card to the Network Hospital with preliminary diagnosis by the doctors. The 

Beneficiary may also attend the Health Camps being conducted by the Network Hospital in the 

villages and can get that referral card based on the diagnosis. The information on the 

outpatient and referred cases in the General, Women/DH and the camps will be collected from 

all Arogyamitra /Hospitals on regular basis and captured in the dedicated database through a 

well-established call center. 
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STEP 02:  

The Arogyamitra at the Network Hospital examine the referral card and health card or 

Yellow/Orange Ration Card, Annapurna or Antyodaya card register the patients and facilitate 

the beneficiary to undergo specialist consultation, preliminary diagnosis, basic tests and 

admission process. The information like admission notes, test done will be captured in the 

dedicated database by the Medical Coordinator of the Network Hospital as per the 

requirement of the MJPJAY. 

 

STEP 03:  

The Network Hospital, based on the diagnosis, admits the patient and sends E-

preauthorization request to the insurer, same can be reviewed by MJPJAY. 

 

STEP 04:  

Recognized Medical Specialists of the Insurer and MJPJAY examine the preauthorization 

request and approve preauthorization, if, all the conditions are satisfied. This will be done 

within 24working hours and immediately in case of emergency wherein e-preauthorization is 

marked as “EM”. 

 

STEP 05:  

The Network Hospital extends cashless treatment and surgery to the beneficiary. The 

Postoperative notes of the Network Hospitals will be updated on the website by the medical 

coordinator of the Network Hospital. 

 

STEP 06:  

Network Hospital after performing the covered surgery/ therapy/ procedure forwards the 

Originals bills, Diagnostics reports, Case sheet, and Satisfaction letter from patient, Discharge 

Summary duly signed by the doctor, acknowledgement of payments of transportation cost and 

other relevant documents to Insurer for settlement of the claim. The Discharge Summary and 

follow-up details will be part of the MJPJAY portal. 

 

STEP 07:  

Insurer scrutinizes the bills and gives approval for the sanction of the bill and shall make the 

payment within agreed period as per agreed package rates. The claim settlement module 

along with electronic clearance and payment gateway will be part of the workflow in MJPJAY 

portal and will be operated by the Insurer. The reports will be available for scrutiny on the 

MJPJAY login. 

 

STEP 08 : 

The Network Hospital will provide free follow-up consultation, diagnostics, and medicines 

under the scheme up to 10 days from the date of discharge. 

 

Health Camps:  

Health Camps are to be conducted in Taluka Head Quarters, major village Gram Panchayats 

and Municipalities. Minimum of two camps per week per empanelled hospital has to be held in 

the all districts in the policy year at the place suggested by SHAS. Medical Camp Coordinator 

MCCOs of the hospital shall coordinate the entire activity. Network hospital shall carry 



 131

necessary screening equipment along with specialists (as suggested by the SHAS) and other 

Para-medical staff. The Insurer shall put in the minimum requirements as regards the health 

camp in the MOU with the hospitals. The empanelled hospital shall work in close liaison with 

District Coordinators of the SHAS, Civil Surgeon/District Health Officer in consultation with 

District Collector. Hospital shall follow the Camp policy of SHAS. 

 

8. HUMAN DEVELOPMENT PROGRAMME ( ekuo fodkl dk;Zdzeekuo fodkl dk;Zdzeekuo fodkl dk;Zdzeekuo fodkl dk;Zdze) 
 

Historical Background 

Human Development Program was launched in 12 backward districts in the state as per 

Government Resolution Niyojan Vibhag, no.MMV-2006/P.K.20/KA.1413, Mantralaya Mumbai, 

Dated 29th June 2006 to improve the Human Development Index (HDI). Later on as per 

Government Resolution MVM-2010/P.K.81/KA1418, Mantralaya Mumbai, Dated 19th July 2011, 

the programme was extended in identified 125 backward blocks in 22 districts viz. Thane, 

Raigad, Sindhudurg, Nashik, Dhule, Nandurbar, Jalgaon, Jalna, Parbhani, Hingoli, Beed, 

Nanded, Buldhana, Akola, Washim, Amaravati, Yeotmal, Nagpur, Bhandara, Gondia, 

Chandrapur & Gadchiroli. 

 

As per the Government of Maharashtra GR No. MVK-2012/P.K. 22/K.1418, Niyojan Vibhag, 

Mantralaya Mumbai, dated 26/04/ 2012, the program was continued for year 2012-13. 

Implementation of program is being continued in year 2013-14. 

 

As per Government Resolution MVM-2012/P.K.69/KA1418, Mantralaya Mumbai, Date 12th July 

2012. Human Development Program has been extended to identified 43 Type C Municipal 

Councils in 15 districts, so as to cover more beneficiaries. 

 

Objectives 

To improve Human Development Index (HDI) in selected 125 backward blocks of 22 districts 

and 43 Type C Municipal Councils of 15 districts. 

 

Various Schemes & Activities 

• Examination & Treatment of pregnant women, 0 to 6 months Infant and Lactating Mothers 

by OBGY Specialists done in HDP Camp and also examination of 6 months to 2 year 

children done by paediatrician. 

• Payment of Rs. 800/- to pregnant mothers (SC/ST/BPL) in the 9th month in favour of loss of 

wages. (Excluding Bhandara & Amravati – In these Districts Indira Gandhi Matrutva Sahyog 

Yojana (IGMSY) is being implemented) 

 

Training of adolescent girls in context with adolescence health and life skills. (Excluding Gondia, 

Gadchiroli, Nashik, Amravati, Nanded, Beed, Nagpur, Buldhana- In these Districts Sabla Yojana 

is implemented) 

 

Implementation Strategies 

The program is being implemented in Primary Health Centers of 125 blocks of 22 districts. 

Commissioner, Human Development, Aurangabad is the implementing and monitoring authority 

at state level. District Collector is empowered to give administrative approvals for the same. 
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Medical Officers in charge of Primary Health Centers are responsible for implementation of 

Human Development Program in rural area and District Civil Surgeon has the responsibility of 

implementation in council area i.e. in rural hospital/sub district hospitals. District Health Officer 

and District Civil Surgeon supervise and have the overall responsibility of implementation of the 

program in the district. 

 

Fund Distribution 

District Collector releases the fund to District Health Officer who in turn releases fund to District 

Civil Surgeon who releases fund to Medical Superintendents of hospitals. District Health Officer 

releases fund directly to in charge medical officer of Primary Health Centers under the 

monitoring of respective Taluka health officers. It is mandatory to open separate Saving Account 

in Nationalized Bank to receive the fund at every level. The grants are distributed as Rs.14,500/- 

per camp. 

 

Facilities Providing Services 

Under Human Development Programme camps are arranged in Primary Health Centres and 

Rural Hospitals and Sub-district hospital. 

 

Schemes and Activities 

• Examination & Treatment of pregnant women, 0 to 6 months neonate and Lactating Mothers 

by OBGY Specialists under this activity to give following benefit to beneficiary. 

– Counseling of pregnant mothers and lactating mothers. 

– Examination & Treatment of pregnant women by OBGY Specialists. 

– Counseling pregnant mothers for good nutrition & and proper care in pregnancy. 

– Examination and Counseling of lactating mothers for contraception, prevention of 

infection, exclusive breast feeding & weaning practices and overall promotion of health. 

– 0 to 6 months neonate examination and treatment by Child Specialist. 

– Payment of Rs. 800/- to pregnant mothers (SC/ST/BPL) in the 9th month in favour of 

loss of wages. (Excluding Bhandara & Amravati – In this Districts Indira Gandhi Matrutva 

Anudan Yojana is implemented) 

 

Training of adolescent girls (12 to 18 Years) in context with adolescence health and life skills. 

(Excluding Gondia, Gadchiroli, Nashik, Amravati, Nanded, Beed, Nagpur, Buldhana- In this 

Districts Sabla Yojana is implemented) 

 

Period of Implementation and Methods 

Every month 2 camps are organized in Primary Health Centres and Rural Hospital and Sub-

district hospital. The camps are organized with prior information to Grampanchayat and field 

level workers and community. All Pregnant mothers and children in the age group of 0 to 6 

months and 6 months to 2 years are provided to and fro free transport services. OBGY 

Specialist and Paediatrician examine the beneficiaries and necessary investigations and 

treatment are provided. Snacks are provided to beneficiaries on Camp day. Pregnant mothers 

and lactating mothers followed up for 6 months. High Risk Mothers are referred to higher centre 

accordingly and followed up. 
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Benefits and Services 

At Health institution vehicle is used for free transport of beneficiaries. If there is no transport 

facility available then 1 or 2 vehicles can be hired for camp. OBGY Specialist and Paediatrician 

provide their services in the camp. They are given honorarium for their service. Budget is 

provided for medicine, lab materials and pendal for camp. Rs. 800/- is given to Pregnant woman 

(SC/ST/BPL) in the 9th month in favour of loss of wages. 

 

Performance till January 2013 

Number of HDP Camps planned:    20370 

Number of HDP Camps organized:    11991 

Number of preg. Mothers examined by Obgy. Spe.:  371218 

Number of Lact. Mothers examined by Obgy. Spe.:  221712 

Number of Children examined by Pead. Spe.:   227128 

Number of mothers paid loss of wages under HDP:  81453 (Rs.800/- in 9th  

           month of their pregnancy) 

Number of Prerikas identified in the districts:   6146 

Number of Adolescent girls trained:   154717 

Budget Recieved:      Rs. 1974.16 Lakhs 

Expenditure:        Rs. 1788.95 Lakhs 

 

Status of Programme 

Human Development Programme is currently implementated in 22 Districts 125 Talukas. 58.87 

% camp has been completed by Jan 2013. In Beed and Raigad District 100.00 % camps has 

been arranged. 

• Districts having above 60% performance:- Thane (78.65%), Nashik (71.14%), Jalgaon 

(75.48%), Sindhudurg (68.75%), Parbhani (74.82%), Hingoli (73.70%), Nanded (69.59%), 

Nagpur (87.85%), Bhandara (81.51%), Gondia (70.81%), Chandrapur (71.49%), Akola 

(67.08%) 

Districts having less than 50% performance:- Dhule (47.71%), Nandurabar (43.86%), Jalna 

(46.23%), Washim (47.38%), Amaravati (44.29%), Buldhana (39.27%), Yavatmal (35.80%) in 

this districts camps arranged above 30 % and very poor performance in Gadchiroli (16.22%) 

The meeting was held on 09th November 2012 for reconstruct the various schemes to 

implement under Human Development Programme through Health Department. Accordingly the 

schemes will be revised as per the minuted decisions which are yet to be finalized 

 

Major Achievements 

• Human Developement Mission established in Year 2006 and initially Human Development 

Programme was launched in 25 Talukas of 12 Districts. 

• With success and improvement in Human Development Index the programme was extended 

to 125 block in 22 districts in year 2011. 

In year 2012, C Cadre Council area was also included in implementation of Human 

Development Programme in 22 districts. 
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9. NAVSANJEEVANI YOJANA 
    

Historical Background 

In order to bring about co-ordinated efforts and effectiveness in the implementation of various 

schemes, which were implementing in tribal areas, the government aggregated all such 

schemes in one and started Navsanjivani Yojana as per G.R. dated 25/6/1995. Health related 

activities in this scheme include filling up of vacant posts, keeping vehicles in good condition, 

provision of medicine & equipments in adequate quantities, pre-monsoon surveillance of tribal 

villages & padas and implementation of preventive & curative services, monitoring of water 

chlorination activity, health check-up of Anganwadi children by Medical Officers.    

 

Objectives 

To improve the health of population in Tribal areas by providing them health services, ample 

clean water, by providing food supply, giving proper treatment to malnourished children and 

ultimately giving productive and long life to tribal population is the main aim of Navsanjivani 

scheme 

 

Implementation of Programme 

Various activities are carried out through this programme. 

• Matrutva Anudan Yojana 

• Bharari Pathak Yojana 

• Dai Meetings 

• Water Quality Monitoring 

• Pre Monsoon Activities 

Provision of food and loss of wages to relatives accompanying SAM/MAM children 

 

Strategy 

Various schemes under Navsanjivani Yojana 

• Matrutva Anudan Yojana :- A pregnant women is paid Rs. 400 /- in cash for visiting health 

center for antenatal check up along with medicines worth Rs. 400/- to ensure a better health. 

This Scheme is applicable to tribal women having current pregnancy and live two issues. 

• Bharari Pathak Yojana:- In tribal areas for tribal people, mostly for women & children to 

provide medical health at their homes and if required to shift nearest health centre Bharari 

Pathaks are functional.172 Bharari Pathaks have been constituted with one Medical officer 

with 2 Para-Medical staff which are appointed on deputation. 172 Bharari Pathaks are doing 

medical checkup and provide medicines. Bharari Pathaks Medical Officers are being 

provided Govt grants and grant of Rs. 6000/- per month per Pathak is provided. Additional 

funds of Rs 12000/- through RCH PIP (NRHM) are provided. 

• Dai Meetings :- In this scheme regular re-orientation regarding safe motherhood & neonatal 

care of trained and untrained Dais is being carried out by organizing quarterly meetings of 

Dais at sub centre level. 

• Provision of food and loss of wages for SAM /MAM children and their relatives - Provision of 

food and loss of wages to relatives accompanying SAM/MAM children taking treatment at 

PHC/RH. Relatives accompanying SAM/MAM children Rs.40 per day is given as 

compensation for loss of wages till the child is admitted and Rs 65 per child is given, for food 

till the child is admitted. The funds for same are distributed to Zillah Parishad from Tribal 

Development Dept.  
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Pre Monsoon Activities - Accessibility in tribal area is a problem in monsoon season due to 

geographical situation of area & limited transport facilities. Hence it is planned to conduct Health 

check up Immunization / Nutritional assessment of all tribal Population in said area. In the 

months of May & June various Bharari Pathaks are deputed in hilly areas to facilitate 

uninterrupted treatment, vaccination, referral services. 

 

Health Facilities proving services 

Under Navsanjivani Yojana in tribal area Rural Hospital, PHC, Subcentres, Ayurvedic Hospital 

give free services for patients, Bharari Pathaks also provide such Health Services. 

 

Special Features 

• Matrutva Anudan Yojana:- This scheme is being implemented in 15 Tribal districts since 

1997-98. A pregnant women is paid Rs. 400 /- in cash for visiting health center for antenatal 

check up along with medicines worth Rs. 400/- to ensure a better health and to reduce 

maternal and Neonatal morbidity and mortality. This Scheme is applicable to tribal women 

having current pregnancy and live two issues. 

• Mobile Medical Squad:– 172 Mobile Medical squads have been constituted with one 

Medical Officer with a vehicle and 2 Para-Medical staff to go to each and every village and 

hamlet to identify malnourished and sick children and provide medical health at their homes 

and if required to shift them to the nearest health center. Appropriate medical treatment 

and/or intensified food supplementation is given to all children. Since year 2012-13 Medical 

Officers are being provided Rs. 12000/- per month through RCHPIP (NRHM) funds to their 

earlier Rs. 6000/- honorarium. 

• Dai Meetings:- Regular re-orientation regarding safe motherhood & neonatal care of trained 

Dais and untrained is being carried by organized quarterly meetings of Dais at sub centre 

level since year 1996-97. 

• Water Quality Monitoring:- Water samples are collected every month from all the water 

sources used for drinking in the village and are tested at public health laboratory for bacterial 

contamination and results are communicated to concerned Gram Panchayat through PHC 

for further necessary action like administration of bleaching powder. 

• Pre Monsoon Activities:- Accessibility in tribal area is a problem in monsoon season due to 

geographical situation of area & limited transport facilities. Hence it is planned to conduct 

Health check up Immunization / Nutritional assessment of all tribal Population in said area. 

In the months of May & June various Mobile Medical Squads are deputed in hilly areas to 

facilitate uninterrupted treatment, vaccination, referral services. 

 

Provision of food and loss of wages to relatives accompanying SAM/MAM children taking 

treatment at PHC/RH. Relatives accompanying SAM/MAM children are provided food twice 

Rs.65 only & loss of wages Rs.40 per day compensation as loss of wages until the child is 

admitted. The funds are provided by Tribal Department. 

 

Service Centers 

Services Under Navsanjivani Yojana are provided by Sub-district Hospitals Rural Hospitals, 

Primary Health Centers, Sub-center, in tribal area. Mobile units also provide such Health 

Services. 
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10. SAVITRIBAI FULE KANYA KALYAN YAJANA  
    

To promote the couples to accept sterilization only on one or two female issues, state 

has declared Revised Savitribai Phule Kanya Kalyan Yojana form 1st April 2007. The scheme is 

applicable for 1) Couples belong to Below Poverty Line. 2) Couples having No son and 

accepting sterilization with only one or/& two daughters. After undergoing sterilization couple 

having 1 daughter will get financial benefits of Person undergoing sterilization Rs,2000/- (in 

cash) and Rs.8000/- in the form of NSC in the name of daughter. The couple having 2 

daughters Rs,2000/- (in cash) and Rs,4000/- in the form of NSC in the name of each daughter 

(Total Rs,8000/-) 

 

11. RASHTRIYA BAL SWASTHYA KARYAKRAM (RBSK) 
 

Introduction 

Under National Rural Health Mission, School Health Programme was being implemented 

in the State in association with Sarva Shiksha Abhiyan since February 2008 wherein health 

screening of children in the age group of 6 to 18 years was ensured at all Schools in rural and 

urban area through 440 teams appointed for this purpose. 

With the success of school health programme in Maharashtra, Govt of India launched 

Rashtriya Bal Swasthya Karyakram (RBSK) on 6th February 2013 by Hon. UPA Chairperson 

Smt. Sonia Gandhi at Palghar in Thane district. RBSK aims at early detection and management 

of the ‘4Ds’ (Defects at birth, Diseases in children, Deficiency conditions and Developmental 

delays including disabilities) prevalent in children. 

 

Implementation 

Rashtriya Bal Swasthya Karyakram has been started from 1st April 2013 in 33 districts 

of Maharashtra. With a view to ensure the health screening of 0 to 18 years children, 1130 

teams comprising with 2 Medical Officer (one male & one female), one ANM and one 

Pharmacist in each team have been deputed in all 33 districts. The RBSK Teams are placed at 

Taluka level at Rural Hospital /Sub District Hospital level under supervision and monitoring of 

Medical superintendant. For the efficiency of the programme all the members have gone 

through proper training before joining the team. 

Teams will screen all the children 0-6 years of age registered with the Anganwadi 

centres of rural areas and urban slums and in addition to children enrolled in classes 1st to 12th 

in Government and Government aided schools. Medicines and a tool kit with essential medical 

equipment for screening of children have been provided with the every team. After screening, 

children identified with defects, deficiencies, diseases and developmental delays are referred to 

the Rural Hospital /Sub District Hospital. 

For successful implementation of RBSK, convergence of various departments like 

DWCD, Education and tribal is envisaged. 
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12. RASHTRIYA KISHOR SWASTHYA KARYAKRAM (RKSK) 
 

Background: 

At 253 million, India has the largest share of the adolescent population in the world. With 

a view to address the health and development needs of this age group which is 21percent of 

India’s population, Ministry of Health and Family Welfare launched the Rashtriya Kishor 

Swasthya Karyakram (RKSK) on the 7th of January 2014. 

RKSK has been developed to strengthen the adolescent component of the RMNCH+A 

strategy which, as we are all aware, is one of the weakest and a sub-critical programme area. 

Whilst core programming principles for RKSK are health promotion and a community based 

approach expanded scope of the programme includes nutrition, sexual & reproductive health, 

injuries and violence (including gender based violence), non-communicable diseases, mental 

health and substance misuse. 

 

Implementation plan: selection of districts/ CHCs/ PHCs/ Sub-Centres: 

Given the scope of the programme, an executive decision has been taken to implement RKSK 

in a phased manner. During the first phase, 231 districts as selected by the states have been 

identified for implementation. Within, these 231 districts 50% blocks will be covered. Thus, if 

there are 10 blocks in a district (normatively speaking) we are looking at covering 5 blocks/ 5 

CHCs. Further, out of 5/6 normative PHCs under one block CHC, two PHCs will be identified 

(basis ability and wherewithal to implement RKSK viz trained service provider, existing 

Adolescent Health programme with reasonable footfall and good infrastructure with dedicated 

space for AFHS etc.) All sub-centres under these PHCs and, all villages under these sub-

centres will be selected for provision of all interventions and services envisaged under RKSK.  

 

Target Groups 

The new adolescent health (AH) strategy focuses on age groups 10-14 years and 15-19 years 

with universal coverage, i.e. males and females; urban and rural; in school and out of school; 

married and unmarried; and vulnerable and under-served. 

 

Objectives 

The new AH strategy seeks to achieve the following objectives: 

1. Improve nutrition 

• Reduce the prevalence of malnutrition among adolescent girls and boys (including 

overweight/obesity) 

• Reduce the prevalence of iron-deficiency anaemia (IDA) among adolescent girls and 

boys 

 

2. Enable sexual and reproductive health 

• Improve knowledge, attitudes and behaviour, in relation to SRH 

• Reduce teenage pregnancies 

• Improve birth preparedness, complication readiness and provide early parenting 

support for adolescent parents 

 

3. Enhance mental health 

• Address mental health concerns of adolescents 
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4. Prevent injuries and violence 

• Promote favourable attitudes for preventing injuries and violence (including GBV) 

among adolescents 

 

5. Prevent substance misuse 

• Increase adolescents’ awareness of the adverse effects and consequences of 

substance misuse. 

 

6. Address conditions for NCDs 

• Promote behaviour change in adolescents to prevent NCDs such as cancer, 

diabetes, cardio-vascular diseases and strokes 

 

The strategy is operationalised through six key components i.e. Communication (including 

Social and Behaviour Change Communication for improved health seeking behaviour); 

provision of commodities; provision of services; capacity building; monitoring & evaluation and 

programme management including supportive supervision. 

 

Strategies 

Strategies/interventions to achieve objectives can be broadly grouped as: 

A. Community based interventions 

• Peer Education (PE) 

• Quarterly Adolescent Health Day (AHD) 

• Weekly Iron and Folic Acid Supplementation Programme (WIFS) 

• Menstrual Hygiene Scheme (MHS) 

 

B. Facility based interventions 

• Strengthening of Adolescent Friendly Health Clinics (AFHC) 

 

C. Convergence 

• Within Health & Family Welfare - FP, MH (incl VHND), RBSK, NACP, National 

Tobacco Control Programme, National Mental Health Programme, NCDs and 

IEC 

• With other departments/schemes - WCD (ICDS, KSY, BSY, SABLA), HRD 

(AEP, MDM), Youth Affairs and Sports (Adolescent Empowerment Scheme, 

National Service Scheme, NYKS, NPYAD) 

 

D. Social and Behaviour Change Communication with focus on Inter Personal 

Communication 
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13131313----    vk;q"kvk;q"kvk;q"kvk;q"k    
dk;Zdzekph vksG[kdk;Zdzekph vksG[kdk;Zdzekph vksG[kdk;Zdzekph vksG[k  
Hkkjrh; fpfdRlk i/nrh o gksfevksiWFkh foHkkxvkjksX; o dqVqac dY;k.k ea_kky;] dsanz 'kklu uoh fnYyh 
;kaP;k vf/kiR;k[kkyh 1995 e/;sdk;Zjr dj.;kr vkyk- lu 2003 e/;s R;k foHkkxkps vk;q"k 
(vk;qosZn] ;ksx ofulxZipkj] ;qukuh] fl/n o gksfevkWiWFkh) vls ukekarj dj.;kr vkys- 
 

mn@ns'k o mfn@n"Vsmn@ns'k o mfn@n"Vsmn@ns'k o mfn@n"Vsmn@ns'k o mfn@n"Vs    
• vk;q"k eq[; izokgkr vk.k.ks oLFkkfud fpfdRlk i/nrhps jk"V!h; xzkeh.k vkjksX; vfHk;kukarxZr 

iqujQTthou dj.ks- 

• vk;q"k oS|dh; vf/kdkjh o lgk:;ddeZpkjh ;kaps izf'k{k.k ?ks.ks- 

• vk'kk vkf.k vkjksX; lsod $ lsfodk;kapk vk;q"k dk;Zdzeke/;s lgHkkx djQu ?ks.ks- 
 

vaeyctko.kh i/nrhvaeyctko.kh i/nrhvaeyctko.kh i/nrhvaeyctko.kh i/nrh    
jk"V!h; xzkeh.k vkjksX; vfHk;kukarxZr vk;q"k eq[; izokgkr vk.k.ks gk ?kVd jkcfo.;klkBh 'kkldh; 
vkjksX; laLFkke/;s vk;q"k lsokaph lg LFkkiuk dj.;kph izfdz;k lqjQ vkgs- 
rlsp jkT;krhy dkgh ftYgk jQX.kky;kr dsanz 'kklu vk;q"k foHkkxkriQsZ forjhr fu/kh }kjk fo'ks"k 
vk;q"k foaxph LFkkiuk dj.;kr vkyh vlwu Bk.ks] iq.ks] ukf'kd] vejkorh] chM o ijHk.kh ;k 6 ftYgk 
jQX.kky;kr fo'ks"k vk;q"k foax dk;Zjr vkgsr- ;ke/;s vk;q"k lsok ns.;klkBh lnL; bekjrhps uwruhdj.k 
dsys xsys vkgs- lnj vk;q"k foax e/;s fo'ks"k midj.ks o vkS"k/kh ;akph miyC/krk djQu ns.;kr vkysyh 
vkgs- vk;q"k foax e/;s vk;qosZn] gksfevkWiWFkh o ;qukuh ;k i/nrhP;k rKk }kjk ckg;jQX.k o varjQX.k 
lsos lkscr iapdeZ] {kkjlw_k] bYykt&chn&rnchj b- fo'ks"k lsok miyC/k djQu fnY;k tkrkr rlsp ;ksx 
o fulksxksZipkj rKkP;k lsokgh miyC/k vkgsr- 
 

14141414----    Hkkjrh; lkoZtfud vkjkHkkjrh; lkoZtfud vkjkHkkjrh; lkoZtfud vkjkHkkjrh; lkoZtfud vkjksX; ekuds (sX; ekuds (sX; ekuds (sX; ekuds (IPHS)))) 
 

lgtlk/; v'kh ifj.kkedkjd vkjksX; lsok xzkeh.k tursl miyC/k djQu ns.ks gs jk"V!h; 
vkjksX; vfHk;kukps izeq[k mfn"V vkgs- ;k mfn"VkiqjrhlkBh jkT;kr vlysY;k vkjksX; laLFkk l{ke 
dj.;klkBh fofo/k midze jk"Vh; vkjksX; vfHk;kukvarxZr jkfcfoys tkrkr- jk"Vh; vkjksX; 
vfHk;kukph mfn"Vs lk/; gks.;klkBh jkT;Hkjkr vlysys izkFkfed vkjksX; dsanz] xzkfe.k jQX.kky;] izkFkfed vkjksX; dsanz] xzkfe.k jQX.kky;] izkFkfed vkjksX; dsanz] xzkfe.k jQX.kky;] izkFkfed vkjksX; dsanz] xzkfe.k jQX.kky;] 
miftYgk jQX.kky; o ftYgk jQX.kky; miftYgk jQX.kky; o ftYgk jQX.kky; miftYgk jQX.kky; o ftYgk jQX.kky; miftYgk jQX.kky; o ftYgk jQX.kky; ;kapk ntkZ lw/kkj.;kP;k n=f"Vdksukrwu vko';d rs    cka/kdke] cka/kdke] cka/kdke] cka/kdke] 
euq";cG o lk/kulkexzh euq";cG o lk/kulkexzh euq";cG o lk/kulkexzh euq";cG o lk/kulkexzh iqjfo.;kr ;sbZy] tsusdjQu vkjksX; lsokapk ntkZ lq/kkjsy ;klkBh Hkkjrh; Hkkjrh; Hkkjrh; Hkkjrh; 
lkoZtfud vkjksX; ekuds (lkoZtfud vkjksX; ekuds (lkoZtfud vkjksX; ekuds (lkoZtfud vkjksX; ekuds (Indian Public Health Standard ) ) ) ) r;kj dsys vkgsr- 
 
vk;ih,p,l varxZr vkjksX; laLFkkaph fuoM gh izlqrhps ekinaMkuqlkj izlqrhps ekinaMkuqlkj izlqrhps ekinaMkuqlkj izlqrhps ekinaMkuqlkj dsysys vkgs- 
    
vk;ih,p,l g@;k dk;Zdzekps y{; o vk;ih,p,l g@;k dk;Zdzekps y{; o vk;ih,p,l g@;k dk;Zdzekps y{; o vk;ih,p,l g@;k dk;Zdzekps y{; o mfn@n"Vs %& mfn@n"Vs %& mfn@n"Vs %& mfn@n"Vs %&  
1) jkT; 'kklukekiQZr vkjksX; laLFkkauk miyC/k djQu |ko;kP;k vis{khr] vR;ko';d o brj lsok- 
2) lnj lsokaph xq.koRrk lk/; djQu rh dk;e Bso.ks- 
3) lsokaps i;Zos{k.k o ns[kHkky dj.ks- 
4) vkjksX; lsok g@;k vis{khr ntkZP;k o ykHkkFkhZP;k xjtkaph ifjiqrhZ dj.kk`;k vlkO;kr- 
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MAINTENANCE OF RECORD 
 

Maintenance of record at PHC level which should be verified by THO during PHC visit 

 MO should assign responsibility for maintenance of stock books for various items as 

below and check them regularly. 

 

1) Stock register 

 Any item received by PHC should be entered in respective stock registers which are in 

prescribed formats according to nature of items. Stock registers to be maintained at PHC are as 

below: 

 

Instructions to be followed: 

• All stock registers are important record of your PHC. They must be kept in safe custody 

of responsible person. 

• After receiving or purchasing any item for PHC, record item in appropriate register on the 

same day. Enter stock register page number on bills or vouchers of item. Do not certify 

any bill before checking entry in stock register. 

 

Table 1 : Stock registers in PHC and responsible persons 

 

Sr.No. Name of register Items to be entered Responsible Person 

1 Dead stock redgister 
Items of permanent / durable nature 
(Furniture, cots, etc.) 

Jr.Clerk 

2 
Medicine stock 
register 

All medicines received in PHC Pharmacist 

3 
Instrument, 
equipment register 

OT and routine instruments, cotton, 
gauze, thread, linen 

Pharmacist 

4 
RCH stock register 
other than vaccine 

Cold chain equipment, contraceptives, 
needles, syringes 

HA (F) 

5 
Consumable items 
stock register 

Stationary, house keeping items like 
soap, bromms etc. 

Jr. Clerk 

6 Vaccine stock register All vaccines HA (F) 
 

• Do not use plain register as stock register. Stock registers have specific formats and are 

supplied by DHO office. 

• Before starting use of new register, personally examine whether all pages are machine 

numbered. If not then give page numbers to stock book by ballpoint pen. 

• Certificate mentioning total pages on stock book and manner of numbering (Machine or 

hand written) should be recorded on first page i.e. number one of stock register. 

• Separate page(s) should be allotted for each type of item.  

• Appropriate entry has to be made as soon as fresh stock of item is supplied. New stock 

is to be added to balance of previous stock, if any. 

• Any article mentioned in stock register can be written off by following laid down write-off 

procedure. 

 

Role of Medical Officer 
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• All entries of stock register should be under signature of MO. Medical Officer should 

ensure that all columns against particular item are filled while signing entry of newly 

received item. This includes name, brief description and specification of item, make, 

size, date of purchase, voucher (bill) date and number, name and address of supplier, 

price etc. 

• Medical Officer should ensure that entry of item purchased is made in stock register 

before paying bill to supplier. 

• Whenever any item is issued for use, this is recorded in register and entry has to be 

signed by MO. 

 

2) Dead stock register 

 All items of a permanent or durable nature such as furniture, equipment machinery etc. 

should be recorded in dead stock or movable property register. 

• There is a prescribed register for dead stock entry. 

• Each page has to be numbered and certified accordingly at the end of register. 

• Allot separate page for each category of article. 

• Entry should be taken immediately after receipt of any material.  

• Donated items should also be entered in register.  

• For each item full description of article such as name, brief description and specification, 

make, size, date of purchase, voucher number, date, name and address of supplier, 

price etc. should be entered in register.  

• MO PHC should physically verify all dead stock i.e. movable property items once in a six 

months. A certificate of verification should be recorded by MO at the end of register.  

• Any article in following prescribed procedure dead stock register can be written off 

(Condemned) following prescribed procedure if it is damaged beyond repairs or 

rendered useless due to wear and tear. 

 

3) Expiry date drugs register 

• Separate register should be maintained for expiry date drugs in prescribed format. 

• In addition to this register, a list has to be made to show items, which will be date 

expired in coming three months along with quantity.  

• If stock available is not going to be consumed before date of expiry, then MO should 

give these medicines to nearby PHC or other health institute and get receipt. 

 

4) Daily tablet account register 

• Drugs dispensed to each OPD patient are recorded daily in this register. 

• This register should be maintained in prescribed format by pharmacist and should be 

completed daily. 

• MO should check this register for daily completion. 

• Cross check prescription on case papers and number of tablets entered in daily tablet 

account register to tally entries. Check about 10% case papers once in a week. 

 

5) Verification of stock 

• MO should physically verify balance of all items six monthly and also spot-checking 

should be done for some items randomly 2-3 times in a month.   

• Stock of expensive drugs should be checked frequently.  
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• See if there are any discrepancies in balance shown in stock book and actual balance.  

• A certificate of physical verification should be recorded and signed at end of register in 

April and October  very year.  

• All stock mentioned in stock registers should be personally verified by Medical Officer in 

June and December of every year and certified as follows – 

 

 This is to certify that stock of all items mentioned in this stock register is personally 

verified by me on date———and is found as per record in stock register except following items: 

 

Table 2: Verification of Stock 

Sr. 
No. 

Name of 
item 

Page number 
on stock book 

Date of 
purchase  

Number 
on stock 

book 

Number during 
physical 

verification 

Remarks 

       
       

 

CLASSIFICATION OF PHC RECORD 

 Classification of PHC record should be carried out as per Maharashtra Zilla Parishad 

and Panchayat Samiti (Classification, preservation and destruction of records) Rules 1964. 

 

1. Classification of record 

 All record of PHC shall be classified in following classes, based on period for which it 

has to be preserved. 

A class record: To be preserved permanently 

B class record: To be preserved for 30 years 

C class record: To be preserved for 10 years 

C-1 class record: To be preserved for 5 years 

D class records To be preserved till completion of annual inspection of Office or completion of 

audit/account matters. 

 

1.1. Categorization of common record of PHC 

Table 3: Categorization of PHC record 

 

Sr.No. Subject matter of record Class of record 
1 PHC / SC property record file A 
2 Manuals, standing orders, circulars of Zilla Parishad and PS A 
3 Government resolution A 
4 Acts, rules and regulations A 
5 Inward and outward register A 

6 Legal matters A 

7 Orders related to delegation of powers A 

8 Registers of dead stock A 

9 Registers of record destroyed A 

10 Visitor book A 

11 Used counterfoils of cheque books A 

12 Audit notes and action taken thereon B 
13 Proceedings of Zilla Parishad / PS meetings B 
14 Establishment matters (posting, transfer, promotion) B 
15 Budget files B 
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16 Pay bills and acquaintance rolls B 
17 Supply o equipment instrument  B 
18 Inspection notes and action taken thereon C 
19 Worksheets C 
20 Representations in connections with service matters C 
21 Service book (after retirement) C 
22 Leave account C 
23 Rural sanitation records C 
24 Measures in inerest of public health C 
25 School health services records C 
26 Tour programs and diaries C-1 
27 Indent forms C-1 
28 General cash book C-1 
29 Register of contingent expenditure C-1 
30 Contingency bills with vouchers C-1 
31 Challans of District Central Cooperative banks C-1 
32 Tapal and peons delivery book D 
33 Casual leave register and muster roll D 
34 Applications for casual leave D 

 

2. Storing the record 

• Enter all record generated in the year in record register as per classification. 

• Keep D classified record separately and preserve other record in boxes, separate box 

for each year with classification. 

• Regularly update record register. 

 

3. Procedure for destroying record 

• Every year after completion of annual inspection or audit, destroy D record. 

• Review record register and identify record to be destroyed from class-B (30 years old), C 

(10 years old), C-1 (5 years old) and D (one year old) for that year.  

• Write destroyed in remarks column and destroy old record either by tearing or burning in 

presence of MO. 
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lgk xB@Bs ilgk xB@Bs ilgk xB@Bs ilgk xB@Bs i/nrh (flDl caMy flfLVe)/nrh (flDl caMy flfLVe)/nrh (flDl caMy flfLVe)/nrh (flDl caMy flfLVe)    
 

izR;sd fVi.kh fyfidkus vkiY;k rkC;krhy loZ niQrj $ iQkbZYl lgk xB@Bs i/nrhus cka/kwu 
Bso.ks vko';d vkgs- gs lgk xB@Bs iq<hy izek.ks gksrs%& 
2) izyafcr izdj.ks 
3) izfr{kk/khu izdj.ks 
4) fu;rdkyhd vgoky 
5) LFkk;h vkns'k uLrh 
6) vfHkys[k d{kkdMs ikBoko;kph dkxni_ks 
7) *M* oxhZdj.k dsysyh dkxni_ks 

ojhy lgk xB@Bk;kojQu ,[kkn;k deZpk`;kdMhy dkekph lexz dYiuk ;soq 'kdrs& 
 
1111)))) izyafcr izdj.ks &izyafcr izdj.ks &izyafcr izdj.ks &izyafcr izdj.ks & deZpk`;kdMs vkysys Viky R;kus R;k R;k fo"k;kP;k egRokuqlkj o fudkyh 

dk<.;kP;k vko';drsuqlkj dzekus jpwu Bso.ks vko';d vkgs- rkrMhP;k dkekuk lokZsPp izk/kkU; 
nsoqu brjgh i_ks R;kus yodjp fudkyh dk<yh ikfgtsr- v'kk izyafcr izdj.kkapk lekos'k ifgY;k 
xB@B;kar gksbZy- 
 

2222)))) izfr{kk/khu izdj.ks &izfr{kk/khu izdj.ks &izfr{kk/khu izdj.ks &izfr{kk/khu izdj.ks & ,[kkn@;k izdj.kkoj i_kO;ogkj lqjQ dsysyk vlrks o izdj.k iw.kZi.ks fudkyh 
dk<.;klkBh vk.k[kh dkgh dk;kZ;kydMqau ekfgrh ;s.ks ckdh vlrs- R;kckcrhy Lej.ki_ks oxSjs 
|koh ykxrkr- Lej.ki_k nsoqu o ikBiqjkok djQu izdj.k fudkyh dk<.ks lksis Ogkos Eg.kwu v'kk 
iQkbZYl nql`;k xB@B;ke/;s osxG;k Bso.ks vko';d vkgs- 

    
3333)))) fu;rdkyhu vgoky &fu;rdkyhu vgoky &fu;rdkyhu vgoky &fu;rdkyhu vgoky & ,[kkn@;k fo"k;krhy izxrhoj lrr y{k Bso.ks vko';d vlrs- R;klkBh 

i_kO;ogkjkrwu ekfgrh ekxfo.;k,soth dkgh fooj.ki_ks fofgr dsysyh vlrkr- dkgh osGk gh 
fooj.ki_ks i_k O;ogkjkis{kk pkaxys dke djrkr- fyihdkus vkiY;k'kh laca/khr fu;rdkyhd 
vgokykP;k iQkbZyP;k osxGk xB@Bk Bso.ks vko';d vkgs- R;keqGs loZ vgoky osGsoj ikBfoys 
tkrhy o R;kP;kdMs dkes izyafcr jgk.kkj ukghr- 

    
4444)))) LFkk;h vkns'k uLrh &LFkk;h vkns'k uLrh &LFkk;h vkns'k uLrh &LFkk;h vkns'k uLrh & ,[kkn@;k deZpk`;kdMs tso<s fo"k; lksifoysys vlrkr R;k izR;sd 

fo"k;krhy loZ 'kklu fu.kZ;] vkns'k fdaok ifji_kds lekfo"B vl.kk`;k LFkk;h vkns'k uLrhapk 
osxGk xB@Bk ns[khy vko';d vkgs- R;keqGs izdj.ks fudkyh dk<rkauk R;kl ;k iQkbZYlpk pkaxyk 
mi;ksx ?ksrk ;srks- 

    
5555)))) vfHkys[k d{kkdMs ikBoko;kph dkxni_ks &vfHkys[k d{kkdMs ikBoko;kph dkxni_ks &vfHkys[k d{kkdMs ikBoko;kph dkxni_ks &vfHkys[k d{kkdMs ikBoko;kph dkxni_ks & deZpk`;kus vkiY;kdMs vl.kk`;k iQkbZYlps vcdM 

oxhZdj.k djQu vfHkys[k d{kkdMs fdaok jWdoj Bsork dkek u;s- R;kus vls oxhZdj.k dsys vkgs dk; 
o vfHkys[k d{kkdMs ikBoko;kph dkxni_ks osxGh ckch niQrj rikl.kh e/;s igk.ks R;keqGs 'kD; 
gksrs- 

    
6666)))) *M* oxhZdj.k dsysyh dkxni_ks &*M* oxhZdj.k dsysyh dkxni_ks &*M* oxhZdj.k dsysyh dkxni_ks &*M* oxhZdj.k dsysyh dkxni_ks &rkRiqjR;k LojQikr r;kj dsysY;k T;k ,d o"kkZuarj u"V dsY;k 

rjh pkyrhy v'kk iQkbZYl osxG;k dk<wu vfHkys[k d{kkdMs u ikBfork lacaf/kr 'kk[ksus u"V 
djko;kP;k vlrkr- R;keqGs 'kk[kse/;s iQkbZYlph fu"dkj.k vMp.k gks.;kph VGrs- ijarq osGP;k 
osGh vlk vk<kok ?ksoqu iq<hy d=rh >kkyh vkgs dk; gs ns[khy niQrj rikl.khe/;s ikfgys ikfgts- 



 145

  
v'kk fjrhus lgk xB@BS i/nrheqGs deZpk`;kaP;k dkekr lqlq_krk fuekZ.k gksrs o R;keqGs niQrj rikl.khl 
enr gksrs o ifj.kkeh dk;kZy;hu dkedktkph izr lq/kkjrs-  
 

rDrk dzrDrk dzrDrk dzrDrk dz----    1% vfHkys[k tru dkyko/khuqlkj oxhZdj.k1% vfHkys[k tru dkyko/khuqlkj oxhZdj.k1% vfHkys[k tru dkyko/khuqlkj oxhZdj.k1% vfHkys[k tru dkyko/khuqlkj oxhZdj.k    
    
1- v oxZ dk;eLojQih xB@B;krhy yky dkiM okijys tkrs 
2- c oxZ 30 o"kkZdjhrk xB@B;krhy fioGs dkiM okijys tkrs 
3- d oxZ 10 o"kkZdjhrk xB@B;krhy ika<js dkiM okijys tkrs 
4- d & 1 oxZ 5 o"kkZdjhrk xB@B;krhy fgjos dkiM okijys tkrs 
5- M oxZ rkRiqjrs & 1 o"kZ  
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RIGHT TO INFORMATION (RTI) 
 

The right to information is implicitly guaranteed by the Constitution. However, with a view to set 

out a practical regime for the citizens to secure information as a matter of right, the Indian 

Parliament enacted the Right to Information Act, 2005. This law is very comprehensive and 

covers almost all matters of governance. This Law has a wide reach, being applicable to 

Government at all levels- Union, State and Local as well as to the recipients of substantial 

government funds. 

 

This guide contains five parts. Part I of the guide discusses some aspects of the Act which all 

the stake-holders are required to know. Rest of the four parts are specifically relevant to the 

public authorities, the information seekers, the public information officers and the first appellate 

authorities respectively. 

 

Contents of this guide are specifically relevant in relation to the Central Government but are 

equally applicable to the State Governments except in relation to rules about payment of fee or 

deciding of appeals by the Information Commissions. It may be noted that this guide uses the 

term Public Information Officer in place of Central Public Information Officer/State Public 

Information Officer. Likewise Assistant Public Information Officer has been used for Central 

Assistant Public Information Officer/State Assistant Public Information Officer and Information 

Commission for Central Information Commission/State Information Commission except where it 

was considered necessary to make specific reference to the Central Public Information 

Officer/Central Information Commission etc. 

 

Part I: FOR ALL STAKEHOLDERS 

 

Object of the Right to Information Act 

The basic object of the Right to Information Act is to empower the citizens, to promote 

transparency and accountability in the working of the Government, to contain corruption, and to 

enhance people’s participation in democratic process thereby making our democracy work for 

the people in a real sense. It goes without saying that an informed citizen is better equipped to 

keep necessary vigil on the instruments of governance and make the government more 

accountable to the governed. The Act is a big step towards making the citizens informed about 

the activities of the Government. 

 

What is Information 

Information is any material in any form. It includes records, documents, memos, e-mails, 

opinions, advices, press releases, circulars, orders, logbooks, contracts, reports, papers, 

samples, models, data material held in any electronic form. It also includes information relating 

to any private body which can be accessed by the public authority under any law for the time 

being in force. 

 

What is a Public Authority 

A "public authority" is any authority or body or institution of self government established or 

constituted by or under the Constitution; or by any other law made by the Parliament or a State 

Legislature; or by notification issued or order made by the Central Government or a State 
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Government. The bodies owned, controlled or substantially financed by the Central Government 

or a State Government are also public authorities. Non-Government organisations substantially 

financed by the Central Government or a State Government also fall within the definition of 

public authority. The substantial financing by the Central Government or a State Government 

may be direct or indirect. The Act does not define substantial financing. Various 

courts/Information Commissions have been deciding on this issue on case to case basis, 

depending upon the merits of each case. 

 

Public Information Officer 

Public authorities have designated some of its officers as Public Information Officers. They are 

responsible to give information to a person who seeks information under the RTI Act. 

 

Assistant Public Information Officer 

These are the officers at sub-divisional level to whom a person can give his RTI application or 

appeal. These officers send the application or appeal to the Public Information Officer of the 

public authority or the concerned appellate authority. An Assistant Public Information Officer is 

not responsible to supply the information. 

The Assistant Public Information Officers appointed by the Department of Posts in various post 

offices are working as Assistant Public Information Officers for all the public authorities under 

the Government of India. 

 

Right to Information under the Act 

A citizen has a right to seek such information from a public authority which is held by the public 

authority or which is held under its control. This right includes inspection of work, documents 

and records; taking notes, extracts or certified copies of documents or records; and taking 

certified samples of material held by the public authority or held under the control of the public 

authority. It is important to note that only such information can be supplied under the Act that is 

available and existing and is held by the public authority or is held under the control of the public 

authority. The Public Information Officer is not supposed to create information that is not a part 

of the record of the public authority. The Public Information Officer is also not required to furnish 

information which require drawing of inference and/or making of assumptions; or to interpret 

information; or to solve the problems raised by the applicants; or to furnish replies to 

hypothetical questions. 

 

A citizen has a right to obtain information from a public authority in the form of diskettes, 

floppies, tapes, video cassettes or in any other electronic mode or through print-outs provided 

such information is already stored in a computer or in any other device. 

 

The information to the applicant should ordinarily be provided in the form in which it is sought. 

However, if the supply of information sought in a particular form would disproportionately divert 

the resources of the public authority or may cause harm to the safety or preservation of the 

records, supply of information in that form may be denied. 

 

In some cases, the applicants expect the Public Information Officer to give information in some 

particular proforma devised by them on the plea that they have a right to get information in the 

form in which it is sought. It need be noted that the provision in the Act simply means that if the 

information is sought in the form of photocopy, it shall be provided in the form of photocopy, or if 
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it is sought in the form of a floppy or in any other electronic mode, it shall be provided in that 

form, subject to the conditions given in the Act. It does not mean that the PIO shall re-shape the 

information. 

 

Some Information Seekers request the Public Information Officers to cull out information from 

some document(s) and give such extracted information to them. A citizen has a right to get 

‘material’ from a public authority which is held by or under the control of that public authority. 

The Act, however, does not require the Public Information Officer to deduce some conclusion 

from the ‘material’ and supply the ‘conclusion’ so deduced to the applicant. It means that the 

Public Information Officer is required to supply the ‘material’ in the form as held by the public 

authority, but not to do research on behalf of the citizen to deduce anything from the material 

and then supply it to him. 

 

Right to Information Vis-a-Vis other Acts 

The RTI Act has over-riding effect vis-à-vis other laws. It implies that if any of the provisions of 

the RTI Act are not consistent with any other law for the time being in force including the Official 

Secrets Act, 1923, the provisions of the RTI Act would have effect. 

 

Supply of Information to Associations etc. 

The Act gives the right to information only to the citizens of India. It does not make provision for 

giving information to Corporations, Associations, Companies etc. which are legal 

entities/persons, but not citizens. However, if an application is made by an employee or office-

bearer of any Corporation, Association, Company, NGO etc. indicating his name and such 

employee/office bearer is a citizen of India, information may be supplied to him/her. In such 

cases, it would be presumed that a citizen has sought information at the address of the 

Corporation etc. 

 

Fee for Seeking Information 

A citizen who desires to seek some information from a public authority is required to send, along 

with the application, a demand draft or a bankers cheque or an Indian Postal Order of Rs.10/- 

(Rupees ten), payable to the Accounts Officer of the public authority as fee prescribed for 

seeking information. The payment of fee can also be made by way of cash to the public 

authority or to the Assistant Public Information Officer, against a proper receipt. The payment of 

fee to the Central 

 

Ministries/departments can also be made online through internet banking of State Bank 

of India or through Master/Visa Debit/credit cards. 

 

The applicant may also be required to pay further fee towards the cost of providing the 

information, details of which shall be intimated to the applicant by the PIO as prescribed by the 

Right to Information Rules, 2012. Rates of fee as prescribed in the Rules are given below: 

a. Rupees two (Rs. 2/-) for each page ( in A-3 or smaller size paper) ; 

b. Actual cost or price of a photocopy in larger size paper; 

c. Actual cost or price for samples or models; 

d. Rupees fifty (rs.50/-) per diskette or floppy; and 

e. Price fixed for a publication or rupees two per page of photocopy for extracts from the 

publication. 
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f. So much of postal charges involved in supply of information that exceeds fifty rupees. 

A citizen has a right to inspect the records of a public authority. For inspection of records, the 

public authority shall charge no fee for the first hour. But a fee of rupees five (Rs.5/-) for each 

subsequent hour (or fraction thereof) shall be charged. If the applicant belongs to the below 

poverty line (BPL) category, he is not required to pay any fee. However, he should submit a 

proof in support of his claim as belonging to the below poverty line category. The application not 

accompanied by the prescribed fee of Rs.10/- or proof of the applicant’s belonging to below 

poverty line category, as the case may be, shall not be a valid application under the Act. It may 

be pointed out that there is no bar on the public authority to supply information in response to 

such applications. However, provisions of Act would not apply to such cases. 

 

Format of Application 

There is no prescribed format of application for seeking information. The application can be 

made on plain paper. The applicant should mention the address at which the information is 

required to be sent. The information seeker is not required to give reasons for seeking 

information. 

 

Information Exempted From Disclosure 

Sub-section (1) of section 8 and section 9 of the Act enumerate the types of information which is 

exempt from disclosure. Sub-section (2) of section 8, however, provides that information 

exempted under sub-section (1) or exempted under the Official Secrets Act, 1923 can be 

disclosed if public interest in disclosure overweighs the harm to the protected interests. The 

information which, in normal course, is exempt from disclosure under subsection (1) of Section 

8 of the Act, would cease to be exempted if 20 years have lapsed after occurrence of the 

incident to which the information relates. However, the following types of information would 

continue to be exempt and there would be no obligation, even after lapse of 20 years, to give 

any citizen- 

i. Information, disclosure of which would prejudicially affect the sovereignty and  integrity 

of India, the security, strategic, scientific or economic interest of the State, relation with 

foreign state or lead to incitement of an offence; 

ii. Information, the disclosure of which would cause a breach of privilege of Parliament or 

State Legislature; or 

iii. cabinet papers including records of deliberations of the Council of Ministers, Secretaries 

and other Officers subject to the conditions given in proviso to clause (i) of sub-

section(1) of Section 8 of the Act. 

 

Record Retention Schedule and the Act 

The Act does not require the public authorities to retain records for indefinite period. The 

records need be retained as per the record retention schedule applicable to the concerned 

public authority. 

 

Assistance Available to the Applicant 

If a person is unable to make a request in writing, he may seek the help of the Public 

Information Officer to write his application and the Public Information Officer should render him 

reasonable assistance. Where a decision is taken to give access to a sensorily disabled person 

to any document, the Public Information Officer, shall provide such assistance to the person as 

may be appropriate for inspection. 
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Time Period for Supply of Information 

In normal course, information to an applicant shall be supplied within 30 days from the receipt of 

application by the public authority. If information sought concerns the life or liberty of a person, it 

shall be supplied within 48 hours. Further details in this Sregard are given in part IV viz. ‘For the 

Public Information Officers.’ 

 

Appeals 

If an applicant is not supplied information within the prescribed time of thirty days or 48 hours, 

as the case may be, or is not satisfied with the information furnished to him, he may prefer an 

appeal to the first appellate authority who is an officer senior in rank to the Public Information 

Officer. Such an appeal should be filed within a period of thirty days from the date on which the 

limit of 30 days of supply of information is expired or from the date on which the information or 

decision of the Public Information Officer is received. The appellate authority of the public 

authority shall dispose of the appeal within a period of thirty days or in exceptional cases within 

45 days of the receipt of the appeal. 

 

If the first appellate authority fails to pass an order on the appeal within the prescribed period or 

if the appellant is not satisfied with the order of the first appellate authority, he may prefer a 

second appeal with the Information Commission within ninety days from the date on which the 

decision should have been made by the first appellate authority or was actually received by the 

appellant. 

 

Complaints 

If any person is unable to submit a request to a Public Information Officer either by reason that 

such an officer has not been appointed by the concerned public authority; or the Assistant 

Public Information Officer has refused to accept his or her application or appeal for forwarding 

the same to the Public Information Officer or the appellate authority, as the case may be; or he 

has been refused access to any information requested by him under the RTI Act; or he has not 

been given a response to a request for information within the time limit specified in the Act; or 

he has been required to pay an amount of fee which he considers unreasonable; or he believes 

that he has been given incomplete, misleading or false information, he can make a complaint to 

the Information Commission. 

 

Third Party Information 

Third party in relation to the Act means a person other than the citizen making a request for 

information. The definition of third party includes a public authority other than the public 

authority to which the request has been made. 

 

Disclosure of Third Party Information 

Information including commercial confidence, trade secrets or intellectual property, the 

disclosure of which would harm the competitive position of a third party, is exempt from 

disclosure. Such information should not be disclosed unless the competent authority is satisfied 

that larger public interest warrants the disclosure of such information. 

In regard to a third party information which the third party has treated as confidential, the Public 

Information Officer should follow the procedure as given in part IV viz. ‘FOR PUBLIC 
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INFORMATION OFFICERS’. The third party should be given full opportunity to put his case for 

non-disclosure if he desires that the information should not be disclosed. 

 

RTI ONLINE 

Department of Personnel & Training has launched a web portal namely RTI online with URL 

www.rtionline.gov.in for all Central Ministries/Departments. This is a facility for the Indian 

citizens to file RTI applications and first appeals online to all Central Ministries/Departments. 

The prescribed RTI fees can also be paid online. Reply to the RTI applications and first appeals 

received online can also be given online by the respective PIOs/FAAs. 

 

Compilation of OMs and notifications on RTI 

Department of Personnel and Training has launched an online compilation of its Office 

Memorandums and Notifications on Right to Information Act, 2005, with topic based search 

facility. This compilation is available on the website of the Department namely 

www.persmin.nic.in and is beneficial to all the stake holders. 

 

Part II 

FOR PUBLIC AUTHORITIES 

1. Public authorities are the repository of information which the citizens have a right to 

access under the Right to Information Act, 2005. The Act casts important obligations on 

public authorities so as to facilitate the citizens of the country to access the information 

held under their control. 

 

Maintenance and Computerisation of Records 

2. Proper management of records is of utmost importance for effective implementation of the 

provisions of the Act. A public authority should, therefore, maintain all its records properly. 

It should ensure that the records are duly catalogued and indexed in such a manner and 

form that it may facilitate the right to information. 

 

Suo Motu Disclosure 

3. Every public authority should provide as much information suo motu to the public through 

various means of communications so that the public have minimum need to use the Act to 

obtain information. Internet being one of the most effective means of communication, the 

information may be posted on the website. 

 

4. Section 4(1)(b) of the Act, in particular, requires every public authority to publish following 

sixteen categories of information: 

i. the particulars of its organisation, functions and duties; 

ii. the powers and duties of its officers and employees; 

iii. the procedure followed in the decision making process, including channels of 

supervision and accountability; 

iv. the norms set by it for the discharge of its functions; 

v. the rules, regulations, instructions, manuals and records, held by it or under its control or 

used by its employees for discharging its functions; a statement of the categories of 

documents that are held by it or under its control; 
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vi. the particulars of any arrangement that exists for consultation with, or representation by, 

the members of the public in relation to the formulation of its policy or implementation 

thereof; 

vii. a statement of the boards, councils, committees and other bodies consisting of two or 

more persons constituted as its part or for the purpose of its advice, and as to whether 

meetings of those boards, councils, committees and othe bodies are open to the public, 

or the minutes of such meetings are accessible for public; 

viii. directory of its officers and employees; 

ix. the monthly remuneration received by each of its officers and employees, including the 

system of compensation as provided in its regulations; 

x. the budget allocated to each of its agency, indicating the particulars of all plans, 

proposed expenditures and reports on disbursements made; 

xi. the manner of execution of subsidy programmes, including the amounts allocated and 

the details of beneficiaries of such programmes;  

xii.  particulars of recipients of concessions, permits or authorisations granted by it; 

xiii.  details in respect of the information, available to or held by it, reduced in an electronic 

form; 

xiv. the particulars of facilities available to citizens for obtaining information, including the 

working hours of a library or reading room, if maintained for public use; 

xv.  the names, designations and other particulars of the Public Information Officers. 

 

5. Besides the categories of information enumerated above, the Government has issued 

guidelines that the following categories of information may be published by the public 

authorities: 

i. Information relating to procurement 

ii. Public Private Partnerships 

iii. Transfer Policy and Transfer Orders 

iv. RTI Applications 

v. CAG & PAC paras 

vi. Citizens Charter 

vii. Discretionary and Non-discretionary grants 

viii. Foreign Tours of PM/Ministers and senior officers 

 

6. In addition, the Government may prescribe other categories of information to be published 

by any public authority. It need be stressed that publication of the information as referred 

to above is not optional. It is a statutory requirement which every public authority is bound 

to meet. 

 

7. Proactive disclosure should be done in the local language so that it remains accessible to 

public. It should be presented in a form that is easily understood and iftechnical words are 

used they should be carefully explained. As provided in section 4, disclosure should be 

made in as many mediums as feasible such as notice boards, newspapers, public 

announcements, media broadcast, the internet or any other means. The disclosures 

should be kept up to date. The disclosure of Information may be made keeping in mind the 

provisions of Section 8 to 11 of the RTI Act. 
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8. Every public authority should keep in view that Proactive disclosures on its website are 

complete, easily accessible, technology and platform neutral and in a form which conveys 

the desired information in an effective and user-friendly manner. 

 

9. Each Central Ministry/ Public Authority should get its proactive disclosure package audited 

by third party every year. Such audit should be communicated to the Central Information 

Commission annually through publication on their own websites. All Public Authorities 

should proactively disclose the names of the third party auditors on their website. For 

carrying out third party audit through outside consultants also, Ministries/Public Authorities 

should utilize their plan/non-plan funds.  

 

10. Each Central Ministry/ Public Authority should appoint a senior officer not below the rank 

of a Joint Secretary and not below rank of Additional HOD in case of attached offices for 

ensuring compliance with the proactive disclosure guidelines. 

 

Designation of PIOs and APIOs etc. 

11. Every public authority is required to designate Public Information Officers in all the 

administrative units or offices under it. Every public authority is also required to designate 

Assistant Public Information Officers at each sub-divisional level. The Government of India 

has decided that Central Assistant Public Information Officers (CAPIOs) appointed by the 

Department of Posts would act as CAPIOs for all the public authorities under the 

Government of India. 

 

Designation of Appellate Authority 

12. Sub-section (8) of Section 7 of the RTI Act provides that where a request for information is 

rejected, the Public Information Officer shall, inter-alia, communicate the particulars of the 

Appellate Authority to the person making the request. Thus, the applicant is informed 

about the particulars of the Appellate Authority when a request for information is rejected 

but there may be cases where the Public Information Officer does not reject the 

application, but the applicant does not receive a decision within the time as specified in the 

Act or he is aggrieved by the decision of the Public Information Officer. In such a case the 

applicant may like to exercise his right to appeal. But in absence of the particulars of the 

appellate authority, the applicant may face difficulty in making an appeal. All the public 

authorities should also designate the First Appellate Authorities and publish their 

particulars alongwith the particulars of the Public Information Officers. 

 

Acceptance of Fee 

13. According to the Right to Information Rules, 2012, an applicant can make payment of fee 

in cash to the public authority or CAPIO or by demand draft or banker’s cheque or Indian 

Postal Order payable to the Accounts Officer of the public authority. The payment of fee to 

the Central Ministries/departments can also be made online through internet banking of 

State Bank of India or through Master/Visa Debit/credit cards. The public authority should 

ensure that payment by any of the above modes is not denied or the applicant is not 

compelled to draw IPO etc. in the name of any officer other than the Accounts Officer. If 

any public authority does not have any Accounts Officer, it should designate an officer as 

such for the purpose of receiving fee under the RTI Act and Rules made thereunder. 
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Compliance of the Orders of the Information Commission 

14. The decisions of the Commission are binding. The public authority should ensure that the 

orders passed by the Commission are implemented. If any public authority or a PIO is of 

the view that an order of the Commission is not in consonance with the provisions of the 

Act, it may approach the High Court by way of a Writ Petition. 

 

Creation of RTI Cell 

15. Sub-section (1) of Section 5 of the Right to Information Act, 2005 mandates all public 

authorities to designate as many Public Information Officers as necessary to provide 

information under the Act. Where a public authority designates more than one Public 

Information Officer (PIO), an applicant is likely to face difficulty in approaching the 

appropriate Public Information Officer. The applicants would also face problem in 

identifying the officer senior in rank to the Public Information Officer to whom an appeal 

under sub-section (1) of Section 19 of the Act can be made. Therefore all public authorities 

with more than one PIO should create a RTI Cell within the organisation to receive all the 

RTI applications and first appeals and to route them to the concerned PIOs/FAAs. Detailed 

instructions regarding setting up of RTI Cell, its functions and financial assistance in 

setting up RTI Cell have been issued by the Department. 

 

Transfer of Applications 

16. The Act provides that if an application is made to a public authority requesting for an 

information, which is held by another public authority; or the subject matter of which is 

more closely connected with the functions of another public authority, the public authority, 

to which such application is made, shall transfer the application or relevant part of it to that 

other public authority within five days from the receipt of the application. The public 

authority should sensitize its officers about this provision of the Act lest the public authority 

is held responsible for delay. 

 

17. If a person makes an application to a public authority for information, a part of which is 

available with that public authority and the rest of the information is scattered with more 

than one other public authorities, in such a case, the PlO of the public authority receiving 

the application should give information relating to it and advise the applicant to make 

separate applications to the concerned public authorities for obtaining information from 

them. If no part of the information sought, is available with it but is scattered with more 

than one other public authorities, the PlO should inform the applicant that information is 

not available with the public authority and that the applicant should make separate 

applications to the concerned public authorities for obtaining information from them. 

However, if the details of public authorities who may have the information sought by the 

applicant are available with the PIO, such details may also be provided to the applicant. 

 

18. If a person makes an application to a public authority for some information which is the 

concern of a public authority under any State Government or the Union Territory 

Administration, the Central Public Information Officer (CPIO) of the public authority 

receiving the application should inform the applicant that the information may be had from 

the concerned State Government/UT Administration. Application, in such a case, need not 

be transferred to the State Government/UT Administration.  
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Annual Report of the CIC 

19. The Information Commissions, after the end of each year, are required to prepare reports 

on the implementation of the provisions of the Act during that year. Each Ministry or 

Department is required, in relation to the public authorities within its jurisdiction, to collect 

and provide information to the concerned Information Commission for preparation of the 

report. The report of the Commission, inter-alia, contains following information in respect 

of the year to which the report relates— 

a.  the number of requests made to each public authority; 

b. the number of decisions where applicants were not entitled to access to the documents 

pursuant to the requests, the provisions of the Act under which these decisions were 

made and the number of times such provisions were invoked; 

c. particulars of any disciplinary action taken against any officer in respect of the 

administration of the Act; 

d. the amount of charges collected by each public authority under the Act; and 

e. any facts which indicate an effort by the public authorities to administer and implement 

the spirit and intention of the Act. 

 

20. Every public authority should send necessary material to its administrative 

Ministry/Department soon after the end of the year so that the Ministry/Department may 

send the information to the Commission and the Commission may incorporate the same in 

its report. For this purpose, a web based software called “RTI Annual Report Information 

System” is available on the website of CIC namely www.cic.gov.in through which public 

authorities are required to upload requisite reports on quarterly basis. It is important that all 

public authorities should get themselves registered with CIC for the purpose of this report 

and also upload their quarterly returns regularly and on time. 

 

21. If it appears to the Information Commission that a practice of a public authority in relation 

to the exercise of its functions under the Act does not conform with the provisions or spirit 

of the Act, it may give a recommendation to the authority specifying the steps ought to be 

taken for promoting such conformity. The concerned public authority should take 

necessary action to bring its practice in conformity with the Act. 

 

Part III 

FOR INFORMATION SEEKERS 

Method of Seeking Information 

1. A citizen, who desires to obtain any information under the Act, should make an application 

to the Public Information Officer of the concerned public authority in writing in English or 

Hindi or in the official language of the area in which the application is made. The application 

should be precise and specific. He should make payment of application fee at the time of 

submitting the application as prescribed in the RTI Rules, 2012. The applicant can send the 

application by post or through electronic means or can deliver it personally in the office of 

the public authority. The application can also be sent through an Assistant Public 

Information Officer. 

 

Application to the concerned Public Authority 
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2. The applicant should make application to the Public Information Officer of the concerned 

public authority. He should make all efforts to ascertain as to which the public authority is 

concerned with the information. If the information sought by an applicant is related to 

different PIOs in a Public Authority or is related to different Public authorities, the supply of 

information is likely to take a lot more time than if the information sought is related to a 

single PIO in one Public Authority. 

 

3. The applicant should not list out his grievances in the RTI application but should clearly 

mention which information or record he would like to seek. Further, if the drafting of the 

application is such that it pin points towards the specific documents required in relation to 

the information sought, there would be less scope of ambiguity, thereby resulting in less 

chances of denial of information by the Public Information Officer. For example instead of 

simply asking why my area is not being cleaned, cleaning schedule of the area should be 

asked. Similarly, instead of asking when we will get water supply, water supply planning of 

the area should be asked. 

 

Fee for Seeking Information 

4. Along with the application, the applicant should send application fee to the Public 

Information Officer. In case of Government of India, the prescribed application fee is Rs. 10/- 

which can be paid through a demand draft or a banker’s cheque or an Indian Postal Order 

payable to the Accounts Officer of the public authority. The payment of fee can also be 

made by way of cash to the public authority or to the Assistant Public Information Officer 

against proper receipt. In case of online applications to Central Ministries/departments, fee 

can be paid online through internet banking of State Bank of India or through Master/Visa 

credit/debit cards. 

 

5. The applicant may also be required to pay further fee towards the cost of providing the 

information, details of which shall be intimated to the applicant by the Public Information 

Officer. The fee so demanded can be paid the same way as application fee. 

 

6. If the applicant belongs to below poverty line (BPL) category, he is not required to pay any 

fee. However, he should submit a proof in support of his claim as belonging to the below 

poverty line category. The application not accompanied by the prescribed application fee or 

proof of the applicant’s belonging to below poverty line category, as the case may be, shall 

not be a valid application under the Act. 

 

Format of Application 

7. There is no prescribed format of application for seeking information. The application can be 

made on a plain paper. The applicant should mention the address at which the information 

is required to be sent. The information seeker is not required to give reasons for seeking 

information. 

 

Filing of Appeal 

8. An applicant can file an appeal to the first appellate authority if the information is not 

supplied to him within the prescribed time of thirty days or 48 hours, as the case may be, or 

is not satisfied with the information furnished to him. Such an appeal should be filed within a 

period of thirty days from the date on which the limit of 30 days of supply of information is 
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expired or from the date on which the information or decision of the Public Information 

Officer is received. The first appellate authority of the public authority shall dispose of the 

appeal within a period of thirty days or in exceptional cases within 45 days of the receipt of 

the appeal. 

 

9. If the first appellate authority fails to pass an order on the appeal within the prescribed 

period or if the appellant is not satisfied with the order of the first appellate authority, he may 

prefer a second appeal with the Information Commission within ninety days from the date on 

which the decision should have been made by the first appellate authority or was actually 

received by the appellant. 

 

10. The appeal made to the Central Information Commission should contain the following 

information: - 

i. Name and address of the appellant; 

ii. Name and address of the Public Information Officer to whom the application was 

addressed; 

iii. Name and address of the Public Information Officer who gave reply to the 

application; 

iv. Name and address of the First Appellate Authority who decided the first appeal; 

v. Particulars of the application; 

vi. Particulars of the order including number, if any, against which the appeal is 

preferred; 

vii. Brief facts leading to the appeal; 

viii. Prayer or relief sought; 

ix. Grounds for prayer or relief; 

x. Any other information relevant to the appeal; 

xi. Verification/authentication by the appellant. 

 

11. The appeal made to the Central Information Commission should be accompanied by the 

following documents, duly authenticated and verified by the appellant, namely: 

i. a copy of the application submitted to the CPIO; 

ii. a copy of the reply received, if any , from the CPIO; 

iii. a copy of the appeal made to the FAA; 

iv. a copy of the order received, if any, from the FAA; 

v. Copies of other documents relied upon by the appellant and referred to in his 

vi. appeal; and 

vii. an index of the documents referred to in the appeal. 

 

Filing of Complaints 

12. A person can make a complaint to the Information Commission if he is unable to submit a 

request to a Public Information Officer either by reason that such an officer has not been 

appointed by the concerned public authority; or the Assistant Public Information Officer has 

refused to accept his or her application or appeal for forwarding the same to the Public 

Information Officer or the appellate authority, as the case may be; or he has been refused 

access to any information requested by him under the RTI Act; or he has not been given a 

response to a request for information within the time limit specified in the Act; or he has 
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been required to pay an amount of fee which he considers unreasonable; or he believes that 

he has been given incomplete, misleading or false information. 

 

Part IV 

FOR PUBLIC INFORMATION OFFICERS 

1. The Public Information Officer of a public authority plays a pivotal role in making the right of 

citizens to information a reality. The Act casts specific duties on him and makes him liable for 

penalty in case of default. It is, therefore, essential for a Public Information Officer to study 

the Act carefully and understand its provisions correctly. Besides the issues discussed 

elsewhere in this document, a Public Information Officer should keep the following aspects in 

view while dealing with the applications under the Act. 

 

Applications Received Without Fee 

2. Soon after receiving the application, the Public Information Officer should check whether the 

applicant has made the payment of application fee or whether the applicant is a person 

belonging to a Below Poverty Line (BPL) category. If application is not accompanied by the 

prescribed fee or the BPL Certificate, it cannot be treated as an application under the RTI 

Act. It may, however, be noted that the Public Information Officer should consider such an 

application sympathetically and try to supply information sought by way of such an 

application. 

 

3. A public authority may designate as many Public Information Officers for it, as it may deem 

necessary. It is possible that in a public authority with more than one Public Information 

Officer, an application is received by the Public Information Officer other than the concerned 

Public Information Officer. In such a case, the Public Information Officer receiving the 

application should transfer it to the concerned Public Information Officer immediately, 

preferably the same day. Time period of five days for transfer of the application applies only 

when the application is transferred from one public authority to another public authority and 

not for transfer from one Public Information Officer to another in the same public authority. 

 

Rendering Assistance to Applicants 

4. The RTI Act provides that the Public Information Officer has a duty to render reasonable 

assistance to the persons seeking information. As per provisions of the Act, a person, who 

desires to obtain any information is required to make a request in writing or through 

electronic means in English or Hindi or in the official language of the area in which the 

application is made. If a person seeking information is not able to make such request in 

writing, the Public Information Officer should render reasonable assistance to him to reduce 

the same in writing. 

 

5. Where access to a record is required to be provided to a sensorily disabled person, the 

Public Information Officer should provide assistance to such person to enable him to access 

the information. He should also provide such assistance to the person as may be 

appropriate for the inspection of records where such inspection is involved. 

 

Assistance Available to PIO 

6. The Public Information Officer may seek the assistance of any other officer as he or she 

considers necessary for the proper discharge of his or her duties. The officer, whose 
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assistance is so sought by the Public Information Officer, would render all assistance to him. 

Such an officer shall be deemed to be a Public Information Officer and would be liable for 

contravention of any provisions of the Act the same way as any other Public Information 

Officer. It would be advisable for the Public Information Officer to inform the officer whose 

assistance is sought, about the above provision, at the time of seeking his assistance. 

 

7. Some Public Information Officers, on the basis of above referred provision of the Act, 

transfer the RTI applications received by them to other officers and direct them to send 

information to the applicants as deemed Public Information Officer. Thus, they use the 

above referred provision to designate other officers as Public Information Officer. According 

to the Act, it is the responsibility of the officer who is designated as the Public Information 

Officer by the public authority to provide information to the applicant or reject the application 

for any reasons specified in Sections 8 and 9 of the Act. The Act enables the Public 

Information Officer to seek assistance of any other officer to enable him to provide 

information to the information seeker, but it does not give him authority to designate any 

other officer as Public Information Officer and direct him to send reply to the applicant. The 

import of the provision is that, if the officer whose assistance is sought by the Public 

Information Officer, does not render necessary help to him, the Information Commission 

may impose penalty on such officer or recommend disciplinary action against him the same 

way as the Commission may impose penalty on or recommend disciplinary action against 

the Public Information Officer. 

 

Supply of Information 

8. The answering Public Information Officer should check whether the information sought or a 

part thereof is exempt from disclosure under Section 8 or Section 9 of the Act. Request in 

respect of the part of the application which is so exempt may be rejected and rest of the 

information should be provided immediately or after receipt of additional fees, as the case 

may be. 

 

9. Where a request for information is rejected, the Public Information Officer should 

communicate to the person making the request— 

i. the reasons for such rejection; 

ii. the period within which an appeal against such rejection may be preferred; and 

iii. the particulars of the authority to whom an appeal can be made. 

 

10. If additional fee is required to be paid by the applicant as provided in the Fee and Cost 

Rules, the Public Information Officer should inform the applicant: 

i. the details of further fees required to be paid; 

ii. the calculations made to arrive at the amount of fees asked for; 

iii. the fact that the applicant has a right to make appeal about the amount of fees so 

demanded; 

iv. the particulars of the authority to whom such an appeal can be made; and 

v. the time limit within which the appeal can be made. 

 

11. Though there is no hard and fast rule as to when exactly intimation about additional fees 

is to be given to the applicant, such intimation should be given soon after receipt of RTI 

application. 
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Supply of Part Information by Severance 

12. Where a request is received for access to information which is exempt from disclosure but a 

part of which is not exempt, and such part can be severed in such a way that the severed 

part does not contain exempt information then, access to that part of the information/record 

may be provided to the applicant. Where access is granted to a part of the record in such a 

way, the Public Information Officer should inform the applicant that the information asked for 

is exempt from disclosure and that only part of the record is being provided, after severance, 

which is not exempt from disclosure. While doing so, he should give the reasons for the 

decision, including any findings on any material question of fact, referring to the material on 

which those findings were based. 

 

Time Period for Supply of Information 

13. The following table shows the maximum time (from the receipt of application) which may be 

taken to dispose off the applications in different situations: 

 

Sr.No.  Situation Time limit for disposing off applications 

1. Supply of information in normal course. 30 days 

2. Supply of information if the application is received through APIO. 05 days shall be added 

to the time period indicated at Sr. No. 1  

3. Supply of information if it concerns the life or liberty of a person 48 hours 

4. Transfer of application to other public authority under section 6(3) of the Act 05 days 

5. Supply of information if application/request is received after transfer from another public 

authority: 

a. In normal course 

b. In case the information concerns the life or liberty of a person. 

a. Within 30 days of the receipt of the application by the concerned public authority.  

b. Within 48 hours of receipt of the application by the concerned public authority. 

6. Supply of information where the applicant is asked to pay additional fee. The period 

intervening between informing the applicant about additional fee and the receipt of such 

fee by the public authority shall be excluded for calculating the period of reply. 

7. Supply of information by organizations specified in the Second Schedule: 

a. If information relates to allegations of violation of human rights (after approval of the 

Central Information Commission) 

b. In case information relates to allegations of corruption. 

a. 45 days from the receipt of application. 

b. Within 30 days of the receipt of application. 

 

14. If the Public Information Officer fails to give decision on the request for information 

within the prescribed period, he shall be deemed to have refused the request. It is 

pertinent to note that if a public authority fails to comply with the specified time limit, 

the information to the concerned applicant would have to be provided free of charge. 

 

Disclosure of Third Party Information 

15. Information including commercial confidence, trade secrets or intellectual property, the 

disclosure of which would harm the competitive position of a third party, is exempt from 
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disclosure. Such information shall not be disclosed unless the competent authority is 

satisfied that larger public interest warrants the disclosure of such information. 

 

16. If an applicant seeks any information which relates to or has been supplied by a third party 

and that third party has treated that information as confidential, the Public Information 

Officer shall consider whether the information should be disclosed or not. The guiding 

principle in such cases is that except in the case of trade or commercial secrets protected by 

law, disclosure may be allowed if the public interest in disclosure outweighs in importance 

any possible harm or injury to the interests of such third party. However, the Public 

Information Officer would have to follow the following procedure before disclosing such 

information. 

 

17. If the Public Information Officer intends to disclose the information, he shall within five days 

from the receipt of the application, give a written notice to the third party that the information 

has been sought by the applicant under the RTI Act and that he intends to disclose the 

information. He shall request the third party to make a submission in writing or orally, 

regarding whether the information may be disclosed. The third party shall be given a time of 

ten days, from the date of receipt of the notice by him, to make representation against the 

proposed disclosure, if any. 

 

18. The Public Information Officer shall make a decision regarding disclosure of the information 

keeping in view the submission of the third party. Such a decision should be taken within 

forty days from the receipt of the request for information. After taking the decision, the Public 

Information Officer should give a notice of his decision to the third party in writing. The 

notice given to the third party should include a statement that the third party is entitled to 

prefer an appeal under section 19 against the decision. 

 

19. The third party can prefer an appeal to the First Appellate Authority against the decision 

made by the Public Information Officer within thirty days from the date of the receipt of 

notice. If not satisfied with the decision of the First Appellate Authority, the third party can 

prefer a second appeal to the Information Commission. 

 

20. If an appeal has been filed by the third party against the decision of the Public Information 

Officer to disclose the third party information, the information should not be disclosed till the 

appeal is decided. 

 

Imposition of Penalty 

21. An applicant under the Act has a right to appeal to the Information Commission and also to 

make complaint to the Commission. Where the Information Commission at the time of 

deciding any complaint or appeal is of the opinion that the Public Information Officer has 

without any reasonable cause, refused to receive an application for information or has not 

furnished information within the time specified or malafidely denied the request for 

information or knowingly given incorrect, incomplete or misleading information or destroyed 

information which was the subject of the request or obstructed in any manner in furnishing 

the information, it shall impose a penalty of two hundred and fifty rupees each day till 

application is received or information is furnished object to the condition that the total 

amount of such penalty shall not exceed twentyfive thousand rupees. The Public Information 
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Officer shall, however, be given a reasonable opportunity of being heard before any penalty 

is imposed on him. The burden of proving that he acted reasonably and diligently and in 

case of denial of a request that such denial was justified shall be on the Public Information 

Officer. 

 

Disciplinary Action Against PIO 

22. Where the Information Commission at the time of deciding any complaint or appeal is of the 

opinion that the Public Information Officer has without any reasonable cause and 

persistently, failed to receive an application for information or has not furnished information 

within the time specified or malafidely denied the request for information or knowingly given 

incorrect, incomplete or misleading information or destroyed information which was the 

subject of the request or obstructed in any manner in furnishing the information, it may 

recommend disciplinary action against the Public Information Officer. 

 

Protection for Work Done in Good Faith 

23. Section 21 of the Act provides that no suit, prosecution or other legal proceeding shall lie 

against any person for anything which is in good faith done or intended to be done under the 

Act or any rule made thereunder. A Public Information Officer should, however, note that it 

would be his responsibility to prove that his action was in good faith. 

 

Part V 

FOR FIRST APPELLATE AUTHORITIES 

1. The first Appellate Authority has a very important role under the RTI Act, 2005. The 

independent and judicious examination of appeals by the First Appellate Authorities would 

lead to higher satisfaction to the appellants. This would, in turn, result in less number of 

second appeals to the Information Commission. 

2. The information sought by an applicant should either be supplied to him by the Public 

Information Officer or his application should be rejected within the time prescribed under the 

Act. If additional fee need be charged from the applicant, timely communication in this 

regard should be sent to him. 

 

First Appeal 

3. If the applicant does not receive information or decision about rejection of request or 

communication about payment of additional fee within the specified time, he can make an 

appeal to the First Appellate Authority. Appeal can also be made if the applicant is 

aggrieved by the decision of the Public Information Officer regarding supply of information or 

the quantum of fee decided by the Public Information Officer. The applicant may prefer the 

first appeal within thirty days from the expiry of such period or from the receipt of such a 

decision of the Public Information Officer. 

 

4. The First Appellate Authority may admit the appeal after expiry of the period of thirty days if 

he or she is satisfied that the appellant was prevented by sufficient cause from filing the 

appeal in time. 

 

5. A third party can also prefer an appeal to the First Appellate Authority against the order of 

the Public Information Officer to disclose third party information. Such an appeal shall be 

made within thirty days from the date of the order. 
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Disposal of Appeal 

6. While disposing off first appeals, the first Appellate Authorities should act in a fair and 

judicious manner. It is very important that the order passed by the first appellate authority 

should be a detailed and speaking order, giving justification for the decision arrived at. 

 

7. If an appellate authority while deciding an appeal comes to a conclusion that the appellant 

should be supplied information in addition to what has been supplied by the 
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1. MATERNAL HEALTH 
 

ANTENATAL CARE 
 

Antenatal period is the most crucial period as the services provided during this period 

can have positive impact on health of both the mother and her child.  

1. Essential obstetric care to every pregnant woman: 

� Registration of all pregnant women before 12 weeks 

2. Detailed history at first visit: 

� Menstrual history: Regularity of cycles, date of LMP, calculate EDD and record on 

Mother Child Protection (MCP) card 

� Obstetric history:  Number of prior pregnancies and outcome of each pregnancy 

(full term birth, preterm birth, abortion), place and mode of delivery, weight of baby, 

Live birth/stillbirth, complications during  after delivery (PPH, Retained 

Placenta,Infection)  

� Past  history : Hypertension, Diabetes Mellitus, Tuberculosis, Asthma, Heart 

disease, any other, surgical procedures undergone, medications taken during pre 

conceptional period, history of bleeding. 

� H/O current symptoms, perception of fetal movements if  pregnancy > 16 weeks 

3. Schedule of Examination: 

� 1st visit: Within 12 weeks—preferably as soon as pregnancy is suspected—for 

registration of pregnancy and first antenatal check-up 

� 2nd visit: Between 14 and 26 weeks 

� 3rd visit: Between 28 and 34 weeks 

� 4th visit: Between 36 weeks and term 

4. Examination at antenatal clinic 

Table 1: Examination at antenatal clinic. 

* During first check up  

   

� The last two visits are important as many of the pregnancy complications are detected 

during last trimester. For 'high risk' mothers more frequent examinations will be required. 

� Medical officer should perform at least one check up during the third trimester and 

auscultate her chest to rule out any systemic abnormality. 

 

5. Investigations 

  

*Height  *Breast examination 

Weight : Compare with previous visit 

(calculate BMI in first trimester) 
*Systemic examination : Auscultate chest 

Pallor, icterus 
P/A:   Fundal height & its correlation with period of 

amenorrhoea (POA) 

Edema over feet, hands, face Fetal presentation and position after  32 weeks  

Blood pressure Fetal heart rate                  



 166

Table 2: Investigations 

 

Table 3: Examination and action to be taken during ANC check up. 

       

Examination Action 

Edema                            � Examine whether edema is on one leg or both legs and is it pitting. 

Look for edema over face, hands, abdomen. Check for proteinuria and 

hypertension. 

� High blood pressure and albuminuria, refer to specialist as she has 

pre-eclampsia. 

� History of kidney disease, if yes refer to specialist. 

� If edema is on one leg, refer to specialist. 

� If bilateral pedal edema without albuminuria and normal BP: Reassure 

mother, check for anaemia and give IFA tablets as  required  

Weight gain Record monthly weight on MCP card of mother, calculate weight gain 

since the previous visit 

Weight gain more than 3 kg. in a month: Suspect pre-eclampsia 

� Weight gain less than 1 kg. in a month: Suspect fetal growth 

retardation.  

Blood Pressure � If 140 / 90 mm Hg or more, advise mother to rest for half hour and then 

repeat the BP recording. Check for proteinuria 

� If systolic between 140-160 and /or diastolic 90 or above: advise extra 

rest and refer  to MO PHC  

� If systolic 160 or more  or diastolic > 100 : refer to specialist 

 

Fundal Height Examine fundal height in weeks and compare with calculated duration of 

pregnancy as per LMP. If it is greater or lesser refer to specialist. Causes 

of fundal height less or more than expected are given in table below 

Fetal Presentation Noncephalic (correction can be attempted at 36 weeks in suitable cases) 

by Obs/Gyn specialist. 

Fetal Heart Rate  FHR < 120 or > 160 /minute : Refer to specialist 

Hemoglobin % Hb 11 gm% or more: IFA 100 tablets 

Hb between 7-11 gram%: Start IFA double dose* and reexamine after one 

month - If improvement of Hb by more than 1gm%, continue IFA. Give tab 

Albendazole (during second trimester) 

Hb < 7 gm % - Refer anemia treatment guidelines  

Proteinuria If proteinuria present suspect pre-eclampsia and refer to specialist 

Risk factors All high-risk pregnancies should be checked by MO and then referred to 

specialist if necessary for further check up or during delivery depending 

upon the risk factor. 

Hemoglobin estimation VDRL 

Urine Analysis:  Protein and sugar Voluntary HIV testing 

Test for sickling in selected tribal area Blood sugar testing 

Blood grouping, Rh typing Hepatitis B surface antigen (HsAg) 

Ultrasonography (16 to 18 weeks) Malarial parasite in Endemic area. 
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* For better absorption, IFA tablets should be taken 1.5 hours before meals  

 

Table 4: Fundal Examination 

Fundal height < Period of Amenorrhea Fundal height >  Period of Amenorrhea 

Wrong dates Wrong dates 

Infrequent periods prior to conception Poly hydramnios 

Intrauterine Growth retardation(IUGR) Twins 

Oligohydramnios Big baby 

Intrauterine fetal death. Hydatidiform mole 

 Uterine fibroids 

  

6. Education and counseling regarding care during pregnancy 

6.1. First and second trimester: 

� Diet:  More than one meal a day and evening snacks (most important), inclusion of sprouted 

legumes, pulses, green leafy and other vegetables, seasonal fruits.  

� Rest: 2 Hours in afternoon and 8 hours at night in lateral position 

� Exercise: Walking for 30 minutes daily 

� Habits: Avoid tobacco in any form, avoid alcohol  

� Practicing safe sex 

� Self-reporting of danger signals, e.g.Abdominal pain,  severe headache, giddiness, 

palpitations, easy fatigability, breathlessness, fever, generalized edema, vaginal bleeding, 

watery discharge per vaginum, blurred vision, excessive vomiting, reduced fetal movements 

� Consumption of iron folic acid 100 tablets for anemia prophylaxis.    

� Tetanus Toxoid 2 doses/booster dose  

� Calcium through diet and Calcium carbonate tablets 1.2 Gm daily. 

 

6.2. Third trimester: 

� Avoid heavy work and jerky travel on bad roads.  

� Importance of institutional delivery, safe delivery, inform TOLL free No.102 and 108 for free 

ambulance service, JSY, JSSK and other benefits,  Plan for place of delivery, preparation 

for delivery. 

� Importance of early initiation of colostrum feeding within Half an  hour of birth & exclusive 

breast-feeding for 6 months, child immunization and contraception especially PPIUCD. 

� Ask about birth compainion. 
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Table5: Identify high-risk mothers 

Risk factors detectable during first check up Abnormalities developing during Current 

pregnancy 

• Age : Teenage/ elderly primi,  

• Para 4 and above 

• Short stature, limping gait, vertebral spine 

abnormalities 

• Bad obstetric history: H/O stillbirth, neonatal 

death, LBW baby, recurrent abortions 

• Previous Caesarean delivery 

• H/O PE/eclampsia, PPH, retained placenta 

during previous pregnancies  

• Preexisting medical conditions : Heart 

disease, diabetes mellitus, renal disease  

• HIV /VDRL positive gravida 

• Rh negative gravida 

• Anemia 

• Hypertension, proteinuria  

• Vaginal bleeding during pregnancy 

• Premature rupture of membranes (PROM) 

• Gestational diabetes mellitus (GDM) 

• Fundal height < POA or > POA 

• Uterus over distension: Twins, 

Polyhydramnios  

• Fetal malpresentation persisting near term 

• Pregnancy > 41 weeks 

• Reduced fetal movements 

 

Table 6: Actions suggested for some high risk indicators 

 

RISKS ACTION 
1. Elderly Primi 

� Hypertension during pregnancy 
� Gestational diabetes 
� Difficult labor - Chances of 

caesarean section are higher 
� Fetal abnormalities. 

� Refer to specialist soon after registration for 
evaluations to exclude fetal anomalies 
(biochemical markers and ultrasonography)   

� Regular ANC: B.P, urine analysis  every month 
� Pelvic assessment at or after 36 weeks. 
� Institutional delivery under care of specialist. 

2. Teenage primi 

� Hypertension during pregnancy 
� Anemia 
� Pre-term labor 
� Fetal growth retardation. 
� Difficult labor 

� Regular antenatal care 
� Hb%, BP, urine analysis more frequently 
� Adequate rest 
� IFA tablets, nutrition guidance 
� Pelvic assessment at 36 weeks 
� Hospital delivery. 

3. Primi : Height less than 145 cms 
 

egular ANC check. Assessment of place of delivery 
by specialist. Observe progress of labor 
partographically. 

4.Primi having vertebral /limb 
deformity  

Regular check up at PHC, Assessment by specialist 
for place of delivery.  

5. Grand multipara (para 4 and more) 

� Anemia 
� Malpresentation 
 

 
� Atonic PPH 
 
� Uterine rupture  
 

� Supplement IFA, nutrition guidance  
� At 34 and 36 weeks  look for fetal malpresentation  
� Hospital delivery - Avoid injudicious use of 

oxytocics for augmenting labor  
� Active management of 3rd stage of labor - Keep 

IV line ready 
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KEY MESSAGES 

• Register every pregnancy within 12 weeks. 

• Track every pregnancy by name for provision of quality ANC, skilled birth attendance 

and postnatal services. 

• Ensure four antenatal visits to monitor the progress of pregnancy. This includes the 

registration and 1st ANC in the fi rst trimester. 

• Give every pregnant woman Tetanus Toxoid (TT) injections and Iron Folic Acid (IFA) 

supplementation. 

• Test the blood for haemoglobin, urine for sugar and protein  

 

EVERY VISIT. 

• Record blood pressure and weight at every visit. 

• Advise and encourage the woman to opt for institutional delivery. 

• Maintain proper records for better case management and follow up. 

• Do not give a pregnant woman any medication during the first trimester unless advised 

by a physician. 

 

Expected Place of Delivery {EPD} and Calculation of EDD: 

It is important to record the date of the LMP during the first visit as this helps to calculate the 

EDD and prepare a birth plan. 

Remember that the LMP refers to the FIRST day of the womans last menstrual period. Make 

sure that the woman is not referring to the date of the first missed period, i.e. the date when 

menstruation was expected to occur the following month and failed to occur. This mistake will 

lead to a miscalculation of the gestational age and EDD by about four weeks. 

• If the woman is unable to remember the exact date, encourage her to remember some 

major event, festival or occurrence which she might link with her LMP. A calendar with the 

Indian system of months and local festivals might come in handy while determining the 

LMP. 

• If the exact date of the LMP is not known and it is late in the pregnancy, ask for the date 

when the foetal movements were first felt. This is known as ‘quickening’ and is felt at 

around 20 weeks of gestation. This information would give a rough idea about the period 

of gestation, which needs to be correlated with the fundal height to estimate the 

gestational age. Calculate the EDD on this basis. A special note should be made of such 

cases in the records. 

• If the woman is not able to recollect any of the above things, encourage her to mention 

what she believes is her current month of pregnancy. For example, if a woman has come 

to the ANC clinic on 20 September and says that she completed eight months of her 

pregnancy 10 days ago, it becomes clear that she will be completing her ninth month on 

10 October and her EDD (9 months plus 7 days) is 17 October. 

• If the woman has undergone a test to confirm the pregnancy, ask her the approximatedate 

of the test and also, after how many days of amenorrhoea it was conducted. This will also 

assist you in estimating her LMP.  The LMP is used to calculate the gestational age at the 

time of check-up and the EDD. The following formula is used to calculate the EDD. It is 

based on the assumption that the menstrual cycle of the woman was regular before 

conception and that it was a 28–30 days’ cycle. 
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EDD = Date of LMP + 9 months + 7 days 

 

It is important to also know her expected place of Delivery {EPD} for smooth monitoring and 

follow up of ANC . 

Each Village wise chart should be displayed indicating EDD and EPD of all ANC mother. 

• 1 month prior to EDD, mother should be counseled for delivary at health        

centre.[table 1] 

• High risk ANC mothers should be visited regularly and give the referral services  

 

Table 1: Village wise EDD: 

Village name: ………..                  Subcentre: 

sr.no  Name of the 

ANC mother 

Village name EDD EPD Remark 

      

      

 

Table 2 : High risk mother and follow up up register. 

Name of the village:…………                                                        subcentre: …………….. 

Sr.no  Name of 

the ANC 

mother 

Cause 

of high 

risk  

EDD Follow up*visit date or 

condition/treatment and referral 

services 

Result 

    date condition date Condition  ….  

          

 Note-  from the date of high risk condition according to the type of risk regular follow up and 

visit to be given enter the visit date and follow up  date  should be mentioned  in the register. 

 

BIRTH PREPAREDNESS AND COMPLICATION READINESS (BPACR) 
 

 

Birth preparedness and complication readiness (BPACR) is one intervention that addresses 

these delays by encouraging pregnant women, their families, and communities to effectively 

plan for births and deal with emergencies, if they occur. It is a key component of globally 

accepted safe motherhood programs, which helps ensure women to reach professional care 

when labor begins and to reduce delays that occur when mothers in labor experience obstetric 

complications. 

BPACR include many elements, including: 

� Registration of pregnancy, 

� Knowledge of danger signs, 

� Plan for where to give birth, 

� Plan for a skilled birth attendant, 

� Plan for transportation, 

� A birth companion, and 

� Identification of compatible blood donors in case of emergency. 

 

Counselling Birth preparedness and complication readiness 4 out of 10 pregnant or postpartum 

women will experience some complication related to their pregnancy; for about 15% of these 
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women, the complication will be potentially life-threatening and will require immediate 

emergency obstetric care. Since most of these complications cannot be predicted, every 

pregnancy necessitates preparation for a possible emergency.  

 

Birth preparedness: Identification of a skilled provider for birth: All pregnant women should be 

helped to reach a decision regarding the health provider they want for conducting their delivery. 

An SBA should be preferred over an unskilled one. (Note that TBAs, trained or untrained, do 

not fall into the category of SBAs). Other factors such as the condition of the pregnancy 

(complicated or uncomplicated), the distance to the provider, transport facilities, financial 

situation, etc. all need to be kept in mind before finally reaching a decision about the choice of 

birth attendant. 

 

ALL PREGNANT WOMEN MUST BE ENCOURAGED TO OPT FOR AN 

INSTITUTIONAL DELIVERY. Explain to the woman why delivery at a health facility is 

recommended. Tell her that  

* Any complication can develop during delivery; complications are not always predictable; they 

can cost the life of the mother and/or the baby.  

* A health facility has staff, equipment, supplies and drugs available to provide the best care, if 

needed. It even has a referral system should the need to refer arise.  

 

• Delivery kit: All pregnant women, especially when they are nearing completion of their term, 

should be equipped with supplies required for conducting the delivery at home, especially if the 

woman has decided to deliver at home. The kit is also required in case of emergencies, in case 

the woman cannot make it to the health facility in time, and is forced to deliver at home. If the 

woman, despite all arguments to the contrary, decides that she wishes to be delivered by the 

TBA you, as the health personnel providing ANC, must contact the TBA in question, and ensure 

that she knows how to conduct a clean delivery. 

 If a delivery kit is not available, the following items should be made available individually to 

ensure the five "cleans" (i.e. Clean surface, Clean hands, Clean cord cut, Clean cord tie and 

Clean umbilical stump):  

• A clean plastic sheet (for ensuring "clean surface") 

• Soap and clean water (for ensuring "clean hands") 

• A new razor blade (for ensuring "clean cord cut") 

• A clean piece of thread (for ensuring "clean cord tie") 

• Nothing to be applied to cord (for ensuring a "clean cord stump ") 

 

The other items that are required during and immediately after delivery include:  

• Home-based antenatal card (for complete information regarding the antenatal period)  

• Clean towels/cloth for washing, drying and wrapping the baby  

• Clean clothes for the mother and the baby 

• Sanitary pads/clean cloth for the mother  

• Food and water for the woman and the support person. 

 

Identify support people: These people are needed to help the woman care for her children 

and/or household, arrange for transportation, and/or accompany the woman to the health facility 
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in an emergency. Seek help from either the close relatives of the woman or community-based 

health functionaries such as the AWW and the TBA.  

 

Finances: The woman and her family should be given an estimate of the expected expenses 

for the delivery and related aspects (such as transport, etc.). They should also be advised to 

keep some emergency fund, or have a source for emergency funding, should a complication 

arise and more money is required than initially anticipated.  

You should also be aware of the existing schemes that provide funds for maternal health, and 

any other schemes that may be launched from time to time.  

Help the women and their families access these schemes and receive the allocated funds to 

pay for the delivery 

 

Preparing for Safe Delivery: 

Labour Process: Challenges 

• Multiple stages, client may be at different places during different stages  

• Long duration, provider may change during the process 

• Multiple actions need to be performed 

• All actions need to be performed at appropriate times e.g. Uterotonic should be given 

immediately after birth during third stage  Baby, if not crying spontaneously, should be 

revived within 1 minute of delivery  

• Complications can occur any time and in any case 

 

The Safe Childbirth Checklist 

• Is a tool focusing on essential practices for safe childbirth • Aims to help the service 

providers to: o Know what essential activities need to be performed o Know when these 

essential activities need to be performed o Know how to perform these activities • Breaks 

down the care process into 4 pause points or checks 

 

What is a Pause Point/Check? 

It is a time during the delivery process where the service provider can briefly stop and : - 

 Review the condition of the woman and the newborn baby  

- Check whether he/she has performed all the essential activities for safe care  

- Prepare for safe care activities that need to be performed next What is a Pause Point/Check?  

On Admission Just Before and during birth (or Cesarean), At Discharge, Soon After Delivery 

(within 1 hour)  

The Checklist Is Organized Around 

 

Check 1, On Admission 

• This is the first contact of the mother with us. We can pause and review whether we have 

assessed mother properly, briefed the mother and companions about the process, and are 

prepared for her delivery in the facility 

• If the mother’s condition cannot be managed in this facility, she can be referred 

 

Check 2, Just Before and During Birth (or Cesarean) 
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We can review our preparation for the delivery immediately before delivery, as we might not 

have time to look for necessary supplies when delivery is happening  

• “Golden Minute” for the Baby, look for PPH for mother 

 

Check 3, Soon After Birth (within 1 hour) 

The first hour after the delivery is important for both mother and babies as the mother is 

recovering after the delivery and the baby is transitioning from a life in the womb to that in the 

world 

• We can pause at this time to review that mother and baby are fine and ensure practices 

such as breast feeding and skin to skin contact 

 

Check 4, At Discharge 

The mother and baby are leaving from the facility and hence our constant supervision • This is 

an important time to pause and review their condition before discharge and give appropriate 

follow up advice 

 

Key Messages: 

• Intra and immediate postpartum period is the most risky period for mother and baby  

• There are 4 checks or pause points in SCC related to the stages of labor with the key 

activities to be performed at each point 

• SCC helps service providers remember key activities to perform timely and in a 

standardized way to improve quality of care during childbirth and immediate postpartum 

period. 
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Intra-partum Care 
Introduction 

Normal labour is a spontaneous process of expulsion of the foetus and placenta. However it is 

important to remember that during the intra partum period the woman and the baby go through 

physical as well as mental trauma. You, as an SBA, have the responsibility of providing the 

necessary care for the management of labour as well as emotional support, and must ensure a 

successful outcome for the mother and the baby. 

 

Assessment, Supportive Care and Vaginal Examination during Labour 

Assessment 

Assessment consists of the following components: 

• Inquire about the woman’s history of labour, asking the following questions: 

• When did the contractions begin? 

• How frequent are the contractions? How strong are they? 

• Has there been any watery discharge? If so, what colour was it? 

• Has there been any bleeding? If so, how much? 

• Is the baby moving? 

• Are there any other complaints? 

• Check the woman’s record for history of the present pregnancy, e.g. the haemoglobin 

status, TT immunisation, Rh status, any complications and any other significant history. 

• If there is no record, then ask the following: 

� When was the LMP/what is the period of amenorrhea? On this basis, determine 

the EDD. 

� Ask for the history of any past pregnancy. 

� Any other significant history.  

• Conduct general physical examinations; record the temperature, pulse, blood pressure and 

weight, and check for pallor, oedema, and so on. Conduct an abdominal examination to 

assess the foetal lie and presentation, FHR, and frequency and duration of contractions.  

• Conduct a P/V examination to decide the stage of labour (as mentioned later in this section). 

 

Vaginal examination 

During a vaginal examination, determine the following: 

A. Pelvic adequacy 

B. Progress of labour 

C. Stage of labour 

 

Remember 

• Vaginal examinations are rarely required during pregnancy. 

• During labour, vaginal examination should not be attempted more than once every four 

hours (to avoid unnecessary infection). 

Do not carry out a vaginal examination if the woman is bleeding at the time of Labour or 

at any time during pregnancy. Manage this as a case of ‘vaginal bleeding in pregnancy’  

• Do not start a vaginal examination during a contraction. 
 

Steps for doing a P/V examination: 

• Do not shave the perineal area. 
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• Explain to the woman what is being done and always ask for her consent before doing a 

vaginal examination. 

• Ask the woman to pass urine. 

• Wash your hands with soap and water before and after each examination. Carry out the 

vaginal examination under strict aseptic conditions. 

• Place the woman in the supine position with her legs flexed and apart. 

• Perform the vaginal examination very gently, wearing clean/sterile gloves. 

• Clean the vulva and perineal area with a mild antiseptic solution. Wipe the vulva first, 

then labia majora and lastly labia minora with cotton swabs from the anterior to the 

posterior direction. Use a swab only once. Use separate swabs for each side. 

• Separate the labia with the thumb and forefinger of the left hand and clean the area once 

again. 

• Use two fingers of the right hand (index and middle fingers) and insert them gently into 

the vaginal orifice without hurting the woman. 
 

A. Pelvic adequacy 

Pelvic assessment is important in the case of both primigravidas and multigravidas, who 

have a past history of prolonged or difficult labour, which could be associated with 

Cephalopelvic Disproportion (CPD). 

 

Table 1: Pelvic Assessment 

Parameter Adequate Suggestive of abnormality 

Sacral promontory Not felt Felt easily 

Diagonal Conjugate* >11.5 cms < 11.5 cms 

Sacral curvature Well curved Flat 

Lateral Pelvic walls Parallel Converging 

Ischial spines Both cannot be palpated 

simultaneously 

Both spines can be palpated 

simultaneously 

Subpubic Angle Accommodates two fingers 

(850) 

Acute 

Inter tuberous diameter Accommodates closed fist (4 

Knuckles) 

Cannot accommodate 4 

knuckles 

* If sacral promontory is felt, the distance between the sacral promontory and the lower border 

of pubic symphysis is measured.  

 

Clinical Examination for CPD 

� Place the woman in dorsal position. 

� Hold the fetal head by left hand. 

� Place two fingers of gloved right hand into the vagina at the level of ischial spines. 

� Place the thumb of right hand on the pubic symphysis. 

� Push the head into the pelvic inlet and note whether it descends into the pelvis (felt by 

fingers in vagina) or overhangs on the public symphysis. 

� If head descends with no overlap at public symphysis : No inlet CPD. 

� If the head is engaged it indicates that the pelvic inlet is adequate. 
 

 



 180

B. Determining progress of labour—cervical effacement and cervical dilatation in 

centimeters 

Assessing cervical effacement and dilatation during a vaginal examination is important to 

monitor the progress of labour. 

• Cervical effacement: This is progressive shortening and thinning of the cervix during 

labour. 

• Cervical dilatation: This is an increase in the diameter of the cervical opening in 

centimeters (distance in centimeters between the outer aspects of both examining fingers.) 

A fully dilated cervix has an opening of 10 cm—at this stage, the cervix is no longer felt on 

vaginal examination. 

 

Normal effacement and dilatation will facilitate expulsion of the foetus in the second stage of 

labour 

Table2: Recognizing True Labour 

True labour pains False labour pains 

Regular and predictable Irregular 

Felt first in lower back and sweeps towards lower 

abdomen 

Remains confined to lower abdomen 

Not relieved by rest Often relieved by rest 

Increase in duration, intensity and frequency with 

time 

Does not increase in duration, intensity or 

frequency 

“Show” blood stained mucus discharge present “Show” absent 

Accompanied by cervical changes Not accompanied by cervical changes 

 

STAGES OF LABOUR: 

Key Actions associated with Stages of Labour: 

      Stage 1 – Monitoring of labour with partograph  

      Stage 2 – Preparation for birth of baby  

      Stage 3 – Performing AMTSL  

      Stage 4 – Review of condition of mother and newborn 

 

1. First stage: From onset of labour pains till full dilatation   of  cervix. Has two parts:  

• Latent Phase (maximum 8 hours) 

          Cervix dilatation < 4 cms  

              2 or less contractions per ten minutes 

• Active phase 

                       Cervix dilatation > or = 4 cms  

                       Contractions 3 or more per 10 min lasting >40 sec  

                       Rate of cervical dilatation 1cm / hour or more  

 

True labour pains are associated with changes in cervical condition  

 

2. Second Stage of Labour: 

Part of labour beginning with full dilatation of cervix and ends with the expulsion of the foetus  

• Normally lasts between 1 – 2 hours  

Care during Early part of Second Stage: 
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Watch for signs of imminent delivery (provide supportive care)  

 Gaping of  vulva  

 Thinning and bulging of perineum  

 Pouting of anus  

 Head of the baby seen at vulva  

 Urge to push  

• Encourage the woman to push during contractions when she has an urge to do so while 

taking deep breaths  

 

√ 
• When the cervix is fully dilated, during a contraction, encourage the woman 

to take deep beaths and push down. 

X 

• Bearing down efforts are not required until the head has descended into the 
perineum. Therefore, the woman should be advised not to push actively until 
the foetal head is distending the perineum. 

• Occasionally, the woman may feel the urge to push before the cervix is fully 
dilated. This must be discouraged as it can result in oedema of the cervix, 
which may delay the progress of labous. 

• Do not apply fundal pressure on the abdomen to facilitate expulsion of the 
baby. 

 

Supporting Delivery of Head 

• Clean the perineum with anti-septic solution with strokes of swabs from above downward  

• Ensure controlled delivery of the head:  

• Keep one hand gently on the head as it advances with contractions.  

• Support perineum with other hand and cover anus with pad held in position by palm of 

the hand during delivery.  

• Ask the mother to breathe steadily and push only during contraction.  

• Encourage rapid breathing with mouth open.  

• Allow spontaneous rotation and restitution of head after delivery 

 

Managing Cord around Neck 

 Feel gently around the baby’s neck for presence of umbilical cord  If it is loose around 

the neck, deliver the baby through the loop of the cord, or slip  the cord over the baby’s head  If 

it is tight around the neck, doubly clamp and cut in between. 

  

Delivery of Shoulders and Rest of the Body 

• Wait for the spontaneous rotation and delivery of the shoulders. This usually happens within 

1-2 minutes of delivery of head  

• Apply gentle pressure downwards to deliver the top (anterior) shoulder  

• Then lift the baby up, towards the mother’s abdomen, to deliver the lower (posterior) 

shoulder  

• Rest of the baby’s body follows smoothly  

• Note the time of birth  

 

3. Third stage of labour:- 

 

Active Management of the Third Stage of Labour (AMTSL) 
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AMTSL is recommended for all deliveries and consists of the following three activities: 
 

a. Uterotonic drug—. 

b. Controlled cord traction. 

c. Uterine massage. 

 

a) Uterotonic drug  

Inj. Oxytocin is the drug of choice for all health facilities (including SC), whereas Tab. 

Misoprostol is to be used when adequate refrigeration of Injection Oxytocin is not possible 

during high temperature. Tab. Misoprostol can also be used for home delivery or any OR 

delivery 

An uterotonic drug enhances contraction of the uterine muscles, thereby facilitating expulsion of 

the placenta and diminishing bleeding. Th is helps to prevent PPH. An uterotonic drug should be 

given after the delivery. Rule out the presence of another baby before giving the uterotonic drug.  

• Oxytocin is the drug of choice for AMTSL at the SC/PHC/FRU/health facility. It should be 

kept at a temperature 4-8°C but should not be frozen. It should ideally be stored in a 

refrigerator. 

• Administer 10 units of oxytocin injection (intramuscular) to the mother if the delivery has 

taken place at the SC/PHC/FRU/health facility or give her a Tablet Misoprostol tablet 

(600 mcg) orally if the mother has been delivered at home and Injection Oxytocin is not 

available due to the problems of high ambient temperatures and unavailability of a 

refrigerator. 

• You can also use it at the SC/PHC in case an Oxytocin injection is not available or if 

there are problems related to refrigeration. Inform the woman that shivering and 

gastrointestinal disturbances are common side-eff ects of Misoprostol, and should not be 

a cause for worry. 

 

b) Controlled Cord Traction (CCT) 

CCT is a technique that assists in the expulsion of the placenta, and helps to reduce the 

chances of a retained placenta and subsequent bleeding, i.e. PPH.  

• Clamp the maternal end of the umbilical cord close to the perineum with a pair of artery 

forceps. 

• Hold the clamped end of the cord with one hand. 

• Place the other hand on the mother’s abdomen to feel the uterine contraction. 

• Maintain slight tension on the cord. 
 

 

When the uterus contracts, as will be evidenced by the uterus becoming hard and globular, 

gently pull downwards on the cord to deliver the placenta. Simultaneously, place one hand just 

above the pubic symphysis to apply counter-traction (pressure in the opposite/upward direction 

towards the umbilicus) on the uterine fundus.  

• If the placenta does not descend within 30–40 seconds of CCT, do not continue to pull 

on the cord. 

• Wait for the uterus to contract strongly again and repeat CCT with counter-traction.  

• Do not exert excessive traction on the cord while performing CCT. Do not repeat the 

manoeuvre more than once. 

• As the placenta delivers, hold it with both hands to prevent tearing of the membranes. 
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Normally, the placenta delivers within fi ve minutes of the birth of the baby if the third 

stage of labour is managed actively. 

• If the membranes do not slip out spontaneously, gently turn the placenta so that the 

membranes are twisted into a rope and move them up and down to assist separation. If 

pulled at, the thin membranes can tear off and get retained in the uterus. 

• If the membranes tear, use your fingers or a pair of sponge forceps to remove any 

pieces placenta of membrane that might be present.  

• Ensure that the placenta is delivered completely with all Uterus the membranes. 

Retained placental fragments or pieces of membrane will cause PPH. This can be 

suspected if a portion of the maternal surface of the placenta is missing or the 

membranes with their vessels are torn.                       

• If the placenta is not delivered after 30 minutes give inj.Oxytocin or Tablet Misoprostol, 

refer the woman to an FRU. Information on the drugs given, the dosage and time of 

administration on the referral slip, should also be sent along with the  woman.   

• Remember, you should never apply cord traction (pull) without a contraction and 

without applying counter traction (push) above the pubic symphysis with the 

other hand. 

    

Examination of the placenta, membranes and the umbilical cord 

Examine the placenta and the membranes for completeness as follows: 

• Maternal surface of the placenta: 

• Hold the placenta in the palms of the hands, keeping the palms flat and the maternal 

surface facing you. Look for the following: 

• All the lobules (15–20) must be present. 

• The lobules should fi t together. 

• There should be no irregularities in the margins. 

• If any of the lobes are missing or the lobules do not fittogether, suspect that some 

placental fragments may have been left behind in the uterus. 

 

Foetal surface 

• Hold the umbilical cord in one hand and let the placenta and membranes hang down like 

an inverted umbrella. 

• The umbilical vessels will be seen passing from the cord and gradually fading into the 

edge of the placenta. 

• Look for free-ending vessels and holes which may indicate that a lobule has been left 

behind in the uterus. 

• Look for the insertion of the cord, particularly the velamentous insertion (the point where 

the cord is inserted into the membranes and from where it travels to the placenta). 

 

Membranes 

• Both the layers (chorion and amnion) can be seen at the edge of the hole where the 

membranes rupture and the foetus comes out. 

• If the membranes are ragged, place them together and make sure that they are 

complete. 

• Umbilical cord 

• Normally, the umbilical cord has two arteries and one vein. If only one artery is 
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found, look for congenital malformations in the baby. 

 

c) Uterine massage 

This technique helps in contraction of the uterus and thus prevents PPH. 

• Immediately after delivery of the placenta, massage the fundus of the uterus through the 

woman’s abdomen until it is well contracted. Repeat the uterine massage every 15 

minutes for the first two hours. 

• Ensure that the uterus does not become relaxed (soft) after you stop the uterine 

massage. If the uterus remains soft and fl abby, the woman may be suff ering from 

Atonic PPH. 

• Approximately 66% cases of PPH can be prevented if AMTSL is done in all cases after 

delivery  

• It helps in expulsion of placenta and reduction in blood loss to mother  

 

Key Messages 

• Encourage woman to push down only during contractions and after she feels an urge to 

push  

• Ensure delayed cord clamping and cutting (after 1-3 minutes of delivery of baby)  

• Perform active management of third stage of labour in all cases to help in separation of 

placenta and prevent PPH: Give uterotonic (injection Oxytocin 10 IU IM) immediately 

after the delivery of baby  

• Perform controlled cord traction to help deliver the placenta  

• Perform uterine massage  

 

After delivery:  

� Examine the perineum, vulva, lower vagina for tears. 

� Examine the placenta and membranes cefully for completeness and any abnormality 

� Observe the mother every 15 minutes for two hours for general condition, pulse, vaginal 

bleeding, pallor, uterine contraction. 

� Repeat uterine massage every 15 minutes for 2 hours 

� Encourage mother to take the baby to breast within ½ hour of delivery. 
 

4. Fourth stage of labour 

The first two hours after the delivery of the placenta are referred to as the fourth stage of labour. 

This stage comprises both observation and care of the mother and newborn. The mother and 

her newborn should not be separated, unless required. 
 

Care of the mother 

• After the delivery of the placenta, check to see if the uterus is well contracted (i.e. it is 

hard and round) and ascertain that there is no heavy bleeding. Repeat the check every 

15 minutes. 

• If the uterus is not well contracted and there is bleeding, massage the uterus and expel 

the clots. If the bleeding continues, manage as indicated under ‘Management of 

postpartum haemorrhage’. 

• Examine the perineum, lower vagina and vulva for tears. If present, manage accordingly. 
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• Clean the woman and the area beneath her. Put a sanitary pad or a folded cloth under 

her buttocks to collect the blood. Counting the number of pads/cloths soaked will help in 

estimating the amount of blood lost. 

• Estimate the amount of blood loss throughout the third stage of labour and immediately 

afterwards. If the bleeding has stopped, observe the woman for the next 24 hours. If 

bleeding has not stopped, then manage as post-partum haemorrhage, as per steps 

given in module II. 

• Check the following every 15 minutes for the first two hours: 

• General condition, blood pressure and pulse 

• Vaginal bleeding 

• Uterus, to make sure that it is well contracted. 

• Dispose of the placenta and others waste according to BMW 2016 guidelines. 

• Counsel the mother to breastfeed, including colostrum feeding, within an hour of the 

birth. Ask her to take warm fluids, eat well, take adequate rest, sleep and maintain 

hygiene. The latter would include maintaining perineal hygiene, taking a bath every day 

and washing her hands before handling the baby. 

• Encourage the woman to pass urine. If the woman has difficulty in passing urine, or the 

bladder is full (as evidenced by a swelling over the lower abdomen just above the 

symphysis pubis) and she is uncomfortable, help her pass urine by gently pouring warm 

water over her vulva. 

• Ask the birth companion to stay with the mother and not leave her and the newborn 

alone. Ask the companion to call for help if any of the following conditions occur: 

• Excessive bleeding per vaginum 

• Dizziness, severe headache, visual disturbance or epigastric pain 

• Convulsions 

• Increased pain in the perineum 

• Urinary incontinence or inability to pass urine. 

 

Care of the newborn 

• Place an identity label with the mother’s name and any other identifi cation information 

as may be required on the baby’s wrist or ankle, if not done earlier. 

• Give the baby a vitamin K injection 1.0 mg, intra muscular to all newborns weighing 1500 

gms and above and in a dose of 0.5 mg to newborns weighing less than 1500 gm. 

As per the current provision SNs/LHVs are permitted to administer Injectable drugs like 

Vitamin K to new born. 

• The site for the injection is the quadriceps muscle group of the upper, outer thigh by 

Sterile 1-inch needle of the smallest size, available. 

• Vitamin K is needed for prevention of hemorrhagic disease of new born. Babies have 

very little vitamin K in their bodies at birth. Vitamin K does not cross the placenta into the 

developing baby, and the gut does not have any bacteria to make vitamin K before birth. 

There is very little vitamin K in breast milk and it takes several weeks before the normal 

gut bacteria start making it. 

• Examine the baby quickly for malformations or any birth injury. If there is major 

malformation or severe birth injury, refer the baby to the newborn unit in the FRU. 

Ensure that the baby is warm during the examination and when being transported. 

Check the baby’s colour and breathing every five minutes. 
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• If the baby becomes cyanotic (bluish) or is having difficulty in breathing (less than 30 or 

more than 60 breaths per minute), make initial attempts at resuscitation. If this does not 

help, a referral to the MO at the FRU is necessary. 

• Check if the baby is warm, by feeling his/her feet every 15 minutes. 

• If the baby’s feet feel cold, check the axillary temperature. 

• If the baby’s temperature is below 36.5°C, provide warmth to the baby by placing 

him/her under a radiant warmer. 

• Teach the mother to provide skin-to-skin contact, a component of Kangaroo Mother Care 

(KMC). 

• Two components of KMC are skin-to-skin contact and exclusive breastfeeding. 

 

Check the cord for bleeding every 15 minutes. 

• If the cord is bleeding, re-tie it more tightly. 

• Do not apply any substance to the stump. 

• Leave the stump uncovered and dry. 

• Wipe off any meconium or blood from the baby’s skin. 

• Encourage breastfeeding within an hour of birth. 

• Emphasise the importance of colostrum, which helps to protect the baby against 

infections. 

• Check if the baby’s position and his/her attachment to the breast are correct at the first 

feed. 

The baby can feed whether the mother is lying down or sitting. What is important is that 

both mother and baby should be comfortable. 

• Do not give artificial teats or pre-lacteal feeds, such as sugar water or local foods, or 

even water to the newborn. 

• Weigh all babies before they leave the delivery room. 

• Delay the baby’s fi rst bath to beyond 24 hours of birth. 

• Ensure that the baby is dressed warmly and is with the mother. 

• Watch for complications such as convulsions, coma and feeding problems. Refer the 

baby if these are present. 
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Post-partum Care 

 
KEY MESSAGES 

Mother 

• Make at least four post-partum visits to ensure that complications during the post-partum 

period are recognised in time. 

• Look out for symptoms and signs of PPH and puerperal sepsis during post-partum visits 

as they are the major causes of maternal mortality. 

• Advise the mother on colostrum feeding and exclusive breastfeeding. 

• Advise the couple on family planning. 

 

Newborn 

• Keep the baby warm. 

• Ensure care of the umbilicus, skin and eyes. 

• Ensure good suckling while breastfeeding. 

• Screen the newborn for danger signs. 

• Advise the mother and family members on immunisation. 

 
POSTPARTUM CARE 

Conventionally, the first 42 days (six weeks) after delivery are considered the post-partum 

period. The first 48 hours of the post-partum period, followed by the first one week, are the most 

crucial period for the health and survival both of the mother and her newborn. Most of the fatal 

and near-fatal maternal and neonatal complications occur during this period. Evidence has 

shown that more than 60% of maternal deaths take place during the post-partum period. 

PPH—blood loss of 500 ml or more following and up to six weeks aft er delivery 

• Types of PPH: 

• Immediate PPH/primary PPH—during and within 24 hours of delivery 

• Delayed PPH/secondary PPH—aft er 24 hours of delivery until six weeks postpartum 

 

Bleeding during and within 24 hours of delivery (immediate PPH) 

PPH is defined as the loss of 500 ml or more of blood during or within 24 hours of the birth and 

up to six weeks after delivery. 

PPH may be immediate or delayed. 

 

Immediate PPH may be due to a number of causes, such as: 

• Atonicuterus 

• Tears in the lower vagina, cervix or perineum 

• Retained placenta or placental fragments 

• Inverted or ruptured uterus.  

 

The general steps to be taken for the management of PPH, before referring the 

woman to an FRU, are as follows: 

• Evaluate her general condition and look for signs of shock (cold, clammy skin), check 

the level of consciousness, pulse (should not be weak or fast, at 110 per minute or 
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more), blood pressure (systolic should not be less than 90 mmHg), respiration (the RR 

should not be more than 30 breaths per minute) and temperature 

• Monitor the vital signs every 15 minutes and estimate the amount of blood loss. 

• Try and ascertain the cause of PPH using the flowchart given above. 

• Give the woman an Oxytocin injection (10 IU, intramuscular stat). (If she has already 

• Received a prophylactic Oxytocin injection or a Misoprostol tablet during AMTSL, this is 

not required). 

• Massage the uterus to expel blood and blood clots. Blood clots trapped in the uterus will 

inhibit effective contractions. 

• Establish an intravenous line and start an intravenous infusion of Ringer Lactate or 

normal saline. Do not use dextrose solutions unless others are unavailable. 

• Add 20 IU of oxytocin to 500 ml of Ringer Lactate/normal saline that is running 

intravenously at the rate of 40–60 drops per minute. (If an intravenous line cannot be 

established, give her an intramuscular Oxytocin injection (10 IU) stat). 

• If the bleeding persists and the uterus continues to be in the relaxed state (i.e. it is soft), 

make arrangements for transporting the woman to the FRU, where facilities for blood 

transfusion and appropriate surgical care are available. 

• Do not give the woman anything to eat or drink since she may require an obstetric 

intervention under anaesthesia. 

• If the woman is bleeding heavily, i.e. soaking one pad or cloth in less than five minutes, 

or if she is in shock, give her fluids rapidly (60 drops per minute) through another drip. 

• Raise the foot end of the bed so that her head is lower than her body. This will help 

increase the flow of blood to the heart. 

• Keep the woman warm and covered with a blanket. If she is in shock, she might feel cold 

even in warm weather. 

• Utilise the intervening time to perform bimanual compression. 
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2. CHILD HEALTH 
 

CARE AT  BIRTH 
Introduction 

The first 24 hours of life is a very significant and highly vulnerable time due to critical 

transition from intrauterine to extra uterine life. Effective care at birth is needed for anticipation 

of problems with this transition and to provide support to ensure stabilization. 

 

Steps for care at birth 

1. Call out time of birth 

2. Receive the baby onto a warm clean towel and place on mother’s chest  

3. Clamp and cut the umbilical cord 

4. Dry the baby with a warm, clean towel or piece of cloth 

5. Assess baby’s breathing while drying 

6. Wipe both eyes (separately) with sterile gauze pieces 

7. Put the baby between mother’s breasts for skin-to-skin contact 

8. Place an identity label on the baby 

9. Cover mother and baby with warm cloth; put a cap on the baby’s head 

10. Initiate breastfeeding  

 

The four basic needs of ALL newborns at the time of birth and for the first few 

weeks of life are: 

1. Thermal protection 

2. Normal breathing 

3. Mother’s milk 

4. Protection from infection 

 

1. Thermal protection 

Newborn baby’s temperature falls within seconds of being born. There are 4 ways by which a 

baby may loose heat. If the temperature continues to fall the baby will become sick and may 

even die. 

Method of heat loss Prevention 
Evaporation (e.g. Wet baby) Immediately after birth dry baby with a clean, 

warm, dry cloth 
Conduction (e.g. contact with a cold surface 
of a weighing scale). 

Put the baby on the mother’s abdomen 
or on a warm surface 

Convection(e.g exposure to draught) Provide a warm, draught free room for 
delivery at 25ºC 

Radiation (e.g. Cold surroundings) Keep the room warm 
 

At delivery:  

� Ensure the delivery room is warm (25° C), with no draughts. 

� Dry the baby immediately; remove wet cloth 

� Wrap the baby with clean dry cloth 

� Keep the baby skin-to-skin with mother 

 

After delivery: 
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� Keep the baby clothed and wrapped; cover the head 

� Postpone bathing particularly for small babies 

� Keep baby close to the mother 

� Use kangaroo care for stable LBW babies 

� Show mother how to avoid hypothermia and to recognize 

� Initiate breastfeeding 

 

If mother and baby’s separation is necessary, do the following. 

• Wrap the baby in a clean dry warm cloth and place under a radiant warmer. If warmer is not 

available ensure warmth by wrapping the baby in a clean dry warm cloth and cover with a 

blanket. Ensure baby’s head, hands and feet are covered. 

• Re-start Skin-to-skin contact as soon as mother and baby can be roomed-in 

 

2. Normal breathing 

Oxygen is needed to keep the baby’s brain and other vital organs normal. When the umbilical 

cord is cut the placenta is no longer a source of oxygen and the baby needs to support his 

oxygenation through the lungs. 

Assess baby’s breathing at the time of drying:  

� If the baby is crying vigorously or breathing adequately, then no intervention is 

needed. 

� Suction gently and quickly using bulb syringe or suction catheter. 

� Start in the mouth then, the nose to prevent aspiration. 

� If the baby is not breathing or gasping, then skilled care in the form of positive 

pressure ventilation etc. (i.e. RESUSCITATION) would be required 

 

3. Mother’s milk 

Initiating breastfeeding 

� Keep the baby in skin-to-skin contact  between mother’s breasts immediately after drying  

� Help the mother in her first few attempts to breastfeed  

� Make her and the baby comfortable  

� Explain and show her proper positioning and attachment 

 

Initiate breastfeeding within 1 hour 

• Support mother to initiate breast feeding within the first hour. 

• The baby’s first feed of colostrums is very important because it helps to protect against 

infections. 

• The baby can feed from its mother whether she is lying down or sitting; baby and mother 

must be comfortable 

 

Do not give artificial teats or pre-lacteal feeds to the newborn e.g. sugar water or local 

foods or even water. 

Even mothers who deliver by Cesarean Section or Assisted delivery should be 

supported for early breast feeding and should not be separated from their newborns 
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4. Prevention of Infections 

At delivery:  seven cleans  

• Clean hand: Hands of attendants (washed with soap) 

• Clean surface: Surface for delivery 

• Clean Blade: Cutting instrument for cord(i.e. razor, blade) 

• Clean Cord Tie: String to tie cord 

• Clean Towel: Cloth to wrap baby and mother 

• Clean Cord Stump 

• Clean Water 

 

Cord Care 

• Apply a sterile tie tightly around cord at 2 cm and 5 cm from the abdomen 

• Cut between the ties with a sterile instrument 

• Observe for oozing blood every 15 minutes; if blood oozes, place a second tie 

• Do not apply any substance to the stump 

• DO NOT bind or bandage stump 

• Leave stump uncovered 

 

Care of the eyes 

• No routine eye care is required 

• Clean eyes immediately after birth with swab soaked in sterile water  

• Use separate swabs for each eye;  clean from medial to lateral side 

• Do not put anything else in baby’s eyes 
 

Examine the baby quickly for malformations/birth injury 

Quick but thorough clinical screening is essential to identify any life threatening congenital 

anomalies e.g meningomyelocele, omphalocele, anal atresia. 

 

Weighing baby/ Anthropometric measurements  

Weigh all babies before transfer from the delivery room. 

 

POSTNATAL CARE 

Examine the baby 

• Count the breaths in one minute. 

• Look for severe chest indrawing. 

• Look and listen for grunting. 

• Look at the umbilicus. Is it red or draining pus? 

• Look for skin pustules. Are there 10 or more pustules or a big boil? 

• Measure axillary temperature (if not possible, feel for fever or low body temperature): 

- Normal  (36.5-37.4º C) 

- Mild hypothermia (36.0-36.4º C/ cold feet) 

- Moderate hypothermia (32.0º C – 35.9º C, cold feet and abdomen) 

- Severe hypothermia (< 32º C) 

- Fever (� 37.5º C/ feels hot) 
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• See if young infant is lethargic 

• Look for jaundice are the face, abdomen or soles yellow? 

• Look for malformations 

 

ASSESS BREASTFEEDING 

If infant has not fed in the previous hour, ask the mother to put her infant to the breast. Observe 

the breastfeed for 4 minutes. 

 

• Is the infant able to attach? To check attachment, look for: 
� Chin touching breast 

� Mouth wide open 

� Lower lip turned outward 

� More areola above than below the mouth 

� If not well attached, help the mother to position so that the baby attaches well to the 

breast. 

� Is the infant suckling effectively (that is, slow deep sucks, sometimes pausing)? 

� If not sucking well, then look for: 

� ulcers or white patches in the mouth(thrush). 

� If there is difficulty or pain while feeding, then look for 

� Engorged breasts or breast abscess 

� Flat or inverted or sore nipples 

 

Look for Normal Phenomena 

There are several phenomena after birth that is normal and mothers only need reassurance. 

• Milia, Epstein pearls, Mongolian Spots, capillary nevi, etc. There are a few 

developmental variants which may be present and be of concern to the mother. The mother 

needs to be reassured. 

• Red rashes on the skin may be seen on 2-3 days of life. These are normal. 

• Weight loss of 6-8% (10-12% in preterm infants) in the first few days of life is normal and 

most infants regain their birth weight by 10-14 days. 

• Regurgitation of feeds and vomiting. Unlike vomiting, non-projectile expulsion of 

stomach contents without force (regurgitation) is normal and simply needs advice regarding 

feeding technique. 

• Bowel disorders. No medication should be prescribed for passage of stools after each 

feed (exaggerated gastro-colic reflex) as this is normal in some babies. From 3rd to 14days 

many exclusively breastfed babies pass loose stools (10-15 times/day) without 

illness/dehydration. These are transitional stools and require no medication. 

• Delayed passage of urine. Non-passage of urine by 48 hours after birth may suggest 

urinary tract anomalies. Such babies need to be investigated. Crying before passing urine 

is normal. 

• Jitteriness is abnormal only when it is excessive or persists even during feeding and then 

it may suggest hypoglycemia or hypocalcaemia. 

• Dehydration fever. Transitory moderate fever (up to 38.50C) usually during the  second or 

third day of life in summer months in an active baby, who sucks well, is normal and 

responds to lowering the environmental temperature. 
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• Excessive crying. Most baby cry when either they are hungry or are having discomfort 

such as due to full bladder before passing urine, wet napkin, nose block, etc. Excessive 

inconsolable crying or high-pitched crying is indicative of meningitis or any other painful 

inflammatory conditions. 

• Umbilical sepsis. If there is pus discharge not extending to periumbilical skin, apply 10% 

Gentian violet or Povidone Iodine locally twice a day. However, if there is periumbilical 

erythema or induration administer syrup erythromycin – 40 mg/kg/day in 3-4 divided doses. 

If the newborn has any other high-risk factor, refer to a higher centre. 

• Umbilical granuloma. A red flesh-like nodule at the base of umbilical cord can be 

managed by cautery with Silver Nitrate or application of common salt for 3 to 4 days. 

• Engorgement of breasts in both sexes and vaginal bleeding after 4 days of birth is 

normal. 

 

Cord Care 

Instruct the mother not to apply anything on the cord and keep it dry. Umbilical cord is an 

important portal of entry for pathogenic organism. Umbilical stump must be inspected after 2-4 

hours of clamping. Bleeding may occur at this time due to shrinkage of the cord and loosening 

of the ligature. 

 

Skin and Eye Care 

Babies are not bathed routinely in the hospital to prevent complications like hypothermia 

and infection, they may however be sponged with lukewarm water. No routine eye care is 

required. 

 

Vitamin K 

Give Vitamin K 1.0 mg  (0.5 mg in preterm) IM if not already received at birth. 

 

Counsel the mother 

• Warmth. 

• Breastfeed frequently. 

• Advise mother to wash hands with soap and water after using the toilet and after cleaning 

the bottom of the baby. 

• Advise mother regarding danger signs and care seeking. 

 

Immunization 

• The baby should receive BCG, OPV-0, Hepatitis B (HB-0)  

 

Follow-up 

Schedule a postnatal visit within the first week on day 3 and day 7 of delivery. Also visit on 

day 14, 21 and 28 if baby is LBW. 

In the follow up the baby should be assessed for growth and development and early 

diagnosis and management of illnesses. In addition, health education of parents should be 

done. It is preferable that every baby is seen and assessed by a health worker at least 

once every month for 3 months and subsequently 3 monthly till 1 year. 
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MANAGEMENT OF HYPOTHERMIA 
 

Introduction 

Hypothermia can lead to hypoglycemia, bleeding diathesis, pulmonary hemorrhage, acidosis, 

apnea, respiratory failure, shock and eventually death. Neonatal hypothermia continues to be a 

very important cause of neonatal deaths due to lack of attention by health care providers. 

 

Why are newborns prone to develop hypothermia? 

� Larger surface areas 

� Decrease thermal insulation due to lack of subcutaneous fat (LBW infant) 

� Reduced amount of brown fat (LBW infant) 

 

Mechanisms of heat loss 

Newborn loses heat by evaporation (particularly soon after birth due to evaporation of amniotic 

fluid from skin surface), conduction (by coming in contract with cold objects- cloth, tray, etc.) 

convection (by air currents in which cold air replaces warm air around baby – open window, 

fans) and radiation (to colder solid objects in vicinity-walls). The process of heat gains is by 

conduction, convection and radiation. 

 

Concept of warm chain  

In order to prevent heat loss which can occur in a newborn after delivery, the baby must be kept 

warm at all times right from birth. Satisfactory control of temperature demands both prevention 

of heat loss and promotion of heat gain. The "warm chain" is a set of 10 interlinked interventions 

carried out at birth and later, which will minimize the likelihood of hypothermia in all newborns:  

� Warm delivery room (26-280c)  

� Warm resuscitation 

� Immediate drying  

� Skin-to-skin contact between baby and the mother 

� Breastfeeding  

� Postponing bathing and weighing 

� Appropriate clothing and together 

� Warm transportation 

� Awareness-raising of healthcare provider 

 

Assessment of hypothermia 

What is hypothermia? 

Normal axillary temperature is 36.5-37.50c (97.7-99.50F). In hypothermia the temperature is 

below 36.50C. 

 

Grading of hypothermia  

• Cold stress   : 36.4-36.00C (97.5-96.80F) 

• Moderate hypothermia  : 35.9-32.00c (96.2-89.60F) 

• Severe hypothermia  : <320C (89.60F) 

 

Temperature recording  
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Following are the methods of assessment of temperature in a newborn: 

� Axillary temperature is as good as rectal and safer (Less risk of injury or infection). 

a. Digital thermometer: A digital thermometer needs to be switched on for recording 

the temperature. Temperature is recorded by placing the bulb of thermometer 

against the roof of dry axilla, free from moisture, Baby's arm is held close to the body 

to keep the thermometer in place. The temperature is read when the thermometer 

beeps.  

b. Mercury thermometer: These are being phase out due to environmental pollution 

by mercury.  

� Skin temperature: In a baby being nursed under a radiant warmer, the baby's 

temperature is usually recorded by a thermister probe. The thermister probe is attached 

to the skin over upper abdomen. The thermister senses the skin temperature and 

displays it on the panel. 

� Human touch: Baby temperature can be assessed with reasonable precision by human 

touch, the reliability of which can be enhanced by training. Abdominal temperature is 

representative of the core temperature and it is reliable in the diagnosis of hypothermia. 

The warm and pink feet of the baby indicate that the baby is in thermal comfort, but 

when feet are cold and abdomen is warm, it indicates that the baby is in cold stress. In 

hypothermia, both feet and abdomen are cold to touch.  

 

Clinical signs and symptoms  

The signs and symptoms in a hypothermic baby may be subtle and nonspecific, therefore it is 

essential to have a high index of suspicion for hypothermia especially in LBW and preterm 

babies. The common signs and symptoms in a hypothermic baby are lethargy, irritability, poor 

feeding and breathing difficulty (tachypnea/apnea). Severe hypothermia may manifest with 

hypoglycemia, sclerema, DIC and internal bleeding.  

 

Prevention and management of hypothermia 

Common situations where hypothermia can occur: 

� At birth (Delivery Room) 

� During changing of happy/clothes  

� Malfunctioning heat source or removing the baby from heat source  

� While transporting a sick baby  

 

Prevention of hypothermia 

Steps to prevent heat loss in the delivery room: 

� Warm room (26-280C) 

� Skin-to-skin contact (Kangaroo mother care) 

� Immediately dry newborn with a dry, sterile and warm towel. 

� Use another warm towel to wrap the baby in two layers. 

� Ensure head is well covered. 

� Keep the baby with the mother (mother's temperature will keep the baby warm) 

 

Kangaroo mother care (KMC) 

KMC is a technique used to keep LBW babies warm. The neonate is held, skin-to-skin, with 

mother or any other adult caretaker. Kangaroo Mother Care should be give to all these babies 

whenever and wherever possible for maximum duration of time. 
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KMC helps in 

� Better thermal protection of neonates. 

� Increasing milk production. 

� Increasing the exclusive breastfeeding rates. 

� Reducing respiratory tract and nosocomial infections. 

� Improving weight of the baby 

� Improving emotional bonding and 

� Reducing hospital stay. 

 

Assessing the eligibility for KMC 

 

Mother/Father or any adult caretaker who is willing, free of illness and maintains a good 

hygiene can provide KMC. 

 

Baby: KMC can be initiated immediately in all babies except those clinically unstable. The 

ongoing medical support, like oxygen therapy. IV fluids and tube feeding are not 

contraindications to KMC.  

 

Technique and position 

Counsel the mother regarding KMC, provide privacy, and request her to sit or recline 

comfortably. Place the baby between the breasts of the mother in skin to skin contact in upright 

position. Turn the head to one side to prevent airway obstruction. Slight extended position of the 

head facilitates eye contact with the mother. Ensure that the epigastrium of the baby is in close 

proximity to the epigastrium of the mother. Regular respiratory movements of mother prevent 

the occurrence of apnea. The hips should be flexed and the bottom of the baby should be 

supported, in this way the baby clings to the mother in a frog like position.  

Skin to skin contact is the most practical, preferred method of warming a hypothermic infant in a 

health facility. 

 

Clothing for the mother and baby 

The mother can wear whatever she finds comfortable as per the environmental temperature 

prevailing at that time, provide the dress accommodates the baby, that is keeps the baby 

comfortably in contact with her skin. Special garments are not needed unless traditional ones 

are too tight. The baby is placed naked in kangaroo position, except for a diaper, cap socks and 

mittens. 

 

Duration of KMC 

KMC should be provided for as long as possible. Each session should be for a duration of at 

least one hour. KMC may be continued till the baby finds it comfortable. When the baby on KMC 

wriggles, pulls limbs out or cries, KMC can be discontinued. 

 

Management of hypothermia 

At a health facility (FRU/SNCU), confirm diagnosis of hypothermia by recording actual body 

temperature. A hypothermia baby has to be rewarmed as quickly as possible. The most feasible 

method should be used. 
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For management purpose, hypothermia is graded as mild if the body temperature is between 

35.5 to 36.40C and Significant when the body temperature is below 35.50C. As stated, the 

method of rewarming will depend on the severity of hypothermia. Severe hypothermia will 

require additional steps of management which will be discussed in this section. 

 

Management of mild hypothermia (35.50 to 36.40C) 

� Provide supervised Kangaroo Mother Care (KMC), skin to skin contact is the best 

method to re-warm a baby with mild hypothermia. 

� If KMC is not practical, warm the room using radiant heater or other appropriate heating 

device. 

� Cover adequately and ensure to replace the cold clothes of the baby with warm clothes. 

� Keep the room warm (26-280C) and draught free. 

� Continue breastfeeding. 

� Monitor temperature and capillary filling time during re-warming. Watch for apnea and 

hypoglycemia. 

� Monitor axillary temperature every ½ hour till it reaches 36.50C, then hourly for next 4 

hours, 2 hourly for 12 hours thereafter and 3 hourly as a routine. 

Most of the babies will regain their temperature. However, if the baby remains hypothermic one 

hour after supervised KMC, or if danger signs appear at any stage of monitoring the baby, 

sepsis should be suspected and treated accordingly. 

 

Wrapping the baby 

The baby should be comfortable and clothed in multiple layers. Head should be covered with a 

cap and then the baby should be wrapped in 1-2 layers of sheets/blankets. The technique of 

wrapping will be demonstrated in the skill station. 

 

Management of significant hypothermia (temp<35.50C) 

• Remove cold clothes from the baby and replace with warm clothes. 

• Place under radiant warmer. 

• Alternately, one may use room heater or other means to warm the baby. 

• At times, KMC may be only option. 

• Monitor temperature every 15-30 minutes. 

• Monitor B.P., HR, temperature and glucose as needed (if facilities are available). 

• The baby should be stabilized before being transported to higher centre. 

• Following additional steps may be required in some babies. 

� Start IV 10% Dextrose. 

� If perfusion is poor, give 10ml/kg of Ringer Lactate or Normal Saline. 

� Give Inj Vit K (Refer to Chapter 2). 

� Provide oxygen and monitor O2 saturation between 90-94% 
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MANAGEMENT OF LOW BIRTH WEIGHT BABIES 
 

Nearly 75 percent neonatal deaths and 50 percent infant deaths occur among the low birth 

weight neonates. Even after recovering from neonatal complications, some LBW babies may 

remain more prone to malnutrition, recurrent infections, and neurodevelopment handicaps. 

Low birth weight, therefore, is a key risk factor of adverse outcome in early life. 

• Low birth weight (LBW) baby is the one who weighs less than 2500 g atbirth. 

• Low birth, weight may result from either prematurity (gestational age <37 weeks) or 

intrauterine growth retardation (IUGR), which is also called small – for – date baby 

(SFD). 

 

Treatment : 

Indication for hospitalization are: 

• Birth weight of less than 1800g; 

• Gestational age of less than 34weeks; 

• Neonate who is not able to take feeds from the breast or by cup (Katori) and spoon 

(irrespective of birth weight and gestation); 

• A sick neonate (irrespective of birth weight and gestation). 

 

Keeping LBW Babies warm: 

• Room temperature should be kept between28-30
0

C. 

• Baby should be provided skin to skin contact care (KMC) in the following ways: 

• Provide privacy to the mother. If mother is not available, skin to skin contact may be 

provided by the father or any other adult. 

• Request the mother to sit or recline comfortably. 

• Undress the baby gently, except for cap, nappy and socks. 

• Place the baby prone on mother's chest in an upright and extended posture, between 

her breasts, in Skin to Skin contact; turn baby's head to one side to keep airways clear. 

• Cover the baby with mother's blouse, 'pallu' or gown; wrap the baby-mother duo with an 

added blanket or shawl. 

• Breastfeed the baby frequently. 

• If possible, warm the room (>25
0
C) with a heating device. 

• Skin to Skin contact is the most practical, preferred method of warming a hypothermic 

infant in a primary health care facility. If not possible: 

• Cloth the baby in 3-4 layers, cover head with a cap and body with a blanket or a shawl; 

hold baby close to caregiver's body, OR 

• Place the baby under overhead radiant warmer, if available. 

• Keep the young infant warm on the way to the hospital 

• By Skin to Skin contact OR 

• Clothe the baby in 3-4 layers, cover head with a cap and body with a blanket or a shawl; 

hold baby close to caregiver's body. 

 

Nutrition & Fluids 

• Neonates weighing less than 1200 g. or those having sickness should receive 
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intravenous fluid initially. 

• Enteral feeds should be introduced gradually by gavage as the baby's acute problem 

begins to settle. 

• Infants weighing 1200-1800 g and not having significant illness should be  put  on 

gavage feeds initially. 

• In order to promote lactation and enable the baby to learn sucking, all babies on 

gavage or katori-spoon feds should be put on the breasts before each feed for 5 to 10 

minutes. This will promote lactational and enable the baby to learn who to suck. 

• When shifting a baby from one mode of feeding to another, be very careful. Introduce 

in new mode for only some of the feeds to begin with. 

• The feeding of every baby should be individualized. The above recommendations 

should only serve as broad guidelines. 

• Ensure use of expressed breast milk & start with small volume, and gradually buildup. 

• Most LBW babies weighing more than 1800 g are able to feed directly from the breast. 

In a stable, growing LBW baby daily intake of feeds should be gradually built upto 180- 

200ml/kg. 

• LBW babies should be fed every 2-3 hours starting at 2 hours ofage. 

 

Guidelines for the modes of providing fluids and feeding 

Age Categories of neonates 

 Birth weight (gm)    

Gestation (weeks) 

< 1200 

< 30 

1200-1800 

30-34 

> 1800 

> 34 

 Initial • IV fluids 

• Triage 

• Gavage feeds 

if otsick 

 Gavage feeds • Breastfeeds 

• If unsatisfactory, 

give cup-spoon 

feeds  After 1-3 days  Gavage feeds  Cup-spoon 

feeds 

 Breast feeds 

 Later (1-3 wks)  Cup-spoon feeds  Breast feeds  Breast feeds 

 After some  time 

(4-6 wks) 

 Breast feeds  Breast feeds  Breast feeds 

 

Vitamin Supplements: 

• All LBW Babies should receive intramuscular Vitamin K at birth. Every new born should 

receive Injection Vitamin K 1 mg and 0.5 mg, Intramuscular, as per the birth weight > = 

1000 gm and < 1000 gm respectively. 

• All pre-terms <2000 gms should receive oral Vitamin and mineral supplement in doses 

shown below : 

� Multivitamin preparation 0.3-0.6 ml (5-10 drops) / day (which usually provides 

vitamin A of 1000 IU/day and vitamin D 400IU/day) 

� Calcium 80-100mg/kg/day 

� Phosphorous 40-50mg/kg/day. 

 

All these supplements to be given till atleast 6 months of age. 

• Iron should be started at a dose of 1mg/kg/day at 4 weeks of age and provided till 12 

months of age. 
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• Vaccination in LBW Babies 

� If the LBW baby is not sick, the vaccination schedule is the same for as the 

normal babies. A sick LBW babies however, should receive these vaccines only 

on recovery. 

• Vitamin A 1000 IU orally daily – from 1 week age onwards 

 

Immunization in special circumstances 

1. Immunization in preterm infants :In general, all vaccines may be administered as  per 

schedule according to the chronological age irrespective of birth weight or period of 

gestation. Very low birth weight / preterm babies can be given or period of gestation. Very 

low birth weight / preterm babies can be given immunization, if they are stable otherwise. 

2. Children receiving corticosteroids :Children receiving oral corticosteroids in high doses 

(Prednisolone 1-2 mg/kg/day) for more than 14 days should not receive live virus vaccines 

until the steroid has been discontinued for at least one month. Killed vaccines are safe but 

may not be completely effective in such situations. Patients on topical or inhaled steroids 

should not be denied their age appropriate vaccine. 

3. Children awaiting splenectomy :Immunization with pneumococcal, Hib, and 

meningococcal vaccine should be initiated a few weeks prior to splenectomy. 

4. Vaccination in children with HIV infection :Immune response may be suboptimal as it 

depends on the degree of immunodeficiency at that point of time. Re-administration of 

childhood immunization may be considered when their immune status has improved 

following anti-retroviral therapy. 

5. Lapsed immunization :There is no need to restart a vaccine series regardless of the time 

that has elapsed between individuals doses. In case of unknown or uncertain immunization 

status, however, it is appropriate to start the schedule as for an unimmunized child. 

6. Minor illnesses, e.g. fever, diarrhea, respiratory infections and malnutrition should not be 

construed as contraindications to immunization. 

 

Follow up of LBW  

Look and asses for: 

• They are feeding from breast or breast and cup 

• Gaining weight for 3 consecutive days 

• No signs of illness 

• Are able to maintain normal body temperature when roomed-in with mother 

• Mother is confident of taking care of the baby 

 

Counseling of Mother and family LBW 

Mother and family must be provided counseling for care of LBW at home. They should 

be informed about 

• Providing exclusive breast milk to the baby 

• How to keep baby warm at home 

• Identifying ‘Danger signs” for seeking medical help 

• Scheduled visits for assessing growth, monitoring illness and providing immunization. 

These visits should be at weekly intervals till the infant reaches 2.5kg 

• Mother must be informed about her nutrition and health 

  



 

HOME BASED NEONATAL CARE

A new scheme has been launched to incentivize ASHA for providing Home Based Newborn 

Care. ASHA will make visits to all newborns according to specified schedule up to 42 days of 

life. The proposed incentive is Rs. 50 per home visit of around one hour duration, amo

a total of Rs. 250 for five visits. This would be paid at one time after 45 days of delivery, subject 

to the following: 

• Recording of weight of the newborn in MCP card

• Ensuring BCG , 1st dose of OPV and DPT vaccination

• Both the mother and the newb

• Registration of birth has been done

 

 

RationaleforHomeBasedNewborncare.

� In cases of institutional delivery, where the baby and mother are discharged after 48 

hours according to current guidelines, it is 

this period is provided in the institution. When the mother and baby return home, 

although the newborn has crossed the critical first day, there is still the remainder of the 

first week and month during which neon

which care has to be provided. Any illness during this period could result in the newborn 

dying at home, unless the baby is provided with appropriate care or referred to a facility 

equipped to treat sick newb

� A significant proportion of mothers prefer to return home within a few hours after 

delivery, which means that home based newborn care needs to be available even for 

such babies born in institutions to tide them over the first day and thereafter. Although 

HOME BASED NEONATAL CARE (HBNC)
 

cheme has been launched to incentivize ASHA for providing Home Based Newborn 

Care. ASHA will make visits to all newborns according to specified schedule up to 42 days of 

life. The proposed incentive is Rs. 50 per home visit of around one hour duration, amo

a total of Rs. 250 for five visits. This would be paid at one time after 45 days of delivery, subject 

Recording of weight of the newborn in MCP card 

Ensuring BCG , 1st dose of OPV and DPT vaccination 

Both the mother and the newborn are safe till 42 days of the delivery, and 

Registration of birth has been done 

RationaleforHomeBasedNewborncare. 

In cases of institutional delivery, where the baby and mother are discharged after 48 

hours according to current guidelines, it is expected that care for the new born during 

this period is provided in the institution. When the mother and baby return home, 

although the newborn has crossed the critical first day, there is still the remainder of the 

first week and month during which neonatal mortality could be as high as 54%, and for 

which care has to be provided. Any illness during this period could result in the newborn 

dying at home, unless the baby is provided with appropriate care or referred to a facility 

equipped to treat sick newborns. 

A significant proportion of mothers prefer to return home within a few hours after 

delivery, which means that home based newborn care needs to be available even for 

such babies born in institutions to tide them over the first day and thereafter. Although 
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cheme has been launched to incentivize ASHA for providing Home Based Newborn 

Care. ASHA will make visits to all newborns according to specified schedule up to 42 days of 

life. The proposed incentive is Rs. 50 per home visit of around one hour duration, amounting to 

a total of Rs. 250 for five visits. This would be paid at one time after 45 days of delivery, subject 

 

In cases of institutional delivery, where the baby and mother are discharged after 48 

expected that care for the new born during 

this period is provided in the institution. When the mother and baby return home, 

although the newborn has crossed the critical first day, there is still the remainder of the 
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which care has to be provided. Any illness during this period could result in the newborn 

dying at home, unless the baby is provided with appropriate care or referred to a facility 

A significant proportion of mothers prefer to return home within a few hours after 

delivery, which means that home based newborn care needs to be available even for 

such babies born in institutions to tide them over the first day and thereafter. Although 
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this is noted sir able and all efforts should be made to convince them others to stay in 

the institutions for the first 48 hours, existing evidence shows that while at an all India 

level nearly 45% %of mothers return home before 48 hours. However in this percentage 

is very low instate so Bihar(15.3%),Haryana (29.2%), Nagaland(21.1%) and 

Orissa(28.3%), (Coverage Evaluation Survey, 2009, UNICEF) 

� Despite the impressive increases in institutional deliveries there is a persistence of home 

deliveries ranging from between 25% to 50% across the states. For such deliveries, 

home based new born care, is essential even on the first day. There is evidence that 

many home deliveries are not conducted by skilled birth attendants, particularly in 

underserved areas, and among the marginalized. 

� The strategy of universal access to home based newborn care must necessarily 

complement the strategy of institutional delivery to achieve a significant reduction in 

postpartum and neonatal mortality and morbidity. HBNC also needs the ready access 

and backing from Sick Newborn Care Units (SNCU) and Newborn Stabilization Units 

(NBSU) that are well staffed, well equipped and are functioning effectively. 

 

Who is the provider of HBNC? 

This includes the AWW, the ANM and the Medical officers. However, the main vehicle to 

provide this is the ASHA. There as on for this include: 

1. She is resident and available in every village. 

2. She is being equipped with the skills and support to provide such care. 

3. The findings of a recent evaluation show that the ASHA is much more likely to visit the 

new born and post- partum mother at home than the ANM or AWW, and is also more 

likely to be consulted for care of the sick child. The ASHA is emerging as the first port of 

call for sick new born and children. 

4. The ASHA is supported and guided by the health system which is directly responsible for 

new born and child survival. This relationship with the health system is essential for 

facilitating referral. 

 

Objectives of HBNC 

The major objective of HBNC is to decrease neonatal mortality and morbidity through: 

1. The provision of essential newborn care to all newborns and the prevention of 

complications. 

2. Early detection and special care of preterm and low birth weight newborns. 

3. Early identification of illness in the newborn and provision of appropriate care and 

referral 

4. Support the family for adoption of healthy practices and build confidence and skills of the 

mother to safeguard her health and that of the newborn. 

 

Key activities in HBNC 

The key activities in HBNC constitute the provision of: 

1. Care for every newborn through a series of home visits by a ASHA in the first six weeks 

of life. In most state contexts this health worker is the ASHA. 

2. Information and skills to the mother and family of every newborn to ensure better health 

outcomes. 
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3. An examination of every newborn for prematurity and low birth weight. Extra home visits 

for preterm and low birth weight babies by the ASHA or ANM, and referred for 

appropriate care as defined in the protocols. 

4. Early identification of illness in the newborn and provision of appropriate care at home or 

referral as defined in the protocols. 

5. Follow up for sick newborns after they are discharged from facilities. 

6. Counselling the mother on postpartum care, recognition of postpartum complications 

and enabling referral 

7. Counseling the mother for adoption of an appropriate family planning method. 

 

In case of those deliveries that occur on the way to the health institutions or at home out of 

choice, despite motivation for institutional delivery, the ASHA must be equipped with the skills 

and competencies required to provide appropriate newborn care. 

This would exclude the states of Goa, Puducherry, Damanand Diu, and then on tribal areas of 

Tamil Nadu 

 

Skills needed by the ASHA in the provision of HBNC 

1. Mobilize all pregnant mothers and ensure that they receive the full package of antenatal 

care. 

2. Undertake birth planning and birth preparedness with the mother and family to ensure 

access to safe delivery. 

3. Provide newborn care through a series of home visit which include the skills for: 

• Weighing the newborn 

• Measuring newborn temperature 

• Ensuring warmth 

• Supporting exclusive breastfeeding through teaching the mother proper 

positioning and attachment for initiating and maintaining breastfeeding 

• Diagnosing and counseling in case of problems with breastfeeding 

• Promoting hand washing 

• Providing skin, cord and eye care 

• Health Promotion and counseling mothers and families on key messages on 

newborn care which includes discouraging unhealthy practices such as early 

bathing, and bottle feeding 

• Ensuring identification and prompt referral of sepsis or other illnesses. 

4. Assessing if the baby is high risk (preterm or low birth weight), through the use of 

protocols and managing such LBW or preterm babies through 

a) Increasing the number of home visits 

b) Monitoring weight gain 

c) Supporting and counseling the mother and family to keep the baby warm and 

enabling frequent and exclusive breast feeding 

d) Teaching the mother to express breast milk and feed baby using cup and spoon or 

paladi, if required. 

5. Detect signs and symptoms of sepsis, provide first level care and refer the baby to an 

appropriate center, after counseling the mother to keep the baby warm. If the family is 

unable to go, the ASHA should ensure that the ANM visits the sick newborn on a priority 

basis. 
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6. Recognize postpartum complications in them other and refer appropriately. 

7. Counsel the couple to choose an appropriate family planning method. 

8. Use the checklist for first Visit to the Newborn (Annexure1b) and Home visit form 

(Annexure1c) to remind her to ask the key questions and ensure that she follows the 

steps of examination and counseling them other. 

9. Provide immediate newborn care, in case of those deliveries that do not occur in 

institutions (home deliveries / deliveries occurring on the way to the institution) 

 

Support to the ASHA to ensure positive newborn health outcomes 

For the ASHA to be effective in providing HBNC and to enable reductions in neonatal mortality, 

the following support needs to be provided: 

 

Payments: Training in round one of Module 6 & 7 equips ASHAs with the skills required for 

Home based newborn care such as hand washing, measuring temperature of newborn, 

weighing of new born, post natal care, managing hypothermia etc. All ASHAs who have 

completed training of Round one of Module 6 & 7 are eligible to undertake the HBNC visits and 

are entitled for the HBNC incentive. The ASHA is to be paid Rs.250 for conducting home visits 

for the care of the newborn and postpartum mother. HBNC incentive is applicable per newborn 

,thus in cases of twins or triplets the incentive amount for ASHA would be two times of the 

regular HBNC incentive of Rs. 250 (i.e,Rs.500) or three times of Rs.250 (i.e,Rs.750) 

respectively. 

 

The schedule of payment is as follows: 

� Six visits in the case of institutional delivery (Days3,7,14,21,28and42), and 

� Seven visits in the case of home delivery (Day 1, 3, 7, 14, 21, 28, and 42). 

� In cases of Caesarean section delivery, where the mother returns home after 5-6 days, 

ASHAs are entitled to full incentive of Rs. 250 if she completes all five visits starting from 

Day 7 to Day 42. 

� In cases when a newborn is discharged from SNCU, ASHAs are eligible to full incentive 

amount of Rs. 250 for completing the remaining visits. In addition, ASHAs are also 

eligible for an incentive of Rs. 50 for monthly follow up of low birth weight babies and 

newborns discharged from SNCU (as approved by MSG of the National Health Mission 

on December 6th , 2013). The low birth weight are followed up for two years and SNCU 

discharged babies for one year. 

� In cases where the woman delivers at her maternal house and returns to her husband’s 

house, two ASHAs undertake the HBNC visits i.e, one at maternal house immediately 

after delivery and another one at husband’s house when the newborn returns home or 

viceversa. In such cases the HBNC incentive of Rs.250 can be divided into two parts in 

a way that each ASHA who completes 3 visits or more is entitled to Rs.125. This would 

be done only after ANM / ASHA. Facilitator have visited the household and verified the 

home visits. In these instances, if an ASHA undertakes less than 3 visits she would not 

be entitled for the HBNC incentive. The other ASHA completing five or more visits in this 

case would get the whole amount of Rs.250. 

� In order to claim the HBNC incentive, ASHAs are expected to fill and submit two forms – 

First examination of newborn form and Home Visit form for each newborn. The HBNC 

card (Annexure1a) can be used as a voucher for the purpose of payment and verification 

by ASHA facilitator / ANM. 
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� The amount is to be paid based on the completed home visit form and first examination 

of the newborn, forms, validated by the ASHA facilitator / ANM. The payments to the 

ASHA should be made on time and with dignity. The payments are made on the 45th day 

(using the state mechanism for JSY payment) subject to the following: 

• Enabling that birth weight is recorded in the Maternal and Child Protection (MCP) 

Card 

• Ensuring that the newborn is immunized with : BCG, first doses of OPV and DPT 

/ Pentavalent*, and entered into the MCP card 

• Enabling Birth Registration 

• Bothmotherandnewbornaresafeuntilthe42nddayofdelivery 

 

Monitoring 

The progress of implementation of the HBNC programme will be closely monitored by the 

MoHFW on a quarterly basis. States would be expected to provide details of the status of ASHA 

training and equipment related to HBNC along with details of the HBNC visits and referrals 

made by ASHAs and the total expenditure on HBNC by the state. (Annexure 4 – HBNC 

Quarterly Progress Report) 

The following indicators will be used to measure the programmatic outcomes. 

 

Indicators 

Process Indicators Output indicators Outcomes 

1. Percentage of ASHA 

trained in Round 1 of 

Module 6 & 7 

2. Percentage of ASHA 

trained in Round 2 of 

Module 6 & 7 

3. Percentage of ASHA 

trained in Round 3 of 

Module 6 & 7 

4. Percentage of ASHA 

trained in Round 4 of 

Module 6 & 7 

5. Percentage of ASHA 

with complete HBNC 

kit. 

1. Percentage of Newborns 

who were visited in the first 

two days of birth at home. 

2. Percentage of newborns 

who received full schedule of 

HBNC visits 

3. Percentage of newborns 

who were weighed at birth 

4. Percentage of low birth 

weight recorded 

5. Percentage of sick newborns 

referred 

6. Percentage of SNCU 

discharged babies visited as 

per schedule 

1. Percentage of Newborn 

received home visit for 

HBNC by ASHA against 

total estimated live birth 

2. Percentage of new borns 

who were breast fed in 

the first hour 

3. Percentage of Low Birth 

Weight/Preterm (high 

risk) babies reported 

4. Percentage of sick 

newborns admitted at 

referral sites–(SNCU) 

5. No. of newborns deaths 

 

Steps of monitoring– 

1. ASHA’s home visit forms can be used to assess the number and content of her visits. 

ASHAs have to fill the home visit form during every visit to the house hold with a newborn. 

2. ASHA facilitator / ANM should verify and sign the home visit forms filled by ASHA during the 

monthly meeting with the ASHAs. 

3. Based on the performance of the ASHAs, the ASHA facilitator / ANM should issue and 

submit assigned token/slip to the PHC staff (clerk/accountant) 

4. The ANM should review the performance of all ASHA with respect to home visits for 

newborns in her sub center area during the VHND / village visit. 
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5. Payment to ASHAs should be made by the PHC staff (clerk/accountant) after taking 

approval from the MO / PHC who will review the implementation during meetings. 

6. At district level, the district nodal officer should monitor and follow up on the implementation 

on the programme. The CMOs would also review the progress during the CMO’s meeting at 

district level. 

7. The State nodal officer will monitor the implementation and effectiveness of the programme. 

State Mission Director would also review the progress of the programme in each district with 

district CMOs at the CMOs meeting held at state level. 

8. At the National level, the scheme will be monitored by National Health System Resource 

Centre, under guidance and support from Child Health Division, Ministry of Health & Family 

Welfare, Government of India. 
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CHILDHOOD NUTRITION 
 

Childhood is a stage in human life associated with growth and development. Growth 

proceeds rapidly in early life, slows down in middle childhood and acceleration at puberty before 

liner growth cease with increasing age there is also physical and psychomotor malnutrition 

which influences activity, body composition, feeding skill & food choices. Adequate nutrition is 

essential for growth health & development of children. 

Nutrition is the intake of food, considered in relation to the babies dietary needs. In order 

for children to grow properly, they must eat a well- balanced diet. The nutrients needed by 

children are the same needed by adults, but the amounts vary. An adequate, well balanced diet 

combined with regular physical activity is a cornerstone for good health.  

 Poor nutrition increases the risk of illness & is responsible directly or indirectly for one 

third of estimated deaths that occur in under 5 yr. children. 

 

A period of 12 months of age after birth. 

Early infancy : 0-6 months or age   

Middle infancy : 6-9 month  

Late infancy : 9-12 months  

 Infants are totally dependent on caregivers for the provision of nutritional needs infants 

and going child feeding practice is most effective interventions to improve child health. The 

WHO & UNICEF is global recommendations for optional infant feeding state an infant's of life. 

Nutritionally adequate complementary feeding should be started after completing 6 months of 

age with continued breast feeding upto 2 yr of age or beyond that. However poor breast feeding 

& practices are widespread. 

 

Breast feeding:  

 Human breast milk is specifically designed for the requirement of a human baby. Breast 

milk contains all the nutrients that an infant needs in the first 6 months of life, including fat, 

carbohydrates, proteins vitamins, minerals & water. 

 Normal human growth is greatest during infancy. The infant gains about 10 g /kg/day 

until about 4 weeks post birth, at that point, the gain drops to lg/lg by the end of the first year of 

life. 

 Around the world, breast milk composition is remarkably stable, varying only within a 

relatively narrow range. The nutritional status of mother does not appear to affect milk volume 

unless the mother is malnourished. 

 

Composition of human milk  

1) Fat:- fat of human milk provides half of the milks calories. It is the most variable 

component fat content in human milk ranges from 22 to 62 g & is independent of breast 

feeding frequency. Fats provide about half of the baby energy intake. 

          The lipid fraction of human milk provides essential fatty acids. It has effect on   

           brain growth. 

 

2) DHA: LCPUFAs include docohexanoic acid (DHA) and arachidonic acid (AA) which are 

associated higher visual acuity and cognitive ability of the child. DHA & AA are involved 
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in early neurodevelopment by promoting healthy neurological growth, repair & 

machination.  

   

3) Lactose: Lactose, disaccharide, accounts for most of the carbohydrates in human milk, 

although small quantities of dioligon saccharides, galactose & fructose are also present. 

Lactose concentration is relatively constant in nature mild (7.0 g/dl). It is affected by 

maternal diet the more frequent the feeds the higher is concentration of lactose. Lactose 

enhances calcium absorption and metabolizes readily to galactose & glucose, which 

supply energy to rapidly growing brain of the infant. 

 

4) Probiotic & prebiotic bacteria: Probiotic bacteria are live micro organisms that can be 

a health benefit for ex. some probiotic bacteria that have lactobacillus strains act by 

competing other bacteria for nutrients thereby reducing the number of potentially 

pathogenic microbes. Certain lactobacillus strains may ameliorate the symptoms of 

rotavirus infections. 

 

5) Protein: Protein content or nature human milk in malnourished mother is about 0.8 to 

0.9 g of protein / dl. Human milk contains casein & whey protein. Levels change as 

lactation progresses to meet the nutritional need of the infant. 

Whey protein is composed of five major components. 

1) Lactalbumin  2) Serum albumin   3) Lactoferrin   4) immunoglobulin  5) lysesomes 

The letter three elements play important roles in immunological defense. The lactoferin 

concentration in milk is higher in iron deficient women as compared to well nourished 

mothers, therefore milk lactoferrin may also help protection the infant against iron 

deficiency. A large number of other proteins (enzymes, growth modulators & hormones) 

are present in low concentrate.  

 

6) NPN – Non protein nitrogen: Milk proteins are synthesized from amino acid deride 

from the blood stream. Non protein nitrogen contain a number of free amino acids 

including glutamic acid, glycine, alanine, valine, leucine, aspartic acid, serine threonine, 

protine & taurine. The percentage of protein in juman colostrums is greater than that in 

mature breast milk. All 10 essential amino acids are present in colostrums and account 

for approximately 45% of its total of its total nitrogen content.  

 

7) Nucleosides : 

Nucleosides are low molecular weight compounds with a nitrogenous base. Necessary 

for energy metabolism enzymatic reaction and growth & maturation of of developing 

gastro intestinal tract. They also play several roles in immune function including 

enhancing lymphatic proliferation, stimulating immunoglobulin production in lymphougtes 

and increasing natural killer cell activity. 

 

8) Vitamins & micronutrients :-  

The amounts of vitamin & micronutrients in human milk vary from one mother to another 

because of diet & genetic differences.   

Vit A :-Human milk is good source of Vit A (200 10/dl) which is present mainly as retinol 

(40-53 /U/ dl). Required for vision & maintenance of epithelial structures. Vit A reaches 

its highest level in breast milk in first week after birth & then gradually declines.  
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Vit D :- Human milk contains very little fat soluble vit D, consequently, breastfed infant 

can develop rickets although such event is uncommon.      

Vit E :-Human colostrums is particularly rich in Vit E (tocopheral). A deficiency of Vit E in 

infancy can result in hermetic anemia, especially in premature infant because it is an 

antioxidant, Vit E protects cell membranes in retina & lungs against oxidant induced 

injury.       

Vit K :- Vit K which is required for synthesis of blood clotting factor is present in human 

milk in small amounts.  

Water soluble vitamin – ascorbic acid, nicotinic acid, B12, riboflavin and R B6 are readily 

influenced by the maternal diet. It maternal supplements are present the vitamin level in 

the milk increase & then plateau. 

 Vit B12 :- Vit B12 is needed for early development of the babies central nervous 

system. A deficiency of B vitamin folate during pregnancy is associated neural tube 

defects. Campaign to educate women on the importance of taking folic acid supplements 

during preconception & pregnancy has reduced neural tube deformities. Folat (which is 

bound to folate binding protein) remain at same level throughout all stages of lactation.  

 

9) Minerals :- Total mineral content in human milk is fairly constant. Except for 

magnesium, minerals tend to reach their highest concentration in human milk in first few 

days after birth & then decrease slightly in consistent pattern throughout lactation, 

Maternal age, parity & did even when mother taken supplements, usually have minimal 

influence on mineral concentrations' in milk, probably because of their regulation from 

maternal body stores. 

Sodium :-Breast milk sodium is elevated in early colostrums but falls dramatically by the 

third day postpartum & subsequently declines at a slower rate for 6 months. Elevated 

levels of sodium in human milk occur during weaning, mastitis & first month of gestation. 

Zinc :-Zinc is 8 times abundant in human colostrums than nature milk. Requirement for 

this mineral is relatively high in very young infants.  

Iron :-Human milk contains only a small amount of iron (0.5 – 1.0 mgid). Breast fed 

infants are sustained by sufficient iron stores laid down in utero & by the high factor & vit 

C levels in human milk is observed five times as well as a manlier amount from cow milk.  

Calcium :- Calcium appears is only small quantities in human milk (20-34 mgl dl) yet 

babies observe 67% of calcium in human milk as compared to only 25% of that in cow 

milk. 

Magnesium :-Magnesium is present in low level in breast milk greater & diverse in 

mature milk over the course of 3 to 6 month.  

Other minerals :-Copper levels are highest on the first few days post partum, decrease 

for about 5 to 6 months & then tend to remain stable. Selenium concentrations are 

usually higher in human milk than in formula. Minute amount of aluminum, iodine, 

chromium & fluorine are also found in breast milk. 

Formula fed infant ingest as much as 80 times more manganese than do breastfed 

infant. Because manganese enters the neonatal brain at much higher rate than in the 

adult brain, neonates are at risk of neurotoxicity from excess managers. High manages 

levels in infant formula have been identified as being possibly related to neurocognitive 

deficits. (Trane et al 2002) 

 

Anti infective properties :- 
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 Breast milk offers the newborn protection against disease & can reduce the risk of 

deaths for infants. When researchers compared centre's for disease control & prevention 

records of children who died between 28 days and 1 year, children who were breastfed. The 

lower the risk of illness (Chen & Rogan, 2004)  

 

Key concepts  

• Human milk – the gold standard for infant nutrition has between 57 to 65 kcal of energy 

per deciliter  

• Breastfed infants ingest less volume than formula fed infants because human milk is 

more energy efficient. 

• Babies do not usually remove all the milk available in the breast during the single 

feeding, instead, they usually take about two thirds of available milk in the breast. 

• Small amounts of colostrums are produced in the first day or two after delivery, followed 

by rapid increase to about 500 ml at five days postpartum. 

• Babies take 11 breastfeeds per day an average, but this frequency ranges from 6 to 18 

feed per day. 

• Differences in milk output from the right & left breast are common. 

• Milk storage capacity differs among women. Women with larger breast have a greater 

milk storage capacity and may breastfeed less often. Women with small capacity and 

may breastfeed less often, women with small breast may need to breastfeed more often. 

Otherwise, breast size does not affect the ability to breastfeed.  

• Milk synthesis and volume differ between breasts. 

• The nutritional status of a lactating mother has a minimal effect on milk volume unless 

she is malnourished.  

• Multifarious women produce more breast milk than primiparous women, mothers 

produce significantly more breast milk with their second baby. 

• Breastfed infants grow at about the same rate as those not breastfed for the first 3 to 4 

months.   

• Fat in human milk varies according to the degree which the breast in emptied high 

volume is associated a low milk fat content, accordingly, fat content progressively 

increases during a single feeding. 

• Breast feeding should occur early & frequently, the larger the interval between feeding 

the lower the fat content. 

• The type of fat the mother eats affects the type of fatty acid present in her milk. 

• Primary or congenital lactose deficiency of intolerance in infants in rare or nonexistent. 

• Lactose in human milk supplies which energy to the infants is rapidly growing brain. 

• Human milk contains two main protein : casein & whey. Casein is tough & less digestible 

curd, whey is soft and flocculent & is digested rapidly. 

• The amount of protein in colostrums is greater than that in mature milk because of the 

immune factors (IgA, Lactoferin) present in colostrums. 

• Preterm mother's milk contains high level of protein & fat compared with non preterm 

milk, thus using the milk of the preterm infants own mother is preferred. Generally 

speaking, human milk contains sufficient amounts of vitamin & minerals to meet the 

needs of full term infants.  

• Mineral content in human milk is fairly constant, tending to be the highest right after birth 

& decreasing slightly throughout lactation.  
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• Healthy infants who consume enough breast milk to meet their energy needs to receive 

enough fluid to satisfy their requirement even in hot & dry environments. 

• In the first 1 to 2 days after birth, the infant ingest small amounts, approximately 1 to 14 

ml of colostrums at each feeding. Milk yield gradually increase for the first 36 hours, then 

rapidly increase. By day 5 volumes is about 500ml /day, it reaches 800ml/day (range 

550 to 1150) during months 1 to 6 of full breast feeding. 

• Immunity occurs actively & passively. Colostrums is densely racked antibodies & 

immunoglobin. 

• Human milk contain two types of white cells : phagocytes & lymphocytes. Phagocytes 

engulf & absorb pathogens & release IGA.) Release IGA lymphocytes (83% are T cells) 

protect an infant by destroying the cell walls of viruses in a process called cell mediated 

immunity. 

• Antibodies are immunoglolubulins that act against specific contign or pathogen. 

Secretary Ig A is major immunoglobin total SIGA remains relatively constant throughout 

lactation  

• SIGA passes from the mothers mucosa (intestinal, respiratory) to the mammary gland 

good/ breast milk through lymphocyte traffic pathways (GALT & BALT) 

• Immunity has dose, response effects the more breast milk the infant ingest the greater 

the immunity. 

 

Exclusive breast feeding 

What is exclusive breast feeding? 

 Exclusive breastfeeding means to feed the baby with only breast milk from birth till the 

completion of six months nothing else like (Water, balkadu, guti, food sugar water or other fluids 

like gripe water etc.) should be given only mother's milk and medicines prescribed by doctor 

should be given. 

 Benefits of exclusive breastfeeding   

1) Promote production of more milk  

2) It decreases the chances of infection caused by feeding bottles, water and nutrients.  

3) It gives infants the best chance to grow and stay healthy as it contains all nutrients. 

4) Decreases the risk of ovarian and uterine cancer in mother. 

Benefits to the child  

1) The child gets complete food for first six months  

2) The child is saved from illness like asthma pneumonia and other respiratory breast 

infections. 

3) It helps brain development 

4) Breast milk is easily digestible  

5) It builds a loving relationship between the mother & child  

6) Breast feeding protects the child against ear infection such as otitis media  

7) Breast milk offers protection against illnesses beyond infancy to childhood and 

adulthood. Contributes to prevention of celiac disease, diabetes, multiple sclerosis, 

prevents hypothermia 

Sudden infant death syndrome, childhood cancer and many other health problems. 

 

Benefits to the mother  

1) Stops bleeding after delivery  
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2) Saves her from anemia after delivery  

3) Builds her confidence 

4) Helps delay her next pregnancy. 

5) Saves her from risk of ovarian & breast cancer. 

 

Benefits to the family 

1) Saves money spent in buying milk from outside  

2) Saves fuel & time spent on preparing milk. 

Also benefits the society by reducing the load of biomedical waste and recycling of bottles and 

nipples and formulated tins.       

 

Introduction of complementary food 

 Complementary feeding means introducing solids to an infant's milk diet. Breastfeeding 

has been shown to provide sufficient energy for normal growth and to meet recommended 

energy requirements for most infants at 6 months of age. After that nutritive food should be 

started. 

After completion of six months introduce  

1) Appropriate 

2) Hygienically prepared 

3) Home made 

4) Mashed complementary feeds in adequate quantities 

5) Do not give watery items like rice water, dal water etc. 

 

What food is to be given after six months? 

Appropriately thick complementary foods of homogenous consistency made from locally 

available foods should be introduced at 6 completed months to all babies while continuing 

breast feeding along with it.  

To address the issue of small stomach size which can be accommodate limited quantity at a 

time, each meal must be energy dense by adding sugar / jiggery and ghee/ butter/ oil. When the 

child is six months old, soft and mashed food prepared at home should be started on cooked 

and mashed vegetables, potatoes, cauliflower, carrots etc. use cereals and fruits, soft banana & 

papaya may be given. This good should be easy to prepare from the food item available at 

home. Food should be introduced gradually one by one. Different types of food should not be 

started at a time. Complementary food should be given 2-3 times a day. It should not be very 

watery.  

 

Good complementary foods are prepared by mixing 3-4 types of food.  

6 months : Soft porridge, well mashed vegetables, fruit 2-3 table spoonful 2-3 times per day 

plus frequent breastfeeds. 

7-8 months : Mashed foods 3 times per day increasing gradually to 2/3 of a 250 ml katori/bowl 

plus frequent breastfeeds. 

9-11 months : Finely chopped or mashed foods & food that baby can pick up, ¾ of a 250 ml 

katori/bowl, 3 meals plus shack between meals plus breastfeeds. 

12-24 months : finally foods chopped or mashed if necessary, A full 250 ml katori/bowl or more, 

3 meals plus 2 snacks between meals plus breastfeeds.  
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Provide snack in between like : 

� Mashed banana 

� Dalia or milk 

� Roti mashed in dal 

� Continue to encourage the child to eat so that he eats happily. 

� Continue breastfeeding  

� Give him variety of foods to eat. 

 

Consistency 

 To provide more calories from smaller volume, food must be thick in consistency – thick 

enough to stay on spoon without running off, when the spoon is tilted.  

 

Complementary food diversity  

To improve the content of various nutrient and density of nutrients in the young Childs diet, who 

recommends four or more different types of food to be fed at least once in a day from completed 

six months.  

A nutrition rich diet requires a variety of foods, micro nutrition’s like iron, Vit A and iodine which 

are vary important for development of brain as well as Childs growth. Zinc helps to prevent 

illness. 

 

Sources of important micronutrient 

Iron : Exclusive breastfeeding for 6 months meets the iron needs of the growing infant. 

Non vegetarian foods leafy vegetable, jagging, dates are good sources of iron. 

Zinc : Same as iron. 

Vitamin A : Carrots, tomatoes, drumstick, leaves/pods, beetroot, papaya, mango, leafy 

vegetables, milk & milk products, egg yalk & fish are rich in Vit A.  

Iodine :  It is available in iodized salt. It is very important for brain development. 

 

Remember : 

• Giving drinks with low nutritive value, such as tea, coffee & sugary drinks should 

be avoided. 

• Hygine practices are essential for food safety during all the involved steps vis 

preparation, strong and feeding. 

• Practice of responsive feeding is to be promoted  

• Consistency of food should be appropriate to the developmental readiness of 

child in munching, chewing & swallowing.  

• Avoid obstacles (ex. Television, gossiping with others) while feeding. 

• Promote child to eat by singing nursing rhymes and strong telling. 

• Eating with finaly during meal times encourages child to eat more than eating 

alone. 
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MAA 
 

MAA – Mothers Absolute affection is a nationwide breast feeding promotion and support 

campaign. It is an intensified programme for promotion of IYCF (Infant and young child feeding) 

practices. Infant & young child feeding practices of children from time of birth to completion of 

23 months of age. Attempts to intensify efforts to promote optional infant and young child 

feeding practices, with focus on breast feeding. 

 

Goal :- To revitale efforts towards promotion, protection and support of breastfeeding practices 

to achieve higher breast feeding rates.  
 

Objectives : 

1) Build on enabling environment for breastfeeding through awareness generation 

activities.  

2) Reinforce location support services at health facilities through brained healthcare 

providers & through skilled community health workers. 

3) To incentives & recognize those health facilities that show high rates of breast feeding 

along with processes in place for location management. 

To reduce the neonatal mortality and child mortality is the priority of health services 22% 

newborn deaths can be prevented if all children receive breastfeeding within one hour of birth 

optional breastfeeding can prevent 156000 child deaths every year. 

 

Infants not breast fed are 

• 15 times more likely to die from pneumonia. 

• 11 times more likely to die from diarrhea than children who are exclusively breastfed. 

 

NFHS – 4 in Maharashtra 

• More than 90.3% deliveries take place in health facilities. 57.5% children receive 

breastfeeding within one how of birth. 

• 56.6% are exclusively breastfed for the first six months. 

• 43.3% children between 6-8 months given complementary foods along with 

breastfeeding. 

 

The interventions expected under MAA programme : 

1) Facility based intervention: BFHI, four dimensional immunization clinics, baby friendly 

NICU, Hirkani room 

2) Community based activities: Mother support meeting (Present & lactating mother) 

3) Follow up of mother infant pain at home till breast feeding is established. 

4) Continued support at home after the newborn period till second birthday for successful 

IYCN. (includes explaining complementary feeding to the family at half year birthday) 

5) Establishing Hirkani rooms 

6) Public advocacy. 

 

Baby friendly hospital initiative   

• The baby friendly hospital initiative was launched in 1992 with aim of gans forming 

maternity facilities to provide this standard of care. 
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• The baby friendly – approach has been shown to be effective in increasing exclusive 

breastfeeding rates.  

• Hospitals become baby friendly by implementing the ten steps to successful 

breastfeeding. 

 

Criteria for admission to SNCU     

(Special newborn can unit) (SAM) 

1) Birth wt < 1800 gm, gestation < 34 wt. 

2) Refusal to feed 

3) Major malformation feeding problem. 

 

Treat hypoglycemia  

 If the child is hypoglycemic and he is lethargic unconscious or convulsing give 5 ml/kg 

body weight of sterile 10% glucose by IV, followed by 50 ml of 10% glucose by IV, followed by 

50 ml of 10% glucose or sucrose by NG tube. It the IV dose cannot be given the NG dose first. 

If the child will be given IV fluids for shock, there is no need to follow the 10% IV glucose can 

NG bolus, as the child will continue to receive glucose in the IV fluids. 

 Start feeding starter diet half an hour after giving glucose & give it every half hours 

during the first 2 hrs for a hypoglycemic child, the amount to give every half hour is 1/4 of the 2 

Harley amount. Hypoglycemia & hypothermia may co exist. So make sure to keep the child 

warm. Administer antibiotics as hypoglycemia may be a feature of underlying infection. 

      Continue blood glucose monitoring every 30 min till all blood glucose level becomes 

normal & stabilizes thereafter.  

 

Management of Malnutrition in children  

 Three tier approaches is adopted in Maharashtra  

1) Village child development centers/ Camps (VCDC) at AWCs – 30 days camp. 

2) Child treatment centers / Camps (CTC) at PHC/ sub district /  District hospitals – 21 days 

camp on residential basic  

3) Nutrition Rehabilitation centers (NRC) – Medical college / superspeciality hospitals – as 

per need 

 

Village child development camps / centers  

1) Both SAM & MAM children can be admitted. 

2) Conducted at village level at Anganwadi Centers. 

3) It managed by Anganwadi worker & her helper. 

 

Under nutrition is an underlying cause of more than one third of global deaths in children below 

the age of 5 yrs. It is also associated & growth fettering (i.e. deficit in height or stunting), 

micronutrient deficiencies, delayed cognitive development and mortality. Stunting and 

micronutrient deficiencies are significant health problems among infant and young children. 
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MALNUTRITION 
 

INTRODUCTION 

 Malnutrition often refers to under nutrition resulting from inadequate consumption, poor 

absorption or excessive loss of nutrients but the term also encompasses over nutrition, resulting 

from excessive intake of specific nutrients.  

 Malnutrition in children is widely prevalent in developing countries including India. More 

than 33% of deaths in 0-5 years are associated with malnutrition. 

 

Measuring Under nutrition 

 Measuring weight and height is the most common way of assessing malnutrition in a 

given population. 

 Anthropometry is a widely used, inexpensive and non-invasive measure of the general 

nutritional status of  an  individual  or  a  population  group. The three commonly used 

anthropometric indices are: 

• Weight-for-age (WFA) 

• Height/Length-for-age (HFA) 

• Weight-for-Height/Length (WFH). 

 

Types of Under nutrition 

  The three indices - weight-for-age, height/length- for-age, weight-for-

height/length are used to identify three nutrition conditions: underweight, stunting and wasting, 

respectively. Each of the three nutrition indicators is expressed in standard deviation units (Z-

scores) from the median of the reference population based on which under nutrition may be 

further classified as moderate or severe. 

 

Underweight 

 Underweight, based on weight-for-age, is a composite measure of stunting and wasting 

and is recommended as the indicator to assess changes in the magnitude of malnutrition over 

time. 

 This condition can result from either chronic or acute malnutrition, or both.  

 An underweight child has a weight-for-age Z score that is at least two standard 

deviations (-2SD) below the median in the World Health Organization (WHO) Child Growth 

Standards. 

 

Stunting 

 Failure to achieve expected height/length as compared to healthy, well-nourished 

children of the same age is a sign of stunting. Stunting is an indicator of linear growth 

retardation that results from failure to receive adequate nutrition over a long period or recurrent 

infections. Stunting often results in delayed mental development, poor school performance and 

reduced intellectual capacity.  

 A stunted child has a height-for-age Z score that is at least two standard deviations (-2 

SD) below the median for the WHO Child Growth Standards.  

 

Wasting 
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 Wasting indicates current or acute malnutrition resulting from failure to gain weight or 

actual weight loss, episodes of diarrhea and other acute illnesses.  

 A wasted child has a weight-for-height Z score that is at least two standard deviations (-

2SD) below the median for the WHO Child Growth Standards. 

 

Severe Acute Malnutrition (SAM) 

             Severe acute malnutrition is defined by very low weight-for-height/length (Z- score 

below -3 SD of the median WHO child growth standards), or a mid-upper arm circumference < 

11.5 cm, or by the presence of nutritional edema.  

             Severe Acute Malnutrition is both a medical and social disorder. Lack of exclusive 

breast feeding, late introduction of complementary feeds, feeding diluted feeds containing less 

amount of nutrients, repeated enteric and respiratory tract infections, ignorance, and poverty are 

some of the factors responsible for Severe Acute Malnutrition (SAM).  

 

Effects of SAM  

• Increases the risk of death in children under five years of age. 

• Can be a direct or indirect cause of child death by increasing the case fatality rate 

infections.  

 

Moderate Acute Malnutrition 

 A child with 70-80% of median weight-for- height (Z score of <-3SD to <-2 SD), or a Mid 

Upper Arm Circumference of 11.5-12.5 cm and no edema is classified as a case of Moderate 

Acute Malnutrition. In addition the child should have appetite, be alert and clinically well. 

Children with moderate acute malnutrition can be managed in the Outpatients setting where 

there is a provision for supplementary feeding. 

 

Case Fatality in children with Severe Acute Malnutrition 

 The high case fatality has been attributed to various factors related to the management 

and includes: 

1. Inability to distinguish between acute and rehabilitation phases 

2. Excessive use of intravenous (IV) fluids 

3. Fluid overload due to lack of monitoring during rehydration 

4. Use of diuretics (for edema) and albumin 

5. Not keeping the child warm and euglycaemic (normal blood glucose levels) 

6. Low index of suspicion for infection 

7. Early use of diets high in protein, sodium, energy 

8. Failure to monitor food intake 

9. Early treatment of anemia with oral iron  

 The case fatality can be brought down to approximately 7-10% by standard case 

management protocol, which the participant will learn in this course. 

 

Identification of children with severe acute malnutrition 

 SAM children should be identified at every health contact: 

• Primary health centre 

• Sub-centre 

• health posts 
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• hospitals 

• day-care centres 

• Anganwadi centres 

 

Recommended criteria for identifying SAM in infants >6 months of age 

Any child who has following features are treated as severe acute malnutrition: 

Weight-for-height less than -3 SD and/or 

• Visible severe wasting and/or 

• Mid arm circumference (MUAC) < 11.5 cm and/or 

• Edema of both feet* 

 

Recommended criteria for identifying SAM in infants <6 months of age 

Any infant more than 49 cm** in length who has following features are treated as severe acute 

malnutrition: 

• Weight-for-height less than -3 SD and/or 

• Visible severe wasting and/or 

• Edema of both feet*  

*   Other causes of edema e.g. nephrotic syndrome should be excluded. 

** For children with length less than 49 cm in length, visible severe wasting can be used as 

criteria to identify SAM . 

 

Standard Deviation 

 For identifying a child with severe acute malnutrition standard deviation score (SD-score) 

based on child’s weight and length/height is determined. 

 An SD-score is a way of comparing a measurement, in this case a child’s weight-for-

length, to an “average”. The “averages” referred to in the manual are WHO Growth Reference 

values for weight-for-height and weight-for-length.  

 

SD-scores may be loosely interpreted as follows: 

• 1 SD approximately corresponds to 90% of the median weight-for-height. 

• 2 SD approximately corresponds to 80% of the median weight-for-height. 

• 3 SD approximately corresponds to 70% of the median weight-for-height.  

 

To use the reference table  

• First find the child’s length or height in the middle of the table. If the length or height is 

between those listed, rounds up or down: If the length/ height is 0.5 or more cm then 

take the next higher value. 

• Look at the top of the column to see what the child’s SD-score is. The child’s weight may 

be between two SD-scores. If so, indicate that the weight is between these scores by 

writing less than (<). For example, if the score is between - 1 SD and -2 SD, write < -1 

SD.   

 

Assessment of Severe Acute Malnutrition 

Identification of Edema 

1. To assess edema, normal thumb pressure is applied to both feet up to 30 seconds 

2. If a shallow pit persists on both feet then the child presents edema 
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3. Only bilateral edema is recorded as nutritional edema 

4. Always test for edema by thumb pressure and not merely by looking 

5. Degree of edema (0 to +++ is assessed each day) 

• +++ Gross edema 

o (Generalised, all over body) 

• ++   Moderate edema 

o (Upto thigh & hands) 

• +      

o Mild edema (dorsum of both feet) 

 

ANTHROPOMETRY 

Measurement of MUAC  

1. Alternative measure of thinness 

2. Used for children 6-59 months 

3. Measured on left upper arm 

4. Indicates muscle mass and fat reserves 

5. Is age independent 

6. Best predictor of mortality 

 

Procedure  

1. Locate  tip of child’s shoulder  

2. Bend child’s elbow to make right angle 

3. Place tape at tip of shoulder at zero 

4. Pull tape straight down to the tip of elbow 

5. Read no to nearest 0.1 cm. Divide no by 2 to get mid point 

6. Mark midpoint on arm with a pen   

 

Procedure  

1. Straighten child’s arm and wrap tape around the arm at midpoint 

2. Ensure proper tension of tape – not too tight or too loose 

3. At correct position with correct tension read measurement to the nearest 0.1cm 

4. Record measurement immediately 

 

Procedure for measurement of Weight 

• Preferably by an electronic scale 

• Use Calibrated machine 

• Put weighing balance on flat surface 

• Each time adjust to zero 

• Keep the pan clean 

• Weigh child with minimum clothing 

• Weigh everyday at fixed time of the day 

• Record weight to the nearest gram 

• Standardize machine regularly 

• Explain mother 

• Plot daily weight chart 
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Measurement of Length 

• Use length boards 

• Put / mount on flat surface  

• For children less than 87cm take length 

• For children more than 87 cm take height 

• If not then subtract 0.7 cm from length 

• Clean everyday with disinfectant  

• Record closest to 0.1 cm 

 

To measure length 

Use a measuring board like infantometer with a headboard and sliding foot piece. 

Work with a partner. One person should stand or kneel behind the headboard and: 

• Position the child lying on his back on the measuring board, supporting the head and 

placing it against the headboard. 

• Position the crown of the head against the headboard, compressing the hair. 

• Hold the head with two hands and tilt upwards until the eyes look straight up, and the 

line  of sight is perpendicular to the measuring board. 

• Check that the child lies straight along the centre line of the measuring board and does 

not change position. 

 

To measure height 

Use a Stadiometer with a vertical back board, a fixed base board, and a movable head board. 

Work with a partner. One person should kneel or crouch near the child's feet and: 

• Help the child stand with back of the head, shoulder blades, buttocks, calves and heels 

touching the vertical board. 

• Hold the child's knees & ankles to keep the legs straight and feet flat. 

• Prevent children from standing on their toes. 

• Young children may have difficulty standing to full height. If necessary, gently push on 

the tummy to help the child stand to full height. 

 

The other person should bend to level of the child's face and : 

• Position the head so that the child is looking straight ahead (line of sight is parallel to the 

base of the board) 

• Place thumb and forefinger over the child's chin to help keep the head in an upright 

position 

• With the other, pull down the head board to rest firmly on top of the head and compress 

hair. 

• Measure the height to the last complete 0.1 cm and record it immediately on the case 

recording sheet. 

 

How to use growth chart? 

World health organization (WHO) growth charts are used most often and considered the 

standard around the world: 

 

Typical measurements taken for children 0-24 months include : 



 

• Head circumference 

• Length  

• Weight 

Measurement should be taken at regular intervals in order to observe reliable trends. 

Recommendation for measurement intervals include:

• Infants (0-12 months) : every 2 months

• Young children at 15, 18, 24 & 30 months

• Age 3+ every year. 

 

How to use growth charts 

The following measurements can be applied to the most commonly used growth chart :

• Head circumference for age

• Length for age 

• Weight for age 

• Weight for length / weight for height

On the WHO growth charts, there are five curves. The middle 

on average. This line is also called the 50

above the median and 50 percent fall below. A normally growing child will typically have a 

growth curve that is parallel to th

Other lines in the curves, called z

far from the median, such as a 3 or 

on its own does not give an accurate assessment of 

provides insight into a child's growth patterns & tendencies over time. 

 

Appetite test can be conducted poor appetite is a reliable indicator for severity of illness and thus need for 

hospitalization. 

 

Children with following medical complications should be admitted in a Nutrition 

Rehabilitation centre or a health facility

• Presence of  any of emergency signs

• Edema 

If complications/poor appetite/oedema 

Facility-based management

Treatement comprises the first 7 steps of inpatient 
care (stabilization phase) in a health facility. when 
completed, child may be transfered to community

based care

Measurement should be taken at regular intervals in order to observe reliable trends. 

Recommendation for measurement intervals include: 

12 months) : every 2 months 

Young children at 15, 18, 24 & 30 months 

The following measurements can be applied to the most commonly used growth chart :

Head circumference for age 

Weight for length / weight for height 

On the WHO growth charts, there are five curves. The middle curve (labelled 0) is the median 

on average. This line is also called the 50th percentile, because 50 percent of all children are 

above the median and 50 percent fall below. A normally growing child will typically have a 

growth curve that is parallel to the median. 

Other lines in the curves, called z-score lines, indicate distance from the median curve. Points 

far from the median, such as a 3 or -3, typically indicate some find of growth problem. One point 

on its own does not give an accurate assessment of a child's growth. Instead, a series of points 

provides insight into a child's growth patterns & tendencies over time.  

Appetite test can be conducted poor appetite is a reliable indicator for severity of illness and thus need for 

Children with following medical complications should be admitted in a Nutrition 

Rehabilitation centre or a health facility 

Presence of  any of emergency signs 

W/H <-3SD and/or  visible severe 
wasting and/or Bilateral pedal 
oedema and/or MUAC<11.5cm

No complication and god appetite and no 
oedema

community/home
management 

Step 8 to 10 of maangement

If complications/poor appetite/oedema 

based management

Treatement comprises the first 7 steps of inpatient 
care (stabilization phase) in a health facility. when 
completed, child may be transfered to community-
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Measurement should be taken at regular intervals in order to observe reliable trends. 

The following measurements can be applied to the most commonly used growth chart : 

curve (labelled 0) is the median 

percentile, because 50 percent of all children are 

above the median and 50 percent fall below. A normally growing child will typically have a 

score lines, indicate distance from the median curve. Points 

3, typically indicate some find of growth problem. One point 

a child's growth. Instead, a series of points 

 
Appetite test can be conducted poor appetite is a reliable indicator for severity of illness and thus need for 

Children with following medical complications should be admitted in a Nutrition  

No complication and god appetite and no 
oedema

community/home-based 
management 

Step 8 to 10 of maangement



 222

• Persistent vomiting 

• Very weak, apathetic 

• Fever (Axillary temperature > 38.5 degree Celsius ) 

• Children with fast breathing / chest in drawing/ cyanosis (Fast breathing is said to be 

present if number of breaths per minute is  60 or more in children up-to 2 months, 50 or 

more in  children 2 months up-to 1 year and 40 or more in children 1 year up-to 5 years) 

• Extensive skin lesions, eye lesions, post-measles states 

• Diarrhoea with dehydration based on history and clinical signs 

• Severe anaemia 

• Hypothermia (Axillary temperature <35 degree centigrade) 

• Any other general sign which the clinician thinks warrants transfer to in-patient facility for 

assessment or care  

 

In addition to above criteria if the caregiver is unable to take care of the child at home, the child 

should be admitted.  

A. General principles of routine care (the 10 steps) 

B. Emergency treatment of shock and severe anaemia  

C. Treatment of associated conditions 

D. Failure to respond to treatment 

E. Discharge before recovery is complete 

 

PREPARE FOR DISCHARGE  
 
Criteria for Discharge from in patient care. 

Child • Achieved weight gain ≥ 15% ( See Annex 20 for target weight at 15 % 

weight gain) and has satisfactory weight gain for 3 consecutive days 

(>5gm/kg/day) 

• Edema has resolved 

• Child eating an adequate amount of nutrition food that the mother can 

prepare at home 

• All infections and other medical complications have been treated  

• Child is provided with micronutrients 

• Immunization is updated 

Mother/caregiver • Knows how to prepare appropriate foods and to feed the child 

• Knows how to make appropriate toys and play with the child 

• Knows how to give home treatment for diarrhea, fever and acute 

respiratory infections and how to recognize the signs that/he must seek 

medical assistance 

• Follow –up plan is completed 

 

 All children with SAM should be followed by the health workers at home or at 

community centers till s/he reaches weight for-height of -1 SD. 

 

Teaching parents to care for the child and prevent recurring malnutrition  

Parents should be educated about: 
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• Correct breastfeeding and feeding practices (frequent feeding with energy and nutrient 

dense foods) 

• Taking the child for vitamin A supplementation  (children aged 9-59 months) 6 monthly  

• Taking the child to the health facility for vaccination as per the schedule in Mother and 

Child Protection card/Immunization card 

• Giving structured play therapy to the child. 

 

Follow-up 

• Before discharge, make a plan with the parent for a follow-up visit at 1 week after 

discharge. Regular check-ups should also be made at 2 weeks in first month and then 

monthly thereafter until WHZ reaches -1 SD or above. If a problem is found, visits should 

be more frequent until it is resolved. 

 

Give general discharge instructions 

In addition to feeding instructions, mothers will need to be taught: 

• How to continue any needed medications, vitamins, folic acid (for 2-weeks), and iron (for 

2-3 months) at home. 

• when to bring the child back for immediate care: 

� Not able to drink or breastfeed. Stops feeding. 

� Develops fever. 

� Has fast or difficult breathing. 

� Has a convulsion.  

� Has diarrhoea for more than a day, or blood in stool. 

 

If early discharge is unavoidable, make special arrangements for follow- up 

 If a child must be discharged before  the discharge criteria are met it is critical to make 

arrangements for follow-up of the child (for example, special visits by a health worker to the 

child’s home, or outpatient care at a health facility or nutritional rehabilitation centre). Mothers 

will need special training to prepare feeds and give iron, folic acid, and multivitamins at home. 

Admission criteria management protocol discharge and follow up for CTC is same as NRC 

 

VCDC (Village child development centre) 

Criteria of admission : 

• W/H <-3SD and/or 

• visible severe wastingand/or 

• Bilateral pedal edemaand/or 

• MUAC<11.5cm 

 

Functioning of VCDC 

• Village level management of SAM and MAM at Anganwadi centre normal AWC 

functioning goes on simultaneously. SAM/ MAM children come at 8 am while regular AW 

starts around 9 am or 10 am.  

• Anganwadi worker is the in charge personnel for VCDC. 

• Duration – 1 month (30 days) excluding the holidays. 

• Organization of VCDC- even one SAM or MAM child. 

• Admission procedure-  
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A) Primary screening by AWW of SAM/ MAM without complication. 

B) Medical checkup by MO 

• Discharge criteria: After 30 days (after adopting new protocols after 21 days) irrespective 

of weight gain. 

• If no/poor weight gain then child is to be referred to CTC/NRC 

• No need for parents to stay with the child with some exceptions 

• Low cost intervention  

 

Nutrition Management 

• Feeds are given in AWW from 9 to 12 pm and 2 to 4 pm. 

• Various food items are given using THR, milk powder. The AWC meal of that day, 

banana, roasted potatos, etc. 

• The mother feeds between 12 to 2 pm at home. 

• Occasionally eggs are served. 

• All this is expected to improve the child's status. 

• Not enough provision to meet the requirements. 

 

Special Amylase feeds 

• Amylase develops in sprouting gain & legumes 

• Amylase helps digestion. For this wheat and green gram which are sprouted, dried and 

powdered. 

• This flour mixed with groundnut flour, oil, sugar & makes a good paste for the child, most 

children like this. 

• Micronutrients sachet is added to this once daily. 

 

Medical management- 

Medicines and their Dosage 

Sr.
No 

Name of drug Dose Time 

1 Albendazole 

1-2 years 200mg (5ml) 

Once before admitting in VCDC 2-3 years 400mg (10ml) 

3-6 years 400mg (1 tab) 

2 
Vitamin A (Confirm not given 
last 6 months) 

1ml below 1 yr child 
 

2ml above 1 yr child 

3 Tab Folic Acid 1mg, 1 tablet (everyday) In the morning for 1
st
 7 days 

4 
Amoxicillin 

50 mg/kg/day 
Morning/Afternoon/Evening for 7 
days, all SAM and infected 
children Antibiotics (syr) 

5 
Syrup Hovite RB/ Visyneral–Z / 
Containing medicine 

1 to 2 yrs – 2ml 
Afternoon 

2 to 6 yrs – 4ml 

6 
Mecalvit Plus/ Containing 
medicine 

1ml/kg/day Morning 

7 
Orofex-XT/ Containing 
medicine 

3mg iron/kg/day 
Evening (After 7 days if the child 
starts gaining weight and is free 
from infection) 
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3. ROUTINE IMMUNIZATION (RI) PROGRAMME 

 

INTRODUCTION 

• Expanded programme on immunization initiated in India in 1978 

•  Universal immunization programme launched on 19th November 1985 

• Immunizations programme is one of the major components of national technology 

mission  

 

OBJECTIVES OF REVIEWING VACCINATOION PROGRAMME 

1. Review the policies, strategies and plans of action  

2. Measure the progress 

3. Identify the bottlenecks and constraints 

4. Make recommendations  

 

MAJOR OBSERVATIONS 

1. POLICY ASPECT:  

• Included in the 20 point programme 

• a technology mission for immunization has been created 

• states have accepted to carry out the programme and formed technology mission 

• policy decision to integrate immunization programme with primary health care 

• provided through PHC and subcentres 

• government of India provided 100 % financial support to states  

• clear-cut policies for implementing immunization progreamme in urban areas almost 

non-existence  

 

2. ORGANISATIONAL AND OPERATIONAL ASPECTS  

• Programme is being implemented in an integrated manner 

•  d.i.o. faced the problems of lack of adequate administrative authority, ambiguity 

regarding relationship with other district health official 

 

3. RESOURCE AVAILABILITY 

•  30.95 % districts with less number of functional sub-centres 

•  24% of subcentres with female staff residing outside area  

 

IMMUNIZATION SCHEDULE POST-PENTAVALENT & IPV INTRODUCTION 

Age 
Immunization schedule (Post 

pentavalent  &  IPV Introduction) 
Ramarks 

At birth  
BCG, OPV (O Dose) hepatitis B 

(birth dose)  
• BCG vaccine cab be given up 

to 

1 year of age. 

• DPT vaccine can be given up 

to5-6 years (not beyond 7 

6 weeks (1 ½ 

months)  
OPV-1, pentavalent-1,IPV-1  

10 weeks (2 ½ 

months)  
OPV-2, pentavalent-2  
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14 weeks (3 ½ 

months)  

OPV-3, pentavalent-3, 

IPV-2  

years)of age.  

• Measles vaccine can be 

given up to 5 year of age. 

• JE vaccine can be given up to 

15 years of age. 

• B-OPV  Instead of T-OPV 

 

9 months  
Measles first dose, JE-1 (where 

applicable)  

16-24 months  

DPT-booster first dose, measles 

second dose, OPV booster dose, JE 

second dose (where applicable)  

5-6 years DPT-booster second dose  

10 years  TT first booster dose  

16 years TT secondbooster dose 

 

Remember 

• Do NOT repeat BCG if given once, even if the eschar /scar does not appear. 

• Do NOT give BCG if child is over one year old. 

• Giving DPT/PENTA  in  buttocks (gluteal region) may injure the sciatic nerve and cause 

paralysis. Never give DPT /PENTA in buttocks 

• Always give DPT/PENTA in outer mid thigh (Lt.Antero-lateral Thigh in vastus lateralis 

muscle 

• Wait at least 4 weeks (one month) after previous dose of PENTA-OPV before giving next 

dose.  

• If child comes after gap of more than 4 weeks for its next dose of PENTA-OPV, give next 

dose of series.  Do NOT repeat previous dose, as there is no maximum interval between 

doses.  

• Give DPT and OPV Booster dose at 16 months till 24 months (Wait at least 6 months 

after OPV3 & PENTA3) 

• Give DPT at 5 years of age 

• If no DPT  is given till 5 years, give 2 doses of TT one month apart as soon as possible 

• Give TT at 10 years  and 16 years  

• Give TT Booster only if already received at least two TT injections within last 3 years  

• Try to give TT2 or TT Booster at least one month before Expected Date of Delivery. 

However, give even if less than 1 month remains. 

• All due vaccines can be given at same time but in different limbs (sites) 

• e.g. it is safe and effective to give BCG, PENTA, OPV, IPV, Measles & VitA at same 

time to a 9 month old child who has never been immunized  

• After Pentavalant do not keep baby in zoli for 48 hrs.  

• Even if the child is suffering from diarrhea, mild fever or malnutrition, it should be 

vaccinated.Unless a child is so sick that it has to be taken to hospital, do not stop its 

vaccination 

The goal is to fully immunise each child before its first birthday 

 

Give these 4 Key Messages to the Care-giver:  

1. What vaccine was given and what disease it prevents (e.g. BCG for preventing TB) 

2. When to come for the next visit. 

3. What are the minor side-effects and how to deal with them. 

4. To keep the vaccination card safe and to bring it along for the next visit 
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PLANNING & IMPLEMENTATION 
 

Planning immunization services 

Immunization Microplan 

• State Plan = Compiled District Plans + state specific activities 

• District Plan = Area map, Compiled PHC plans + supervision, budget, IEC, training etc. 

• PHC Plan  = Area map, Compiled SC plans, supervision plan + alternate vaccine 

delivery, waste disposal  

• SC Plan = Area Map, estimation of beneficiaries, vaccine logistics and ANM work plan 

Step 1  

• List all villages and hamlets in  SC area.If hamlets have too small a population, tag these 

along with larger nearby villages 

Step 2 

• Write population of each village and hamlet based on actual headcount 

Steps  3  and 4 

•  Write the annual target of pregnant women and infants  

Steps  5  and 6 

•  Write the monthly target of pregnant women and infants  

Step 7 

•  Calculate the beneficiaries per month for each vaccine  and Vitamin A  

TT    = Monthly target of pregnant women x 2 doses 

BCG      = Monthly target of infants x 1 dose 

PENTA  = Monthly target of infant   x  3 dose  

DPT   = Monthly target of infants x 2 doses  

OPV      = Monthly target of infants x 6 doses  

IPV        = Monthly target of infant   x  2 doses  

HepB    = Monthly target of infants x 1 doses 

Measles   = Monthly target of infants x 2 dose 

Vit.A      = Monthly target of infants x 9 doses 

Step 8 

Calculate the requirement of vaccine vials and Vitamin A per month  

� BCG =  Beneficiaries per month X 2* 

                                             10                   

� TT/ PENTA/DPT/HepB/DT = Beneficiaries per month X 1.11  

                                                               10 

� OPV  =  Beneficiaries per month X 1.11 

                                              20 

� IPV       =  Beneficiaries per month X 1.11 

                                                50  

� Measles =  Beneficiaries per month X 1.33* 

                                                5 

� VitA = {(monthly target of infants x 1 ml) + (monthly target of infants x 2 ml x 8)}  x 1.11** 

• Vaccines = 25% wastage rate or 1.33 WMF (Wastage Multiplication Factor)  * * VitA=  

10% wastage rate or 1.11 WMF   

• For – BCG = 50 % wastage rate or 2 WMF  

• For – PENTA = 15 % wastage rate or 1.11 WMF  
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For – Measles = 25 % wastage rate or 1.33WMF 

Step 9 

• Calculate the requirement of Syringes per month  

0.1 ml ADS  = Beneficiaries for BCG + Beneficiaries for      

                         IPV 2 +  x 1.1*  

0.5 ml ADS  = Beneficiaries for (TT+ Penta + HepB+ Measles + DPT) x   1.1*  

Reconstitution Syringes = (BCG + Measles+ JE vials) X 1.1* 

 * Syringes = 10% wastage rate or 1.11 WMF (Wastage Multiplication Factor)   

Steps 10 to 13 

• List all villages & hamlets in Sub-Center area in the same order as Step 1  

• Write distance of village from the closest ILR  

• List names of the AWW and ASHA  

• Write the monthly injection load per village  

• Write the monthly injection load per village  

Step 14 to 15 

Calculate the number of sessions required per month (in column sessions required per 

month) 

Outreach sites  Fixed sites  

• 1-24 injections = 1 session every 
alternate month 

• 25-50 injections= 1 session per 
month 

• 51-100 injections = 2 sessions per 
month, etc 

For hard-to-reach areas with popn. less than 
1000 = minimum of 4 sessions a year 

• 1-39 injections = 1 session every 
alternate month 

• 40-70 injections= 1 session per month 
• 71-140 injections = 2 sessions per 

month, etc 
For a busy CHC/RH, plan daily sessions.  

• Write day of immunization session in village  

Step 16 

Area Map 

• Prepare a map of the Sub-Center area including all villages and hamlets with their: 

• Total population and annual target infants 

• Anganwadi Centers and session sites  

• Distance from the ILR point and transport mode 

• Landmarks e.g. Panchayat, school, roads etc. 

Sessions days 

Step 17 

Prepare a quarterly supervision plan at the PHC level 

F. A. Q.s  

Scenario  Answer  

< 6 week child  No IPV 

At 6 weeks, without birth dose  OPV 1 + IPV 1 (rt.u.l), BCG (lt.u.l), penta 1(lt. 

Thigh)  

Child taken OPV 1 & penta 1 No IPV  

> 6weeks but <1yr, no OPV, no penta  OPV 1,  IPV 1 (rt.u.l), penta 1(lt.thigh):if>9 months; 

measles 1+Vit A 

BCG syringe requirement 3 per child (1:bcg, 2:fIPV)  
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OPV 1,  IPV 1& penta 1 and OPV 2, 

penta 2 between 6 weeks-1yr age: 

child comes after 1 yr  

OPV3, IPV 2, penta 3 at earliest available 

opporturnity  

 

DISEASE SURVEILLANCE 

• Diphtheria:  

– Sore throat with gray patch(es) in throat 

• Pertussis (whooping cough): 

– Repeated & violent coughing, with: 

– Cough persisting for 2+ weeks, fits of coughing,  

– Cough followed by vomiting, typical whoop in older infants. 

• Tetanus: 

– Suck& cry in first 2 days of life,  

– Illness between 3- 28 days of life,  

– Inability to suck foll. by stiffness of neck & body &/or muscle jerking 

 

DELIVERY  OF  IMMUNISATION  SERVICES  

Reasons for failure of immunization 

• Unaware of need     

•  unaware of need to return                         

•  place and time unknown                           

•  fear of side reaction                                  

•  wrong ideas about 

•  place too far to go                                     

• Inconvenient time  

•  vaccinator absent                                      

•  mothers too busy                                       

•  child ill                                                       

•  postponed                                                   

•  no faith     

•  rumours     

 

Why families do not use immunization services 

• Lack Of Information  

•  Poor Services 

• Long Wait 

• Rudeness Or Insensitivity   

• Unauthorized Fees Charged  

• Unscheduled Facility Closures 

• Shortage Of Personnel, Vaccines, Drugs Or Other  Supplies 

• Time Constraints 

•  Not Be The First Priority For A Mother 

• Social, Cultural Or Political Barriers 

• Misinformation 

• Distance 
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STRATEGIES FOR INCREASING THE USE OF ROUTINE IMMUNISATION 

SERVICES 

(A)  Reaching The Unreached 

•  Improvement in scheduling 

•  raising awareness 

•  improving and expanding outreach 

•  targeting services to meet urban needs  

 

B) Reducing Drop-Outs:  

Example: 
DISTRICT ‘A’ 

50% of children have access to immunization  
Services using penta - 1 coverage as an indicator. 42% complete the three - dose series 
of penta calculate the drop-out rate  
(50% -42%) * 100 
----------------------  = 16% 
50%  

DISTRICT ‘B’ 
85% of children have received penta-1 and 58% completed the three dose series of 
penta calculate the drop-out rate  
(85%-58%)*100 
--------------------  = 32%   
85% 
 

(C) Limiting Missed Opportunities 

•  Improve Screening  
•  Give All Vaccines Due 
•  Eliminate False Contraindications 
•  Clarify Policy On Multi-Dose Vials  
•  Clarify Open Vial Policy  
•  Supplimental Immunization Strategies 
•  Accelerated Disease Control  
•  Catch-Up Campaigns   
•  Door-To-Door Vaccination  
•  Mop-Up Strategies 
•  Out-Break Response 
•  Special Population   
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OPEN VIAL POLICY 
 

Open vial policy states that vials of liquid DPT, TT, HepB OPV and Pentavalent vaccines left 

after immunization session should be used within 4 weeks maintaining the cold chain 

temperature and before the expiry date. 

 

• Applicable to DPT, Hep B, TT, OPV, IPV and pentavalent vaccines 

• Not applicable for BCG, Measles containing vaccine, JE, rotavirus vaccines.  

• Write date and time of opening on labels of all vials.  

• Partially used vials can be used at more than one immunization session up to four 

weeks of opening the vial provided  

1. The expiry date has not passed. 

2. The vaccines are stored under appropriate cold chain conditions. 

3. The vaccine vial septum has not been submerged in water. 

4. Aseptic technique has been used to withdraw all doses. 

5. The vaccine vial monitor (VVM), if attached, has not reached the discard Point. 

6. If the VVM on the Vial is in good condition then use the vaccine 

 

COLD CHAIN AND LOGISTICS 
Definition 

Cold Chain is a system of transporting and storing vaccines at recommended temperature from 

the point of manufacture to the point of use. 

 

Essential Elements of Cold Chain 

� PERSONNEL to organize and manage vaccine distribution 

� EQUIPMENT for storage and transport of vaccines. 

� Transport facilities 

� Maintenance of equipment 

� Monitoring 

 

In general 

• All Vaccines tend to lose potency on exposure to heat above +80 C 

• Some Vaccines lose potency when exposed to freezing temperatures 

• The damage is irreversible   

 

Ice lined refridgerators (ILRs) 

• Capacity: 140 litres at PHC level(1200 vials) 

•  Ideal Temperature: +2°C to 8°C(Effective with electricity supply of 8/24 hrs)  

•  Safe Storage: Always in the basket section(all T series,PENTA, Hepatitis-B and 

Diluents) 

• OPV/Measles/BCG ,JE may be kept below basket in case space is not available 

• Thermometer: Place in the ILR-basket 
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Right way of keeping vaccines in ILR 

• Keep all vaccines in baskets 

• Avoid placing vaccines at bottom of ILR. (never diluents, freeze sensitive) 

• Leave space between the vaccine boxes 

• Place a thermometer in the center of the ILR. 

• Same vaccines in same area. 

• Diluent / freeze sensitive/ Closer expiry date vaccines on top 

• Heat sensitive / Further expiry date vaccines in the  bottom of basket  

 

Deep freezers (DF) 

• Capacity: 140 litres at PHC level 

• Ideal Temperature: -18°C to -20°C(In case of power failure - maintain temperature for 

18-20 hrs) 

• Ice Pack Freezing Capacity: freezes 20 ice packs every 24 hours. 

 

Cold Boxes 

• Type: Insulated boxes of 5 litre capacity 

• Usage: Stores & transports vaccine. Also stores frozen Ice Packs 

• Capacity: 1500 doses (mixed antigen) or 5000 doses (only OPV) with 24 ice packs. 

• Holdover Time:3 days (Keep thermometer inside) 

• Vaccine Layout: Direct contact of frozen Ice packs spoil the vaccine. Give carton 

spacers/surround vaccine by OPV vials. 

• Label Protection: Place vaccine in cartons or polythene bags. 

 

Vaccine Carrier 

• Type: Insulated boxes used for carrying small quantities of vaccine. 

• Capacity: 16-20 vials  

• Holdover Time: Maintain +2 to+80 C for about 24 hours (one day) 

• Ice packs: A maximum of 4 frozen packs  

• Vaccine Layout: Keep vaccines in a plastic bag (not in direct touch with the Ice packs) 

 

Ice Packs 

• Do not fill 100%. 

• Leave 10 mm room for expansion as water freezes.  

• Close the cap tightly 

• Clean the outer surface dry before freezing 

 

Ice Pack Freezing 

• Ice Packs to be frozen ROCK Solid 

• Freezing is faster & uniform if gap /breathing space is left between ice packs 

• Ice Packs are best frozen in Deep Freezers 

 

CONDITIONING BEFORE USE 

Preparing icepacks for use: Conditioning 

• On the  session day, take the frozen ice-packs you need from the freezer and place on a 

table  
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• Allow ice-packs to sweat (droplets of water)  at room temperature 

• Shake the ice pack to listen to sound of water. 

 

Maintenance of Equipment 

• Defrosting/Cleaning: Ice deposit 5mm & over in freezer or at the bottom of ILR results in 

rise in temperature. Periodic defrosting & cleaning ensures trouble free performance for 

a long period.  

• Cold boxes/Vaccine Carriers: Cold box hinges, lid knobs & chains are often damaged. 

Replace or repair locally. Minor insulation casing cracks/gaps can also be repaired with 

fresh PUF insulation 

• Ice Packs: Fill clean water for freezing & leave 10mm room for expansion as water 

freezes. Cap tightly to avoid leakage. Keep pack clean & dry. 

 

Vaccine Distribution 

• Follow first-in-first - out rule (FIFO) 

• Also: first to expire - first out. (FEFO) 

• Vaccines are not stored at the sub-centre level and must be supplied on the day of use 

• Note manufacturer, batch no, VVM status 

• Use VVM stage-II vaccine near the cold chain point (do not distribute to remote areas) 

 

Storage Temperature 

• Monitor temperature twice daily. 

• All vaccines at PHC are stored  between +2 to +8°C 

 

Vaccine/Diluent storage in ILR  

� On Ice Pack- BCG and Measles (place them in the holes on ice pack), OPV and JE 

vaccine should be placed on the surface of the ice pack. 

� Remember – IPV, HepB, TT, DPT and Penta should never be kept on the ice pack.  
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ADVERSE EVENTS FOLLOWING IMMUNIZATION (AEFI) 
 

What is an AEFI ? 

A medical event that takes place after an immunization, causes concern, is believed to be 

caused by immunization and ranges from mild side effects to life-threatening, but rare, illnesses. 

 

CAUSE SPECIFIC DEFINITION OF AEFI 

 

S.N Type of AEFI Definition Example 

1 

Vaccine product-

related reaction  

An AEFI that is caused or precipitated by 

a vaccine due to one or more of the 

inherent properties of the vaccine 

product.  

Extensive limb swelling 

following DTP 

vaccination.  

 

2 

Vaccine quality 

defect-related 

reaction  

An AEFI that is caused or precipitated by 

a vaccine that is due to one or more 

quality defects of the vaccine product 

including its administration device as 

provided by the manufacturer.  

Failure by the 

manufacturer to 

completely inactivate a 

lot of inactivated polio 

vaccine leads to cases 

of paralytic polio.  

3 

Immunization 

error-related 

reaction  

An AEFI that is caused by Inappropriate 

vaccine handling, prescribing or 

administration.  

Transmission of infection 

by contaminated 

multidose via 

4 

Immunization 

anxiety-related 

reaction  

An AEFI arising from anxiety about the 

immunization. 

Vasovagal syncope in 

an adolescent following 

vaccination. 

5 

Coincidental 

event  

An AEFI that is caused by something 

other than the vaccine product, 

immunization error or immunization 

anxiety 

A fever after vaccination 

(temporal association) 

and malarial parasite 

isolated from blood.  

 

Elicit past history of AEFIs 

Ask parents about history of any adverse reaction following earlier vaccinations, such as 

convulsion after DPT vaccination. 

 

Preventing AEFIs 

• Training health workers - reconstitution procedures, administration techniques - safe 

injection practices 

• Train cold chain handlers and vaccinators and monitor correct storage procedures  

• Do not store drugs and other substances in ILR, use exclusively for 

vaccine 

• Keep reconstituted vaccines on one ice pack per session 

• Strictly follow Open Vial Policy guidelines 

• Ensure only one session per day. Use separate vaccine carriers for separate sessions 

• Strictly no house to house vaccination!!  

• Direct observation of vaccinated children for 1/2 hour for AEFI 
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• Investigate, identify program or operational error and correct immediately to avoid 

recurrence.  

 

How to minimize AEFIs? 

1. Use separate site for each vaccine. 

2. Use one syringe and  one needle for each injection. 

3. Use auto-disable syringes for all immunization injections.  

4. Reconstitute vaccines only with diluents supplied by the manufacturer for that vaccine. 

5. Use Measles and BCG vaccine within 4 hours of reconstitution.  

6. Keep diluents of BCG and measles vaccine separate from other potentially harmful 

liquids. 

7. Do not keep needles in the rubber cap (stopper) of vaccine vials. This can cause toxic 

shock syndrome, a deadly and completely avoidable adverse event. 

8. Do not store other drugs or substances in the ice-lined refrigerator or deep freezer 

 

What to Report? 

• All abscesses 

• Serious events requiring hospitalizations 

• Deaths 

• Clustering of Cases 

 

Management of anaphylaxis 

� Clear the airway  

� Cardiopulmonary resuscitation  

�  Injection Adranalin 1:1000 (by deep intramuscular into opposite lymph, subcutaneous in 

mild cases). 

–  Adranalin in doses :-  1:1000 at the dose of 0.01 ml/kg maximum .05 ml ,IM/SC 

–  Less than 2 years :-           0.0625 ml (1/16th of a ml) 

–  2 to 5 years :-                     0.125 ml (1/8th of a ml) 

–  6 to 11 years :-                   0.25 ml (1/4th of a ml)  

–  11 + years :-                       0.5 ml  (1/1/2 of a ml) 

  

• If no improvement, repeat within 10-20 minutes of the first injection, up to a maximum of 

three doses, in total.  

• Give Inj. Hydrocortisone IM or slow IV per dosage  

• If patient conscious after adrenaline is given, place his/her head lower than the feet and 

keep the patient warm. 

• Give oxygen by face mask, if available. 

• Mark the immunization card clearly to prevent future repeat dose of offending vaccine.  

• Report anaphylaxis to the appropriate officer 

 

State/district AEFI committee meetings 

• Constitute district/corporation AEFI Committees; review membership of existing 

committees  

• Every state/district under Intensified Mission Indradhanush should conduct two AEFI 

committee meetings  



 236

• Organise one meeting of at least two hours duration before IMI to orient members on 

UIP, AEFI surveillance, their role in investigations and managing media 

• Second meeting a week after IMI to help investigate any case reported during IMI. Even 

if no AEFI has been reported, discuss why, decide and take corrective actions 

• Track AEFI committee meetings and forward information to local WHO office   

• Minutes of state and district AEFI committee meetings should be recorded, shared with 

state, national level and local WHO office  

 

Response to an AEFI 

Provide immediate primary management for any adverse event 

• Minor AEFIs – provide symptomatic treatment and refer, if needed  

• Serious/severe AEFIs -   

– Refer immediately to nearest health facility/AEFI management centre and inform 

appropriate authority to ensure proper treatment  

– In case state ambulance service (108/102) is not available or delayed, arrange local 

transportation. Costs may be borne through untied funds (sub centre/Village Health and 

Sanitation Committee) 

 

AEFI surveillance: roles 

• All ANMs/ASHAs/AWWs and MOs must 

– be sensitized/oriented/trained to recognize and notify/report AEFI promptly. 

– know what to do when an AEFI occurs  

– be aware of location of the nearest AEFI management centre. 

• Job Aids for Medical officers should be printed and displayed in OPDs, 

casualty/emergency wards and paediatric OPDs.  

• Job Aids for ANMs should be translated into vernacular language and disseminated prior 

to campaign   

• The State/district AEFI committee should be 

– Aware of intensified Mission Indradhanush  

– Prepared to support SEPIO/DIO in investigating serious/severe AEFIs 

– Involved in managing media during times of crises as secondary spokesperson  

• Every government health facility (PHC and above with at least one medical officer) will 

function as an AEFI management centre 

– Private clinics / hospitals may also be designated as an AEFI management 

centre if possible with arrangements for reimbursement of treatment costs on 

case-to-case basis  

– Ensure AEFI kits are available at all AEFI management centres with contents 

within expiry dates, especially adrenaline  

• All clinicians to be trained in standard AEFI management and reporting procedures 

• All medical officers acting as supervisors will carry an emergency AEFI treatment kit. 

• Micro-plans and session tally-sheets must include names, address & contact numbers 

of the nearest AEFI management centre 

• State ambulance services (108 or 102) may be instructed to be on standby to ensure 

immediate transportation 
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FREQUENTLY ASKED QUESTION (FAQ) 
 

Que. 1) If a child is brought late for a subsequent dose, should one re-start with the first 

dose of a Vaccine? 

Ans . No do not restart the schedule again: pick up where the schedule was left off. For 

example – If a child who has received BCG, PENTA 1 and OPV 1 at 5 months of age returns at 

11 months of age, then vaccine at the child with PENTA 2, OPV 2, Measles, Rotavirus vaccine 

(Where applicable) and JE (Where applicable). 

 

Que. 2) If a child who has never been vaccinated is brought in at 9 completed months but 

before 12 completed months of age, then can all the due vaccines be given to a child on 

the same day? 

Ans . Yes all the due vaccines can be given during the same session but at recommended 

injection sites, using separate AD syringes. It is safe and effective to give BCG, PENTA, OPV, 

IPV, Measles, RVV (Where applicable), JE (Where applicable) Vaccine and Vit. A at the same 

time to a 9 month old child who has never been vaccinated. 

 

Ques. 3) If a child who has never been vaccinated is brought in immediately after 

completing 12 month of age, (beyond one year) what vaccines would you give? 

Ans. As per the national Immunization schedule this child need not be given – BCG, Hepatitis 

B, Rotavirus, PENTA and IPV. 

 This child should be administered DPT1, OPV 1, Measles 1, JE 1 (if applicable) and also 

Vit A solution. 

 The subsequent doses of DPT and OPV should be given at an interval of 4 weeks. 

Administer Measles 2, JE 2 (if applicable), Vt A and a booster dose of DPT at recommended 

age as per national Immunization schedule. 

 

Ques. 4) Which vaccines can be given to a child between 1 and 5 years of age who has 

never been vaccinated ? 

Ans . Such a child will not receive BCG, Hepatitis B, Rotavirus, PENTA and IPV. Give DPT 1, 

OPV 1 Measles 1, JE 1 (Where applicable) and 2ml of Vit. A solution. 

Then follow with the second and third doses of DPT and OPV at 1 month intervals. Give 

measles 2 as per the schedule / 1 month later* Give booster dose of OPV/DPT at a minimum of 

6 month after administering OPV 3/DPT3. Also give Vit. A at 6 months interval till 5 years of 

age. 

*Note:- In an unvaccinated child more than 16 months of age remember the interval between 

Measles 1 and Measles 2 is 4 weeks and for JE 2 (where applicable) the interval is 3 months. 

 

Ques 5) Which vaccine can be given to a child between 5 and 7 years of age who has 

never been vaccinated? 

Ans.  Give of DPT1, 2 and 3 at month intervals. Give booster dose of DPT at a minimum of 6 

months after administering DPT 3 up to the age of 7 years.  

 

Ques. 6) If no scar appears after administering BCG, should one re-vaccinate the child? 

Ans. There is no need to re-vaccinate the child even if there is no scar. 

 

Ques. 7) For what reasons should a child  not be given PENTA valent vaccine? 
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Ans .:  A) Age – a child below 6 weeks of age should not be given pentavalent vaccine. 

B) Vaccination history – a child whose vaccination schedule has been initiated with 

DPT/Hepatitis B vaccine will continue to receive subsequent doses of DPT/Hepatitis B and not 

pentavalent vaccine. 

C) Sever allergic reactions – although serious side effects have not been reported, a child who 

has had a severe reaction to pentavalent vaccine earlier should not ve given another dose. 

D) Children wit h moderate of severe Acute illness should not be administered pentavalent 

vaccine until their condition improves. Minor illnesses, however such as upper respiratory 

infections (URI) are not a contraindication to vaccination. 

 

Ques. 8) What vaccine will be given to a child who has received at least one dose of 

pentavlent vaccine before his/her first birthday? 

Ans. If a child has received at least one dose pentavalent vaccine before his/her first birthday, 

the child should be administered the due pentavalent doses at a minimum interval of 4 weeks, 

at the earliest available opportunity. 

 

Ques. 9) What are the common side-effects of pentavalent vaccine? 

Ans. Pentavalent vaccine has not been associated with any serious side-effects. However, 

redness, swelling and pain may occur at the sote where the injection was given. These 

symptoms may appear the day after the injection is given and last from 1 to 3 days. Less 

commonly, children may develop fever for a short time after immunization. 

 

Ques. 10) After introduction of pentavalent vaccine, will DPT and Hepatitis B be 

required? 

Ans. Yes, Hepatitis B birth dose (within 24 hours) for institutional deliveries and DPT boosters 

at 16 – 24month and 5 – 7 years will continue as before – introduced. 

 

Ques. 11) What is IPV? 

Ans. IPV refers to inactivated Poliovirus Vaccine administered by injection. Evidence suggests 

that this vaccine, when used along with OPV, increases the protection to the individual as well 

as the community. IPV together with OPV prevents re-emergence and reinfection of wild 

poliovirus (WPV).  

 

Ques. 12) Will IPV (Injection) replace OPV (drops)? 

Ans. No, IPV (Injection) will not replace OPV (polio drops), since IPV is recommended to be 

administered in addition to OPV. 

 

Ques. 13) Is IPV a new vaccine? 

Ans. No, IPV is not a new vaccine. IT is being used in many countries. IPV was licensed in 

1955 for use in United States, Canada, and Western Europe. 

 IPV was licensed for use in India in 2006. Based on recommendations of the Indian 

Academy of Paediatrics (IAP), IPV is being used in the private sector in addition to OPV 

schedules since 2007. 

 

Ques. 14) What is the benefit of IPV? 

Ans. IPV provides much needed additional protection against polio and protects a child as well 

as other children in our community. Evidence shows that when IPV is used along with OPV, it 

builds better mucosal (intestinal) immunity than when OPV is used alone: it thereby increases 
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both the protection to the individual and the community. To maximize childhood immunity and 

move towards global polio eradication, it is recommended that both vaccine be used together. 

 

Ques. 15) Is IPV safe? 

Ans. Yes, IPV is considered very safe, whether giveb alone or in combination with other 

vaccines. 

 

Ques. 16) Are there any contraindications for use of IPV? 

Ans. IPV should not be administered to children with a documented or known allergy to 

streptomycin, Neomycin or polymyxin B or with a history of a previous allergic reaction after IPV 

injection. 

 

Ques. 17) If a child has received the Measles Rubella vaccine before 9 months of age, is it 

necessary to repeat the vaccine later? 

Ans. Yes, the Measles Rubella vaccine needs to be administered, according to the National 

Immunization Schedule, after the completion of 9 months until 12 months of age as 1st dose and 

at 16-242 years fir age first dose, then can months as 2nd dose in RI.  

 

Ques. 18) If a child comes after 2 years for the first dose, then can he/she get the 2nd 

dose? 

Ans. All effords should be made to immunize all children at right age that is 1st dose at 

completed 9 month to 12 month & 2nd dose at 16 – 24 months. However if child comes late 

(beyond 2 year) then 2 dose of the vaccine can be given at one month intervals until 5 years of 

age under UIP. 

 

Ques. 19) If the child has received all vaccines as per the immunization schedule, dose 

she ;/ he need to be vaccinated during supplementary MR Camp ? 

Ans. Yes, in addition to the recommended national immunization schedule the child (if eligible 

as per age group targeted) must be vaccinated with supplementary MR vaccines during 

campaigans. 

 

Ques. 20) As Measles and JE vaccine doses are recommended for the same age group , 

can they be given together? 

Ans. Yes, two live injectable vaccine can be administered simultaneously at different site other 

wise at a minimum interval of 28 days. 

 

Ques 21)  How to keep vaccines at RI session site?    

Ans. Placement of vaccines at RI session site in following way 
 

 
Placement of vaccines at RI session site 
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MONITARING, EVALUATION & INFORMATION MANAGEMENT 
 

Microplanning for Routine Immunization 

What is a Micro plan? 

Work-plan and estimate of requirements 

 

Helps you identify 

• What services need to be provided 

• Who will provide  

• When to provide  

• Where to provide (including hard to reach)  

• How to provide 

• How many to provide for (beneficiaries) 

• How much to provide (vaccines & logistics)  

 

Steps in preparation of Micro plan 

• Step 1 – List all villages and hamlets 

• Step 2 – Write the population of each village 

• Step 3 – Write the number of beneficiaries 

• Step 4 - Prepare a map of the sub center / PHC 

 

Basic monitoring tools  

• Maps 

•  Patient registers 

•  vaccination cards 

•  tickler files 

•  tally sheets 

•  immunisation monitoring charts 

 

MONITARING & EVALUATION 

Indicators What it may indicate 

Penta -1 coverage availability of, access to, and initial use of  immunization 

services 

Penta-3 coverage continuity of use, client satisfaction, capability of the system 
measles coverage protection against disease a major public health 
importance 

Penta -1 to penta -3 quality of services, quality of communication  

T.T. -1 coverage availability of, access to, and use of immunization services by 

A.N.C. 

T.T. -2 continuity of use, client satisfaction, capability of the system fully 
immunized capability of the child system   

Number of 
immunization 
sessions 

quality of program sessions held compared to  number planned, Supply 

of un-expired effectiveness of vaccine  vaccines  procurement, delivery, 

management vaccine uses / waste effectiveness of fixed and outreach  

session scheduling, vaccination administration and  vaccine handling   

Temperature of quality of cold chain chain equipment management 
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cold chain 
equipment 
Updated inventory quality of cold chain management 
Use of 
strelilesyringes 

quality of injection 

 

Using Routine Data for Action 

• PENTA 1 Doses administered 

• PENTA 3 Doses administered 

• PENTA 1 Coverage (%) 

• PENTA 3 Coverage (%) 

• Unimmunized with PENTA 3 (No.) 

• PENTA 1 , PENTA 3 Drop- out rates (%) 

• Access  

– High ( 80%) Good access 

– Low (<80%) Poor access  

• Utilization  

– Low ( 10%) Good utilization 

– High (>10%) Poor utilization 

 

Analysis and use of routine data 

A) Immunisation coverage: 

                                        No. Immunisied by penta -3 in a year *100 

Penta -3 coverage:----------------------------------------------------------------------------------------- 

                                     No. Of surviving infants < 12 months of Age in the same year 

 

                                          No. Immunised by 12 months with measles in a year * 100 

Measles coverage:------------------------------------------------------------------------------------------ 

                                    No. Of surviving infants < 12 months of Age in the same year   

 

B) Drop-out rates:  

                                                  Penta 1 cumulative total -  penta 3 cumulative total * 100 

Drop-out of Penta-1 and Penta-3: =   ----------------------------------------------------------------- 

                                                        Penta cumulative total  

 

                                            Doses of highest coverage - doses of lowest coverage *100 

Drop-out of highest -lowest coverage vaccine =  ----------------------------------------------- 

                                                                                          Doses of highest coverage 

 

Regular monitoring and review of Micro plan 

• Analysis of Monthly reports   

– Sessions held vs planned  

– coverage and drop outs 

•  Regular Review meeting 

– coverage monitoring chart  

– Review missed sessions 

– other problems 
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– revise session plan and work plan (if needed) 

• Supportive supervisory visits 

– monitoring the work in the field, 

– providing on-the-job training, 

taking notes for future discussion at review meetings 

 

How to calculate vaccine requirement for PHC: 

1. Annual target beneficiaries of your PHC 

2. Number of doses per child per antigen as per national immunization schedule 

Calculation of monthly working stock requirement for each antigen in doses as under:  

• BCG =Yearly target infant x 1 dose x 2.0 (wastage) 

   12 

• DPT = Yearly target infant x 2 doses x 1.11 (wastage) 

                                12 

• OPV = Yearly target infant x 5 doses x 1.11 (wastage) 

                                    12 

• IPV = Yearly target infant x 1 dose x 1.11 (wastage) 

                                   12 

• Measles =Yearly target infant x 2 doses x 1.33 (wastage) 

                                 12 

• TT = Yearly target (PW) x 3.5 doses x 1.11(wastage 

                              12 

• Hep. B = Yearly target infant x 1 dose x 1.11 (wastage) 

                              12 

• Pentavalent = Yearly target infant x 3 doses x 1.11 (wastage) 

                                         12 

• JE = Yearly target infant x 2 doses x 1.33 (wastage) 

                                   12 

 

CALCULATION OF REQUIREMENT OF AD AND DISPOSABLE SYRINGES 

Calculate monthly syringes requirement: 

 

0.1 ml AD syringes = Yearly target infants x 1 dose x 1.1 (wastage) 

                                              12 Months 

 

0.5 ml AD syringes =     Yearly target infants x (1 doses Hep B + 2 doses DPT+ 3 doses of 

Pentavalent + 1 dose of IPV+  2 doses Measles + 3.5 doses TT+ 2 doses JE*) x 1.1 (wastage) 

                                     12 Months 

 

5 ml disposable reconstitution syringes =      Annual requirement of (BCG + Measles  + JE*) 

x 1.1 (wastage) 

                12 Months 
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SUPPORTIVE SUPERVISION 
 

Supportive supervision is a process of guiding and assisting staff to continuously improve their 

own work performance. It is carried out in a respectful and non-authoritarian way with a focus on 

using supervisory visits as an opportunity to improve the knowledge and skills of health staff. 

Supervision encourages open, two-way communication and builds team approaches that 

facilitate problem solving. 

Monitoring involves regular collection and analysis of data on various aspects of programme 

activities. Monitoring can be done through desk review of reports, providing feedback on phone 

or by e-mail/letter during the review meetings as well as during supervisory visits 

 

Fig. 1 Supervision matrix 

 

Supervision must involve interaction with staff and usually also has an element of monitoring. 

During the supervisory visit, the supervisor can monitor the quality of service delivery, find out 

the reasons for unimmunized and under-immunized children and plan interventions to reach and 

sustain them. It can be done at session site and house-to-house (community) using the 

monitoring formats at the end of this Unit. 

 

STEPS FOR CONDUCTING SUPPORTIVE SUPERVISION 

 

Step 1: Prepare for effective supportive supervision 

Ensure the following three main “Rights” as follows: 

Step 1: Set Up a Supportive Supervision System 

Step 2: Plan Regular Supervisory Visits 

Step 3: Conduct Supportive Supervision Visits 

Problem-solve and Provide on-the-job 
provide feedback  training 

Conduct follow-up 
visits 

Provide feedback 
to all stakeholders 

Analyze data 
regularly 

Follow up on 
agreed actions 

Step 4: Follow-up 

Record results of 
supervision 

Collect 
information 

What to do during visits When to conduct visits Where to conduct visits 

Right Resources Right Tools Right Supervisors 
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• Right supervisors 

Identify and prepare a pool from the available staff, i.e. MOs (including AYUSH), health 

supervisors, ICDS supervisors, block programme managers, immunization field volunteers, etc. 

Train them on the immunization schedule, the process and the information to be collected. 

• Right tools 

Use monitoring formats and SOPs for session, house-to-house and block (for recording 

observations) , also use training materials and job aids (to update skills of HWs during the 

visits). 

• Right resources 

Ensure that sufficient mobility and time is allocated for the visits and followup. 

 

Step 2: Plan regular supervisory visits 

Plan regular supervisory visits as per the microplan, considering three “Ws”: 

• Where to conduct visits (priority areas) 

• When to conduct visits (on immunization session days after informing the HWs) 

• What to do during visits (review data and previous supervision and monitoring reports) 

 

Prioritization of areas 

An updated RI microplan is a prerequisite for monitoring, as it helps to prioritize the 

areas for monitoring visits. The priority should be to visit: 

• listed HRAs in the microplan 

• areas missed in the microplans 

• villages with vacant SCs 

• peri-urban underserved areas 

• ANM with large catchment population 

• area with reported measles outbreak, wild polio virus (WPV) or vaccine derived polio virus 

(VDPV) 

• migrant and mobile populations 

• areas with low RI coverage/resistance. 

 

Step 3: Conduct supportive supervision visits Session site visit 

After deciding the area to be visited, plan to visit the nearest session site catering to that area. 

Visit the session site on the scheduled day and time and collect information using the session monitoring 

format. If the session is held, do the following: 

• observe the ongoing session, e.g. who is mobilizing the children, how the HW is vaccinating 

each child, messages provided by HWs, etc. 

• interview the HWs for additional information, e.g. supervisor visits made, Measles/ MR2 dose, 

RCH register, ASHA incentives, etc. 

• interview any three caregivers to know who has mobilized them. 

• House-to-house visit 

− If the session is not being held, (find out the reason for the same) proceed for house- to-

house monitoring. House-to-house monitoring helps in rapid assessment of RI 

coverage in the community. Visit 10 households with children aged 0–35 months (<3 

years) and collect data on the house-to-house monitoring format through RI/MCP card 

and interviews of caregivers. 
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• Before leaving the field 

− Provide feedback to the health staff concerned. Start with positive feedback followed by 

the specific weaknesses 

− Identify problems, discuss the causes of the problem with health staff and plan the 

solutions 

− When required, provide on the job training as an immediate solution. First explain and 

demonstrate the skill, then allow the HWs to practice the skill, providing feedback till 

they learn. 

 

Step 4: Followup After the supervisory visit, you should: 

• Followup on the agreed actions in the implementation plan; 

• Discuss with other block officials (MOIC, etc.) the issues of RI implementation in the block , if 

related to their department – e.g. departments of education, women and child development 

(ICDS), power supply , etc. 

• Provide a feedback to higher levels for support in problem solving; 

• Conduct follow-up visits to see if the recommendations are being implemented and if there is 

improvement in the performance of the HWs. 

• Record results of supervision and prepare the report. 

 

Common issues observed during monitoring and supervision of the 

immunization programme.  

The following issues have been identified during regular monitoring in the field. This is not an all 

inclusive list but helps to categorize issues to enable corrective actions. 

Human resource issues 

• Vacant SCs 

• Inadequate hiring of alternate vaccinators for vacant urban and rural areas 

• Irrational distribution of the workload/areas among the HWs within a block 

• Absenteeism of HWs 

• Lack of designated cold chain handlers at cold chain points 

• Lack of regular capacity building of knowledge and skills of health staff. 

 

Microplanning issues 

• Microplan not prepared or incomplete with only roster of the HW 

• Missed areas and population groups, e.g. migratory and mobile population, urban slums, 

hamlets and geographically distant population not included 

• Microplans not based on head count survey 

• Map of the SC and PHC not prepared/displayed 

• Area demarcation of SC with two ANMs is not done to clarify their individual roles 

• Microplans are not reviewed at regular intervals. 

 

Operational issues 

• List of due beneficiaries for the sessions is not prepared 

• All the planned sessions are not held by ANM due to leave, post being vacant, ANM not 

going to the site 

• Poor attendance at outreach sessions due to poor mobilization by ASHA and AWW 



 246

• Late start of session and early closing of session site 

• Non-availability of all vaccines and logistics at the session site 

• Incorrect route/site/technique used for vaccine administration 

• Date and time not recorded on reconstituted vaccine vials 

• 4 key messages not conveyed to the beneficiary/caregiver 

• Coverage monitoring chart and tracking bags not available at PHC or SC 

 

Cold chain and logistics management issues 

• No dedicated trained person in charge of cold chain at PHC level 

• Job aids for cold chain maintenance not displayed at cold chain point 

• Guidelines for correct storage of vaccines and diluents in ILR not followed 

• Temperature not recorded twice a day; recording by cold chain handler not monitored 

• Contingency plan for emergencies not prepared/followed 

• Preventive maintenance of cold chain equipment not in place 

• Presence of snake anti venom/other drugs/eatables in ILR along with vaccines 

• Stock registers not updated and supervised for record of issue and balance of vaccines 

and other logistics 

• Timely indenting of vaccines and logistics not done resulting in stock-outs being reported. 

 

Recording and reporting system issues 

• RCH/MCTS register not updated regularly and not used in preparation of beneficiary due 

list. 

• Careless recording in immunization/MCP card; counterfoils not maintained 

• Due list-cum-tally sheets not used for session-wise recording 

• No system for identification and tracking of dropouts and left outs 

• Monthly reports – incomplete and not analyzed for feedback and action 

• AEFI and VPD cases not being reported or being underreported 

• Block AEFI registers not being used. 

 

Injection safety and waste disposal issues 

• Hub cutter not available/not being used immediately after vaccination/ 

reconstitution 

• Red and black bags not available/not being used 

• Disinfection of immunization waste not practiced before disposal 

• Sharps pits for needles not constructed/functional at PHCs. 

 

Monitoring and supervision issues 

• Supervisory visits not planned/conducted by health and ICDS supervisors in priority 

areas 

• Review meetings not used for providing feedback of monitoring and use of data for action. 

 

Issues in community involvement and communication 

• Weak coordination with other related agencies and sectors such as private and NGO sectors 

• Lack of information, education and communication (IEC) and social mobilization activities 
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contributing to poor utilization of services 

• Four key messages not being given to beneficiaries at sessions. 

 

STEPS FOR CONDUCTING EFFECTIVE RI REVIEW MEETINGS 

Meetings are regular event at a PHC, use each meeting as an opportunity to identify, solve issues with 

service delivery. 

Prepare for the meeting 

• Determine the objectives of the meeting based on review of the minutes of previous 

meetings, monitoring reports and any new guidelines/topics to be discussed 

• Prepare the agenda including objectives, list of topics to be covered, name of the facilitator for 

each topic and the time duration 

• Assign logistic arrangements to the members of the team 

• Assign talks on specific technical topics to concerned supervisors and colleagues 

• Inform the date, time and place of the meeting to all participants. 

 

Conduct the meeting 

• Start the meeting on time 

• Enquire if participants are comfortable. Make changes if needed. 

• Follow the agenda closely during the meeting to ensure that set objectives are met 

• Ensure that the meeting is focused and participatory 

• Keep listening and summarizing the key points raised at regular intervals 

• Ensure that minutes are taken with actionable points and timelines 

• Summarize the action points, including persons responsible and deadlines 

• Agree upon date of next meeting 

• Thank participants. 

 

Followup 

• Forward unresolved issues to the district level for necessary action 

• Examine the meeting process. Assess and make a plan to improve the next meeting 

• Followup in writing to document key action points. 

A sample agenda for a PHC review meeting of ANMs is given in Table  

 

Table: Sample agenda for PHC review meeting of ANMs 

Time Activities Facilitators 

10:00–10:15 Welcome & objectives of the meeting MOIC 

10:15–11:15 
Feedback on 

monitoring data 
supervisory visits and 

MO/health supervisor/ 

partner 

11:15–11:45 
Feedback on data analysis from the monthly 

reports for left-outs and dropouts 
health supervisor 

11:45–12:30 

Review of microplans, immunization records/ reports, 

any other issues such as ASHA/AWWs 

involvement in mobilization of beneficiaries 

MOIC 

12:30 –13:00 
Action plan to improve coverage and track 

missed children 

MOIC/health 

supervisor 

13:00–13:15 Summary and conclusion MOIC 
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Quarterly review meetings 

Under National Health Mission, there is a provision to conducting quarterly review meetings for RI at 

block level under part C, FMR code c.1.f (refer Unit 13) for ASHAs. As per norms, Rs. 50/ per person as 

honorarium for ASHA (Travel) and Rs. 25/person at the disposal of MO-IC for meeting expenses 

(refreshment, stationary and misc. expenses) is available for conducting review meeting four times in 

a year. These funds should be utilized for improved planning and supervision of front line health 

workers for Routine Immunization activities. 

 

Tracking tools to track ‘dropouts’ 

Various tracking tools are as follows: 

• MCP Card with counterfoil 

• Tracking bag 

• Immunization/RCH/MCTS Registers 

• Name-based list of due beneficiaries (refer SOP RI form 6 - Unit 3) 

 

Mother and Child Protection (MCP) card with counterfoil 

The MCP Card is a tool for families to learn, understand and follow positive practices for 

achieving good health of pregnant women, young mothers and children. The card gives 

information on the immunization schedule and the doses of Vitamin A to be given to the child during the 

first five years. Boxes in the chart indicate each type of vaccine, date to be given, date when it was 

given and age. 

 

Details that would be available from MCP Card are: 

• the date in the pink box when the child is expected to come for next immunization 

• the date in the white box when the child came for immunization. 

 

How to use the card 

• During the first visit, fill the information on the cover page on “Family Identification and Birth 

Record”. 

• Record the date, month and year of all entries clearly. 

• Explain the section on immunization by explaining which vaccines have been given and 

which vaccines are due, with dates. 

• Do not leave any cells or columns blank. 

• After filling up all the columns, retain the smaller portion of the card (counterfoil). 

• Give the rest of the filled-in card to the parent of the child after immunization and ask her to 

bring the same card during her subsequent visits to the health centre. 

• Advise families to keep the card in a safe place to prevent it from damage. 

• Advise families to bring the card along when they visit the Anganwadi Centre (AWC), SC, 

health centre, private doctor or a hospital. 

• At the end of each session, the counterfoils should be placed in the appropriate pocket of 

the tracking bag. 

• Each month, look at the counterfoils in the tracking bag and make sure those children come 

for immunization. If they miss the session, ask the ASHA/AWW to follow up with those families 

and ensure that they attend the next session. 
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Tracking bag 

Keeping counterfoils in tracking bag helps in: 

• Preparing a session-wise name-based list of due beneficiaries for sharing with the 

ASHA/AWW/mobilizer 

• Estimating the vaccine requirement for the next session 

• Tracking the dropouts 

• Providing information, if the beneficiary/parent has lost the immunization card. 

 

The counterfoils need to be filed separately for each session site. A cloth tracking bag with 15 

pockets is a simple, easy to use tool for filing the counterfoils. The first 12 pockets indicate each of the 

12 months of the year. The thirteenth pocket is for those who left/died during the period, the 

fourteenth pocket is for fully immunized children and the fifteenth pocket is to store blank MCP cards. 

 

Once a beneficiary is immunized, the counterfoil would be placed in the month (pocket) due for the 

next dose. For example, if a child comes for Penta 1 in January, Penta 2 is due in February. Update and 

place the counterfoil in the February pocket 

 

When the Penta 2 dose is given in February, update the counterfoil and move to the pocket for March. 

When the Penta 3 dose is given in March, then update and place the counterfoil in the 

September/October pocket since the child has to return for measles/MR vaccine. 

  

Figure 1: Immunization tracking 

 
 

• If some cards are left in the pocket at the end of the month, it indicates that the 

beneficiaries are the dropouts. 

• Move these cards to the next month’s pocket and track them. 
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Fig 2 How to use tracking bag 

 

In case no tracking bag is available, counterfoils for each month can be separately tied with different 

rubber bands and labelled. File counterfoils for each session site separately and do not forget to carry 

them to the session. 

 

Immunization/RCH/MCTS Registers 

Immunization / RCH / MCTS registers help to record and track each pregnancy and 

immunization. It should be: 

• updated to include new pregnancies and births from the records of AWWs and ASHAs before 

each immunization session; 

• updated after each session on the basis of counterfoils filled during the session; 

• if the beneficiary is from outside the catchment area, the HW should issue a new card and 

give appropriate vaccination. Record should be entered in the non-resident column of the 

register; 

• if the beneficiary receives vaccination from a private practitioner, the HW should record the same 

in the MCH register and the immunization card and write “P” after the date. 

 

Conducting an effective RI session 
For an RI session to be effective, there are some points that need to be addressed. 

These are enlisted below: 

• Appropriateness of location 

• Setting up the site for safe injections: 

o Basic furnishings and spacing 

o IEC display 

• Advance information to community 
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• Information on arrival. 

 

Field Tip: “SAME DAY, SAME SITE, SAME TIME” 

Ensuring the RI session is conducted on the same day, at the same site and at the same 

time builds community confidence and faith in the system and health worker. 

 

APPROPRIATENESS OF LOCATION 

The RI session site should be: 

• Easily accessible and identifiable – using the IEC posters/banners at a visible point; 

• Located in the same place each and every time; 

• In a clean area, out of the sun and rain – avoid open-air sites; 

• Having space either within the premises or near a sheltered/shaded area where those needing 

vaccination can wait; 

• Large enough to provide space to have separate stations for—registration and 

assessment; immunization and record keeping; and screening/education on other health 

issues; 

• Quiet enough for HWs to be able to explain what they are doing and to give advice. 

All these parameters may not be possible at all places. However, in many instances it is possible 

withcommunity support toensurethe best resources in theavailable circumstances. The MOs must visit all 

the RI session sites over the course of a few months and ascertain their appropriateness. 

 

All communities are very proactive and supportive towards immunization services if they are 

involved in the planning process. It is necessary at times to reach out to the community through key 

influencers and local leaders in areas where ground realities make it difficult to identify or locate the site. 

 

An ideal set-up for an RI session is shown in Fig. 

 

Setting up the site 

Displaying IEC material, i.e. either the poster or banner or even both outside the session site 

informs the community of the arrival of the ANM and that the RI session site is now functional. The 

IEC display should be visible from the approach road and clearly identify the session site. The ANM should 

spend time after arriving at the session site to arrange the site to make it as convenient as possible for her 

and her supporting ASHA/AWW and also for the community that comes for services. 

Sourcing furniture or requesting support from the community reflects the rapport of HWs and 

community involvement. In places where there is less support, it is necessary to address the issue with 

the community leaders at the earliest. Though this may seem an unimportant or minor issue, lack of 

community involvement is a factor that has a negative impact on RI coverage and mobilization of 

beneficiaries. A well setup RI session helps to build community confidence and also contributes to 

providing a quality experience for the HWs and beneficiaries. 

 

Advance information to the community 



 

Providing advance information

 

 

examples exist across the country, 

visits by ASHA/AWW workers 2 days

upcoming date and the beneficiaries.

beneficiaries. Explore what could 

 

Information on arrival of ANM 

While the ASHA/AWW/mobilizer

arrival of the ANM can also be spread

community centre. With support from

local shopkeepers. The intention 

methodologies should be explored

 

 

 

The four key messages the HW should give to the caregiver are:

information of the upcoming RI session in an area has many advantages. Various 

country, e.g. issuing invitation cards to beneficiaries, house

days before the session, using mothers’ meetings

beneficiaries. These are some of the innovative ways

 work in your area. 

 

ASHA/AWW/mobilizer will visit the beneficiaries to come for immunization,

spread through using any public address system

from local leaders, information can also be passed through

 is to announce the starting of the session and

explored and encouraged. 

The four key messages the HW should give to the caregiver are:
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advantages. Various  

e.g. issuing invitation cards to beneficiaries, house-to-house 

meetings to announce the 

ways of informing 

immunization, word of the 

system at a religious or 

through students or 

and any other local 

 

The four key messages the HW should give to the caregiver are: 
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Using RI monitoring formats 

Monitoring in routine immunization is an essential tool for a medical officer. It provides an 

opportunity to: 

• observe service delivery and practices 

• identify issues and provide solutions at field level 

• identify training needs of staff 

• interact directly with the community 

• interact and motivate frontline health care workers at field level 

• build confidence in health workers and community 

• increase understanding of the RI delivery mechanism 
 

Two types of formats are in use – RI session site and House to house monitoring formats. 

1. The RI session format focuses on the following: Microplanning, session due list & its quality, 

safe injection practices, vaccine availability at session site, implementation of open vial policy, 

logistics, IEC and ASHA incentives. 

2. The house to house format focuses on collecting information from at least 10 children below the 

age of 35 months in an area. Information on the child’s vaccination status including the dates of 

administration is to be collected, the source of information being the MCP card. However in the 

absence of the card, parent recall by identifying the sites of injection may be utilized. The rear of the 

format has a ready reckoner to easily identify if a child has received due vaccine as per age. 

When a child is found unimmunized or partially immunized information on the reason should 

also be collected. 
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4. FAMILY PLANNING 
 

Oral Contraceptive Pills: 

The Oral Contraceptive Pill (OCP) is one method of preventing pregnancy that can be 

controlled by a woman. OCPs are highly effective and can be taken for long time without any 

adverse effects, and there is quick return of fertility after discontinuation. OCPs are widely and 

easily available through primary healthcare providers, community-based volunteers, social 

marketing channels and also from commercial channels. 

 

Oral contraceptives pills, commonly known as ‘the pill,’ are a widely accepted, safe, 

reliable, effective and reversible method of fertility control. The types of oral 

contraceptive pills are:- 

• Combined oral contraceptive pills 

• Monophasic pills 

• Standard dose pills 

• Low dose pills 

• Very low dose pills 

• Multiphasic pills 

• Triphasic pills 

• Biphasic pills 

 

Progesterone only pills/minipills 

Monophasic pills 

The oestrogen used currently is ethinyl estradiol. The dose of estradiol in the pills was 

gradually lowered from 0.5mg to 0.3mg to the currently used dose of 0.2mg in the very low dose 

pills. The progesterone used initially was from the C-21 group e.g. Medroxyprogesterone 

acetate and megestrol, which were then abandoned due to suspected risk of breast cancer. 

Now there are two groups of progesterone in use: 

Norethisterone group: Norethisterone, norethynodrol, Norethysterone aceate, Ethinodiol 

diacetate Norgestrel group: d-Norgestrel, L-Norgestrel Newer Progesterones: Desogestrel 

gestodene, and norgestemate. They have contraceptive effect similar to other progesterones 

but have almost no androgenic or anabolic effect. 

 

Multiphasic pills 

These were developed with the aim of reducing the total monthly hormone intake while 

maintaining the efficacy. Biphasic pills: EE- 0.035 mg constant Low dose progesterone first 10 

days High dose progesterone next 11 days. These have higher failure rates and are not 

available in India. 

 

Triphasic pills: 

EE- 0.03mg + LNG 0.05mg for 6 days 

EE- 0.03mg + LNG 0.075mg for 5 days 

EE- 0.03mg + LNG 0.125mg for 10 day 
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These pills have fewer side effects like amenorrhoea, breakthrough bleeding and decreased 

incidence of acne. The drawbacks include errors in pill taking, increased failure and difficulty in 

postponing menstruation if required. 

 

Combined Oral - Contraceptive Pills (COCs) 

Mechanism of action and effects 

COCs have an effectiveness of 99.97% to 99.99%. The failure rate is 0.3% as commonly used 

and only 0.1% on correct and consistent use. The mechanism of action is as follows: 

Inhibition of ovulation by suppressing FSH and LH 

Alternation of endometrium to make it unsuitable for implantation even if the ovum is fertilized. 

Changes in cervical mucus, which make it hostile to the sperm 

 

Important health benefits 

Fertility-related benefits 

Prevention of pregnancy 

Offers protection against ectopic pregnancy 

 

Reduction in acne 

Decreased incidence of rheumatoid arthritis 

 

Side effects 

Nausea, vomiting, decreased appetite; usually subsides after 2 to 3 months of use 

 

Progesterone - Only Pills 

(POPs) - Minipills 

There are not many contraceptive options available for a woman in India for preventing 

unwanted pregnancies and the threat of conceiving during lactational amenorrhoea remains one 

of the major problems. In such a situation Progesterone-only Pills are one of the best options 

available to a woman or couple, besides natural methods including the Lactational Amenorrhea 

Method (LAM). POPs do not affect the quality of breast milk and help in proper child nutrition, 

while preventing unwanted pregnancy. A success rate of 99.5% makes it an ideal option for 

breastfeeding mothers. 

 

Mechanism of action and results 

Progestin-only oral contraceptives (also known as mini-pills) are the best oral contraceptives for 

breastfeeding women, as they apparently do not reduce milk production. They also do not have 

any estrogen side-effects, unlike combined oral contraceptives. The POPs can also be used as 

emergency contraception after unprotected sex. 

 

Products available: 

There are several brands containing following progestin are available: 

Norethindrone 

Levonorgestrel 

Norgestrel 

 

Mechanism of action: 



 256

Thickening of cervical mucous 

Suppression of ovulation 

Involution of endometrium 

 

Disadvantages: 

For women who are not breastfeeding, the common side effects are changes in menstrual 

bleeding including irregular periods, spotting or bleeding between periods and amenorrhea or 

missed periods, possibly for several months. A few women may have prolonged or heavy 

periods. Other less common side-effects include headaches and breast tenderness. 

 

Emergency Contraceptive Pills (ECPs) 

Progestin-only OCPs containing the hormone levonergstrel can be used for emergency 

contraception. If the correct dose is started within 72 hours after unprotected intercourse, it 

reduces the chances of pregnancy. Emergency contraception has a special role for groups such 

as the adolescents and women who suffer from sexual violence. There is a need to increase 

access to ECPs by training healthcare providers and also by ensuring easy availability of ECPs. 

 

Levonrgesterel only EC pills 

Several such dedicated commercial products are available in India. Emergency Contraceptive 

Pills containing levonorgesterol have been included in schedule K, which makes them over the 

counter drugs. A prescription is not needed for getting ECPs. In the national programme also, a 

dedicated product is available at the facilities. The current recommendation is that 1 pill of LNG 

0.75 mg to be taken as soon as possible after unprotected coitus (within 72 hours), followed by 

another pill 12 hours later. This method has been found to be highly effective and has only mild 

and less frequent side effects compared to other combinations/regimen. In order to simplify the 

LNG regimen. 

 

Injectable Contraceptives: (POIs) 

About 12 million couples throughout the world now use injectable contraceptives. 

Progestin-only injectables are the most widely used. DMPA (Depot Medroxyprogesterone 

acetate), provides three months of protection, and NET-EN (Norethidrone enanthate), provides 

protection for two months. 

Throughout the world many women value injectables because they are highly effective, 

long lasting, reversible, convenient and can be used privately. Also, breastfeeding women who 

want to use a hormonal contraceptive can use progestin-only DMPA or NET-EN. 

Women experience a variety of side-effects with injectables. Disruption of menstrual 

bleeding is common, which some women find troublesome. Good counselling helps women 

understand that frequent and irregular bleeding and amenorrhoea are not dangerous, and that 

many clients continue to use injectables despite irregularities in bleeding pattern. 

 

Intrauterine Devices (IUDs) 

The intrauterine devices (IUDs) offer almost complete protection from pregnancy. The 

newer IUDs have a longer life-span and are more effective. In practice the CuT-380A and other 

currently available IUDs such as CuT-220C, the Multiload-375, and the LNG-20 are more 

effective than oral contraceptives if used correctly and consistently, and are on par with 

injectables and voluntary sterilization. The hormone-releasing IUS, LNG-20 is one of the most 

effective IUDs, with just 0.3 pregnancies per 100 women after five years of use. 
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The providers of IUDs play a very crucial role in the increasing use of IUDs. The 

provider’s good judgment, training and skills help ensure good counseling for clients, proper 

screening for medical eligibility, careful and gentle insertion using appropriate infection 

prevention techniques and adequate follow up support to the IUD users. 

 

The different types of IUD now available are : 

Copper-bearing IUDs: Made of plastic with copper sleeves and/or copper wire on the 

plastic, such as TCu-380A, MLCu-375.  

Hormone-releasing IUDs: Made of plastic, steadily released small amounts of hormone 

progesterone or progestins such as levonorgestrol, LNG-20 and Progestasert. 

 

Male Sterilization: 

Despite the development of many new contraceptive methods over the last 15 years, 

sterilization is the most widely used in the world, in developing and developed countries alike. 

Couples and individuals around the world choose sterilization because they want to limit or end 

childbearing, rather than space future births. The method requires no action on the part of the 

user beyond selection of the initial surgical procedure. It produces minimum side effects, while 

generally offering a lifetime of contraceptive protection. Hence, quality sterilization services will 

always be a crucial component of any comprehensive family planning service. 

Vasectomy, especially no-scalpel vasectomy (NSV), is one of the safest and most 

effective contraceptive methods, with very low complication rates and failure rates thought to be 

in the range of 2 to 4 per 1000. While potential physiological effects and long-term effects of 

vasectomy have been studied extensively over the past few decades, research has offered 

reassurance that this method has no serious long-term negative affect on men’s physical and 

mental health. There is little evidence for a causal association between prostate cancer and 

vasectomy and experts after reviewing available evidence have concluded that no change was 

necessary in the practice of vasectomy. 

 

Advantages 

• Very effective 

• Permanent. A small, quick procedure leads to lifelong, safe and very effective family 

planning. Nothing to remember except to use condoms or another family planning 

method for at least 3 months. 

 

Disadvantages: 

• Common minor short-term complications of surgery: 

• Usually uncomfortable for 2 or 3 days. 

• Pain in scrotum, swelling and bruising 

• Brief feeling of faintness after the procedure 

• Uncommon complications of surgery: 

• Requires minor surgery by a trained provider. 

 

Female Sterilization: 

Even though tubal sterilization usually involves abdominal surgery, female sterilization is one of 

the safest operative procedures. Complications are rare and occur in fewer than 1% of all 
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female sterilization procedures. Moreover, the likelihood of failure is very low, at less than 2%, 

even 10 years after the surgery. 

There are two broad elements in the performance of female sterilization: the means of reaching 

the fallopian tubes, and the methods used to occlude the tubes. The selection of a procedure is 

determined by such factors as the timing of sterilization in relationship to the pregnancy; the 

need for other gynaecological procedures; the women’s health; the provider’s training, expertise 

and experience; the cost and logistics of maintaining equipment; and the availability of backup 

services. 

Female sterilization results in few long-term side effects. The overall risk of ectopic 

pregnancy is low. Perceived alteration of women’s menstrual flow, length, or pain following tubal 

sterilization (referred to as the post-sterilization syndrome), have been debated and studied, but 

research carried out in the United States has shown no strong evidence for the existence of 

such a syndrome. 

Female sterilization procedures can be grouped into two broad categories: procedures 

for reaching the fallopian tubes (primarily abdominal approaches such as minilaparotomy, 

laparoscopy and laparotomy), and methods for occluding the fallopian tubes (mainly ligation and 

excision, mechanical devices such as clips or rings, and electro coagulation). 

About 2-6% sterilized women in developed countries and 0.2% women in developing 

countries are estimated to seek information about reversal, but the actual rate may be 

substantially higher. In developing countries especially, women’s potential interest in restoration 

of fertility is probably greatly underestimated, given the inaccessibility of such services and the 

corresponding lack of knowledge about them. 

 

Advantages 

• Very effective method of contraception 

• Permanent.  

• A single procedure leads to lifelong, safe, and very effective family planning. 

• Nothing to remember (as in many other methods), no supplies needed, and no repeated 

clinic visits required. 

• Minilaparotomy can be performed just after a woman gives birth. 

• Helps protect against ovarian cancer. 

 

Disadvantages 

Usually painful at first, but pain recedes after a day or two. 

Uncommon complications of surgery: 

1. Infection or bleeding at the incision 

2. Internal infection or bleeding 

3. Injury to internal organs 

 

Male Condoms: 

Condom is a simple but very effective method of contraception if used correctly and 

consistently. It holds a special place among the contraceptives due to the dual protection it 

provides both from unwanted pregnancy as well as sexually transmitted infections. It is one of 

the methods of contraception which ensures male involvement in preventing unwanted births. 

The higher failure rate of condoms is mostly due to its inappropriate use by the clients, which in 

turn is partly due to inadequate client instructions by the FP providers. 
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Introduction 

• Condom is a sheath made to fit over a man’s erect penis. 

• Most condoms are made of latex rubber 

• Some condoms are coated with a lubricant or with spermicide 

• Condoms may be available in different size, shapes, colours and textures 

• Condoms help in preventing pregnancy as well as the spread of sexually transmitted 

infections If used correctly, they prevent sperm and ST infections entering the vagina, or 

organisms from the vagina from entering the penis. 

 

How effective are condoms 

If the partners of 100 women start using condoms, with typical use there is likelihood of 14 of 

these women getting pregnant in the first year of use of condoms. With correct and consistent 

use every time, there are 3 pregnancies per 100 women in the first year of use. 

 

Prevent transmission of sexually transmitted infections 

During sex, condoms are the best protection against catching STIs or transmitting STIs 

to one’s partner. Condoms can stop sexual transmission of many diseases including HIV/AIDS, 

gonorrhoea, syphilis, Chlamydia, and trichomoniasis. Condoms probably protect somewhat, but 

not as well, against herpes, genital wart virus (HPV), and other diseases that can cause sores 

on the skin not covered by condoms. 

In general, studies show that condom users have about two-thirds as much risk of 

getting gonorrhoea, trichomoniasis or chlamydial infection as people who never use condoms. 

Condom users have less than half the risk of HIV infection, which may lead to AIDS. These 

studies, however, included some people who used condoms incorrectly or inconsistently. 

People who use condoms correctly and consistently face even less risk of disease. They 

reduce their risk of STDs to a very low level. 

 

Advantages: 

• Prevent STIs including HIV, as well as pregnancy, when used correctly and consistently 

with every act of sexual intercourse. 

• Can be used soon after childbirth 

• Safe. No hormonal side effects. 

• Help prevent ectopic pregnancies 

 

Disadvantages 

• Latex condoms may cause itching for a few people who are allergic to latex. Also, some 

people may be allergic to the lubricant on some brands of condoms. 

• The couple must take the time to put the condom on the erect penis before sex. 

• Small possibility that condom might slip off or break during sexual intercourse. 

• If not properly stored or if used with oil-based lubricants, condoms can go weak and 

break. 

 

Female Condom: 

The Female Condom (FC) is a viable option for women to protect themselves from pregnancy 

and STIs including HIV. Female condom is the only currently available method which woman 
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can initiate and in some ways control, which provides dual protection from both unwanted 

pregnancy and STIs including HIV. 

 

The female condom is a thin, soft, loose-fitting polyurethane plastic pouch-like device that lines 

the vagina. It has two flexible rings, an inner ring at the closed end, used to insert the device 

inside the vagina and hold it in place, and an outer ring which remains outside the vagina and 

covers the external genitalia. The device, being made of polyurethane, can be used with any 

type of lubricant without compromising its integrity. This is advantageous in countries where 

water-based lubricants are hard to find. 

 

How effective is the female condom 

Pregnancies per 100 women in the first year of use as commonly used is 21. If used correctly 

and consistently there are 5 pregnancies per 100 women. 

 

Advantages: 

• Female-controlled 

• No medical condition limits use. 

• More comfortable to men, less decrease in sensation than male latex condoms. As a 

result, sensitivity of male partner is not substantially reduced. It also offers ease of use 

by men with erectile dysfunction. 

• Offers greater protection as it covers both internal and external genitalia. 

• Stronger (polyurethane is 40% more stronger than latex), and therefore there is less 

frequent breakage (1% compared to 4% for male condoms) 

 

Disadvantages: 

Difficulties in insertion and removal. Some participants noted difficulties associated with 

insertion and removal of the female condom, discomfort, messiness and inconvenience 

associated with use and movement of device during use. 

More expensive than male condoms. 

• Effectiveness after 6 months is not certain 

• Frequent breastfeeding may be inconvenient or difficult for some women, especially 

working mothers 

• No protection against STIs including HIV 

• If the mother has HIV, there is a small chance that breast milk will pass HIV to the baby. 

 

The Standard Days Method - (SDM) 

“Fertility Awareness” means that a woman learns how to tell when the fertile time of her 

menstrual cycle starts and ends. The fertile time is the time when she can get pregnant. The 

Standard Days Method involves identifying the fertile days during each menstrual cycle. Women 

with menstrual cycles ranging between 26 and 32 days can prevent pregnancy by avoiding 

unprotected sexual intercourse on days 8 to 19. 
 

The Standard Days Method (SDM) is a new natural family planning method for women 

with menstrual cycles ranging between 26 and 32 days. This method involves identifying the 

fertile days during each menstrual cycle. Women with menstrual cycles ranging between 26 and 

32 days can prevent pregnancy by avoiding unprotected sexual intercourse on days 8 to 19. 
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5. REVISED NATIONAL TUBERCULOSIS CONTROL 

PROGRAMME (RNTCP) 
 

The Revised National Tuberculosis Control Programme (RNTCP) was launched in India 

in 1997 based on World Health Organization endorsed Directly Observed Treatment Short-

Course (DOTS) strategy, employing the thrice weekly treatment regimen.  

The Standards for TB Care in India, 2014, which were jointly laid down by Ministry of 

Health & Family Welfare, Government of India and World Health Organization, in consultation 

with experts, based on available evidences and WHO Treatment of TB Guidelines (2010), state 

that ‘all patients should be given daily regimen. The initial phase should consist of two months of 

Isoniazid (H), Rifampicin (R), Pyrazinamide (Z), and Ethambutol (E). The continuation phase 

should consist of three drugs, Isoniazid (H), Rifampicin (R) and Ethambutol (E) given for at least 

four months’.  

The National Technical Working Group (NTWG) on TB/HIV (2013) has recommended use of 

daily regimen using Fixed Dose Combination (FDC) first line TB treatment for PLHIV patients.  

Considering the above, the National Expert Committee to examine type of drug regimen for drug 

sensitive TB has recommended RNTCP to move towards introducing daily regimen for drug 

sensitive Tuberculosis in India.  

 

Signs and Symptoms 

Common symptoms include: 

• Cough more than 2 weeks 

• weight loss 

• fatigue 

• evening rise of fever 

• night sweats 

• chest pain 

• shortness of breath 

• loss of appetite 

 

TREATMENT OF TUBERCULOSIS  

The principle of treatment for tuberculosis (other than confirmed Drug Resistant forms of TB) 

henceforth will be to administer daily fixed dose combinations of first – line anti-tuberculosis 

drugs in appropriate weight bands.  

Fixed dose combination drugs for TB under daily regimen are packaged to cover 4 weeks of 

treatment, i.e. 28 days, and would be dispensed on a daily basis. Thus, the effective number of 

doses that the patient would be receiving in a month would be 28.  

For a new TB case, the treatment will be of 6 months (24weeks). The intensive phase (IP) will 

consist of 8 weeks of Isoniazid, Rifampicin, Pyrazinamide & Ethambutol in daily Fixed Dose 

Combinations in four weight bands. There will be no need for extension of IP. Only 

Pyrazinamide will be stopped in the Continuation Phase (CP) while the rest of the three drugs 

will be continued for another 16 weeks as daily dosages. The CP can be extended by 12 to 24 

weeks in certain forms of TB like CNS TB, Skeletal TB and Disseminated TB, based on clinical 

decision of the treating physician.  

For previously treated case of TB, the treatment will be of 8 months (32 weeks). The intensive 

phase will consist of Injection Streptomycin, INH, Rifampicin, Pyrazinamide & Ethambutol in 



 262

daily dosages as per weight bands. Injection Streptomycin will be stopped after 8 weeks and the 

remaining four drugs will be continued for another 4 weeks. There will be no need for extension 

of IP. At the start of CP, Pyrazinamide will be stopped while the rest of the drugs- Rifampicin, 

INH &Ethambutol will be continued for another 20 weeks as daily dosages in the CP. The CP 

can be extended by three to six months in certain forms of TB like CNS TB, Skeletal TB, and 

Disseminated TB, based on clinical decision of the treating physician.  

As recommended by National Expert Committee on Diagnosis and Treatment of TB under 

RNTCP and the Drug Specification Committee, the following daily short-course treatment 

regimen and dosages are being adopted:  

 

Table 1 : RNTCP Daily Treatment Regimen 

Type of TB Case Treatment regimen in IP Treatment regimen CP 

New 2 HRZE 4 HRE 

Previously treated 2HRZES + 1 HRZE 5 HRE 

 

Prefix to the drugs stands for number of months 

Treatment under the daily regimen would be administered as per following drug dosages in 4 

weight bands for Adults : 
 

Table 2: Daily Dosage Schedule for Adults 

Weight Category Number of tablets to be consumed Inj. Streptomycin* 

 Intensive phase Continuation phase  
 H R Z E H R E  

 
75/150/400/275 

Mg per tab 
75/150/275 mg per 

Tab 
 

25-39 kg 2 2 0.5 gm 
40-54 kg 3 3 0.75 gm 
55-69 kg 4 4 1 gm 
≥ 70 5 5 1 gm 

* Inj. Streptomycin (15 mg/kg (12–18 mg/kg) daily, maximum daily dose 1000 mg). Patients 

aged over 50 years may not be able to tolerate more than 750 mg daily. Similarly, patients 

weighing less than 50 kg may not tolerate doses above 500-750 mg daily.  

Adults weighing less than 25 kg will be given loose drugs as per body weight.  

It may be noted that the pill load for TB patients across various weight bands will be as 

mentioned in table 2 (for example, a patient in the weight band range of 25-39 kg needs to 

consume only 2 tablets whereas another patient in 55-69 kg range would need 4 tablets) 

 

Table 3: Dose of essential first line anti-TB Drugs under daily regimen (Adult) 

 

Name of Drug Daily Dose (mg/kg body wt.) 

Isoniazid 5 mg/kg (4-6 mg/kg) daily 

Rifampicin 10 mg/kg (8-12 mg/kg) daily 

Pyrazinamide 25 mg/kg (20-30 mg/kg) daily 

Streptomycin 15 mg/kg (12-18 mg/kg) daily 

Ethambutol 15 mg/kg (15-20 mg/kg) daily 
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As the drugs under daily regimen are packaged to cover 4 weeks of treatment, i.e. 28 days, and 

would be dispensed on a daily basis, the effective number of doses that the patient would be 

receiving in a month would be 28, hence the total no. of doses would be as follows: 

 

Table 4: Doses in RNTCP Daily Regimen 

 

 

Type of TB Case Doses in IP Doses in CP 
New 56 doses (8 weeks x 7 

days/week) or 28*2 
112 doses (16 weeks x 7 
days/week) or 28*4 

Previously treated 84 doses (12 weeks x 7 
days/week) or 28*3 

140 doses (20 weeks x 7 
days/week) or 28*5 

 

For the time being, pediatric patients would continue to be treated with the 

currently available drugs/ regimen till the time the required pediatric formulations 

are available with the programme.  

As practiced for intermittent regimen, RNTCP has retained the concept of ‘One Patient-One 

Box’ for daily regimen also. The daily regimen patient-wise box consists of blister packs of 

Schedule 9 (for Intensive Phase) and Schedule 10 (for Continuation Phase) packed in separate 

laminated pouches in a single millboard/ grey board box; the number of blister packs in each 

pouch will be as per the weight band.  

 

OPERATIONAL GUIDELINE FOR TREATMENT INITIATION  

Treatment should be initiated by a trained medical officer (MO). Efforts should also be made to 

look for co-morbidities like diabetes, liver disease, renal disease, neurological disorders, 

substance abuse, especially tobacco (in any form) & alcoholism. The patient should be assured 

that s/he will be supported during the entire course of treatment by the MO and peripheral 

health care workers.  

The TB patient should be counselled about the disease, its mode of spread and the treatment 

(dosage schedule, duration, common side-effects, etc.) and should be encouraged to involve 

family members for treatment support. Counselling should be offered on methods to prevent 

transmission of disease (cough etiquettes, proper disposal of sputum) and to get all close 

contacts (especially household contacts) screened at the earliest.  

The MO needs to initiate a treatment card (in duplicate when required) for each patient at the 

time of initiation of treatment. Each patient must be given a TB Identity Card. Patient-wise box 

as per weight band is to be made available at the treatment centre.  

The product-code-wise details of PWBs are given below:  

 

Table 5: Product Code-wise details of PWBs 

Product code Product Description 
No. of strips 

in IP 
No. of strips 

in CP 
Unit 

PC-1D-I 
Daily regimen treatment 
Box for New Cases for 
weight Band (25-39 kg) 

4 8 PWB 

PC-1D-II 
Daily regimen treatment 
Box for New Cases for 
weight Band (40-54 kg) 

6 12 PWB 

PC-1D-III Daily regimen treatment 8 16 PWB 
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Box for New Cases for 
weight Band (55-69 kg) 

PC-1D-IV 
Daily regimen treatment 
Box for New Cases for 
weight Band (≥ 70 kg) 

10 20 PWB 

PC-2D-I 
Daily regimen treatment 
Box for New Cases for 
weight Band (25-39 kg) 

6 10 PWB 

PC-2D-II 
Daily regimen treatment 
Box for New Cases for 
weight Band (40-54 kg) 

9 15 PWB 

PC-2D-III 
Daily regimen treatment 
Box for New Cases for 
weight Band (55-69 kg) 

12 20 PWB 

PC-2D-IV 
Daily regimen treatment 
Box for New Cases for 
weight Band (≥ 70 kg) 

15 25 PWB 

PC-5D-I 
Inj. Streptomycin 500 mg 
Vial 

56 doses - Vials/kit 

PC-5D-II 
Inj. Streptomycin 750 mg 
Vial 

56 doses - Vials/kit 

PC-5D-III 
Inj. Streptomycin 1 gm 
Vial 

56 doses - Vials/kit 

 

The concerned health worker should register the treatment card in Nikshay immediately after 

initiation of treatment by the Medical Officer and note the Nikshay ID in the treatment card. Till 

paper- based registration of cases in TU level treatment register continues, STS should note the 

Nikshay ID in the TB register. 

 

TREATMENT SUPPORT  

Adherence to regular and complete treatment is one of the important factors for relapse free 

cure from TB. To assess and foster adherence, a patient-centred approach to administration of 

drug treatment should be adopted. It should be based on the patient’s needs and mutual 

respect between patient and the provider. A good treatment support plan should be developed 

at the time of initiation of treatment.  

All efforts should be made to monitor adherence to treatment. An extensive network of 

treatment supporters already exists within the programme. The principle of direct observation is 

to be applied logically and judiciously. In situations where an institutional or community DOT 

provider is not accessible, a family member or other suitable person may act as a treatment 

supporter. While all efforts must be put in to find a treatment supporter close to the patient’s 

residence and acceptable to the patient, treatment should not be denied to any patient who is 

unable to undergo treatment from a DOT provider for any valid reason. In addition, other 

measures to promote treatment adherence among patients may be explored as per local needs. 

ICT modalities like frequent calls, SMS reminders, IVRS etc. may also be deployed to promote 

adherence.  

Treatment support program is not restricted to observation of treatment alone. Nutritional and 

financial support, ancillary drugs, co-morbidity management, etc. are some other requirements. 

To avail these, patient has to be linked to appropriate social support schemes like 

RasthriyaSwasthyaBimaYojana (RSBY), State-supported schemes for financial support for TB 
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patients, Corporate Social Responsibiliy (CSR) initiatives, counselling services, etc. Capacity 

building and engaging with local community based organizations, self-help groups, patient 

support groups, Panchayati Raj Institutions (PRI) should be explored and effectively utilized to 

promote treatment adherence.  

 

 FOLLOW-UP OF TREATMENT  

Patients should be closely monitored for treatment progress and disease response. There are 

two components of follow up:  

Clinical follow-up: Patients will be clinically followed-up on a monthly basis at the nearest health 

facility. Additionally, the medical officer should also conduct the review when he visits the house 

of the patient. Improvement in symptoms, weight gain etc. may indicate good prognosis. 

Symptoms and signs of adverse reactions to drugs should be specifically looked for. 

Appropriate management of co-morbid conditions is essential for getting a better prognosis to 

TB treatment.  

Laboratory investigations. Necessary laboratory investigations need to be done to assess 

prognosis of the disease or to manage co-morbidities or adverse reaction. In case of pulmonary 

tuberculosis, sputum smear microscopy should be done at the end of IP and end of treatment. A 

negative sputum smear microscopy result at the end of IP may indicate good prognosis. 

However, in the presence of clinical deterioration, the medical officer needs to thoroughly review 

the patient, both clinically and with investigations including culture & DST or repeat sputum 

examination. Response to treatment in extra-pulmonary TB may be best assessed clinically. 

Help of radiological and other relevant investigations may be taken.  

Results of sputum smear examination and weight should be updated in Nikshay by the 

concerned health worker.  

 

PREVENTION AND MANAGEMENT OF ADVERSE DRUG REACTIONS  

Most TB patients complete their treatment without any significant adverse drug effects. Most of 

the adverse effects can be prevented by proper counselling of patients, and their impact 

minimized through early identification and management.  

A serious event or reaction is any untoward medical occurrence that, at any time during 

treatment, which:  

• Resulted in death  

• Drug induced hepatitis  

• Required in-patient hospitalization or prolongation of existing hospitalization  

• Resulted in persistent or significant disability/ incapacity  

• Resulted in termination of drugs due to ADR  

The patient treatment cards should be modified for recording any adverse events and their 

management. All adverse drug reactions reported by patients or observed are to be recorded in 

the treatment card and captured in the NIKSHAY-ADR reporting system and existing 

Pharmacovigilance practices. 
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6. NATIONAL LEPROSY ERADICATION PROGRAMME 
 

The National Leprosy Eradication Programme (NLEP) was started in the year 1983 with the 

objective of achieving eradication of the disease from the country.  

Elimination has been achieved against this dreaded disease in 2005 when the leprosy recorded 

cases load had come down to less than 1 case for 10,000 Population at National level. 

 Although the country has achieved elimination of leprosy as a public health problem, yet new 

case detection has remained about to 1.3 lacks annually. These newly detected cases have to 

be provided quality leprosy services through the General Health Care system so that they are 

diagnosed and treated early with MDT.  

 

GLOBAL LEPROSY STRATEGY: 2016-2020 

1. Vision : 

The vision of the strategy is a leprosy-free world. 

• Zero disease  

• Zero transmission of leprosy infection 

• Zero disability due to leprosy  

• Zero stigma and discrimination 

 

2. Goal:    

The goal of the strategy is to further reduce the global and local leprosy burden.      

      

3.  Main targets:      

The following are the targets envisaged by the Strategy by 2020: 

• Zero G2 Deformity among pediatric leprosy patients. 

• Reduction of new leprosy cases with G2 Deformity  to less than one case per  

million population. 

• Zero countries with legislation allowing discrimination on basis of leprosy. 

 

Aims of NLEP under the Twelfth Five Year Plan: 

• Decentralization of NLEP to States & Districts. 

• Leprosy Services integrated with General Health Care Services. 

• Early diagnosis and prompt MDT treatment through routine and special efforts. 

• Information, Education and Communication (IEC), also called "Behavioral Change & 

Communication (BCC) using local and Mass Media for reduction of Social Stigma and 

Discrimination so that self reporting of the Leprosy disease to the Primary Health Centers 

(PHCs) is encouraged. 

• Renewed emphasis on Disability Prevention and Medical Rehabilitation (DPMR). 

• Monitoring and Periodic Evaluation. 

• Inter-Sectoral collaboration. 

  

Objectives under the Twelfth Five Year Plan: 

• Elimination of leprosy i.e. prevalence of less than 1 case per 10,000 population in all 

districts of the country. 
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• Strengthen Disability Prevention & Medical Rehabilitation of persons affected by leprosy. 

• Reduction in the level of stigma associated with leprosy. 

  

Programme Strategy: 

• Integrated Leprosy services through General Health Care Services. 

• Early diagnosis and prompt MDT treatment of new Leprosy cases through routine and 

special efforts. 

• Carrying out household contact survey for early detection of cases. 

• Involvement of Accredited Social Health Activists (ASHAs) in detection and completion of 

treatment of Leprosy cases on time. 

• Strengthening of Disability Prevention and Medical Rehabilitation   

• (DPMR) services. 

• Intensive monitoring and supervision at Primary Health Centers (PHCs) / Community 

Health Centers (CHCs). 

 

Integration of NLEP in General Health Services: 

Integration with GHC will help in following way: 

• New case detection will improve; access to MDT coverage will improve. 

• Overall disability burden will be reduced due to early detection 

• General health services staff will be trained to provide leprosy services. 

• Increased public awareness will lead to early voluntary reporting. 

• Apprehension of leprosy and stigma will decline 

        

Identification of suspected leprosy case 

ANY person with discoloration of skin  

and / or thickened and / or shiny and / or oily skin and /or nodules  

and /or inability to close eyes  

and / or ulcerations in hands and/or feet  

and/or clawing of fingers  

and/or foot drop  

and /or informs tingling or numbness in hands or feet  

and/or loss of sensations in palms or soles  

and/or inability to feel cold or hot objects  

and/or weakness in hands or feet for holding/grasping objects these all are the symptoms in 

suspect case of  leprosy. 
 

Suspected leprosy case will be reported to health facility as follows – 

• Voluntary reporting by patient of skin lesion (most important) 

• Identified by MPW/HA during field visit. 

• Identification of patient in OPD who has come for some other complaints. 

• Referral from private practitioner. 

 

Important job responsibilities of health staff under NLEP: 

 
Sr.
No. 

Activity 
Responsibility of PHC Staff 

Designation Responsibility 
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1 

New case detection 
through IEC activities and 
encouraging voluntary 
reporting. 

MPW/HA 
Health education and active search for patients of 
skin patch. 

MO Passive search of skin patch patient in OPD. 

2 Drug stock management Pharmacist 
Calculate MDT blister pack requirement, indent 
drugs, stock at PHC and issue to SC and ensure 
continuous supply. Keep record. 

3 
Diagnosis, prepare 
treatment card and start 
treatment 

MO 
Diagnosis on the basis of clinical examination. 
Prepare treatment card, arrange for MDT and 
refer to SC for subsequent doses. 

4 Treatment Card 

Pharmacist Send treatment card to concerned MPW(M) 

MPW(M) 

Keep treatment card at SC, give subsequent 
doses to patient, complete card regularly and 
store card at SC after completion of treatment 
(RFT) 

5 Counseling patient MO 
Counseling for cause of disease, spread, MDT, 
importance of regularity of treatment, follow up 
etc. 

6 Follow up of patient MPW(M) 
Follow up patient for regularity of treatment, 
adverse effects of MDT drugs and lepra reaction.  
In case of complications, refer patient to MO. 

7 Defaulter action MPW(M) 
Immediately contacting patient if he/she does not 
attend SC for next blister pack. 

8 Records and reports  HA(M) 
Treatment card, patient register, receiving reports 
from MPW(M) and monthly report preparation. 

  MPW (M) 
Maintenance of treatment card, submitting 
information of treatment to PHC 

9 Review MO Review Leprosy activity during monthly meetings. 

10 Data Analysis MO 
Analyze collected data of PHC, calculate 
important indicators, study progress of indicators 
and formulate strategy on basis of this finding. 

11 
Continuing success of 
NLEP in your PHC 

MO 
Training retraining of PHC staff, diagnosis, and 
treatment of leprosy cases, IEC. 

12 
Monitor success of NLEP 
in your PHC 

MO 
Calculate various indicators and take corrective 
actions. 

Records and reports under NLEP: 

• Patient card                  LF – 01 

• PHC treatment record                       LF – 02 

• Leprosy drug stock record                LF – 03 

• NLEP monthly reporting form                        MLF – 04(page 1and 2) 

• Disability Register                            Form -  P.I 

• Assessment of Disability and Nerve Function              Form -  P.II 

• Record of Lepra Reaction/ Neuritis (LRN) cases    Form -  P.III 

• Prednisolone Card                            Form -  P.IV 

• Referral Register                 Form - P.V 

• Referral Slip for health workers to refer to PHC             Form - P.VI 

• Referral Slip for MO PHC                Form - P.VII 

• Profile of disabled leprosy cases at PHC.   Form - P.VIII 

 

 Suspect Case Register:  
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 In addition to above, entries of all suspect cases of leprosy sent by health workers are to 

be made and monitored worker wise in the suspect case  register This register should be 

maintained worker wise and no. of cases referred by every   worker should reviewed at every 

meeting with the workers. All suspect cases of leprosy must be examined within a week by MO 

to confirm the diagnosis of leprosy or otherwise. 

 

Essential indicators and their significance: 

Essential indicators should be calculated every month in each health facility so that MO PHC 

knows as to which way disease is heading and what corrective measures should be taken.  

Essential indicators are:-   

 

1.  Prevalence Rate or PR  

     It is total number of cases on record at a given point of time in an area. 
     

     Total number of cases on record X 10,000  

             Total Population in given area.  

 

Interpretation:  Elimination target is defined as prevalence rate below one per 10,000 

populations. High prevalence may indicate high transmission in area.  High prevalence can also 

be as a result of intensified elimination activities. 

     If data for prevalence of past years are available, see the trend to assess progress being 

made towards leprosy elimination.  If PR is increasing then some intensification of NLEP 

activities will have to be taken in villages/sub centers from where maximum number of cases 

are reported. 

 

2.  Annual New Case Detection Rate 

Total number of cases newly detected (and never treated before) at a given point of time in an 

area.  

 

                    Total number of cases newly detected X 1,00,000 

  Total population in a given time in a given area.   

 

A high new case detection rate indicates. 

� High transmission in the given area. 

� Result of intensified elimination activities  

� Result of over diagnosis 

� Result of recycling of old patients  

� Increasing community awareness  

 

 If data are available for past years, trend should be analyzed.   

Decreasing trend can indicate following possibilities:-  

� Transmission is decreasing  

� New case detection service is becoming less active.  

� Community participation in leprosy needs improvement  

 

3. Proportion of visible Deformity among New Cases Detected 

            Number of newly detected cases with deformity in year X 100    
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           Total number of newly detected cases in same year.  

 

It should be close to zero.  If it is higher it may be due to low community awareness and late 

reporting of cases.  IEC activities should be strengthened to reduce proportion of deformity in 

newly detected patient. 

 

4.  Proportion of child cases among New Cases Detected  

Proportion of new leprosy patients, up to 14 years of age among newly detected patients. 

 

              Total number of    0-14 years new leprosy cases in yearX100 

     Total number of newly detected cases during same period. 

 

A high proportion can be as a result of elimination activities targeted to this age group, such as 

school surveys and IEC in schools or high leprosy transmission in area. 

 

5. Proportion of MB case among New Cases Detected 

 

      Number of MB patients among new cases detected       X 100    

 

        Total number of cases among whom grouping has been recorded 

A high MB rate indicates delay in diagnosis, lack of awareness among community or 

wrong grouping or re-registration of cases. 

 

6.  Proportion of Females among New Cases Detected 

 

 Total number of new female patients in yearx100 

    -------------------------------------------------------------------------------- 

 Total number of newly detected cases in same year 

 

 This should be close to 50%. If less than 50% it indicates that coverage of female 

population is inadequate. To improve new case detection among females, intensify IEC to this 

segment of population and involve female workers/women group in Programme. 

 

7.  Treatment Completion Rate (TCR)  

Under NLEP, TCR is to be calculated for PB/MB, Male/Female and Urban/Rural areas 

separately, every year in the months of May-June. Calculation of TCR is done as below:  

 PB TCR = Number of new PB cases who completed MDT in 9 months×100 / Number of 

new PB cases who started MDT in cohort of one year back. 

 MB TCR = Number of New MB cases who completed MDT in 18 months×100 / Number 

of new MB cases who started MDT in a cohort of two years back.  

 When the treatment completion rate is low, the medical officer should monitor and 

assess the factors responsible for this low completion of treatment. 

 

 8. Defaulters   Rate : The indicator is to be calculated as below:-  

 Defaulters Rate = Number of cases defaulted (continuous absence for >3 months in PB 

and >6 months in MB) from taking treatment × 100 / Total Number of new cases started 

treatment as a cohort.  
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  The purpose of calculating the proportion of defaulter is to assess the case holding at 

the centre i.e. whether the workers and the staff is sensitive to ensure that none of the cases 

under treatment default (remain absent for >3 or >6 months as the case may be).  

 

Disability Prevention and Medical rehabilitation (DPMR)  
 

Objectives of DPMR  

1. To prevent disabilities & worsening of disabilities. 

2.  To develop a referral system to provide POD services.  

  

Now as the number of new cases detected has reduced considerably emphasis has been 

shifted to providing quality services through prevention of disability and care of the disabled.   

Operational guidelines for primary, secondary level institutions have already been circulated 

giving details on POD care 

 

• All Health Workers will suspect cases of leprosy reaction, relapse, insensitive hands and 

feet and refer to PHC for diagnosis. They will also empower patients with self care 

procedure for prevention of deformity.  

• All PHC Medical Officers will diagnose cases of reaction and treat them. Severe reaction 

cases will be referred to the District Hospital, if not responded well within 2 weeks of 

starting treatment.  

• Service and care for impairment such as ulcers, cracks and wounds, septic hand or feet 

etc. will be available from all the Health Institutions routinely. Complicated ulcer cases 

will be referred to District Hospital. 

• Microcellular Rubber (MCR) footwear are to be supplied to all needy patients by the 

District nucleus staff at the concerned Health institution. 

• PHCs will provide follow up treatment to all patients referred back by the secondary and 

tertiary level units for reaction, complication or post surgery care. 

 

Medical Rehabilitation Services for the Deformed-Re Constructive Surgery (RCS)   

 All patients with grade II disability diagnosed at the PHC will be referred to the 

District Hospital/ District nucleus for further assessment and care. Treatment with MDT 

for the required duration will however be continued in the PHC.  

• Cases suitable for RCS will be referred by District Hospital to the tertiary level care 

hospital for further care.  

• RCS operations are being carried out in  Govt. and  NGOs  

• Aids and appliances for Medical Rehabilitation will be supplied to the patients. 

 

� Incentive to patient :As an incentive and to offset the financial difficulties leprosy 

affected persons who are generally below Poverty Line (BPL) families, undergoing major 

reconstructive surgery at the identified institutions (Government Hospital or NGO 

Institutions), it is decided to pay an amount of Rs.8000/- (Rupees five thousand only) per 

major RCS in three instalments.  

• After surgery before discharge  – Rs. 5000/- 

• 1st Follow up(4-6 weeks)               - Rs. 1500/- 
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• 2nd follow up (after 3 months) - Rs. 1500/- 

 

� Incentive to Institutions: It is felt necessary that Government Sector Medical Colleges/ 

Physical Medicine and Rehabilitation (PMR) centre also need to be facilitated to enable 

these centers to carry out RCS. Hence RCS will be initiated at Dist. Hospital, NGOs & 

Private Institute. Incentive to Institutions is Rs. 5000/- per MAJOR RCS for addl. Drugs, 

dressing material, POP, Splints etc.  There will be no remuneration to surgeon / PT etc  

       

Leprosy Referral Centre: 

A referral system is required primarily for - 

• Diagnosis of doubtful cases with diffuse infiltration or with only nerve involvement or 

nodular form of lesions, where insensitive patch may not be there or partial loss of 

sensation is observed. 

• Cases of severe type of lepra reactions.  

• Complications with other system involvement including eye involvement. 

• Reconstructive surgery (RCS) 

 

Following equipments/articles should be available in readiness in all the Referral 

Centers at Civil Hospitals. 

a) Wax bath along with wax 

b) Electrical Muscle Stimulator 

c) Massage Vibrator 

d) Water Tub (for soaking of feet) 

e) Dressing Material with instruments 

f) Sterilizer 

g) Foot Scrapper 

h) Plaster of Paris Rolls 

i) Crutches 

j) Pre fabricated splints 

k) Exercise Table 

l) Benches 

m)  Vaseline 

n) Infrared-Lamp 

o) Fitness bicycle 
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Checklist For THO For Supervision and Monitoring 

 

jk"V!h; dq"Bjksx fuewZyu dk;Zdzejk"V!h; dq"Bjksx fuewZyu dk;Zdzejk"V!h; dq"Bjksx fuewZyu dk;Zdzejk"V!h; dq"Bjksx fuewZyu dk;Zdze    
psd fyLVpsd fyLVpsd fyLVpsd fyLV    

dk;kZy; %& dq"Bjksx izf'k{k.k dsanz ukxiwjdk;kZy; %& dq"Bjksx izf'k{k.k dsanz ukxiwjdk;kZy; %& dq"Bjksx izf'k{k.k dsanz ukxiwjdk;kZy; %& dq"Bjksx izf'k{k.k dsanz ukxiwj    
            izkizkizkizk----vkvkvkvk----dsanz %& dsanz %& dsanz %& dsanz %&                                                         ftYgk %& ftYgk %& ftYgk %& ftYgk %&                     fnukad %& fnukad %& fnukad %& fnukad %&     
vvvv----
dzadzadzadza----    

iMrkG.khps eqn@nsiMrkG.khps eqn@nsiMrkG.khps eqn@nsiMrkG.khps eqn@ns    vk<GysY;k ckchvk<GysY;k ckchvk<GysY;k ckchvk<GysY;k ckch    

    1111    oS|fd; vf/kdk&;kaps uko %&  
2222    ,dw.k yksdla[;k %&  
3333    ,dw.k xkkos %&  
4444    ,dw.k midsanz %&  
5555    ,dw.k vkjksX; deZpkjh %&  1) HA…….        2) HV. ….. 3)ANM…… 4) MPW. ……. 
6666    dq"Bjksx ra_kK $ vkjksX; lgk:;d ;kaps uko %&     

7777    ,dw.k vk'kk  
8888    ,dw.k mipkjk [kkfyy jQX.k ,ech- -------- ihch- ------------ 
9999    ,fizy iklwu ufou uksanysys jQX.k %& --------------- ,ech- -------- ihch- ------------ 
10101010    vkjksX; f'k{k.k lkfgR; n'kZuh Hkkxkoj ykoysys vkgs$ ukgh-  
11111111    dq"Bjksxkps izek.k ( ih-vkj-)  
12121212    ufou jQX.kkaps izek.k (,u-lh-Mh-vkj-)  
13131313    ufou jQX.kkr eqykaps izek.k  
14141414    ufou jQX.kkr fod=rh ntkZ2 ps izek.k  
15151515    ufou jQX.kkr ,ech jQX.kkaps izek.k  
16161616    ufou jQX.kkr L_kh jQX.kkaps izek.k  
17171717    la’kf;r jQX.k uksanogh vkgs $ ukgh- 

izrh efguk deZpkjh fugk; 2 la'kf;r jQX.k izek.ks uksan.kh 
vkgs $ ukgh-  

 

18181818    7 fnolkaps vkr la'kf;r jQX.kkaph rikl.kh dsyh tkr vkgs$ 
ukgh- 

 

19191919    mipkj dkMZ Hkjysys vkgs $ ukgh- 
lsUljh vlslesUV iQkeZ Hkjysyk vkgs$ ukgh- 

 

20202020    lgoklhrkaph uksan.kh o rikl.kh dsyh vkgs $ ukgh-  
21212121    mipkj uksanogh iw.kZ Hkjysyh vkgs $ ukgh- 

xks"kokjk dk<ysyk vkgs $ ukgh- 
 

22222222    'kqU; dzekadkus uksanysys dq"BjQX.k la[;k------ 
uksan.kh dsY;kps dkj.k--- 
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23232323    ,fizy iklwu jksxrqDr >kkysyh jQX.k la[;k----- 
brj dkj.kkaus deh dsY;kps dkj.k o  jQX.k    la[;k ---- 

 

24242424    iquykZxu >kkysY;k dq"BjQX.kkaph la[;k--- 
iquykZxu >kkY;kps dkj.k-- 

 

25252525    izfrfdz;k o eTtknkg mipkj lqjQ vlysY;k jQX.kkaph la[;k---  

26262626    fod=rh uksanogh vkgs $ ukgh- 
,dw.k fod=rh jQX.k---------- xszM1 --------      xzsM2 -------
---- 

 

27272727    fod=rh jQX.kkauk Mhih,evkj lsok fnY;kP;k uksanh vkgs$ ukgh  

28282828    fod=rh] izfrfdz;k] fjyWIl] o mipkj [kaMhr vlysY;k jQX.kkapk 
HksVh $ ikBiwjkok gksr vkgs $ ukgh-  

 

29292929    vkS"k/kh lkBk uksanogh vkgs $ ukgh- 
1) ,ech(izkS<)-------- ----    2) ,ech (eqys) ----------- 
3) ihch (ikS<) --------       4) ihch(eqys)---               

                                   

30303030    izsMfulksyksu xksG;kaph la[;k--------  
31313131    ekfld vgoky iQkbZy vkgs $ ukgh-  
32323232    ekgs ,fizy iklwups vgoky vkgs $ ukgh-  
33333333    Ekfld lHksr dk;Zdzekpk vk<kok ?ksrY;kP;k uksanh vkgsr$ ukgh-  
34343434    vkjksX; f’k{k.k lkfgR; uksanogh vkgs $ ukgh-  

35353535    funsZ'kkad fugk; pkVZ $ xzkiQ ykoysyk vkgs $ ukgh-  
36363636    ckg; jQX.k foHkkxkr la'kf;r dq"BjQX.kkaph fu;fer rikl.kh 

dsyh tkrs $ ukgh- 
 

37373737    ,d fnolh; vWDVhfOgVh ( vk;ihlh) lqjQ vkgs $ ukgh-  

38383838    fujad jQX.k vlysys ,dw.k midsanz-------- 
vk.kh R;kps dkj.k -------  

 

39393939    fujad jQX.k vlysys ,dw.k xkos --------- 
vk.kh R;kps dkj.k -------- 

 

40404040    fujad jQX.k vlysY;k midsanz$ xkokr djko;kP;k dk;kZps 
fu;kstu dsys vkgs $ ukgh 

 

41414141    lkalfxZd] cky o fod=rh2 jQX.k vlysY;k Hkkxakps$ xkokaps 
lOgsZ{k.kkps fu;kstu dsys vkgs $ ukgh- 

 

42424242    vkjksX; f'k{k.k fnysys fBdk.k--  
43434343    izf'k{k.k >kky$Ukkgh---oS|fd; vf/kdkjh$ vkjksX; deZpkjh  
44444444    brj  my@ys[kfu; dk;Z-------  
                

                                                                                                                                                                                                                                                                                    Lok{kjhLok{kjhLok{kjhLok{kjh    
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jk"V!h;  dq"Bjksx  fuewZyu  dk;Zdzejk"V!h;  dq"Bjksx  fuewZyu  dk;Zdzejk"V!h;  dq"Bjksx  fuewZyu  dk;Zdzejk"V!h;  dq"Bjksx  fuewZyu  dk;Zdze 
ddddq"Bjksx lanHkZ lsok dsanzq"Bjksx lanHkZ lsok dsanzq"Bjksx lanHkZ lsok dsanzq"Bjksx lanHkZ lsok dsanz-       

psd fyLVpsd fyLVpsd fyLVpsd fyLV    
           dk;kZy; %& dq"Bjksx izf'k{k.k dsanz ukxiwj- 
lanHkZ lsok dsanz %&lanHkZ lsok dsanz %&lanHkZ lsok dsanz %&lanHkZ lsok dsanz %&    ------------------------------------------------------------------------------------ftYgkftYgkftYgkftYgk------------------------------------------------------------------------------------------------fnukad%&    $     $              fnukad%&    $     $              fnukad%&    $     $              fnukad%&    $     $                  
vyVZ bafM;k liksVZ vkgs $ ukghvyVZ bafM;k liksVZ vkgs $ ukghvyVZ bafM;k liksVZ vkgs $ ukghvyVZ bafM;k liksVZ vkgs $ ukgh----------------------------                                                                                                                                                                                                                                                            
Staff at Referral Center as per GOI  guidelines 
 

Sr.No Designation Trained Untrained 

1 Dermatologist   

2 Orthopedic Surgen   

3 Genral Surgen /  Medical Officer   

4 Physiotherapist   

5 Physiotherapy Technician   

6 Laboratory Technician   

7 NMA/ LT /PMW/ HA/ MPW/ ANM    

8 Dresser   

  
vvvv----
dzdzdzdz----    

iMrkG.khps  eqn@nsiMrkG.khps  eqn@nsiMrkG.khps  eqn@nsiMrkG.khps  eqn@ns    vk<GysY;k vk<GysY;k vk<GysY;k vk<GysY;k ckchckchckchckch    

1111    dq"Bjksx lanHkZ lsok dsanzkpk cksMZ n'kZuh Hkkxkoj 
ykoysyk vkgs dk;  

    

2222    osxGh [kksyh vkgs dk;] fi.;kP;k ik.;kph lks;]fo|wr 
iqjoBk o Hkjiwj lw;Zizdk'k vkgs dk;  

    

3333    vgoky fygh.;klkBh Vscy] [kqphZ o jQX.kakuk 
cl.;kph O;oLFkk vkgs $ ukgh- 

    

4444    Lskok dsanzke/;s ekxZn'kZd lqpus izek.ks iw.kZ LVkiQ vkgs 
$ ukgh-  

    

5555    Lksok dsanzke/ks dk;Zjr vlysY;k LVkiQps izf'k{k.k >kkys 
vkgs $ ukgh- 

    

6666    BjysY;k fnolh lsok dsanz lqjQ vlrs $ ukgh-     
7777    dsanzkyk vkjksX; f'k{k.k lkfgR; n'kZuh Hkkxkoj ykoys 

vkgs $ ukgh-   
    

8888    jQX.k uksan.kh uksanogh vkgs $ ukgh-     
9999    jQX.kkauk leqins'ku dsY;kP;k uksanh uksanoghr vkgsr $ 

ukgh-  
    

10101010    Ropk foysiu ?ks.;k djhrk lkfgR; mitC/k vkgs dk; 
… 
Ropk foysiu ?ksrysY;k jQX.kkaph la[;k-------- 

    

11111111    rkywD;krhy ,dw.k fod=rh jQX.kkph la[;k------- xszM1---------  xzsM2------------   
12121212    fod=rh usaknoghyk fMih,evkj lsok fnY;kP;k uksanh 

vkgsr dk; … 
 

13131313    rkywD;krhy gkW; fj'd jQX.kkaph ;knh] o jQX.kkapk ,dw.k gkW;fj'd jQX.k---------------- 
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ikBiwjkok dsY;kP;k uksanh vkgsr $ ukgh- 
14141414    jQX.k jsiQj fLyi ?ksowu ;srkr dk; …  

15151515    dsanzkr ufou jQX.kkaps mipkj dkMZ HkjY;k tkrkr dk; 
…  

 

16161616    okWDl ckFk] lsok fnysY;k jQX.kksph la[;k---------  
17171717    bysDV!hd ely fLVewysVj] lsok fnysY;k jQX.kaph 

la[;k------- 
 

18181818    fLIyUV (pkj izdkjps ) vkgsr dk; … 
fLIyUV fnysY;k jQX.kkaph la[;k------- 

 

19191919    ,e-lh-vkj-pIiy miyC/k vlysyh la[;k------- 
,e-lh-vkj-pIiy fnysY;k jQX.kkaph la[;k----------- 

 

20202020    vYlj fdV miyC/k vkgs dk; …  
 vk.kh lsok fnysY;k jQX.kkaph la[;k------ 

 

21212121    gksi Fksjkih lsok nsrkr dk; … miyC/k vlysY;k 
Vi ph la[;k------ 
vk.kh gksi Fksjkih fnysY;k jQX.kkaph la[;k-------- 

 
 

22222222    jQX.kkaph mifLFkrh la[;k---------  
23232323    la'kf;r jQX.kkaph ,dw.k la[;k-----  
24242424    funku fuf'pr dsysY;k jQX.kakph la[;k------ ,ech-------------- fich -------- 
25252525    funku fuf'pr >kkY;k uarj lacaf/kr dsanzkyk jsiQj 

dsY;kP;k uksanh ?ksrY;k tkr vkgsr dk; … 
 

26262626    izfrfdz;k o eTtknkg jQX.kkaps O;oLFkkiu mipkj $ 
lanfHkZr la[;k---- 

 

27272727    iquZykxu >kkysY;k jQX.kkaph uksan vkgs $ ukgh -  ,dw.k 
jQX.k la[;k--- 

 

28282828    vkjlh,l djhrk ik_k fod=rh jQX.kkaph uksanogh vkgs $ 
ukgh-  
  ik_k jQX.kkaph la[;k -----  

 

29292929    jQX.k ikBiwjkok uksanogh v|kor vkgs $ ukgh-  
30303030    vkjksX; f'k{k.k lkfgR; miyC/k vkgs $ ukgh-  
31313131    lanHkZ lsok dsanzkps ekfld izxfrij vgoky iQkbZy 

vkgs $ ukgh- 
 

32323232    vkS"k/kh lkBk  %&  ,eMhVh    ,ech (ikS<)---------
- ihch (ikS<)-- 

  ,ech (eqys)----  ihch (eqys)---- 

33333333    izsMfulksyksu xksG;kaph la[;k-----     
34343434    tujy vkS"k/kh lkBk iqqjslk vkgs dk; …     

35353535    brj lxzfgr ekfgrh     
36363636    HksV iqLrhdk miyC/k vkgs dk; …     
                                                                                                                                                                                
                                                    

                            Lok{kjhLok{kjhLok{kjhLok{kjh    
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7. NATIONAL VECTOR BORNE DISEASES CONTROL 
PROGRAMME (NVBDCP) 

 

• Launched in 2003-04 by merging NAMP,NFCP & Kala Azar Control programmes. 

Japanese B Encephalitis and Dengue/DHF have also been included in this Program 

• Directorate of NAMP is the nodal agency for prevention and control of major Vector 

Borne Diseases 

 

Strategies for National Vector Control Program 

The basic approach for vector borne diseases control involves a strategy directed 

against the parasite and vector and to enlist the involvement of community in practicing various 

preventive measures Strategies contd. 

• Disease management 

• Insecticide resistance 

• Involvement of NGOs /private sector/community 

• Quality assurance on laboratory diagnosis 

• Long lasting insecticide treated bed net 

• Improve quality and efficiency of services at primary, secondary and tertiary levels 

• Environmental management 

• Monitoring and evaluation 

• Collaboration with National Malaria Institute of malaria research and medical colleges 

Inter-sectoral collaboration 

 

Modified Plan of Operation’ 

• Objectives 

  -  to prevent deaths due to malaria 

  -  to reduce malaria morbidity 

  -  to maintain agriculture and Industrial  

- production through intensive anti malaria measures in such areas  

- to consolidate the gains achieved so far  

Areas were reclassified based on the Annual Parasitic Incidence (API) as those having API > 2 

and those having < than 2 for operational purposes 

 

Areas having Annual Parasite Index (API) > 2 

• Regular 2 rounds of insecticidal spray with Synthetic Pyrethroids at the dose of 0.5 

mg/sq meter. 

• Entomological assessment for vector behavior and  development of insecticidal 

resistance 

• Active and passive surveillance is carried out on regular basis every fortnight 

Presumptive Treatment to all fever cases Where Examination result do not get within 24 hrs. 

andRdk is not available . Radical treatment to all slide positive cases is given  Areas having 

Annual Parasite Index(API) < 2 

• Regular spray is not carried out but ‘focal’ spray is carried out around falciparum cases 

detected during surveillance 
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• Regular Active surveillance once in a fortnight 

• Treatment –All positive cases to receive radical treatment 

• Follow up- All positive cases to be followed up for 6 month  at monthly intervals after 

completion of radical treatment 

Epidemiological investigation of all malaria positive cases. 

� Investigation of all Malaria Deaths-  

All cases suspected to have died due to malaria are to be investigated 

�  Monitoring and control of all epidemics and focal out breaks of malaria –  

Any increase in the number of fever cases suggestive of malaria should be promptly 

investigated and measures to contain the outbreak should be instituted. 

 

Vectors of malaria 

• Anopheles culicifacies is the main vector of malaria  

1. Feeding habits 

• It is a zoophilic species  

• When high densities build up relatively large numbers feed on men  

2. Resting habits. Rests during daytime in human dwellings and cattle sheds 

3. Breeding places 

• Breeds in rainwater pools and puddles, borrow pits, river bed pools, irrigation 

channels, seepages, rice fields, wells, pond margins, sluggish streams with 

sandy margins. 

• Extensive breeding is generally encountered following monsoon rains.  

4. Biting time 

• Biting time of each vector species is determined by its generic character, but can 

be readily influenced by environmental conditions.  

Most of the vectors, including Anopheles culicifacies, start biting soon after dusk. Therefore, 

biting starts much earlier in winter than in summer but the peak time varies from species to 

species. 

 

2. Vector Control  

(i) Chemical Control 

• Use of Indoor Residual Spray (IRS) with insecticides recommended under the 

programnme 

• Use of chemical larvicides like Abate in potable water  

• Aerosol space spray during day time  

Malathion fogging during outbreaks 

 

Chemical control- I.R.S. 

• In Maharashtra state.Alfacypermethrin5% is used for IRS.  

• Dilution-200gm/10 lit of Water. 

• 2750 Kg. Alf Cy.5% is required for 2round in 1lack population. 

• Discharge rate of nozzle tip-740cc to 850cc per min. 

• Spray lance should be 45cm from the wall. 

• The swaths should be parallel overlapping 1/3 area of the preceding swath. 

• The pump man should give 20 to 26 strocks per min. to obtain the proper discharge rate 

i.e.10 PSI pressure 
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The spray nozzle should not be against wind direction 

(ii) Biological Control 

• Use of larvivorous fish in ornamental tanks, fountains etc.  

• Use of biocides.  

(iii) Personal Prophylactic Measures that individuals/communities can takeup 

• Use of mosquito repellent creams, liquids, coils, mats etc.  

• Screening of the houses with wire mesh  

• Use of bed nets treated with insecticide  

Wearing clothes that cover maximum surface area of the body 

 

EPIDEMIOLOGICAL INDICES: 

Monthly Blood Examination Rate 
 
                  No. of B.S. Examined during the Month 
MBER= -------------------------------------------------------------  X 100  
                  Population covered under surveillance 
 

 

Slide Positivity Rate  

                No. of B.S. found +ve for M. parasite 

S.P.R. = ---------------------------------------------------             X 100 

                     No. of B.S. examined 

 

 

 

                                    No. of B.S. found +ve for P.f. 

P. falciparum %: ------------------------------------------------X 100 

                No. of B.S. found +ve for M. parasite 

 

Annual Parasite Incidence 

 

  No. of B.S. found positive for parasite 

A.P.I.: ----------------------------------------------------------------X 1000 

  Total Population under Surveillance 

 

House Index 

 

      Total Houses Positive for  larvae 

HI =--------------------------------------------------------------------------------------x 100 

                     Total Houses Chacked 

Container  Index 

 

      Total Container Positive for  larvae  

CI =--------------------------------------------------------------------------------------x 100 

                     Total Container Chacked 

Bratue  Index 
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      Total Container Positive for  larvae  

BI =--------------------------------------------------------------------------------------x 100 

                     Total Houses  Chacked 

 

Malaria control strategies 

• 1. Early case Detection and Prompt Treatment (EDPT) is the main strategy of malaria 

control – radical treatment is necessary for all the cases of malaria to prevent 

transmission of malaria  

• Chloroquine is drug of choise in Pv cases and ACT is drug of choise in Pf cases. 
 

Surveillace 

� Active Survey- 

� M.O. Should plan fortnightly sueveillaceprogramme of MPW/ANM in such a way that 

each house in every village should be covered in Active survey in respective sub center. 

� Mpw should visit 150 house per day. 

�  ANM Should visit 50 house in Sub center Hq. Village. 

� If No. House are more Surveillance from Asha worker should be done in her Hq village 

i.e. 40 house per day. 

� B.S. collected from villages must be sent on the same day to the PHC laboratory. 

� Positive malaria patient must get full radical treatment. 

� Primaquine is gametocytocydal drug which is used in radical treatment. 

 

Passive Survey- 
� All fever cases in the OPD should be Examined for M.P. 

� Suspected Malaria patient must be tested for M.P. immediately in laboratory. If the post of 

Technician is not available use RDK. 

� In any case time lag of B.S. coll and Examination should not be more than 1 day 

� MO Should ensure the completion & Consumption of Radical Treatment to the paitent by HA. 

� First dose of radical treatment should be given by HA and remaining doses by ASHA  
 

Community Participation 

• Sensitizing and involving the community for detection of Anopheles breeding places and 

their elimination  

• NGO schemes involving them in programme strategies  

• Collaboration with private sector. 
 

5. Environmental Management & Source Reduction Methods 

• Source reduction i.e. filling of the breeding places  

• Proper covering of stored water  

• Channelization of breeding source  

   Monitoring and Evaluation of the   Program 

• Monthly Computerized Management Information System(CMIS) 

• Field visits by state by State National Program Officers 

• Field visits by Malaria Research Centers and other ICMR Institutes 

• Feedback to states on field observations for correction actions. 
 

National Drug Policy on Malaria 2013 



 281

Diagnosis and Treatment for Malaria Where microscopy result is available within 24 hours 

Suspected malaria case  

• Take slide and send for microscopic examination  

• Result? 

• Positive for Pv Treat with CQ 3 days+PQ0.25 mg per kg B.W. for 14 days  

• Positive for Pf Treat with ACT-Sp for 3 days+PQ single dose on second day  

• Positive for Mix infectiion  SP –ACT 3days+ PQ 0.25 mg per kg B.W. for 14 days  

• Negative No antimalarial treatment treat as per clinical dignosis 

Suspected malaria case  

• Where Tfr>=1% and Pf%>30% in any of last 3years  

• Do RDT for detection of malaria & prepare slide  

• Positive for Pf Treat with ACT-SP for 3days+ PQ single dose on second day  

• RDT negative: wait for slide result give CQ 25mg/kg over 3daysonly if high 

suspicious of malaria  

• If confirmed as PvCQ if not already given PQ 0.25mg /kg/day over 14 days  

• In other areas  

• Wait for slide result give CQ 25mg/kg over 3daysonly if high suspicious of 

malaria  

• Positive for Pv CQ if not already given PQ 0.25mg /kg/day over 14 days  

• Positive for Pf Treat with ACT-SP for 3days+ PQ single dose on second day  

Suspected malaria case  

• Do RDT and Prepare slide  

• Positive for PvDiscard slide Treat with CQ 3 days+PQ0.25 mg per kg B.W. for 

14 days  

• Positive for Pf  Discard slide treat with :i ACT-Sp for 3 days+PQ single dose on 

second day  

• Positive for Mix infectiionDiscard slide  SP –ACT 3days+ PQ 0.25 mg per kg 

B.W. for 14 days  

• Negative No anti-malarial treatment However,if malaria suspected send slide for 

microscopy  
 

Treatment of Vivax Malaria 

• Chloroquine:25mg/kg BW divided over three days 

• 10 mg/kg  bw on day 1 

• 10 mg/kg bw on day 2 

•   5 mg/kg bw on day 3 

• Primaquine: 0.25 mg/kg bw daily for 14 days 

Primaquine is contraindicated in infants, ANCs & G6PD deficiency individuals 

Doses chart for treatment of Pv 

 

Age  Day 1  Day 2  Day 3  Day 4 to 14  
CQ (250 
mg)  

PQ (2.5 
mg)  

CQ (250 
mg)  

PQ (2.5 
mg)  

CQ(250 
mg)  

PQ (2.5 
mg)  

PQ(2.5 mg) 

Less than1Yea r 1/2  0  1/2  0  1/4  0  0  
1-4years  1  1  1  1  ½  1  1  
5-8 year  2  2  2  2  1  2  2  
9-14 years  3  4  3  4  1 +1/2  4  4  
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15 years or more  4  6  4  6  2  6  6  
pregnancy  4  0  4  0  2  0  0  
 

Treatment of uncomplicated Pf cases 

Artemisinin based combination therapy (ACT-SP) 

• Artesunate 4mg/kg bw daily for 3 days pluseSulfadoxine( 25mg/kg bw)-

Pyrimethemine(1.25mg/kg bw) on first day 

• Primaquine: 0.75mg/kg bw on day 2 

ACT is not to be given in first trimester of pregnancy. 

Doses chart for treatment of Pf Artemisinin based combination therapy 

 

Age  
  

Day 1  Day 2  Day 3  
AS  SP  AS  PQ  AS  

Less than1Year  25 mg  250+12.5 mg  25 mg  0  25 mg  

1-4years  50 mg  500+25 mg  50 mg  7.5 mg  50 mg  
5-8 year  100 mg  750+37.5 mg  100 mg  15 mg  100 mg  

9-14 years  150 mg  1000+50mg  150 mg  30 mg  150 mg  
15 years or more  200 mg  1500+75mg  200 mg  45 mg  200 mg  

 

Pf Treatment for ANC 

• IstTrimester: Quinine 10mg/Kg TDS for 7 days. (It may induce hypoglycemia, pregnant 

woman should not start taking Quinine on an empty stomach and should eat regularly while 

on Quinine Treatment.) 

• IInd and IIIrdTrimester: Full course of ACT. (Primaquine should not be given) 

 

Chemoprophylaxis 

For short stay up to 6 week in high endemic areas- Doxycycline100mg.once daily for adult and 

children above 8 years 1.5mg/kg Body wt. The drug should be started 2days before travel & 

continued for 4 weeks after leaving the malarious area (not recommended for pregnant 

women and children less than 8 years.) For Longer stay More than 6 week in high endemic 

areas- Mefloquine 250mg weekly for adult. The drug should be started 2weeks before travel & 

continued for 4 weeks after leaving the malarious area   

(Contraindicated in individuals with history of convulsions, neuropsychiatric problems 

and cardiac condition.) 

Note: 

Pregnant women with severe malaria in any trimester can be treated with artemisinin 

derivatives, which, in contrast to quinine, do not risk aggravating hypoglycaemia. 

�  The parenteral treatment should be given for minimum of 48 hours 

�  Once the patient can take oral therapy, give: 

�  Quinine 10 mg/kg three times a day with doxycycline 100 mg once a day or clindamycin 

in pregnant women and children under 8 years of age, to complete 7 days of treatment, 

in patients started on parenteral quinine. 

�  Full course of ACT to patients started on artemisinin derivatives. 

�  Use of mefloquine should be avoided in cerebral malaria due to neuropsychiatric 

complications associated with it. 

 

Criteria for immediate referral to R.H./G.H. 
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a) Persistence of fever after 24 hours of initial treatment. 

b) Continuous vomiting and inability to retain oral drugs. 

c) Headache continues to increase 

d) Severe dehydration – dry, parched skin, sunken face 

e) Too weak to walk in the absence of any other obvious reason 

f) Change in sensorium e.g. confusion, drowsiness, blurring of vision, photophobia, 

disorientation 

g) Convulsions or muscle twitchings 

h) Bleeding and clotting disorders 

i) Suspicion of severe anaemia 

j) Jaundice 

k) Hypothermia 

 

Control of Dengue/DHF 

WHAT IS DENGUE? 

• Dengue is a viral disease  

• It is transmitted by the infective bite of AedesAegypti  

• Man develops disease after 5-6 days of being bitten by an infective mosquito  

• It occurs in two forms: Dengue Fever and Dengue Haemorrhagic Fever(DHF)  

• Dengue Fever is a severe, flu-like illness  

• Dengue Haemorrhagic Fever (DHF) is a more severe form of disease, which may cause 

death  

• Person suspected of having dengue fever or DHF must see a doctor at once  

• There was a major out break of Dengue /DHF in Delhi in 1996 

• Since than many focal outbreaks have been reported from different areas of the country 

mainly from urban areas. 

•  This disease has been included in NVBDCP in 2003 -04 

 

Strategies: Dengue &Chikungunya 

Early case detection and prompt treatment  

• Identified 13 Apex Referral Laboratories for advanced diagnosis and regular surveillance 

in India.  

• Identified 137 sentinel surveillance hospitals for proactive surveillance in India.  

• NIV Pune entrusted to supply ELISA test kits to these institutes 

• In Maharashtra 26 sentinel Centers are established for examination of serum sample 

Control Strategy 

• Public awareness and community involvement is the key issue in thestrategy to 

control Dengue/DHF 

• All efforts should be made against the breeding of Aedesegyptimosquitoes by source 

reduction 

• Protection from mosquito bites 

• Early diagnosis and prompt treatment of cases 

• Programme strategy included:  

• Vector control through Insecticidal residual spray (IRS )with Synthetic Pyrethroid up 

to 6 feet height from the ground twice annually 

• Early Diagnosis and Complete treatment 
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• Information Education Communication 

• Capacity Building 

• Programme intensified in 1991-92 which led to improved case registration through 

primary health care system  

(ii) Biological Control 

• Use of larvivorous fish in ornamental tanks, fountains etc.  

• Use of biocides.  

iii) Personal Prophylactic Measures that individuals/communities can take up 

• Use of mosquito repellent creams, liquids, coils, mats etc.  

• Screening of the houses with wire mesh  

• Use of bed nets treated with insecticide  

• Wearing clothes that cover maximum surface area of the body. 

 

Japanese encephalitis control 
 

• Japanese Encephalitis is a viral disease  

• It is transmitted by infective bites of female mosquitoes mainly belonging to 

Culextritaeniorhynchus, Culexvishnui and Culexpseudovishnui group. However, some 

other mosquito species also play a role in transmission under specific conditions  

• JE virus is primarily zoonotic in its natural cycle and man is an accidental host.  

• JE virus is neurotorpic and arbovirus and primarily affects central nervous system 

• Japanese Encephalitis is becoming a health problem in a number of States especially in 

AP, TN, Kerala, Karnataka , WB, Assam, Bihar, & Haryana,  

•  There was no national programme for this disease and the affected states were 

managing the problem with the technical Assistance from the centre 

•  This disease was included under the NVBDCP in 2003-04 

 

How JE is transmitted? 

• Japanese encephalitis is a vector borne disease.  

• Several species of mosquitoes are capable of transmitting JE virus.  

• JE is a zoonotic infection. Natural hosts of JE virus include water birds of Ardeidaefamily 

(mainly pond herons and cattle egrets). Pigs play an important role in the natural cycle 

and serve as an amplifier host since they allow manifold virus multiplication without 

suffering from disease and maintain prolonged viraemia.  

• Due to prolonged viraemia, mosquitoes get opportunity to pick up infection from pigs 

easily.  

• Man is a dead end in transmission cycle due to low and short-lived viraemia. Mosquitoes 

do not get infection from JE patient 

 

Sign and Symptoms of JE 

• JE virus infection presents classical symptoms similar to any other virus causing 

encephalitis  

• JE virus infection may result in febrile illness of variable severity associated with 

neurological symptoms ranging from headache to meningitis or encephalitis. Symptoms 

can include headache, fever, meningeal signs, stupor, disorientation, coma, tremors, 

paralysis (generalized), hypertonia, loss of coordination, etc.  
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• Prodromal stage may be abrupt (1-6 hours), acute (6-24 hours) or more commonly 

subacute (2-5 days)  

• In acute encephalitic stage, symptoms noted in prodromal phase convulsions, alteration 

of sensorium, behavioural changes, motor paralysis and involuntary movement 

supervene and focal neurological deficit is common. Usually lasts for a week but may 

prolong due to complications.  

• Amongst patients who survive, some lead to full recovery through steady improvement 

and some suffer with stabilization of neurological deficit. Convalescent phase is 

prolonged and vary from a few weeks to several months.  

• Clinically it is difficult to differentiate between JE and other viral encephalitis  

• JE virus infection presents classical symptoms similar to any other virus causing 

encephalitis 

 

Strategies: Japanese Encephalitis 

Early case detection and prompt treatment-  

• Clinical surveillance in endemic areas 

JE Vaccination Program-  

• In 2006, 11 endemic districts of 4 states covered 

• Children in 1-15 years age group immunized as an integral component of Universal 

Immunization 

• Mouse-brain derived inactivated JE  vaccine manufactured by CRI kasauli 

• 3 doses of 0.5 to 1 ml (day 0, 7, 30)  followed by Booste 

Control Strategy 

 1. Care of the patient to prevent sequaele 

 2. Development of a safe  & Standard vaccine 

 3. Sentinel surveillance including clinical surveillance of suspected cases. 

 4. Studies to identify high risk cases 

5. Epidemiological monitoring of the disease and effective implementation of preventive 

and control measures 

 

CHANDIPURA VIRAL ENCEPHALITIES 

Chandipura viral encephalities is important Sandfly viral disease and one of the leading causes 

of viral encephalitis and neurological infections in india. 

The discovery of CHV (1965) 

• An outbreak of febril illness was reported from Nagpur city in India during April to June 

1965.  

• Two serum sample from the cases were nagative from Dengue and CHK viruses, but 

produce cytopathic effect when innoculated in BS-C-1 cells. 

• The filterable agent recovered was identified as a new virus “Chandipura virus’’.  

• The studies on sera collected earlier showed that virus was widely prevalent in many 

parts of India both in human and variety of animals. 

Virus isolated from Encephalopathy case 1980 

• CHP was isolated from serum of a case of acute encephalopathy during an outbreak of 

viral encephalitis in Raipur, Jabalpur and MP in India 1980. 

Discovery of CHP Encephalitis 2003 
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• In 2003 between June to August there was outbreak of acute encephalits involving 329 

children with 183 deaths from many districts of AP. 

• CHP was found to be etiological agent. 

• During the same period 15 districts of Maharashtra outbreak of acute encephalitis 

involving 400 cases and 115 deaths were reported in this outbreak also CHP virus was 

important etiological virus.  

 

Clinical Characteristic 

• High grade fever of short duration , vomiting, altered sensorium, generalised 

convulsions, and decerebrate posture leading to grade iv coma, acute encephalopathy 

and death within a few to 48 hrs. of hospitalisation. 

•  Transmission of CHP virus- CHP Virus is transmitted by Infected sndflies 

 

SANDFLIES 

• Sandflies are small insects, light or dark brown in colour. They are smaller than 

mosquitoes, measuring 1.5 to 2.5 mm in length with their bodies and wings densely 

clothed with hair.  

• Some 30 species of sand-flies have been recorded in India.  

• The important ones are –Phlebotomusargentipes, P.papatasii, P.sergenti and 

Sergentomyiapunjabensis 

 

HABITS 

• Sandflies are troublesome noctural pests. Their bite is irritating and painful, while their 

presence is scarcely observed. 

• They infest dwellings during night and take shelter during day in holes and crevices in 

walls, holes in trees, dark rooms, stables and store rooms.  

• The females alone bite, as they require a blood meal every third or fourth day for 

oviposition. 

• Sandflies are incapable of flying over long distances, they merely hop about from one 

place another. Sandflies are generally confined to within 50 yards of their breeding 

places. 

 

CONTROL OF SANDFLIES 

• Sandflies are easily controlled because they do not move long distances from the place 

of their breeding.  

• Insecticides: Resistance to DDT has not been demonstrated. A single application of 1 to 

2 g/m2 of DDT or 0.25 g/m2 of lindanehas been found effective in reducing sandflies. 

DDT residue may remain effective for a period of 1 to 2 yrs. And lindane only for a period 

of 3 months. Spraying should be done in the human dwellings, cattle sheds and other 

places.  

• Sanitation: Sanitation measures such as removal of shrubs and vegetation within 50 

yards of human dwellings, filling up cracks and crevices in walls and floors, and location 

of cattle sheds and poultry houses at a fair distance from human habitations should 

receive attention. 

 

National Filaria Control Program 
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Magnitude of the problem 

• Filariasis has been a major public health problem in India next only to malaria.  The 
discovery of microfilariae (mf) in the peripheral blood was made first by Lewis in 1872 in 
Calcutta (Kolkata).  

• Indigenous cases have been reported from about 250 districts in 20 states/Union Territories. 

• The North-Western States/UTs are known to be free from indigenously acquired filarial 
infection.  

Cases of filariasis have been recorded from Andhra Pradesh, Assam, Bihar, Chhattisgarh, Goa, 

Jharkhand, Karnataka, Gujarat, Kerala, Madhya Pradesh, Maharashtra, Orissa, Tamil Nadu, 

Uttar Pradesh, West Bengal, Pondicherry, Andaman & Nicobar Islands, Daman & Diu, Dadra & 

Nagar Haveli and Lakshadweep(20) 

 

Signs and symptoms of Filariasis 

• Recurrent fever intermittent or remittent with often double rise  

• loss of appetite, pallor and weight loss with progressive emaciation  

• weakness  

• Splenomegaly – spleen enlarges rapidly to massive enlargement, usually soft and 
nontender 

Liver – enlargement not to the extent of spleen, soft, smooth surface, sharp edge 

• Lymphadenopathy – not very common in India  

• Skin – dry, thin and scaly and hair may be lost. Light colored persons show grayish 
discoloration of the skin of hands, feet, abdomen and face which gives the Indian name 
Kala-azar meaning “Black fever”  

• Anemia – develops rapidly  
Anemia with emaciation and gross splenomegaly produces a typical appearance of the patients 

 

National Filaria Control Program 

• This program was started in 1955 

• In 1998 the operational component was merged with Urban Malaria  Scheme 

• In 2003 -04 it was merged with  

• Territories. 
 

Revised Filaria Control Strategy 

• The National Health Policy 2002 aims at Elimination of Lymphatic Filariasis by 2015 
 

REVISED STRATEGY 

• Annual Mass Drug Administration  with single dose of Diethyl carbamazine(DEC)was 
taken up as a pilot .latter on Albendazole is aadded 

• During 2004 about 400 million population were brought under MDA.  

• This strategy is to be continued for 5 years or more to the population excluding children 
below two years, pregnant women and seriously ill persons in affected areas to interrupt 
transmission of disease. 

• Vector control through anti larval spray at weekly intervals. 

• Biological control through larvivorous fishes 

• Environmental engineering through source reduction and water management 

• Information, education and communication 
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8. NATIONAL AIDS CONTROL PROGRAMME (NACO) 
 

Program Description  

In 1992, the Government of India launched the first National AIDS Control Programme (NACP I) 

followed by NACP II in 1999. Based on the lessons from NACP I and II, the government 

designed and implemented NACP-III (2007-2012) with the objective to “halt and reverse the HIV 

epidemic in India”. NACP has been successful in achieving a steady decline in overall HIV 

prevalence. India has witnessed nearly 50% decrease in new HIV infections over the last ten 

years. 

 

NACP has been exemplified by community involvement and ownership in developing 

appropriate strategies and in reaching out to high-risk and vulnerable populations. The 

programme has greatly benefited from the critical role of civil society and networks of People 

Living with HIV/AIDS (PLHIV) in community mobilization, increasing access to services, 

addressing stigma and discrimination and developing appropriate societal response. NACP-IV 

will build on the motivation of these stakeholders at the community level - non-government 

organizations (NGOs), social activists, service providers and consumers - to actively engage 

with the complex issues of HIV. It will focus on reducing stigma and discrimination at health care 

settings, work places and at educational institutions.  

 

Goal and Objectives of NACP-IV  

Having initiated the process of reversal in several high-prevalence areas the next phase of 

NACP will focus on accelerating the reversal process and ensure integration of the programme 

response with continued emphasis on prevention.  

 

GOAL: Is to accelerate reversal of the hiv/aids epidemic with an integrated response.  

 

OBJECTIVE  

1. Reduce new infections by 50% (2007 Baseline of NACP III). Objective  

2. Provide comprehensive care and support to all persons living the HIV/AIDS and treatment 

services for all those who require it. 

 

STRATEGIES 

The following strategies will be implemented to achieve the goals and objectives as mentioned 

above.  

Strategy 1:  

Intensifying and consolidating prevention services with a focus on  

(a) high-risk groups and vulnerable population and  

(b) general population.  

Strategy 2  

Expanding IEC services for 

  (a) general population and  

(b) high-risk groups with a focus on behavior change and demand generation.  

Strategy 3: 
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 Increasing access and promoting comprehensive care, support and treatment  

Strategy 4:  

Building capacities at national, state, district and facility levels  

Strategy 5: 

 Strengthening Strategic Information Management Systems 

 

KEY PRIORITIES FOR NACP-IV 

The primary goal of NACP–IV is to accelerate the process of reversal and further strengthen the 

epidemic response in India through a cautious and well-defined integration process over the 

next 5 years.  

 

THE GUIDING PRINCIPLES FOR NACP-IV WILL BE:  

• Continued emphasis on the Three Ones (i.e. One Agreed Action Framework, One National 

HIV/AIDS Coordinating Authority and One Agreed National Monitoring and Evaluation 

System [M&E])  

• Equity  

• Gender  

• Respect for the rights of the PLHIV  

• Civil society representation and participation  

• Improved public-private partnerships.  

• Evidence-based and results-oriented programme implementation.  

 

In addition, NACP-IV will reinforce the focus on the following five cross-cutting themes:  

• Quality  

• Innovation  

• Integration  

• Leveraging Partnerships  

• Reducing Stigma and Discrimination  

 

NACP-IV COMPONENTS 

Component 1: Intensifying and Consolidating Prevention services with a focus on 

HRG and vulnerable populations 

This component will support the scaling up of TIs with the aim of reaching out to the hard to 

reach population groups who do not yet access and use the prevention services of the program, 

and saturate coverage among the HRGs. In addition, this component will support the bridge 

population, i.e. migrants and truckers. Component 1 includes the following two subcomponents: 

 

Scaling up coverage of TIs among HRG 

The interventions under this sub-component will include:  

a. the provision of behavior change interventions to increase safe practices, testing and 

counseling, and adherence to treatment, and demand for other services; 

b. the promotion and provision of condoms to HRG to promote their use in each sexual 

encounter;  

c. provision or referral for STI services including counseling at service provision centers to 

increase compliance of patients with treatment, risk reduction counseling with focus on 

partner referral and management;  
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d. needle and syringe exchange for IDUs as well as scaling up of Opioid Substitution 

Therapy (OST) provision. This sub-component also includes the financing of operating 

costs for about 25 State Training Resource Centers as well as participant training costs 

over a period of 5 years. 

 

Scaling up of interventions among other vulnerable populations 

The activities under this subcomponent will include:  

a. risk assessment and size estimation of migrant population groups and truckers at transit 

points and at workplaces;  

b. behavior change communications (BCC) for creating awareness about risk and 

vulnerability, prevention methods, availability and location of services, increase safe 

behavior and demand for services as well as reduce stigma; 

c. promotion and provisioning of condoms through different channels including social 

marketing;  

d. development of linkages with local institutions, both public and NGO owned, for testing, 

counseling and STI treatment services; 

e. creation of “peer support groups” and “safe spaces” for migrants at destination;  

f. establishment of need-based and gender-sensitive services for partners of IDUs; and 

g. strengthening networks of vulnerable populations with enhanced linkages to service 

centers and risk reduction interventions, specifically condom use. 

 

Component 2: IEC 

Expanding IEC services for (a) general population and (b) high risk groups with a focus on 

behavior change and demand generation. IEC has been an important component of the NACP. 

With the expansion of services for counseling and testing, ART, STI treatment and condom 

promotion, the demand generation campaigns will continue to be the focus of the NACP-IV 

communication strategy. IEC will remain an important component of all prevention efforts and 

will include: 

• Behavior change communication strategies for HRGs, vulnerable groups and hard to reach 

populations 

• Increasing awareness among general population, particularly women and youth. 

 

Component 3: Comprehensive Care, Support and Treatment 

NACP IV will implement comprehensive HIV care for all those who are in need of such services 

and facilitate additional support systems for women and children affected and infected with HIV / 

AIDS. It is envisaged that greater adherence and compliance would be possible with wide 

network of treatment facilities and collaborative support from PLHIV and civil society groups. 

Additional Centers of Excellence (CoEs) and upgraded ART Plus centers will be established to 

provide high-quality treatment and follow-up services, positive prevention and better linkages 

with health care providers in the periphery. 

 

With increasing maturity of the epidemic, it is very likely that there will be greater demand for 

2nd line ART, opportunistic infections management. NACP IV will address these needs 

adequately. It is proposed that the comprehensive care, support and treatment of HIV/AIDS will 

inter alia include: (i) anti-retroviral treatment (ART) including second line (ii) management of 

opportunistic infections and (iii) facilitating social protection through linkages with concerned 

Departments/Ministries. The program will explore avenues of public-private partnerships. The 
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program will enhance activities to reduce stigma and discrimination at all levels particularly at 

health care settings. 

 

Component 4: Strengthening institutional capacities 

The objective of NACP IV will be to consolidate the trend of reversal of the epidemic seen at the 

national level to all the key districts in India. Programme planning and management 

responsibilities will be strengthened at state and district levels to  

ensure high quality, timely and effective implementation of field level activities and desired 

programmatic outcomes. 

 

The planning processes and systems will be further strengthened to ensure that the annual 

action plans are based on evidence, local priorities and in alignment with NACP IV objectives. 

Sustaining the epidemic response through increased collaboration and convergence, where 

feasible, with other departments will be given a high priority during NACP IV. This will involve 

phased integration of the HIV services with the routine public sector health delivery systems, 

streamlining the supply chain mechanisms and quality control mechanisms and building 

capacities of governmental and non-governmental institutions and networks. 

 

Component 5: Strategic Information Management Systems (SIMS) 

The roll-out of SIMS is ongoing and will be firmly established at all levels to support evidence 

based planning, program monitoring and measuring of programmatic impacts. The surveillance 

system will be further strengthened with focus on tracking the epidemic, incidence analysis, 

identifying pockets of infection and estimating the burden of infection. Research priorities will 

also be customized to the emerging needs of the program. NACP IV will also document, 

manage and disseminate evidence and effective utilization of programmatic and research data. 

The relevant, measurable and verifiable indicators will be identified and used appropriately. 

 

TARGETED INTERVENTION FOR HIGH RISK GROUP 

A) Targeted Intervention (TI) Approach 

The prevention of HIV infection among the high risk group (HRGs) is the main thrust area for the 

NACP and the TI program has demonstrated that it is the most effective way of controlling the 

epidemic among this population. The approach for providing services to this population began 

by conducting various mapping exercises that helped in arriving at a specific denominator for 

service provision. In order to measure the program efficiency a system of HIV Sentinel 

Surveillance was introduced and over the years India’s efficient response to HIV has resulted in 

reduction of HIV prevalence among most of the core group with the exception of IDUs and 

TGs/Hijra. The HIV prevalence among ANC is 0.29% and Female Sex Worker 2.20%, Men who 

have Sex with Men 4.30%, Injecting Drug Users 9.90%, and Transgender/Hijra population 

7.20% (IBBS 2015). The bridge population consisting of Truckers and Migrants had HIV 

prevalence of 2.59% and 0.99% respectively. (HSS 2012-13 Technical Brief) 

 

As per the IBBS conducted in 2014-15, HIV prevalence among FSWs found to be 2.2%, which 

is eight times more than among pregnant women attending antenatal clinics (0.29%) as per 

HSS 2014-15. However there has been a steady decline in the HIV prevalence among this 

population as a result of effective interventions over the years. 

 

Men having Sex with Men (MSM) 
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Men Having Sex with Men(MSM) are another important group who are highly vulnerable to HIV 

and are also a strategically important group for focusing HIV prevention programmes. The term 

‘men who have sex with men’ (MSM) is used to denote all men who have sex with other men as 

a matter of preference or practice, regardless of their sexual identity or sexual orientation and 

irrespective of whether they also have sex with women or not. 

As per the IBBS conducted in 2014-15, HIV prevalence among MSMs found to be 4.30%. 

Transgender/Hijra 

NACO has initiated exclusive TG/Hijra intervention under NACP IV  

 

B)TIs for Bridge Populations 

Individuals who have sexual partners in the high risk groups as well as other partners of lower 

risk(General population) are called a “bridge population”, because they form a transmission 

bridge from the HRGs to the general population. Quite often they are clients or partners of male 

and female sex workers. Truckers and Migrant workers are named as bridge population through 

close proximity to high risk groups and are at the risk of contracting HIV. 

They are a critical group because of their ‘mobility with HIV’. Their living and working conditions, 

sexually active age and separation from regular partners for extended periods of time 

predispose them to paid sex or sex with non-regular partners. Further, inadequate access to 

treatment for sexually transmitted infections aggravates the risk of contracting and transmitting 

the virus. 

TIs to Reduce the Vulnerabilities of Bridge Population 

The NACO interventions are aimed at controlling the spread of HIV and STI through increasing 

awareness about their transmission and prevention. All interventions are aimed at promoting 

safe sex through use of condoms. They also facilitate easy access to condoms, treatment for 

STIs, counselling, testing and treatment services. 

How are Interventions reached to Truckers? 

These interventions involve interaction with the target community about sexually transmitted 

infections, HIV/AIDS and safe sex. Peer educational activities are also undertaken for effective 

outreach of the messages. 

The ultimate aim is to harness the trucking community, associations, brokers and others in 

driving these interventions. 

 

C) Interventions aimed at Migrants 

The interventions for migrants are focused on 8.64 million temporary, short duration migrants. 

They are of special significance to the epidemic because of their frequent movement between 

source and destination areas. Therefore, to provide continuum of services to these migrants and 

their spouses, interventions are proposed at destination, source and transit areas. As all 

migrants are not at equal risk of HIV, only the high risk migrants (both male & female) are 

covered at the destinations through Targeted Interventions run by NGOs. Industrial houses, 

factory owners, construction companies and other employers engaging these migrants are also 

being motivated to provide HIV prevention services to these migrants. For reaching to migrants, 

NGOs identify volunteers among the migrants community and train them in spreading 

preventive messages among their fellow workers. 

 

D) Link Worker Scheme 

Rural HIV infection was another challenge area that needed to be addressed. Owing to poor 

infrastructure, weak health care systems and poor connectivity with most facilities, large number 
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of vulnerable population, HRGs, Bridge Population and PLHIVs needed to be provided services. 

In order to bridge this gap Link Worker Scheme (LWS) was initiated. For more details please 

click here for the operational guideline of LWS. 

 

Harm Reduction Program 

NACO has adopted the harm reduction policy as a strategy for prevention of HIV/AIDS amongst 

IDUs in 2002 during the second phase of the National AIDS Control Program (NACP II). 

Counselling, behavior change communication (BCC), Needle Syringe Exchange Program 

(NSEP), abscess prevention and management, STI treatment, referral and linkages, etc are the 

service components of the strategy. These services are being provided through the NGOs 

known as the IDU TI. 

 

In the current NACP IV, the provision of female outreach worker (ORW) was added in all the 

IDU TIs for reaching out to the spouses of male IDUs. Female Injecting Drug User (FIDU) is 

also an additional typology being included in NACP IV.  

 

The key aspects of the strategy to provide services to FIDUs include: 

• Comprehensive package of services including services specifically addressing needs of 

Female IDUs 

• Female friendly service delivery mechanisms 

• Gender responsive and need based services 

• Community participation in programme planning and implementation 

• Evidence driven response- Collection and application of strategic information for program 

design and improvement in quality implementation 

 

Services for Prevention 

• Awareness-raising  

• Management STI /RTI  

• Integrated Counselling and Testing Centre (ICTC) 

• PPTCT 

• PEP 

• Condom Promotion Programme 

• Access to Safe blood 

 

Awareness Raising 

HIV infection is entirely preventable through awareness raising. Therefore, awareness raising 

about its occurrence and spread is very significant in protecting the people from the epidemic. It 

is for this reason that the National AIDS Control Programme lays maximum emphasis on the 

widespread reach of information, education and communication on HIV/AIDS prevention. 

Changing knowledge, attitudes and behaviour as a prevention strategy of HIV/AIDS thus is a 

key thrust area of the National AIDS Control Programme. 

 

Addressing the Vulnerable 

Awareness raising brings behaviour change. Through this route the programme promotes 

prevention, and aims to reach out to 80 percent of the high risk groups and 95 percent of the 

young people. In fact, the awareness campaign of NACP has received a big boost with the 
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formation of National Council on AIDS that has mainstreamed HIV prevention activities in 

various government institutions and programmes. 

The programme focuses on saturating an estimated four million high risk groups (commercial 

sex workers, injecting drug users, men-who-have-sex-with-men), twelve million highly 

vulnerable populations – migrants and truckers, and a large number of young women and men 

in the general community, who constitute almost 40 percent of the country’s population, with 

information on various aspects of vulnerability to HIV infection. 

 

MANAGEMENT OF STI/RTI  

Sexually transmitted diseases are one of the determinants of HIV transmission. An estimated 

five percent adult population affected by STDs, also has HIV infection. HIV vulnerability from 

STDs is furthermore increased as access to treatment or medical care for these diseases is 

very low, especially among the high risk groups. Limited diagnostic facilities to manage 

complicated STDs and drug resistance to major STDs are the other issues of concern that 

NACP-III addresses. 

 

Making STD Services Common  

Under NACP-III, a demand for STD services is generated through its awareness on one hand 

and on the other STD services are expanded through its integration with the Reproductive and 

Child Health Programme. The Programme supports increased demand for the services through 

capacity building among the medical practitioners of primary healthcare centres community 

healthcare centres, and the private regional medical practitioners providing STD services. The 

Programme also supports not-for-profit private practitioners and NGOs in the management of 

STDs among the high risk groups. 

 

Checking Drug resistance and improving Surveillance 

Apart from expanding the network providing STD services, NACP-III plans routine screening of 

HRGs for drug resistance to certain STDs. Regional centres are planned to be set up for this 

during the programme period to monitor drug resistance in syndromic oral/anal STDs, and 

develop guidelines for their treatment. 

 

INTEGRATED COUNSELLING AND TESTING CENTRE 

HIV counselling and testing services were started in India in 1997. As on 31st August 2016 in 

India, there are 20,756 Integrated Counselling and Testing Centres (ICTC), mainly located in 

government hospitals. An ICTC is a place where a person is counselled and tested for HIV, of 

his own free will or as advised by a medical provider. The main functions of an ICTC are: 

 

• Conducting HIV diagnostic tests. 

• Providing basic information on the modes of HIV transmission, and promoting behavioural  

change to reduce vulnerability. 

• Link people with other HIV prevention, care and treatment services. 

 

Ideally, a health facility should have one Integrated Counselling and Testing centre for all 

groups of people. However, an ICTC is located in facilities that serve specific categories such as 

high risk group, pregnant women, STI cases, TB Patients, HIV/ AIDS symptomatic patients. 

Accordingly, an ICTC is located in the General OPD or Obstetrics and Gynaecology Department 
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of a medical college or a district hospital or in a maternity home where the majority of clients can 

access counselling and testing services. 

As on 31st March 2016, in India,74.4% percent of PLHIV are aware of their HIV status. The 

challenge before NACO is to reach to all HIV infected people in the country so that they adopt a 

healthy lifestyle; access life-saving care and treatment and help prevent further transmission of 

HIV. Thus, counselling and testing services are important components of prevention and control 

of HIV/AIDS in the country. 

 

It is not the mandate of an ICTC to counsel and test everyone in the general population. The 

sub-populations that are more vulnerable or practice high risk behaviour or have higher HIV 

prevalence levels are the target group for counselling and testing services in the country. In FY 

2015-16, more than 29 million clients accessed counselling and testing services in the ICTC 

throughout the country. 

 

HIV counselling and testing service is a key entry point to prevention of HIV infection and to 

treatment and care of people who are infected with HIV. When availing counselling and testing 

services, people can access accurate information about HIV prevention and care and undergo 

HIV test in a supportive and confidential environment. People who are found HIV negative are 

supported with information and counselling to reduce risks and remain HIV negative. People 

who are found HIV positive are provided psycho-social support and linked to treatment and care 

 

PREVENTION OF PARENT TO CHILD TRANSMISSION (PPTCT) 

The Prevention of Parent to Child Transmission of HIV/AIDS (PPTCT) programme was 

launched in the country in the year 2002 following a feasibility study in 11 major hospitals in the 

five high HIV prevalence states. As on 31stAugust 2016 in India there are 20,756 Integrated 

Counselling and Testing Centres (ICTC), most of these in government hospitals, which offer 

PPTCT services to pregnant women. 

 

The NACO Technical Estimate Report (2015) estimated that out of 29 million annual 

pregnancies in India, 35,255 occur in HIV positive pregnant women. In the absence of any 

intervention, an estimated (2015) cohort of 10,361 infected babies will be born annually. The 

PPTCT programme aims to prevent the perinatal transmission of HIV from an HIV infected 

pregnant mother to her newborn baby. The programme entails counselling and testing of 

pregnant women in the ICTCs. 

 

With effect from 1st January 2014, pregnant women who are found to be HIV positive are 

initiated on lifelong ART irrespective of CD4 count and WHO clinical Staging; their newborn 

(HIV exposed) babies are initiated on 6 weeks of Syrup Nevirapine immediately after birth so as 

to prevent transmission of HIV from mother to child and is extended to 12 weeks of Syrup 

Nevirapine if the duration of the ART of mother is less than 24 weeks. 

 

The HIV exposed baby is initiated on Cotrimoxazole prophylaxis at 6 weeks and is tested for 

HIV DNA PCR at 6 weeks by DBS (Dry Blood Spot) collection. If the DBS sample is positive for 

HIV DNA PCR, then a repeat DBS sample is tested for HIV DNA PCR. The HIV exposed baby 

is then initiated on lifelong ART at the earliest if confirmed HIV positive through 2 DNA PCR 

test. 
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The PPTCT services cover about 47 percent annual estimated pregnancies in the country. In 

the year 2015-16, 12.7 million pregnant women accessed this service. Of these, 11,918 

pregnant women were HIV positive. In order to provide universal access to these services 

further scale up is planned up to the level of Community Health Centre and the Primary Health 

Centre through NHM integration, as well as private sector by forging public-private partnerships. 

 

POST EXPOSURE PROPHYLAXIS (PEP) 

Occupational exposure 

Occupational exposure refers to exposure to potential blood-borne infections (HIV, HBV and 

HCV) that may occur in healthcare settings during performance of job duties. Post exposure 

prophylaxis (PEP) refers to comprehensive medical management to minimise the risk of 

infection among Health Care Personnel (HCP) following potential exposure to blood-borne 

pathogens (HIV, HBV, HCV). This includes counselling, risk assessment, relevant laboratory 

investigations based on informed consent of the source and exposed person, first aid and 

depending on the risk assessment, the provision of short term (four weeks) of antiretroviral 

drugs, with follow up and support. 

 

CONDOM PROMOTION PROGRAMME 

Consistent condom use has been one of the most critical aspects of NACO’s prevention 

strategy for HIV/AIDS control. To this effect, NACO started its Condom Promotion Programme 

under National AIDS Control Program (NACP) phase III and continued expanding in Phase IV 

also. The specific Condom Promotion objectives are: 

1. Increase demand for condoms among high risk, bridge and general population 

2. Expanding social marketing programme to saturate coverage in high HIV prevalence and/or 

high fertility districts and to increase 

the demand for condoms among high risk, bridge and general population 

3. Maximize access of free condoms with most vulnerable groups – while minimizing wastage 

4. Increase sales in rural areas and expand availability through condom sales through non-

traditional outlets (stores not previously 

5. selling/ that do not usually sell condoms) 

6. Introduce brand management innovations and demand generation activities to promote 

consistent condom use 

7. increase the accessibility of condoms to make it available within 15 minutes of walking 

distance from any location 

 

NACO’s Condom Promotion strategy focuses on two aspects: ensuring 

availability and creating demand for condoms. 

The availability of condoms is addressed through three sub components of Condom Promotion 

Programme: Free Condom, Socially Marketed Condom (Paid-subsidized) and Female Condom. 

1. Free Condom (Nirodh): Free Condoms are procured by Ministry of Health & Family 

Welfare and distributed by NACO/ SACS to High Risk Group (HRGs) through TI 

NGOs/ICTC/ART centers for HIV/AIDS Prevention. 

2. Social Marketing Condom: Socially marketed condoms are distributed by NACO through 

its Social Marketing Organizations (SMOs) under Targeted Condom Social Marketing 

Programme (CSMP). The Programme focuses geographically on high prevalence and/or 

high fertility districts with additional emphasis on ensuring condom availability in HRG sites 
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- vulnerable population intensive areas. The Programme also focuses on expansion of 

condom availability of hitherto underserved areas such as rural markets and increasing the 

numbers and types of outlets stocking and selling condoms and make it a ubiquitous 

product.  

3. Female Condom Program 

The Female Condom Programme empowers FSWs to protect herself from HIV infection by 

using Female Condom in low-negotiable environment. 

 

Contribution of Condom Promotion Programme in National Condom Promotion 

Programme: 

Total Condom Distribution has grown from 1.8 billion pieces in 2007-08 to 2.7 billion pieces in 

2012-13 (Source: NIELSEN and Ministry of Health & Family Welfare). 

Accessibility of condoms at any location of walking distance has been reduced from 30 minutes 

to 19 minutes (15 minutes in Urban and 21 minutes in Rural) (Source: Condom Promotion 

Impact Survey 2010). 

  

ACCESS TO SAFE BLOOD 

NACO has been primarily responsible for ensuring provision of safe blood for the country since 

1992. NACO supports a network of blood banks across the country in over 600 districts.  

Government has adopted a comprehensive, efficient and total quality management approach. 

Government has taken number of steps towards the modernization of blood banks in the 

country by providing the critical inputs under the blood safety programme through all phases of 

the National AIDS Control Programme and has been primarily responsible for ensuring 

provision of safe blood for the country throughout the first four phases of National AIDS Control 

Programme.  

 

Key strategies: 

1. Assessing blood needs and requirements of the country. 

2. Increasing regular voluntary non-remunerated blood donation to meet the safe blood 

requirements of the country. 

3. Promoting component preparation and availability along with rational use of blood in 

healthcare facilities. 

4. Capacity building of health care providers. 

5. Enhancing blood access through a well networked centrally coordinated, efficient and self 

sufficient blood transfusion service. 

6. Establishing Quality Management Systems to ensure Safe Blood. 

7. Building implementation structures and referral linkages. 

 

CARE, SUPPORT AND TREATMENT 

The care, support and treatment needs of HIV positive people vary with the stage of the 

infection. The HIV infected person remains asymptomatic for the initial few years; it manifests by 

six to eight years. As immunity falls over time the person becomes susceptible to various 

opportunistic infections (OIs). At this stage, medical treatment and psycho-social support is 

needed. Access to prompt diagnosis and treatment of OIs ensures that PLHAs live longer 

and have a better quality of life. 

To achieve this objective, 350 Community Care Centres are planned to be set up in partnership 

with PLHA in high prevalence and moderate prevalence districts. These centres will be 
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established based on the epidemiological profile and PLHA load of the districts, and linked to 

the nearest ART centre. The centres will provide counselling for drug adherence, nutritional 

needs, treatment support, referral and outreach for follow up, social support and legal services. 

State AIDS Prevention and Control Societies will ensure access of high risk groups to 

community care centres through linkages between TIs and the centres. 

By strengthening local responses, NACP–III seeks high levels of drug adherence (>95 percent) 

and compliance of the prescribed ART regimen. This approach to care, support and treatment 

also creates awareness about the prevention of HIV infection and, thus, is a very significant part 

of NACP–III in achieving NACO’s mission of containing and reversing HIV/AIDS incidence in 

India. 
 

Care and Support for Children 

Approximately 50,000 children below 15 years are infected by HIV every year. So far, care and 

support response to these children was at a very minimal level. NACP–III plans to improve this 

through early diagnosis and treatment of HIV exposed children; comprehensive guidelines on 

paediatric HIV care for each level of the health system; special training to counsellors for 

counselling HIV positive children; linkages with social sector programmes for accessing social 

support for infected children; outreach and transportation subsidy to facilitate ART and follow 

up, nutritional, educational, recreational and skill development support, and by establishing and 

enforcing minimum standards of care and protection in institutional, foster care and community-

based care systems. 
 

When is ART Given? 

WHO Clinical Staging Recommendations 

HIV Infected Adults & Adolescents 

Clinical Stage I and II Start ART if CD4 ≤ 500 

Clinical Stage III and IV Start ART irrespective of CD4 count 

All Pregnant / Breast Feeding Women 

All clinical Stages Start ART irrespective of CD4 count 

HIV-TB Co-Infected Patients 

Patients with HIV and TB co-infection 

(Pulmonary or Extra Pulmonary) 

Start ART irrespective of CD4 count 

Start ATT first, initiate ART as early as possible 

between 2 weeks-2months. 

For patients with CD4 below 50, ART might be initiated 

simultaneously with ATT with strict clinical and 

laboratory monitoring 

HIV-Hepatitis B/C Co-Infected Patients 

HIV and HBV / HCV co-infection – 

without any evidence of severe 

chronic liver disease 

Start ART if CD4 ≤ 500 

HIV and HBV / HCV co-infection – 

with evidence of severe chronic liver 

disease 

Start ART irrespective of CD4 count 

HIV-Visceral Leishmaniasis (KalaAzar) Co-Infected Patients 

Patients with HIV-Visceral 

Leishmaniasis co-infected 

Start ART irrespective of CD4 count 

 



 299

9. NATIONAL MENTAL HEALTH PROGRAMME (NMHP) 
 

Background 

It is estimated that 6-7 % of population suffers from mental disorders. The World Bank report 

(1993) revealed that the Disability Adjusted Life Year (DALY) loss due to neuropsychiatric 

disorder is much higher than diarrhea, malaria, worm infestations and tuberculosis if taken 

individually. Together these disorders account for 12% of the global burden of disease (GBD) 

and an analysis of trends indicates this will increase to 15% by 2020 (World Health Report, 

2001). One in four families is likely to have at least one member with a behavioral or mental 

disorder (WHO 2001). These families not only provide physical and emotional support, but also 

bear the negative impact of stigma and discrimination. Most of them (>90%) remain un-treated. 

Poor awareness about symptoms of mental illness, myths & stigma related to it, lack of 

knowledge on the treatment availability & potential benefits of seeking treatment are important 

causes for the high treatment gap.  

The Government of India has launched the National Mental Health Programme (NMHP) in 

1982, with the following components and objectives. 

  

Components  

1. Treatment of mentally ill 

2. Rehabilitation  

3. Prevention and promotion of positive mental health 

 

Objectives of National Mental Health Programme 

1. To ensure the availability and accessibility of minimum mental healthcare for all in the 

foreseeable future, particularly to the most vulnerable and underprivileged sections of 

the population;  

2. To encourage the application of mental health knowledge in general healthcare and in 

social development; and  

3.  To promote community participation in the mental health service development and to 

stimulate efforts towards self-help in the community.  

 

District Mental Health Programme 

The District Mental Health Programme (DMHP) was initiated in 1996 during the Ninth 

Five Year Plan based on Bellary Model developed by the National Institute of Mental Health and 

Neuro Sciences (NIMHANS), Bangaluru. During the plan period, 27 districts were covered 

under DMHP. At present DMHP is covering 123 districts in 30 States and Union Territories. In 

addition to early identification and treatment of mentally ill, District Mental Health Programme 

has now incorporated promotive and preventive activities for positive mental health which 

include School Mental Health Services, College Counselling Services, Work place Stress 

Management and Suicide Prevention Services. The issues of awareness regarding mental 

illness and availability of treatment are addressed through Information, Education and 

Communication (IEC) activities at District level by the DMHP- The components of District Mental 

Health Programme include- training programmes of all workers in the mental health team at the 

identified Nodal Institute in the State; public education in the mental health to increase 

awareness and reduce stigma; for early detection and treatment, the OPD and indoor services 
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are provided ; providing valuable data and experience at the level of community to the state and 

Centre for future planning, improvement in service and research. 

In Maharashtra, DMHP programme and Prerna Prakalp to address the farmer suicide is 

presently working in following district.Akola, Washim, Buldhana, Yavatmal, Wardha, 

Aurangabad, Jalna, Beed, Hingoli, Parbani, Nanded, Osmanabad, Latur, Amravati, Gadchirlori, 

Bhandara, Wardha, Satara Jalgaon. 

 The state of Maharashtra has four Regional Mental Hospital situated at Thane, Pune, Nagpur 

and Ratnagari of varying Bed capacity. The Regional Mental Hospitals are the tertiary care 

center, catering to various districts under their jurisdiction. The bed capacity of Nagpur mental 

hospital is 940 beds, thane mental hospital has 1800beds, mental hospital Pune has 1590 beds, 

and Ratnargiri has 250 beds. Most of these beds are occupied by long stay patients. 

Occupational therapy is one of the integral part of treatment apart from medicines and 

counseling which is carried out in mental hospital which helps in rehabilitation of patients.  

Spreading awareness about the mental health is one of activity carried out in mental 

hospitals, so following days are celebrated. 

 

Mental Health Day 

� World health day- 7TH APRIL  

� Schizophrenia day- 24TH MAY 

� De-addiction day-  26TH JUNE  

� Suicide Prevention day- 10TH SEPTEMBER 

� Mental Health day - 10TH OCT 

� Alzheimer day – 21 SEP 

� Epilepsy day - 26TH MAR 

 

Mental Health Care act 2017 

The Mental Health act 2017 seeks to provide for mental health care and services for persons 

with mental illness and to protect, promote and fulfil the rights of such persons during delivery of 

mental health care 

The key features of the act are:  

1. The Central and State Mental Health Authorities will continue as regulatory agencies.  

2. All persons have the right to access mental health care and treatment from mental 

health services run or funded by the Government. Such services should be affordable, 

of good quality and available without discrimination.  

3. Any person with or without mental illness can make an Advance Directive stating how 

he/she wishes to be treated for a future mental illness and also how he does not wish to 

be treated.  

4. A person with mental illness had the right to live in, be part of and not segregated from 

society The Government has an obligation to provide for half way homes, community 

caring centres etc.  

5. Provision for Mental Health Review Commission (MHRC). The MHRC is a quasijudicial 

body to provide an independent oversight to the functioning of mental health facilities 

and protect the rights of persons with mental illness in these facilities.  
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10. NATIONAL PROGRAMME FOR PREVENTION AND 

CONTROL OF CANCER, DIABETES, CARDIOVASCULAR 

DISEASES AND STROKE (NPCDCS) 
 

PROGRAMME BACKGROUND 

India is experiencing a rapid health transition with a rising burden of Non-Communicable 

Diseases (NCD) surpassing the burden of Communicable diseases like water-borne or 

vectorborne diseases, TB, HIV, etc. The Non-Communicable Diseases like Cardiovascular 

diseases, Cancer, Chronic Respiratory Diseases, Diabetes, etc. are estimated to account for 

around 60% of all deaths. NCDs cause considerable loss in potentially productive years of life. 

Losses due to premature deaths related to heart diseases, stroke and Diabetes are also 

projected to increase over the years. In order to prevent and control major NCDs, the National 

Programme for Prevention and Control of Cancer, Diabetes, Cardiovascular Diseases and 

Stroke (NPCDCS) was launched in 2010 with focus on strengthening infrastructure, human 

resource development, health promotion, early diagnosis, management and referral. Under 

NPCDCS, NCD Cells are being established at National, State and District levels for programme 

management, and NCD Clinics are being set up at District and CHC levels, to provide services 

for early diagnosis, treatment and follow-up for common NCDs. Provision has been made under 

the programme to provide free diagnostic facilities and drugs for patients attending the NCD 

clinics. Cardiac Care Units (CCU) are also being set up in identified districts for providing 

facilities for emergency Cardiac Care. Day Care Centres at the identified districts are setup to 

provide facilities for Cancer care. During the period 2010-2012, the programme was 

implemented in 100 districts across 21 States. Review of the initial phase of programme 

implementation helped to identify the bottlenecks and accordingly the programme was re-

strategised and scaled-up. The programme aims to cover the entire country by March 2017.  

Total cost of the programme for period 2012-2017 is Rs. 8,096 crore (share of Government of 

India is Rs. 6,535 crore and that of State Governments is Rs. 1,561 crore). The funds are being 

provided to the States under NCD Flexi-Pool through State PIPs of respective States/UTs, with 

the Centre to State share in ratio of 60:40 (except for NE and Hilly States, where the share is 

90:10). For the Cancer component, there is the Tertiary Care Cancer Centers (TCCC) scheme, 

which aims at setting up/strengthening of 20 State Cancer Institutes (SCI) and 50 TCCCs for 

providing comprehensive cancer care in the country. Under the scheme there is provision for 

giving a ‘one time grant’ of Rs. 120 crore per SCI and Rs. 45 crore per TCCC, to be used for 

building construction and procurement of equipment, with the Centre to State share in the ratio 

of 60:40 (except for North-Eastern and Hilly States, where the share is 90:10).  

 

Major risk factors to NCDs  

Most NCDs are strongly associated and causally linked with following four major behaviour risk 

factors:  

• Tobacco use  

• Physical inactivity  

• Unhealthy diet including high intake of salt, Sugar & Transfats and low intake of fruits & 

vegetables  

• Harmful use of alcohol  
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The other risk factors include stress and household air pollution.  

If the above behavioural risk factors are not being managed /modified then they may lead to 

following biological risk factors:  

• Over weight/obesity  

• High blood pressure  

• Raised blood sugar  

• Raised total cholesterol/lipids  

 

The other non-modifiable risk factors such as age, sex and heredity are also associated with the 

occurrence of NCDs. 

 

Objectives of NPCDCS  

1. Health promotion through behavior change with involvement of community, civil society, 

community based organizations, media etc.  

2. Opportunistic screening at all levels in the health care delivery system from sub-centre and 

above for early detection of diabetes, hypertension and common cancers. Outreach camps 

are also envisaged.  

3. To prevent and control chronic Non-Communicable diseases, especially Cancer, Diabetes, 

CVDs and Stroke.  

4. To build capacity at various levels of health care for prevention, early diagnosis, treatment, 

IEC/BCC, operational research and rehabilitation.  

5. To support for diagnosis and cost effective treatment at primary, secondary and tertiary 

levels of health care.  

6. To support for development of database of NCDs through Surveillance System and to 

monitor NCD morbidity and mortality and risk factors. 

 

Strategy  

1. Health promotion, awareness generation and promotion of healthy lifestyle  

2. Screening and early detection  

3. Timely, affordable and accurate diagnosis  

4. Access to affordable treatment,  

5. Rehabilitation 

 

1. Health Promotion, Awareness Generation And Promotion Of Healthy Lifestyle 

Given that the major determinants to hypertension, obesity, high blood glucose and high blood 

lipid levels are unhealthy diet, physical inactivity, stress and consumption of tobacco and 

alcohol, awareness will be generated in the community to promote healthy life style habits. For 

such awareness generation and community education, various strategies will be devised 

/formulated for behavior change and communication by inter personal communication (IPC), 

involvement of various categories of mass media, civil society, community based organization, 

panchayats/local bodies, other government departments and private sector.  

 

The focus of health promotion activities will be on:  

• Increased intake of healthy foods  

• Salt reduction  

• Increased physical activity/regular exercise  
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• Avoidance of tobacco and alcohol  

• Reduction of obesity  

• Stress management  

• Awareness about warning signs of cancer etc.  

• Regular health check-up  

 

Screening, diagnosis and treatment  

• Screening and early detection of non-communicable diseases especially diabetes, high 

blood pressure and common cancers would be an important component. The suspected 

cases will be referred to higher health facilities for further diagnosis and treatment 

• Common cancers (breast, cervical and oral ), diabetes and high blood pressure 

screening of target population (age 30 years and above,) will be conducted either 

through opportunistic and/or camp approach at different levels of health facilities and 

also in urban slums of large cities.  

• The screening of the urban slum population would be carried out by the local 

government/municipalities in cities with population of more than 1 million.  

• The ANMs will be trained for conducting screening so that the same can be also 

conducted at sub centre level. Each district will be linked to nearby tertiary cancer care 

(TCC) facilities to provide referral and outreach services. The suspected cases will be 

referred to District Hospital and tertiary cancer care (TCC) facilities.  

• For screening of diabetes, support for Glucometers, Glucostrips and lancets may be 

provided to the state or rate contract may be utilised for this purpose. Efforts are being 

made to have rate contract at central level failing which it may be done by states 

themselves.  

• The common infrastructure/manpower envisaged can be utilized for early detection of 

cases, diagnosis, treatment, training and monitoring of different program such as 

National Program for Prevention Control of Cancer, Diabetes, CVDs and Stroke 

(NPCDCS), National Program for Health Care of Elderly   

• (NPHCE), National Tobacco Control Program (NTCP), National Mental Health Program 

(NMHP) etc. 

 

2. Establishment/Strengthening of Health infrastructure  

Community health centers and district hospitals would be supported for prevention, early 

detection and management of Cancer, Diabetes, Cardiovascular Diseases and Stroke. Support 

would be provided for establishing NCD clinics and strengthening laboratory at Community 

health centers and district hospitals.  

In order to provide cardiac care and cancer care at district level, the districts not having Medical 

College hospitals and not covered under Scheme for Upgradation of District Hospitals to 

Medical College hospitals, would be provided financial assistance for establishing at least 4 

bedded cardiac care unit. This includes provision for renovation and purchase of equipments 

such as ventilators, monitors, defibrillator, CCU beds, portable ECG machine and pulse 

oxymeter etc. for cardiac care and chemotherapy beds for . Financial support for the essential 

contractual staff such as doctors and nurses at these units would also be provided under the 

programme.  
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The contractual manpower at district level will be utilized for NCD Clinic and CCU as well as for 

day care Chemotherapy unit. The contractual manpower provided at CHC level will be utilized to 

run the NCD Clinic.  

The details of establishment/strengthening of health infrastructure are given separately along 

with details of manpower on contract at Sub Centre, PHC, CHC, district NCD Clinic and district 

CCU/ICU and cancer care units.  

1. Human Resource development  

Under NPCDCS, health professionals and health care providers at various levels of health care 

would be trained for health promotion, NCD prevention, early detection and management of 

Cancer, Diabetes, CVDs and Stroke. For imparting training both for the programme 

management and for specialized training for diagnosis, treatment of cancer, diabetes, CVDs 

and strokes, the nodal agency/agencies will be identified to develop the training material, 

organize training of health care providers at different levels and for monitoring the quality of the 

training. Structures Training programmes will be developed to provide quality training with 

appropriate curriculum to various category of staff. 

2. Miscellaneous services:  

Financial support would be provided to district and CHC/FRU/PHC for procurement of screening 

devices , essential drugs, consumables, transport of referral cases as per the details annexed 

for treatment of Cancer, Diabetes, CVDs and Stroke. 7  

3. Outreach services:  

These services are proposed to be provided periodically in the programme districts in 

collaboration with tertiary care hospitals / institutes for early detection of common cancers, 

diabetes, CVDs and stroke. 

4. Integration with AYUSH:  

AYUSH doctors can play an important role in prevention and control of NCDs through primary 

health care network. They can be involved in health promotion activities through behavior 

change, counseling of patients and their relatives on healthy lifestyle (healthy diet, physical 

activity, salt reduction, avoidance of alcohol and tobacco) meditation, Yoga, opportunistic 

screening for early detection of non-communicable diseases and their risk factors, and 

treatment using Indigenous System of Medicines. The AYUSH practitioner can supplement the 

efforts to operationalizing these activities and thus need to be integrated with the National NCD 

prevention and control programs especially NPCDCS.  

5. Public private partnership:  

It is proposed to involve NGOs, civil society and private sector in health promotion, early 

diagnosis and treatment of common NCDs through appropriate guidelines as per the need at 

Central, State, District levels and below.  

6. Research and surveillance  

Support would be given to States and Institutes for surveillance & research on NCDs. Emphasis 

would be given on creating database, applied and operational research related to the 

programme. Survey for risk factors for NCDs would be conducted at frequency and by methods 

decided by experts.  

Cancer registry programme of ICMR would be supported for having a data base for cancer 

cases in the country including rural areas. Registries for other NCDs can also be considered in 

due course of time.  

7. Monitoring & evaluation  

Monitoring and evaluation of the programme would be carried out at different levels through 

NCD cells, reports, regular visits to the field and periodic review meetings. National, State and 
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District NCD Cell would be established/strengthened to monitor and supervise the programme 

by providing the support for contractual manpower, establishment of physical infrastructure and 

for field visits, contingencies etc. Management Information System (MIS) would be developed 

for capturing and analysis of data. 

The strategies proposed will be implemented in all States /UTs covering all districts in the 

country and will be implemented at secondary and primary levels of health delivery system.  

The guidelines on operational aspects and financial norms of the programme have been given 

in details to facilitate the effective implementation of the programme.  

 

Package of Services  

Health 
Facility 

Packages of services 

 

Sub centre 

Health promotion for behavior change and counseling 
‘Opportunistic’ Screening of Diabetes using glucometer kits and Blood Pressure
measurement. 
Awareness generation of early warning signals of common cancer 
Referral of suspected cases to CHC/ nearby health facility 

 
PHC 

Health promotion for behavior change and counseling 
‘Opportunistic’ Screening of Diabetes using glucometer kits and Blood Pressure
measurement. 

Clinical diagnosis and treatment of common CVDs including 
Hypertension and Diabetes 
Identification of early warning signals of common cancer 
Referral of suspected cases to CHC 

 

CHC/FRU 

Prevention and health promotion including counseling 
Early diagnosis through clinical and laboratory investigations 
Management of common CVDs, diabetes and stroke cases 

Lab. investigations and Diagnostics: Blood sugar, Total Cholesterol 
,Lipid Profile, Blood Urea, XR, ECG,USG (To be outsourced, if not available) 
‘Opportunistic’ Screening of common cancers (Oral, Breast and Cervix) 
Referral of complicated cases to District Hospital/higher health care facility 

 

District 
Hospital 

Diagnosis and management of cases of CVDs, Diabetes, Stroke and 
Cancer (outpatient, inpatient and intensive Care) including emergency 
services particularly for Myocardial Infarction & Stroke. 

Lab. investigations and Diagnostics: Blood sugar, Lipid Profile, KFT, XR, 
ECG,USG ECHO, CT Scan, MRI etc (To be outsourced, if not available) 

Referral of complicated cases to higher health care facility 
Health promotion for behavior change and counseling 

‘Opportunistic’ Screening of NCDs including common cancers(Oral, 
Breast and Cervix) 

Follow up chemotherapy in cancer cases 

Rehabilitation and physiotherapy services 

Medical 
College 

Mentoring of District Hospitals 

Early diagnosis and management of Cancer, Diabetes, CVDs and other 
associated illnesses 
Training of health personnel 
Operational Research 
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• It is envisaged providing preventive, promotive, curative and supportive services (core 

and integrated services) in Cancer, Diabetes, Cardio-Vascular Diseases (CVD) & Stroke 

at various government health facilities.  

• The package of services would depend on the level of health facility and may vary from 

facility to facility. The range of services will include health promotion, psycho-social 

counselling, management (out-and-in-patient), day care services, home based care and 

palliative care as well as referral for specialized services as needed. Linkages of District 

Hospitals to private laboratories and NGOs will help to provide the additional 

components of continuum of care and support for outreach services. The district may be 

linked to tertiary cancer care health facilities for providing comprehensive and advanced 

secondary care.  

• The Non-Communicable Diseases are expensive to treat. National strategies have to 

focus on prevention and health promotion as key to reduce disease burden. Health 

education programme that promote exercise, weight reduction, early diagnosis, 

screening are some of the key interventions that need to be promoted at various levels 

of health facilities.  

• The services under the programme would be integrated below district level and will be 

integral part of existing primary health care delivery system, and vertical at district and 

above as more specialized health care are needed both for cancer component and 

diabetes, CVD, and stroke. 

 

 

Expected Outcomes:  

The programmes and interventions would establish a comprehensive sustainable system for 

reducing rapid rise of NCDs, disability as well as deaths due to NCDs.  

Broadly, following outcomes are expected at the end of the 12th Plan:  

Early detection and timely treatment leading to increase in cure rate and survival  

Reduction in exposure to risk factors, life style changes leading to reduction in NCDs  

Improved quality of life  

Reduction in prevalence of physical disabilities including blindness and deafness  

Providing user friendly health services to the elderly population of the country  

Reduction in deaths and disability due to trauma, burns and disasters  

Reduction in out-of-pocket expenditure on management of NCDs and thereby preventing 

catastrophic implication on affected individual 

 

ACHIEVEMENTS 

a) Details of Infrastructure established 

• For programme management, State NCD Cells have been established in all 36 

States/UTs, and District NCD Cells have been established in 390 

district headquarters till March 2017.  

•  Provision has been made under the programme to provide free diagnostic facilities 

and free drugs for NCD patients attending the NCD clinics at the District and CHC 

Tertiary 
Cancer 
Centre 

Mentoring of District Hospital and outreach activities Comprehensive 
cancer care including prevention, early detection, diagnosis, treatment, 
palliative care and rehabilitation 

Training of health personnel Operational 
Research 
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levels. Till March 2017, 388 District NCD Clinics and 2115 CHC NCD Clinics have 

been established in the country. Also, 133 Cardiac Care Units (CCU) for emergency 

Cardiac Care and 82 Day Care Centres for cancer chemotherapy have been set up 

in identified districts. 

 

b) Details of NCD screening under the programme: 

• As per monthly reports received from the State/UTs, the data is compiled at the 

National NCD Cell. A snapshot of the last three years data on the common NCDs 

collected in the designated NCD Clinics is as below: 

       

 

  

Fig 1: Number of attendees of NCD Clinics diagnosed with common NCDs in the period 

2014-15 till2016-17. 
• As per the reports received from States, around 2.24 crore persons attended NCD 

Clinics and were screened for common NCDs like Diabetes, Hypertension, CVDs 

and common Cancers during 2016-2017. Among the attendees of NCD Clinics, 9.7 

% were diagnosed to be Diabetics, 12.09% were Hypertensive, 0.55% had 

cardiovascular diseases and 0.17% were patients of common cancers including oral, 

cervical and breast cancers. After confirmation of diagnosis these persons were 

either managed in the NCD Clinics or referred to higher facilities. Around 79 lakh 

persons underwent counselling for health promotion for prevention of NCDs or 

lifestyle modification for management of NCDs. 

• During 2016-2017 around 1.67 crore persons were screened for common NCDs 

under various outreach activities including health-camps and primary healthcare 

facility level. Among them, Diabetes was suspected in around 8.4%, Hypertension 

was suspected in 8.7%, and Common Cancers were suspected in around 0.2% 

persons screened. They were referred to higher centres for confirmation of diagnosis 

and management. 
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RECENT INITIATIVES UNDER THE PROGRAMME: 
a) For combating common NCDs in the community, a new strategy for Population-based 

Screening of common NCDs like Diabetes, Hypertension and common Cancers is being 

initiated under the umbrella of NHM in 100 districts of the country in the first phase. This 

will utilize the services of the Frontline-workers (ASHA) and Health-staff (Staff 

Nurse/ANM, etc.) of the existing Primary Healthcare System in screening of NCD risk 

factors as well as early detection and referral of NCDs. For this, Operational Guidelines 

have been launched and training of the States has been undertaken. 

 

b) Guidelines for prevention and management of Chronic Obstructive Pulmonary Disease 

(COPD) and Chronic Kidney Disease (CKD) are being included under the programme to 

prevent and manage the chronic respiratory and kidney diseases respectively, which are 

also major causes of death due to NCDs. 

 

c) For comprehensive management of lifestyle related disorders, a pilot project 

on ‘Integration of AYUSH with NPCDCS’ has been initiated in six districts, namely 

Bhilwara (Rajasthan), Gaya (Bihar), Surendranagar (Gujarat) under Central Council for 

Research in Ayurvedic Sciences (CCRAS); Lakhimpur-Kheri (Uttar Pradesh) under 

Central Council for Research in Unani Medicine (CCRUM); and Krishna (Andhra 

Pradesh) and Darjeeling (West Bengal) under Central Council for Research in 

Homeopathy (CCRH). Synergy is being harnessed between the Allopathy system under 

NPCDCS and the alternative systems of medicine under AYUSH, for prevention and 

management of ‘lifestyle-related’ common NCDs. Besides health promotion and patient 

management services at the NCD/Lifestyle Clinics, training on Yoga are also provided 

through an integrated Yoga programme. The government is planning to expand 

NPCDCS-AYUSH integration project to more districts of the country. 

 

d) Pilot intervention has been initiated for the prevention and control of Rheumatic Fever 

and Rheumatic Heart Disease under the platforms of NPCDCS and RBSK (Rashtriya 

Bal Swasthya Karyakram), in three select districts (Gaya in Bihar, Firozabad in Uttar 

Pradesh and Hoshangabad in Madhya Pradesh). This intervention is planned to be 

scaled up to other districts in a phased manner. 

 

e) Another initiative is the integration of RNTCP with NPCDCS, wherein the “National 

Framework for Joint Tuberculosis-Diabetes collaborative activities” has been developed 

to articulate a national strategy for ‘bi-directional screening’, early detection and better 

management of Tuberculosis and Diabetes co-morbidities in India 

 

f) Opportunistic screening of common NCDs including Diabetes, Hypertension and 

Cancer, is being done among the attendees of the India International Trade Fair (IITF) at 

Pragati Maidan, New Delhi during 14-27 November, every year. Besides screening 

NCDs and lifestyle related risk factors, this initiative also helps to increase awareness 

about the prevention and control of NCDs. Every year more than 70,000 persons are 

screened at the IITF and suspected cases of Diabetes, Hypertension and common 

Cancers are referred to designated hospitals for further management. 
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g) Along with different forms of media, social media is also being used to generate 

awareness about prevention and control of NCDs. To leverage mobile technology, an 

application called mDiabeteshas been launched to generate awareness, to promote 

adherence of treatment and to inculcate healthy habits among the masses with special 

focus on target groups. 
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11. SICKLE CELL DISEASE CONTROL PROGRAMME 
 

Sickle Cell anaemia is genetic disorder in which the red blood cells can become sickle-s

haped (that is, shaped like a "C"). Normal red blood cells are smooth and round like a doughnut 

without a hole. They move easily through blood vessels to carry oxygen to all parts of the body. 

Sickle-shaped cells do not move easily through blood vessels; they are stiff and sticky, and tend

 to form clumps and get stuck in blood vessels. The clumps of sickle cells block blood flow in the

 blood vessels to the limbs and organs. Blocked blood vessels can cause pain, serious infection

s and organ damage. 

As per DMER draft proposal June 2008 and recommendation by lokayaukta Maharashtr

a. Sickle Cell Disease is prevalent in 19 districts. The Program is being implemented in these di

stricts in phase wise manner by NRHM since 2008.  

 

GOAL AND OBJECTIVES   

1) To create awareness and disseminating information regarding Sickle Cell Disease and f

acilities available for detection & treatment. 

2) Screening general population. (Target age group 1 to 30 years, special focus is on 1-12 

years, adolescent age group & pregnant mother) 

3) Providing screening facilities at Primary Health Centre, Rural Hospital, Sub District Hos

pital, District Hospital & Women Hospital.  

4) Conducting solubility testing (screening test) at PHCs free of cost & referring positive ca

ses for electrophoresis to the nearest RH. 

5) To make Prophylactic Antibiotics and symptomatic treatment available at PHC, RH & D

H level. 

6)  To make Specialist treatment available at District Hospital & Medical College 
 

Sr. 
No 

Institute Services to be provided 
Investigation to be 

made available 

1 

SC 
 
 
PHC  

1)Free Solubility testing  
 TARGET:- Age group1-30,Unmarried and Pregnant w
omen 
2)Counseling 
3)Regular Health check up of Sufferer  
4)Prophylactic & Symptomatic  treatment to be provide
d  
5)Maintenance of  records & register  

Hb,CBC, Solubuility Te
st  
NEGATIVE  -persons n
on sicklers(white card) 
,POSITIVE - ref to RH. 

2 
RH/ SDH/ 
WH  

1)Free Solubility testing  
2)Free Electrophoresis testing (only if Electrophoresis 
centre)  
3)Counseling 
4)Regular Health check up of Sufferer  
5)Prophylactic & Symptomatic  treatment to be provide
d  
6)Blood transfusion to Sickle Sufferer if blood storage 
centre or blood bank is available  
7)Maintenance of  records & registers 
8) to provide Hydroxyurea  t/t  if trained  Physician & in
vestigation facilities are available  

Hb. CBC, Solubility tes
t,Electrophoresis test if
 it is testing center. 
 
 
Yellow card for SA 
Red card for homozyg
ous SS 
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IMPLEMENTATION GUIDELINES AND ROLE AND RESPONSIBILITIES OF  

MEDICAL OFFICER AT PHC LEVEL IN SICKLE CELL PROGRAM: 
 

1) To monitor and effectively implement Sickle cell disease control program. 

2) He/she should create awareness in population regarding sickle cell disease. 

3) To provide free solubility testing of all patients, pregnant mothers and patients coming fo

r immunization at Primary Health Centres. 

4) He/she should have list of villages attached to their respective PHC. 

5) He/she should complete solubility testing (screening) of target population village wise. 

6) He/she should have updated list of all sufferers and carriers identified in their PHC and s

ame should be made available to ASHA's/NGO for regular follow up. 

7) He/she should ensure proper distribution of health cards to carriers and sufferers after c

onfirming results through electrophoresis and HPLC test.( with high-performance liquid c

hromatography) 

8) He/she should encourage sufferers for regular prophylactic and symptomatic treatment a

lso they should keep updated list of sufferers who are not taking regular treatment. 

9) He/she should ensure that ASHA/NGO is taking regular follow up of sufferers and are bri

nging sufferers for regular treatment and health check-up to PHC. 

10) He/she should give marriage counselling to carriers and sufferers and counselling to sick

le cell sufferer pregnant women for CVS testing. 

11) Ensure proper treatment of patients in crisis. 

12) He/she should make sure round the clock availability of solubility kits, medicines and     o

ter consumables at PHC. In case of unavailability same should be conveyed to higher au

thority. 

13) Providing regular training to ASHA's/ANM's and other staff at Primary Health centre for b

etter implementation of program. 

14) He/she should do expenditure under program as per approved PIP. 

15)  He/she has to make sure records and registers available at primary health centreshould

  be complete and same to be produced whenever necessary. 

16)  He/she should take regular review of program through monthly meetings. 
 

ACTION POINTS :- 

� ASHA will create    awareness   through   Gramsabha, meeting    with    youth , MahilaM

andal  ,SHG etc 

� Testing will be arranged   on camp   basis on   Arogya Sava Satra Day   or any other day

. 

� Every PHC  will   arranged   four  to  five  camps  every  month  having   minimum hundr

ed  patients  depending  upon  the  target  given  to  them . 

�  Health Asst.  will  carry  consumables,  syringes,  needles ,EDTA bulbs, cards, registers

,  and  solubility   test   to   camp  place. 

� Testing will be done  by  ANM/MPW  preceded  with  known   positive  & negative quality

  control 

� White cards will be distributed immediately by ASHA to all negative people. 

� Blood  will  be collected  from   solubility  positive  patients  in  EDTA bulbs  &  sendfor El

ectrophoresis   in   cold box or   vaccine carrier  to  PHC   and  then   to  Electrophoresis 

 center    

� For  every  ten   to twelve  PHC there will be one electrophoresis centre at SDH/RH havi
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ng two Electrophoresis machines  & one Lab Technician 

� Reports   from    electrophoresis    center   will   be   collected   on   same day. 

� Red  &   yellow   cards  will  be  prepared at  PHC  under  supervision  of   MO   Dependi

ng upon    electrophoresis   results   and  these would be distributed  by   ASHA   after    

 counseling   by   MO PHC  &  ANM . 

� ASHA will   visit   these    patients    frequently (sufferer every month & carrier   every    t

hree month)   for regular treatment & provide marriage counseling. Coloured (Yellow / R

ed) card holders should not marry with each other. 

� Sufferer will be examined by   PHC MO every month & provide prophylactic treatment & 

symptomatic   treatment   as and   when   required. 

� RH/SDH/DH will  also provide facilities for free  testing, counseling & treatment   

� Specialty   treatments (blood transfusion, hydroxyureahip replacementetc)  will  be provi

ded  at   DH &  Medical  Collages.  

� Each taluka will have taluka sickle cell assistant to counsel & keep line list of all sufferer 

& carrier in their taluka. 

� District sickle cell coordinator will monitor programme in district. 

 

Symptoms of sickle cell disease 

People born with sickle cell disease sometimes experience problems from early childhood, 

although most children have few symptoms and lead normal lives most of the time. Carriers are 

asymptomatic. 

 

The main symptoms of sickle cell disease are: 

• painful episodes called sickle cell crises, which can be very severe and can last up to a 

week 

• an increased risk of serious infections 

• anaemia (where red blood cells can't carry enough oxygen around the body), which can 

cause tiredness and shortness of breath 

 

SOLUBILITY TESTS FOR SICKLE CELL 

The solubility test is the most common screening test for sickle cell or presence of HbS. It is 

based on the relative insolubility of HbS when combined with a reducing agent such as sodium 

dithionite. When anticoagulated blood is mixed the reducing agent, the red cells will lyse due to 

the presence of saponin and the hemoglobin in the red cells will be released. If HbS is present, 

it will form liquid crystals and give a cloudy or turbid appearance to the solution. If HbS is not 

present, the solution will appear transparent, with rare exceptions (see below). The solubility 

test cannot be used to differentiate sickle cell disease (homozygous for HbS) from sickle cell 

trait (heterozygous for HbS). 

 

Hemoglobin Electrophoresis Test 

A hemoglobin electrophoresis test is a blood test used to measure and identify the different 

types of hemoglobin in your bloodstream. Hemoglobin is the protein inside red blood cells 

responsible for transporting oxygen throughout your circulatory system to your tissues and 

organs. 

If your hemoglobin is healthy, it will transport and release oxygen with maximum efficiency. If it’s 

abnormal in some way, it may cause too little oxygen to reach your tissues and organs. 
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The types of hemoglobin include the following: 

• hemoglobin F: This type is found in growing fetuses and newborns. Soon after birth, it’s 

replaced with hemoglobin A. 

• hemoglobin A: This is the most common type of hemoglobin found in healthy children and 

adults. 

• hemoglobin C, D, E, M, and S: These (and many other, rarer variations) are types of 

abnormal hemoglobin. 

 

Diagnosis 

In HbSS, the complete blood count reveals haemoglobin levels in the range of 6–8 g/dl with a 

high reticulocyte count (as the bone marrow compensates for the destruction of sickled cells by 

producing more red blood cells). In other forms of sickle-cell disease, Hb levels tend to be 

higher. A blood film may show features of hyposplenism (target cells and Howell-Jolly bodies). 

Sickling of the red blood cells, on a blood film, can be induced by the addition of sodium 

metabisulfite. The presence of sickle haemoglobin can also be demonstrated with the "sickle 

solubility test". A mixture of haemoglobin S (Hb S) in a reducing solution (such as sodium 

dithionite) gives a turbid appearance, whereas normal Hb gives a clear solution. 

Abnormal haemoglobin forms can be detected on haemoglobin electrophoresis, a form of gel 

electrophoresis on which the various types of haemoglobin move at varying speeds. Sickle-cell 

haemoglobin (HbS) and haemoglobin C with sickling (HbSC)—the two most common forms—

can be identified from there. The diagnosis can be confirmed with high-performance liquid 

chromatography. Genetic testing is rarely performed, as other investigations are highly specific 

for HbS and HbC. 

 

Treatment 

• mainly symptomatic 

• drugs such as hydroxyurea are used to increase fetal hemoglobin 

• vasodilators and lubricants used to prevent microvascular blockage with very little success 

 

Counselling 

Inheritance 

• Sickle cell disease is inherited in an autosomal recessive fashion 

• people with sickle cell disease have two copies of the mutated gene 

• people with sickle cell trait have one normal gene and one mutated gene 

• Parents who both have sickle cell trait will have a 25% chance of having a child with sickle 

cell disease, a 50% chance of having a child with sickle cell trait, and a 25% chance of 

having a normal child who is not a carrier 

• If one parent has sickle cell disease and one parent has sickle cell trait, they have a 50% 

chance of having a child with sickle cell disease but the child will have sickle cell trait. 

• If one parent has sickle cell disease and the other parent is normal the child will have sickle 

cell trait but 0% chance of having sickle cell disease. 

Clarification: In order for a child to have sickle cell disease both parents must have at least one 

copy of the abnormal sickle cell gene, or in other words both parents must have sickle cell trait 

for the child to have sickle cell disease. 
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12. DIARRHOEAL DISEASES CONTROL 

PROGRAMME 
 

1. Definition of diarrhoea 

By definition, diarrhoea is passage of three or more liquid / watery stools in 24 hours. However, 

change in consistency has more importance than number of stools passed. 

 

2. Diagnosis of dehydration 

Although number of organisms are responsible for causing diarrhoea, clinical presentation is 

same i.e. passage of watery stools leading to dehydration in all these cases.  Therefore 

assessment of dehydration status and correct management of dehydration by ORT is mainstay 

of diarrhoeal disease control programme. 

 

2.1. General guidelines 

• Diagnosis of dehydration is very simple, provided you examine patient systematically. MO, 

HAs, MPWs, and Anganwadi Workers from PHC must know how to examine diarrhoea 

patient for diagnosis of dehydration. 

• Discuss diagnosis and management of dehydration in detail during monthly meetings of 

April and May and revise important points in subsequent meetings at least up to month of 

September. 

• All Anganwadis and sub centers must have charts indicating diagnosis and management of 

dehydration. Also keep charts in the room of MO, HA, Pharmacist and ward in PHC. 

• All MPWs must keep with them dehydration treatment card and 10 packets of ORS during 

home visits. 

 

There is no need to give other medicines not mentioned in these guidelines, e.g. higher 

antibiotics, other IV fluids, multivitamins, anti-motility drugs, etc. to patients during 

management of dehydration. Addition of these medicines will unnecessarily increase cost of 

treatment and may divert your attention from correct management of dehydration, which is vital 

to save life of patient. 

For systematic examination for dehydration, special indoor paper for patients of 

diarrhoea/dysentery should be used so that no point will be missed in correct assessment and 

management of dehydration. MO or health worker should only tick mark appropriate boxes of 

examination points, diagnosis and management. Printed indoor paper will cover all points and 

improve management practices of diarrhoea cases.  

Following steps should be carried out in given sequence for management of diarrhoeal 

diseases.  

 

2.2. Classify patient into type of diarrhoea.  

Important clinical types are acute diarrhoea, persistent diarrhoea and dysentery. Table below 

will help in classifying the patients. 
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Diagnosis of diarrhea 

 

Sign/symptom Acute diarrhoea Persistent diarrhoea Dysentery 

Frequency of stools/day Three or more Three or more Three or more 

Consistency of stools Watery Variable Variable 

Duration of diarrhea Less than 2 weeks Two or more weeks Less than 2 weeks 

H/o fever No Variable Yes 

H/o blood stained mucus No Variable Yes 

Effect on appetite No Loss of appetite Loss of appetite 

Dehydration 
Important, may lead to 
severe dehydration if 
not treated in time. 

Patient may have some 
dehydration. 

Patient may have 
some dehydration 

Treatment principle 
Management of 
dehydration is priority 

Start management of 
dehydration. 
Simultaneously find 
cause of persistent 
diarrhoea and treat 
accordingly. 

Start management 
of dehydration. 
Simultaneously 
start appropriate 
antibiotics. 

Long term effects 

No long term effect for 
occasional episodes. 
Repeated attacks may 
lead to PEM.  

If not treated correctly, 
child may get severe 
Protein Energy 
Malnutrition 

Repeated attacks 
may lead to Protein 
Energy Malnutrition  

 

2.3. Assess status of dehydration of patient 

 

Sign/Symptom 
Severity of symptoms and signs (Encircle the finding) 

No dehydration Some dehydration Severe dehydration 

General condition of 
Patient 

Patient well alert Restless and irritable 
Lethargic, 
unconscious, floppy 

Presence of thirst Normal/not thirsty 
Thirsty, drinks water 
immediately when offered 

Not able to drink 

Dryness of mouth and 
tongue 

Moist mouth and 
tongue 

Mouth and tongue dry 
Mouth and tongue 
very dry 

Condition of eyes Normal Sunken 
Very sunken, 
patient’s face looks 
like old man's face. 

Condition of tears 
Tears appear while 
crying 

Tears appear while crying 
No tears, dry eyes 
even in crying child 

Skin turgor 
Normal. Pinch to skin 
immediately goes 
back to normal. 

Pinch slowly goes back 
and takes some time to 
become flat. 

Pinch remains as it 
is for 2-3 seconds 
and then slowly goes 
back. 

Classification of 
dehydration  

No dehydration Some dehydration Severe dehydration 

Treatment of 
dehydration 

Plan – A Plan – B Plan - C 

 

Important: 

• Dehydration status should be decided by the column from which maximum signs and 

symptoms are observed. 

• Patient with only thirst without any other sign or symptoms of dehydration should be 

classified as having some dehydration and given Plan-B rehydration treatment. 
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• Lethargic child not able to drink with history of acute diarrhoea should be classified as 

having severe dehydration and given Plan-C rehydration treatment. 

 

3.  Management of dehydration 

Most important aspect in management of diarrhoeal diseases is correction of dehydration. 

Treatment of dehydration is divided into three plans as follows - 

• Plan-A: For patients with no dehydration – principle is to prevent dehydration. 

• Plan-B: For patients with some dehydration – principle is treatment of some dehydration 

and preventing patient from going into severe dehydration. 

• Plan-C: For patients with severe dehydration - This is life saving plan. Rehydrate patient as 

early as possible and prevent from going again into severe dehydration. 

 

Description of treatment plans in details is as follows- 

3.1. Plan-A 

Plan-A is for patients who are having diarrhoea but no signs of dehydration.  

 

3.1.1. Principle of treatment  

As diarrhoea is continuing, there is continuous loss of water and electrolytes from body of 

patient which may lead to dehydration. Therefore principle of Plan-A schedule is correction of 

whatever loss of water and electrolytes before the patient develops signs of dehydration. Plan-

A can be advised at home to caretaker of patient. However make sure that care taker has 

understood danger signs of dehydration (like thirst) before you leave the house. Following 

steps are recommended in Plan-A – 

a. Home available fluids 

• Advise to give Home Available Fluids (HAF) e.g. sarbat, lassi, vegetable soup, khir, 

buttermilk, tea, coconut water, etc. i.e. any liquid available at home to patient as much 

he/she can drink.  In case of under-five children, MPW/HA should not leave house of child 

till the mother has started giving ORS/HAF to child as child may quickly go into 

dehydration.   

• Continue breast feeding and feeding – If child is being breastfed, then breast-feeding 

should be continued. Regular feeding of non-breast fed child should also be continued.   

 

b. ORS to prevent dehydration 

• If frequency and amount of diarrhoea is not declining or amount of stool is large, then start 

ORS. For other patients, if you have sufficient ORS packets, give one packet to mother for 

maintenance of hydration of child.  

• Contents of WHO ORS are as follows – ( New low osmolarity ORS) 

Sodium chloride   2.6 grams 

Potassium Chloride   1.5 grams 

Trisodium Citrate   2.9 grams 

Glucose     13.5 grams 

Dissolve the packet in one litre of water to prepare ORS. 

• Show caretaker how to prepare ORS. Following steps should be carried out for preparation 

of ORS - 

� Take clean pot of one and half litre capacity and one clean spoon. 

� Pour 1 litre of clean drinking water in the pot. (No need to boil water). 
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� Add whole packet of ORS into one-litre of water and stir till all powder is dissolved. Now 

ORS is ready for use. 

� Give ORS by cup or spoon to small children and by glass to bigger children and to 

adults as per indicated dose. 

� If patient has vomiting, wait for 5 minutes and start again. 

� Keep ORS covered. Once prepared ORS should be used within 24 hours. Do not use 

ORS beyond 24 hours, as there are chances of contamination.   

� If child develops swelling on eyelids, stop ORS as it indicates overdose. 

• Ask her to give ORS in following doses after passage of each liquid stool  

� Less than 6 months  -  50ml 

� 6 months to 2 years  -  50 - 100 ml 

� 2 to 5 years   -  100 - 200 ml 

 

c. Watch for signs of dehydration 

• Ask mother to watch for signs of dehydration – Advise mother to bring child to SC/PHC in 

case of following conditions - 

� Increase in severity and/or frequency of diarrhoea 

� Child becomes thirsty 

� Irritable child. 

 

3.2. Plan -B  

Start Plan-B treatment to patients showing signs and symptoms of some dehydration as 

per dehydration diagnosis chart. Aim of this plan is to correct dehydration and prevent patient 

from going into severe dehydration. 

3.2.1. Principle of treatment  

Patient with some dehydration should be given ORS for correction of dehydration. 

Steps in preparation of ORS are given in Plan-A 

Dose of ORS: Dose of ORS is calculated preferably according to weight of patient. 

Give ORS in a dose of 100ml/kg in 4 hrs. If weighing is not possible, calculate age 

wise ORS requirement for four hours as follows – 

 

Table -: Age wise ORS requirement for four hours 

 

 

Continue breast feeding and feeding – If child is being breastfed, then breast-feeding should 

be continued. Regular feeding of non-breast fed child should also be continued.   

Age < 4 months 
4–11 

months 

12–23 

months 
2 – 4 years 5 – 14 years 15 + years 

Dose 200-400 ml 
400 – 600 

ml 
600 – 800 ml 

800 – 1200 

ml 

1200 – 2200 

ml 

2200-4000 

ml 
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3.2.2. Re-examination of patient 

Re-examine patient after every four hours for status of dehydration with the help of 

dehydration diagnosis chart and decide plan freshly as per dehydration status as follows - 

 

Condition of patient on re-

examination 
Management advise 

Patient improves, no signs of 

dehydration on examination and 

diarrhoea stops 

Keep patient under observation for 24 hours. 

Continue HAF. Observe if diarrhoea and/or 

vomiting start again. 

Patient improves, no signs of 

dehydration on examination but 

diarrhoea continues 

Continue giving ORS in doses suggested in Plan-

A, re-examine after four hours. 

Dehydration status same 

Continue with Plan-B. Check whether ORS is 

being given in correct dose. Re-examine after four 

hours. If severity and frequency of diarrhoea 

increases and patient is at home or SC, shift 

patient to PHC. 

Signs of severe dehydration appear 

Switch on to Plan - C (start IV fluids). Shift patient 

to PHC if patient is at home or SC. Continue to 

give ORS as much as possible during shifting. 

 

3.3. Plan – C 

If signs and symptoms of patient are suggestive of severe dehydration, start Plan – C. 

This is emergency plan. Incorrect or incomplete management of severely dehydrated patient 

may lead to death of patient. Medical Officer must personally examine patient and treat for 

severe dehydration. 

 

3.3.1. Principles of management 

Principle of management of severe dehydration is replacing fluid loss by giving rapid IV 

infusion. Only Ringer's lactate should be used as IV fluid and the dose is 100ml/kg body 

weight. MO should personally verify that said quantity of IV fluid is being pushed to patient 

within prescribed time during treatment. This is extremely important as majority of deaths due 

to dehydration in hospitals are because of insufficient or slow IV infusion or use of incorrect IV 

fluid. 

Table -: Details of Ringer’s Lactate administration 

 

Age group Intensive phase 
Maintenance 

phase 

Duration 

of 

treatment 

Remarks 

Infants (0-1 

year) 

30-ml/kg body wt. 

during first 1 hour. 

70ml/kg body wt 

in next 5 hours. 
6 hrs 

Assess patient 

after every 6 hours 

Older 

children and 

adults 

30-ml/kg body wt. in 

first half hour. 

70ml/kg body wt 

in next 21/2 hrs. 
3 hrs 

Assess patient 

after every 3 hours 
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Examples 

Example-1: Infant of 4 kg body weight. 

• Total dose of IV Ringer's lactate is 400 ml. (100 ml/kg body weight) 

• Give 120 ml (30 ml/kg body weight) in first one hour and remaining 280 ml (70 ml/kg body 

weight) in next 5 hours. 

• Assess child after 6 hours and advise further treatment according to dehydration status. 

 

Example -2: Adult of 60 kg body weight 

• Total dose of IV Ringer's Lactate is 6000 ml. (100 ml/kg body weight) 

• Give 1800 ml (30 ml/kg body weight) i.e. 3-4 bottles of Ringer's Lactate in first 30 minutes 

and remaining 4200 ml (70 ml/kg body weight) i.e. 8 bottles of Ringer's Lactate in next 21/2 

hours. 

• Assess patient after 3 hours and advise further treatment according to dehydration status. 

• Continue breast feeding and feeding – If child is being breastfed, then breast-feeding 

should be continued. Regular feeding of non-breast fed child should also be continued. 

 

3.3.2. Re-examination of patient 

Re-examine patient after every six hours in infants and three hours in adults for status of 

dehydration with the help of dehydration diagnosis chart and decide management plan as 

follows – 

 

3.4. Use of antibiotics and other drugs 

Antibiotics are recommended only to suspected patients of cholera and dysentery. Other 

drugs like anti motility drugs, binding agents, anti secretary agents and steroids are not of any 

use in management of diarrhoea and are harmful to patients and therefore not at all 

recommended for treatment.  

 

3.5 Use of Zinc Tablets  

Zinc Dosage Recommendation: 

Zinc is very safe drug and has a very large window of safety. Zinc dispersible tablets are to be 

given in each diarrhoeal episode along with low osmolality ORS or Oral rehydration therapy (in 

case ORS is not available), irrespective of type of dehydration 

Condition of patient Treatment advise 

Patient improves, no signs of 

dehydration on examination and 

diarrhoea stops 

Keep patient under observation for 24 hours as 

patient may start diarrhoea/vomiting again 

Patient improves, no signs of 

dehydration on examination but 

diarrhoea continues 

Continue giving ORS (Plan-A) 

Patient improves, signs of some 

dehydration on examination. 

Stop IV fluids after required dose is administered. 

Continue giving ORS (Plan-B) 

Dehydration status same 

Continue with Plan-C. Check for any 

complications like anuria. If yes carefully examine 

the patient and decide for referral. Continue giving 

IV during transportation of patient. 
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3.5.1 Zinc administration as per age of child: 

a)Children from 2-6 months: 

Children aged between 2-6 months should be given 10 mg of elemental zinc per day for a 

total period of 14 days from the day of onset of diarrhoea. A tablet of zinc contains 20 mg of 

elemental zinc. Therefore half tablet should be given to the children in this age group. Zinc when 

supplied in the form of dispersible tablets, easily dissolves in breast milk or water. 

   Therefore, in infants below 6 months of age, the tablet should be given by dissolving in 

breast milk and in infants above 6 months of age, it should be given by dissolving in breast milk 

or water.  

Role of Zink – It helps to reduce frequency of diarrhea, reduces quantity of loose motions. 

Patient recovers early. Chances of getting diarrhea & pneumonia in next 3 months are 

reduced. 

b) Children above 6 months: 

One full tablet should be given to all children with diarrhoea above 6 months of age. It 

should start from the day of onset of diarrhoea and continued for a total period of 14 days.In 

case of severe dehydration, oral zinc administration should begin as soon as the child is 

stabilized and able to eat. 

 

4. Strategies for lowering diarrhoea deaths 

Following important actions will help to reduce incidence of diarrhoea and deaths - 

• Promote healthy environmental and personal hygiene practices. Coordinate with Gram 

Panchayat for safe drinking water supply and sanitation. 

• Discuss correct assessment and management of dehydration with PHC staff during 

monthly meetings especially before and during rainy season. 

• Make ORS & Zinc tablets readily/freely available. Widen the net of providers who can treat 

diarrhoea. Train AWWs, link workers and ASHA in management of dehydration. Train 

private practitioners of modern and ISM systems in rational treatment of diarrhoea. 

• Ensure prompt emergency care on admission, correct diagnosis and treatment of diarrhoea 

cases in PHC. 

• Always keep sufficient supply of Ringer’s Lactate, ORS and Tablet Zinc / Syrup Zinc. 

Ensure adequate supply of ORS at village level through health workers, AWW, ASHA etc. 

• Continue to emphasize on following points: 

� Exclusive breastfeeding up to the age of 6 months 

� Never use bottle for feeding a child 

� Dangers of diarrhoea – dehydration, malnutrition 

� Use of HAF in case of diarrhoea 

� Use of ORS/ Zinc tablets and availability of ORS in village 

� Measles immunization as a preventive measure for diarrhoea/dysentery  

� Hand washing 
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13. WATER BORNE DISEASES AND EPIDEMIC 

CONTROL 
 

DIARRHOEAL DISEASES 

 Diarrhoeal diseases include acute diarrhoea, persistent diarrhoea (diarrhoea duration 

two weeks or more) and dysentery (blood stained stools with fever). Diarrhoeal diseases are 

one of the most common causes of epidemic in our state.  

Most of the deaths in diarrhoeal diseases are due to dehydration which is preventable by 

timely and adequate replacement of fluids. Following are important causes of diarrhoeal 

diseases in rural areas 

• Acute diarrhea –     Cholera, Rota virus, Food poisoning, gastrointestinal disorders and 

medications (rare) 

• Persistent diarrhea – Chronic bacterial infections, inflammatory bowel disorders,  

malabsorption syndrome 

• Dysentery –  Amoebiasis, Giardiasis, Shigellosis Some  Important Water born diseases  

 

1.Cholera 

Cholera is the most important diarrhoeal disease which leads to rapid dehydration. Although 

number of Epidemics is reduced still some epidemics are observed in few districts. 

1.1.1. Etiologic agent 

Cholera is caused by bacteria Vibrio cholerae which exists in two biotypes, Classical and El 

tor. Each biotype is further divided into three subgroups Inaba, Hikojima and Ogawa.  

 

1.1.2. Epidemiology 

V. cholerae can survive in water for three weeks and on soiled linen up to one week. 

Transmission occurs by faeco-oral route through contaminated water. Epidemics of cholera 

are usually single source, explosive type & spread rapidly. 

 

1.1.2. Clinical manifestations 

Cholera is an acute infection of small intestine manifested as watery diarrhoea and 

vomiting. Clinical spectrum of cholera is broad, ranging from in-apparent infection to 

cholera gravis, which may be fatal in few hours. Incubation period of 24 to 48 hours is 

followed by abrupt onset of painless, profuse and watery diarrhoea associated with 

vomiting. 

Symptoms and signs of cholera are entirely due to loss of large volume of isotonic fluid and 

resultant depletion of intravascular and extra vascular fluid leading to severe dehydration, 

metabolic acidosis and hypokalemia. Patient develops thirst, cramps, and anxiety due to 

depleting isotonic fluid. 

 

1.1.3. Diagnosis 

Suspect cholera when patient has severe watery diarrhoea and vomiting.  Collect stool 

sample of suspected cases in Cary Blair media and transport to District Public Health 

Laboratory. However, treatment and control measures should be started immediately on 

the basis of clinical symptomatology without waiting for laboratory confirmation.  
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1.1.5. Treatment 

Carefully examine patient for signs of dehydration and treat as per dehydration status. 

Most important treatment of cholera is rehydration of patient with ORS and Ringer’s Lactate. In 

addition to this, start one of the following antibiotics to patient - 

• Cap. Doxycycline 6 mg/kg/ day as a single dose for 3 days OR 

• Cap. Tetracycline 50mg/kg/day in 4 divided doses for 3 days OR  

• Tab. Erythromycin 30mg/kg/day in 3 divided doses for 3 days. 

 

1.1.6. Prevention 

Disinfection of water is an important preventive measure. Vibrio Cholera is sensitive to 

chlorine. Daily water chlorination, personal and environmental hygiene and food safety 

measures prevent cholera. 

 

 1.2. Amoebiasis 

Human infection with entamoeba is called as amoebiasis. 

  

1.2.1. Etiologic agent 

Amoebiasis is contracted by ingestion of cyst form of Entamoebahystolytica. After entering 

the bowel, cysts develop into trophozoites which colonize in colon.  

Large numbers of cysts are developed from trophozoites which pass through stools 

completing life cycle. 

 

1.2.2. Epidemiology 

Man is the major reservoir of amoebiasis. Untreated water and contaminated food are 

important source of infection. Chlorination has little or no effect on amoebic cysts. Intestinal 

amoebiasis may occur within two weeks of infection or may be delayed for months. 

 

1.2.3. Clinical features 

More than ninety percent individuals infected with E. hystolytica are asymptomatic. Many 

infected persons have nonspecific gastrointestinal symptoms such as abdominal pain, bloating 

or watery diarrhoea. Few patients develop amoebic dysentery and manifest as abdominal pain 

and bloody diarrhoea. 

Rarely patient may develop fulminant amoebic colitis with high fever, peritonitis and 

colonic perforation resulting into high mortality. Few patients develop extra intestinal 

complications, commonest of which is liver abscess. 

 

1.2.4. Diagnosis 

Diagnosis of amoebiasis depends upon microscopic examination of stools. Finding of 

trophozoites in stools indicates occurrence of invasive colitis. 

 

1.2.5.Treatment 

Metronidazole 30 mg / kg / day in 3 divided doses after meals for 8-10 days OR Tinidazole 

can be used. 

 

ENTERIC FEVER 
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Enteric fever is an acute, febrile illness, caused by bacterium Salmonella typhi which may 

become sometimes life threatening. 

 

1. Etiologic agent 

Enteric fever is caused by Salmonella typhiand S. paratyphi. Enteric fever casued by S. 

typhi is more severe and frequent. (Commonly called as typhoid). 

2. Epidemiology 

Man is the only natural reservoir of S. typhi. Ingestion of food or water contaminated with 

human feces is most common mode of transmission. S. typhi is present for about 1-2 months 

in stools of patients. Carriers are important epidemiologically because they are mainly 

responsible for spread of typhoid in community. Complete antimicrobial therapy reduces 

chances of carrier stage. 

3. Clinical manifestations 

After incubation period of 10-14 days, typhoid fever has an insidious onset characterized 

by fever, headache, constipation, malaise, chills and myalgia. Splenomegaly, leucopenia, 

abdominal distention and tenderness are generally present. If untreated, fever increases up to 

400C and fatigue, anorexia, abdominal symptoms and cough may appear with increase in 

severity. Nausea and vomiting in second and third week suggest complications. 

4. Diagnosis 

S. Typhi is most frequently isolated from blood during first week of illness. Collect blood 

sample of suspected enteric fever case before starting antibiotic. Widal test, which measures 

antibody response to H and O antigens, can only suggest diagnosis of enteric fever. Widal test 

results are not definitive and must be interpreted with care because Enteric Fever being 

endemic titre may be elevated without enteric fever. If Widal test is performed, repeat the test 

after 10 days. Four-fold rise in antibody titre of second sample should be used for diagnosis 

rather than single test result. 

  Sample for Blood culture should be collected aseptically for confirmed diagnosis. (Ref – 

Laboratory Manual of IDSP) 

5. Treatment 

Effective antimicrobial therapy reduces morbidity and mortality from typhoid fever. Without 

therapy, illness may last for 3 to 4 weeks, and there could be 12-30% deaths.  

Multi-drug resistant typhoid fever is reported from many places in the state. Therefore 

presently drug of choice for typhoid fever is Ciprofloxacin 500-750 mg twice a day for 15 days. 

Alternatively Ceftriaxone and Cefaperazone can be used if resistance to Ciprofloxacin is 

documented.  

6. Control of Typhoid outbreak 

Following steps should be carried out for confirmation of diagnosis of fever outbreak - 

6.1. Confirmation of diagnosis 

• Start survey of affected area. Decide whether cases are clearly in excess than expected 

fever cases from village. If yes inform DHO about fever outbreak and your clinical 

diagnosis of cases. 

• First collect and examine PBS of all fever cases for malaria even if your clinical diagnosis is 

not malaria. Exclude malaria on the basis of negative PBS results. 

• Once malaria is excluded try to differentiate fever cases on the basis of clinical examination 

into viral fever or typhoid fever. Diagnostic features of typhoid fever are atypical fever 

pattern, coated tongue, relative bradycardia, tender splenomegaly and relative leucopenia. 
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• If you suspect typhoid, collect 5 ml blood for culture, inoculate on enriched media (available 

at District Public health laboratory) and send to District Public Health Laboratory by special 

messenger. Keep media at room temperature during transportation. Alternatively you can 

request DHO to send Public health laboratory microbiologist for blood culture examination. 

Also request laboratory for antibiotic sensitivity pattern. 

• Do not declare epidemic as of typhoid on the basis of serological examination such as 

Widal test as this test is not confirmative of Typhoid fever. 

• If you are confident about clinical diagnosis then start antibiotic after collection of blood for 

culture. 

• Once you get result of blood culture, and if blood culture is positive for S. typhi, then label 

epidemic as of Typhoid fever. Change antibiotics suitably if investigations indicate 

resistance of S. typhi to Ciprofloxacin. 

6.2. Prevention and Control of Enteric Fever 

• Preventive and control measures of enteric fever are described in chapter of control of 

water born diseases. 

 

VIRAL HEPATITIS 

Presently five viruses are responsible for viral hepatitis as they have common 

characteristics as primary replication in liver. Each virus belongs to different taxonomic family. 

Amongst these, two viruses, Hepatitis A virus (HAV) and Hepatitis E virus (HEV) are 

transmitted by fecal-oral route, produce acute self-limiting infections and they have ability to 

develop into epidemic form. Hepatitis B virus (HBV), Hepatitis C virus (HCV) and Delta 

Hepatitis virus (HDV) are transmitted by blood and body fluids and have ability to produce a 

persistent infection and chronic liver diseases. They rarely present in epidemic form. 

Clinical symptomatology does not distinguish between different types of viral hepatitis. 

Therefore clinical symptoms alone should not be used to establish etiologic diagnosis in 

jaundice patients. Enterically transmitted viral hepatitis (Viral Hepatitis A and E) is described in 

this chapter.  

 

1. Characteristics of Enterically transmitted Viral Hepatitis 

Salient characteristics of enterically transmitted types of hepatitis are given below. 

1.1. Hepatitis-A 

Hepatitis-A is endemic in our state. HAV is non-enveloped single-stranded RNA virus. It 

spreads through fecal-oral route. 

1.1.1. Clinical characteristics  

Incubation period of HAV is between 14-45 days with median of 28 days. 

Characteristics of HAV infection are - fecal shedding of virus, viremia, jaundice, occasional 

occurrence of liver failure and absence of chronic liver disease.  

Children under six years of age generally have mild, nonspecific symptoms that include 

malaise, nausea, vomiting, diarrhoea, fever and dark urine. Jaundice is uncommon in this age 

group. Among adolescent and adults infected with HAV, majority have classic signs and 

symptoms, including jaundice, fever, malaise, nausea, vomiting, loss of appetite and dark 

urine. 

Susceptible household contacts have a 10 to 50 percent risk of acquiring disease from a 

family member with acute illness. During epidemic of Hepatitis A, contact with children under 

six years of age appears to be a risk factor for infection.  
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1.1.2. Prevention of Hepatitis-A 

Hepatitis-A is prevented by avoiding contamination of water, boiling drinking water during 

epidemic and personal hygiene. Effective vaccine against Hepatitis-A is available. As HAV 

infection is very common among preschool children, it is asymptomatic in this age group and 

gives immunity after infection; Hepatitis-A vaccine is not yet included in National Immunization 

Schedule. 

 

1.2. Hepatitis-E 

Epidemics of Hepatitis-E are now becoming very common for last few years. Incubation 

period of Hepatitis-E is longer than Hepatitis-A with a range of 22-60 days. A prodromal phase 

lasting for 1 to 10 days is followed by nausea, dark urine, abdominal pain, vomiting, pruritis, 

diarrhoea, etc in varying number of patients. Children have lower rate of symptomatic infection.  

A high case fatality rate among pregnant women has been consistent feature of Hepatitis-

E and has ranged from 5-25%. Most persons with Hepatitis-E have a self-limiting disease with 

complete recovery. 

1.2.1. Spread 

HEV is primarily transmitted by faeco-oral route. In endemic areas, primary source of 

infection is fecally contaminated drinking water, although food-born transmission is suggested 

but not proven. Person to person transmission is rare and secondary attack rate among 

household is low (less than one percent). 

1.2.2. Diagnosis 

It is difficult to differentiate Hepatitis-E clinically from other forms of hepatitis. Hepatitis-E is 

observed in areas where Hepatitis-A is endemic. However, few epidemiological features 

distinguish Hepatitis-E from Hepatitis-A. In Hepatitis-E there is high attack rate among adults 

and high case fatality among pregnant women. Highest prevalence of Hepatitis-E is observed 

in age group of 20-29 years. As secondary attack rate in Hepatitis-E is very low, it is rare to 

find secondary case in same house. 

1.2.3. Prevention 

Most important means of prevention of Hepatitis-E is protection of water from fecal 

contamination. Chlorination of water has no definite effect on HEV. Boiling water for 10 

minutes definitely kills HEV, especially during epidemic.  

 

2. Investigation and control of Hepatitis outbreak 

Once you get report of jaundice case, immediately visit the village along with PHC team. 

Following points will help you to arrive at conclusion whether outbreak is due to enterically 

transmitted viral hepatitis:  

• If single case is reported then diagnosis could be any type of hepatitis including obstructive 

jaundice. However occurrence of multiple cases in same village within one incubation 

period (3-6 weeks) almost rules out parenterally transmitted hepatitis and obstructive 

jaundice.  

• Examine clinically the reported case. First try to rule out obstructive causes of jaundice. 

Severe abdominal pain, absences of prodromal symptoms particularly fever and malaise, 

rapid deep jaundice, itching of skin, etc. are important factors to distinguish obstructive 

jaundice from viral hepatitis. 

• Carefully ask patient about H/O blood transfusion, surgery, injections, safe sex etc. in last 6 

months to rule out parenterally transmitted Viral Hepatitis. 
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If you suspect jaundice in cases is due to enterically transmitted hepatitis, start control 

measures as described for control of water borne diseases in addition to special precautions 

for pregnant women as follows - 

• Ask MPWs to identify pregnant women & personally advise them about - 

� Drinking only boiled water 

� Follow personal hygiene rules strictly 

 

Epidemic Management  

Epidemic 

• It is a sudden and unexpected increase in a disease or health related event in an 

unidentified area 

• Severity of increase and spread depends on the Geographic location, environmental 

condition and distribution of host population and socio- cultural behavior of people. 

• Management of epidemics involve step by step activities starting from forecasting to 

prevention for future occurrences. 

 

The severity of the epidemic depends on 

• Geographic environment condition 

• Characteristic of host population 

• Socio cultural behaviour. 

 

 Types of Epidemics 

• Common source epidemic 

• Point or single exposure 

• Multiple exposure from viable source 

• Propagated epidemic 

• Seasonal epidemic  

• Cyclic epidemics 

• Epidemic of non communicable diseases  

  

EPIDEMIC MANAGEMENT STEPS 

Forecasting 
Preventing 
Controlling 
 

FORECASTING EPIDEMIC  
• Forecasting is an early warning system to get prepared to meet the challenge of 

impending epidemics. It is more appropriate in cyclic and seasonal epidemics where the 

pattern has been studied from the post data.By forecasting one may not totally prevent 

the epidemic, but definitely control its severity and spread to other areas. 

The various methods needed for forecasting are: 

• Study of incidence and prevalence rate 

• Disease specific morbidity rate 

• Age and sex wise morbidity and disease specific mortality 

• The various data are tabulated month wise/ year wise for last three years for 

comparison and study pattern 
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• Then the collected data is plotted on graph for immediate detection and visual 

appreciation through trend analysis of the disease. 

• Plotting of data on the map of local area helps in immediate assessment, whether 

the cases are grouped or clustered. 

• Developing a surveillance system for continuous data reporting and observation 

 

CASE INVESTIGATION 

To define the magnitude in terms of time, place and person and to identity source and possible 

cause. 

• Factors contributing to spread. 

• To make recommendation to prevent. In spite of accurate forecasting an epidemic may 

not be aborted.In an unfortunate occurrence of an expected epidemic,investigation must 

be started to confirm epidemic 

• STEPS IN INVESTIGATION OF EPIDEMICS 

• Verification of diagnosis  

• Confirmation of existence of epidemics 

• Defining the population at risk 

• Rapid search for all cases in the area. 

•  Analysis the data 

•  Evaluation of ecological factor 

• Expand the search in other areas 

• Write a final report 

 

EPIDEMIC INVESTIGATION 

• By asking questions  

• By making comparison 

 

 Asking questions 

• What is the problem  

• What can be done to reduce the problem 

• Where is the problem   

• What action to be taken by different groups. 

• When is the problem  

• How activities to be planned. 

• What is the magnitude  

• What constraints may be faced 

• Who all are effected  

• To what extent these can be over come 

• Why did it happen  

• What action be taken to prevent in future 

• How did it started  

• What resources are required 

 

By making comparison 
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• Between two groups or two locations compare to find out the crucial difference between 

the host or environmental factors of effected area and not effected area.  

• Define population at risk 

• to Confirm existence of cases Start screening of area 

 

CONFIRMATION OF CASES 

Confirmation of existence of epidemics is done through following process:  

• Confirm diagnosis through clinical and lab tests. 

•  Define the gravity of situation by grouping/ clustering of cases on the local map 

• Age and sex wise people are suffering 

• Type of disease/ health condition and risk factors 

• Approximate number of cases suffering 

 

DEFINE POPULATION AT RISK 

1. The population at risk can be found by: 

2.  Population survey. 

3.  Watch on migration of cases from other areas 

4. Study of environmental conditions like air, water, sewarege pollution, food poisoning 

5. Mapping on local maps 

6. Source of infection and family/ contact tracing 

 

CONTROL OF EPIDEMIC. 

• Removal of Source of Infection: 

• Treatment of infected cases 

• Destruction of reservoir of infection 

• Removal/ correction of source of infection 

• Isolation of infected cases 

• Hand washing and personal protective measures 

• Use of sterile supply 

• Proper disposal of fomites 

• Improve environmental sanitation 

• Contact tracing, family, neighbor 

• Screening of suspected cases 

• Quarantine of migrated cases 

• Health education 

• Increase resistance of suspects through immunization, prophylactic drugs or immuno 

globulins. 

• Vector control measures: 

•  Prevent breeding of mosquitoes, flies and fleas 

• Destruction of adult vectors through insecticide, pesticide 

• Personal protection like prevent bite, use mosquito nets, use hot food, filtered water 

• Increase personal hygiene 
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14. WATER QUALITY MONITORING AND 

SURVEILLANCE 
 

Important aspects in safe water supply to community 

 

Water Quality Monitoring 

As Gram Panchyat (GP) is responsible for safe water supply to community in rural areas, it is 

responsible for maintaining water quality supplied to village. 

Responsibilities of GP included in water quality monitoring 

• Daily disinfection of water at source at least half hour before supply 

• Daily OT test to check water disinfection. If OT test is negative then repat chlorination and 

ensure proper chlorination. 

• Regular inspection of leakages, blocks, etx. In water supply scheme and timely repairs of 

these defects. 

• Keeping surrounding of water supply source, overhead tanks, valves, pipeline and stand 

posts clean. 

• Proper storage of TCL, Uninterrupted supply of TCL to water supply scheme. 

 

Record related to water supply kept at Gram Panchayat 

• Information of all water source, total water quantity in each source, dose of TCL required 

for chlorination of each source. 

• Daily OT test record 

• TCL stock and quality monitoring 

• TCL daily use and daily chlorination record 

• Water sample reports received and corrective action taken. 

 

Water quality surveillance 

Water quality surveillance is carried out to ensure that safe water is being supplied by Gram 

Panchayat to the community. This responsibility has been entrusted to health department. 

Medical Officer is responsible for water quality surveillance of all the villages in PHC area. 

 

Activities for water quality surveillance 

• OT test of water in all villages in maximum possible frequency. 

• Collection and sending of water samples to laboratory. 

• Communication and advice on results of testing to water distribution authority. 

• Notify and document the trends in seasonal changes in water quality. 

• If water sample of any Gram Panchayat is reported as unsafe, identify the reason(s) for 

water contamination and advise the water supply authority accordingly. 

• Meeting with members of village water supply committee at least once in year. 

• Training of water supply workers and Gram Sevaks in water disinfection and record. 

 

Responsibilities of BharariPathak MO 

 Medical officer should visit each GP in his area at least once a week. Following are the 

responsibilities of MO in quality water supply. 
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Training 

 MO should conduct training of Village water supply and sanitation committee members, 

Gram Sevak& water supply worker in water quality monitoring once a year before monsoon. 

Concerned HA and MPW should also be involved in this training. Water quality monitoring 

training includes following aspects. 

• Importance of safe water supply and water quality monitoring. 

• Measuring the water quantity in water sources like well and calculation of TCL 

requirement of water supply scheme. 

• Water chlorination procedure 

• OT test procedure and interpretation 

• Storage of TCL 

• Water quality monitoring records and their significance. 

 

Ensure regularity of chlorination of water 

 Following points will give medical officer the idea of regularity of chlorination of water 

• Check OT register and see whether daily OT test is taken and result noted. Free chlorine 

should be within 0.2 to 0.5 PPM. 

• Check the time of water chlorination and time of OT test and see wheter place of OT test 

is changed daily and last stand post are included. 

• Review the action taken by GP when the OT test was negative. 

• Inspect the stock of OT reagent and condition of chloroscope. 

• Enquire in houses about smell of chlorine to water 

• Personally go and inspect TCL residual heap at the place of chlorination. 

 

TCL stock and inventory 

• Check the TCL stock: Availability of TCL on the day of visit: Not more than 3 months 

requirement of TCL should be purchased each time. 

• Check ISI mark on the TCL used by GP as only ISI mark Grade-I (Chlorine 34%) or 

Grade-II (Chlorine 32%) TCL should be purchased. 

• Place of TCL bag- It should be dry, cool, dark place. 

• Closing of TCL bag- TCL bag is in two layers. Both the layers should be separately 

closed. Inside polythene/plastic layer should be firmly closed and then outside layer 

should be closed. 

• Check how TCL is measured daily for chlorination. 

 

Chlorination of water 

1 Chlorination of well water 

• Calculate volume of water in litres (All the measurements should be in meter). 

• Square well- Length x breadth x height of water x 1000 = water in liters 

• Round well – well Diameter2 x height of water x 785 = water in liters 

• Calculate the dose of TCL: For 1000 litres of water 5 gm of TCL containing 33% chlorine 

is used. 
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2 Chlorination by liquid chlorine 

• Liquid chlorine mixes with water quickly without residue. So when house to house 

chlorination or chlorination of water containers is to be done, liquid chlorine is more 

convenient than TCL. Liquid chlorine is mainly used during epidemics, fares and 

festivals. The liquid chlorine supplied is usually having concentration of 5% chlorine. 

• Add 1 ml liquid chlorine (5%) solution to 50 liters of water to get 1 PPM chlorine level. 

• Add two drops of liquid chlorine solution to one bucket water (Approx 10 liters) 

 

3 Chlorination by using stock (mother) solution 

When liquid chlorine is not available, stock (mother) solution can be prepared from TCL 

and used as liquid chlorine. Steps in preparation of stock solutions are as follows. 

Preparation of 5% stock (mother) solution 

• Take 5 liters of water in plastic bucket. Add 1 kg bleaching powder to water. Stir well and 

cover bucket for 15 minutes. 

• Supernatant liquid is 5% stock solution. Use solution immediately after preparation. If 

you want to stock solution for future use, pour supernatant liquid in water tight container 

and close the lid tightly. 

• Concentration of chlorine in stock solution slowly decreases even if it is stored in water 

tight container. To avoid this, stock solution should be prepared only when it is required 

and should not be kept for more than 7 days. 

  Uses of stock (mother) solution 

 Stock solution should be used for water disinfection in following conditions. 

• House to house chlorination 

• At the time of epidemic of water borne diseases 

• When water source can not be disinfected e.g. Lake, river, etc. 

• When multiple water sources are used by community and it is difficult to chlorinate each 

water source. This situation particularly arises in tribal and hilly areas. 

• Disinfection of water containers during fairs, festivals and large gathering of people for 

any reasons. 

 

4 Chlorination by use of chlorine tablets 

Chlorine tablets are also used sometimes in place of liquid chlorine. These tables are 

different sizes. Indications for use of these tablets are similar to liquid chlorine. As it takes 10-15 

minutes for dispersal of tablets, the water container should be kept covered for 45 minutes 

before use if chlorine tablet is used for disinfection. Dose of chlorine tablets should be used as 

per guidelines given by manufacturer. 

 

5 Chlorination of hand pump 

This is not routinely done. If water sample is found to be contaminated, then corrective 

actions like repairing handle of hand pump, clearing cracks in the platform, cleaning the area 

etc. has to be done on priority. In addition to this as a supplementary action, chlorination of hand 

pump is done as follows: 

Dose of TCL depends on the diameter of bore well. If diameter is 4 inches, dose is 150gm 

and when diameter is 6 inches dose is 300 gm. 

TCL is mixed with ½ litre of water and solution is added by removing 3 bolts of hand pump. 

This should be done in the evening and hand pump should not be used for 6-12 hrs. 
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Orthotolidine Test 

OT test indicates amount of chlorine available in water. It is used to verify whether correct 

dose of TCL has been used and chlorination is proper or not. 

At source free chlorine from chlorinated water should be 1 PPM and at the end of 

distribution system, it should be 0.2 to 0.5 ppm. 

MO should ensure that, each worker has good quality working chloroscope. 

OT test is carried out with the help of chloroscope as follows 

• Fill up both the tubes with water to be tested. 

• Place the tubes in chloroscope. 

• Add two drops of OT regent in tube on right side of chloroscope. 

• Match the colour of tube with small discs of yellow colour shades parallel to tube. 

• Nearest matching yellow coloured disc indicates concentration of chlorination. 

 

Precaution 

 Do not allow the OT reagent to spill on hands or never smell the OT reagent. In case of 

accidental contact with OT regent, wash with plenty of water. 

 

Water sample testing (H2S-Strip field test) 

 Important aspects 

• At Every block there are water testing laboratories, where H2S-Strip field test for 

detection of fecal pollution of water sample in being performed. Report is received within 

24 hours and time is saved on transportation. 

• Reliable, rapid method, simple, low testing cost, easy interpretation of results (black 

colour formation), technical compatibility are the advantages of the test. 

• It is useful during outbreaks as a rapid screening test. 

• Principal of the test is that, presence of coliforms in drinking water is consistently 

associated with the organisms that produce Hydrogen sulfide (H2S), such as 

Salmonella, Proteus, and Citrobacter etc. When contaminated water is being tested it 

contains these organisms. They produce Hydrogen Sulfide gas and this gas leads to 

black colour in the tested water sample 

 

Method and results 

• Ready to use medium bottles are provided, which contain filter paper with 1 ml. 

concentrated media. 

• Add 20 ml. of water sample under test to already prepared media bottle. Incubate the 

inoculated bottle at 37 C for 24 hours. 

• Observe the results after 24 hours. 

• Fecal contamination is indicated by the development of black colour of the contents in 

the bottle and water is graded as unfit for human consumption. 

• If there is no colour change in the contents, incubate further for 24 hours. If no colour 

change even after 48 hours, water is fit for human consumption bacteriologically. 

 

Water samples for Quality Surveillance 

• Arrange for the transport of water samples to RH for field-testing and also to Public 

Health laboratory (District/Taluka) for crosschecking and detailed analysis. 
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• Communicate the results to the concerned water distribution authority with advice about 

corrective measures. 

• GP is supposed to take corrective measures as proposed by Medical Officer if the report 

of water sample indicates contamination. Medical officer should verify whether the 

actions as per recommendations have been taken by GP. 

• If GP is not responding to the instruction given by the Medical Officer which may lead to 

unsafe water supply to community then following procedure should be adopted. 

 

Reminder to GP regarding corrective measures to be taken 

• If no response in two weeks, write to BDO stating the importance of corrective 

measures. 

• If no response to this letter in two weeks then write to DHO and send copies to GP, BDO 

and Dy.CEO (Panchayat) 

• DHO should bring such matter immediately to the notice of Dy.CEO (panchayat) and 

discuss in Health Committee and Coordination Committee meeting of ZillaParishad. 

• Conduct sanitary survey of water supply scheme once a year and issue Green/Red card 

and identify high-risk villages holding red cards. 

 

Collection of Water sample for bacteriological examination 

Water sampling should fulfill following requirement 

• Sampling should be properly planned. 

• Sampling points should be representative of water source and located in proportion to 

population served. 

• Sample should be collected properly, in adequate quantity (at least 200 ml), in a sterile 

glass bottle with properly fitting stoppers or caps and properly dispatched. 

 

Method of water sample collection 

1. Tap or fixed hand pump outlet 

When water is taken from tap, flame the mouth of tap and allow the water to run for 3 

minutes before filling the bottle. 

 

2. Sampling from water source or reservoir (Lake, River, tank. Etc.) 

Insert the bottle with stopper on mouth, 12-15 inches below the surface of water. Open 

the stopper carefully without touching the bottle. Replace the stopper after the bottle is filled with 

water. Avoid the collection of surface water as it contains organic matter. 

 

3. Sampling from dug well 

Attach a suitable sized stone (after washing thoroughly) with a string to the sampling 

bottle in such a way that while immersing, the bottle will have 45 angle with water surface. 

Remove the stopper or unscrew the cap, Lower the bottle slowly, immerse the bottle about 12-

15 inches below water surface, fill and bring up. Discard some top water and replace the 

stopper. 

 

Storage and transportation of the samples 
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There can be changes in coliform and E. coli content of the water during storage hence 

prolonged storage should be avoided and therefore in no case the time interval between the 

collection and examination of the sample should exceed 24 hours. 

Labeling 

 Sample should carry the label on the bottle giving following particulars: 

• Name of the sender  

• Source 

• Location 

• Place 

• Date and time of collection 

• Collected by 

 

Collection of water sample for chemical examination 

• Collect the water sample in glass or plastic container. 

• Ideally a new container should be used but if unavailable, wash the used containers first 

with chromic acid cleaning mixture, then rinse with tap water and them with distilled 

water 

• Collect two samples of 2.5 litres each. First sample is for chemical analysis and second 

sample for chlorine dose estimation. 

• Avoid surface scam. 

  

Collection of bleaching powder sample for chemical examination 

• Sample shall not be exposed to atmosphere for longer time than necessary and 

sampling shall be done as rapidly and thoroughly as possible. 

• Sampling instrument should be clean and dry when used. 

• To draw a representative sample, content of each container shall be mixed as 

thoroughly as possible by rolling, shaking or stirring by suitable means while container is 

closed. 

• Draw with an appropriate galvanized iron or other suitable plastic sampling instrument, 

small portion of material from different parts of each selected container. 

• Sample shall be placed in clean, dry and airtight glass or polythene bag on which the 

material has no action. 

• Sample containers shall be of such a size that they are nearly filled by sample. 

• Each sample container so filled shall be sealed airtight after filling and marked with the 

full details of sampling, the date of sampling, the month and year of manufacture of 

material and its grade. 

• Precautions shall be taken to protect the sample; the material being sampled, the 

sampling instrument and containers of the sample from adventitious contamination. 

• Care should be taken to avoid direct contact of bleaching powder with skin. Face should 

be kept a safe distance from the container when it is opened. 

 

Storage of bleaching powder sample 

• Sample shall be placed in a cool and dry place. 

• Sample should be stored in such a manner that the temperature of material does not 

vary unduly from the normal shade temperature. 
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• The label should not come in contact with bleaching powder sample. In order to protect 

the label it should be kept in a sealed plastic bag along with the sample. 

• Samples should be sent to the district Public Health Laboratory at an earliest. 

 

 Sanitary Survey of the water supply scheme 

• Medical officer should conduct sanitary survey of all the water supply schemes in PHC 

area every year during the months of October to January. 

• Survey should start from the water source and should end last stand post of the 

distribution system. 

• If there is possibility of water contamination from source to last stand post due to any of 

the reasons given below MO should issue Red card to the GP indicating the faults: 

* Irregular water disinfection 

* Lack of cleanliness of surroundings of water supply scheme 

* Leakages 

* Inadequate or no stock of TCL 

* Unprotected wells with dirty surroundings  

* Cracked bore well platforms and stand posts. 

* Any other findings that may contaminate water supply. 

• MO should also suggest corrective measures needed to be taken for making the water 

supply safe at the time of issuing the red card. 

• If the water supply scheme is without any faults and water disinfection is regular then 

Green card is issued to GP. 

• Red and Green cards will be supplied by District Health Officer. 

• All the villages that were issued red cards should be again surveyed before Monsoon i.e. 

in last week of May or first week of June by the Medical Officer. If the corrective 

measures are taken and water supply is safe then Green card should be issued. If no or 

inadequate corrective measures are taken then maintain the red card status of GP 

• Inform the BDO about Green/Red status of all the GPs from your PHC area along with 

the reason for giving red card on 10th June every year. 

• If there is outbreak in the village that was issued Red card then bring this matter to the 

notice of BDO and DHO by DO letter. Mention the status of village (Green/Red card) 

while submitting the epidemic investigation report to DHO with one copy to BDO. 
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1. MEDICOLEGAL ASPECTS OF STERILIZATION 

DEATH 
 

Definition: Death of a sterilization case on the table to within 4 weeks of the operation is called 

as sterilization death. Tubectomy deaths are classified as 

T1-  Death of a case on the table 

T2-  Death within 24 hours of operation 

T3-  Death within 7 days of operation 

T4-  Death from more than 8 days to 4 weeks 

 

Investigation of sterilization death 

 District level officers investigate sterilization death. MO PHC should immediately report 

death to DHO giving detail information of the case. 

� Reporting of death     :   immediately to higher authority 

� Preliminary investigation reports   : Within 8 days. 

� Detail report      : Within 30 days. 

� Quality assurance committee report  : Within 60 days. 

  

Quality Assurance committee  

 Quality assurance committee at regional level investigates all deaths following 

sterilization, IUD insertion and MTP occurring in the circle. 

 Every circle has the Quality Assurance Committee comprising of following members 

• Dy. Director of Health Services   Chairman  

• Civil Surgeon of concerned district  Member 

• Professor of Surgery    Member 

• Professor of Pathology   Member 

• Professor of OBGY     Member 

• Professor of Medicine    Member 

• Professor of Anesthesia    Member 

• DHO of concerned ZP where death/complication has occurred will be member of circle 

level Quality Assurance Committee. 

 

Responsibilities of the committee 

• To investigate all cases of complications/reaction or death due to sterilization, IUD 

insertion, MTP & other FW related interventions. 

• Fixing responsibilities& recommending actions. 

• Ensuring delivery of prompt services. 

• Reporting of deficiencies & lapses observed & suggest for improvement. 

• Submit its report to DHS within 2months from the date of occurrence of incidence. 

 

Ex-gratia financial assistance in cases of fatality/ complications 

 

PM in case of death due to sterilization 
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• After sterilization death postmortem is a must. PM should be performed by 2 MOs & one 

of them should be senior experienced officer. If gynecologist available it is preferable. 

• Sterilization death should be considered as medico legal case & reported to police. 

• Viscera should be preserved for chemical analysis & specimen should be sent for histo 

pathological examination. (Especially tubes, ovaries & uterus). If there is problem with 

intestine, intestine should be sent for HP examination. 

 

Record of tubectomy death & police department 

• All record related to investigation of tubectomy death, report of Quality Assurance 

Committee is confidential. 

• Prior permission of govt. has to be taken before giving record to police department. 

• If police complaint is lodged against Medical Officer in case of sterilization death, prior 

permission of health department authority has to be taken before taking action against 

doctor. 

 

FAMILY PLANNING INDEMNITY SCHEME 

India was the first country to launch a National Family Planning Programme way back in 

1952, emphasizing fertility regulation for reducing birth rates to the extent necessary to stabilize 

the population at a level consistent with the socio-economic development and environment 

protection. Since then the demographic and health profiles of India have steadily improved. 

Sterilization is still the most popular family planning method adopted by the clients to limit their 

family size.  

Quality of services plays a major role in acceptance of any service. Poor quality of 

services leads to unsatisfied clients resulting in under-utilization of services. To build the 

confidence of clients it is necessary to provide them safeguards against adverse events. Family 

planning services are largely being provided through a network of public and private accredited 

facilities. However, persistent high unmet need for limiting methods and lack of trained providers 

at peripheral level leads to dependence on the camp approach. There has been growing 

concern about the quality of sterilization services being offered, particularly at the camp 

facilities. 

There is a continuing concern about the number of adverse events following sterilization 

as well as litigations faced by the facilities /doctors against such cases. 

To mitigate this, the Government of India introduced the National Family Planning Insurance 

Scheme which was later modified as Family Planning Indemnity Scheme “FPIS”, now 

operational through State NHM Program Implementation Plan instead of private sector 

insurance company. 

Against the backdrop of the directions of the Hon’ble Supreme Court, the “NFPIS” was 

introduced from 29th Nov, 2005 so as to do away with the complicated  process of payment of 

ex-gratia to the beneficiaries of sterilization for treatment of post-operative complications, failure 

of sterilization or death attributable to the procedure of sterilization. Since then, the scheme has 

witnessed changes in the insurers and modifications in limits and payment procedures. Initially 

the scheme was operated by The Oriental Insurance Company Limited from 29th Nov, 2005 

and renewed w.e.f. 29-11-2006 with modification in the limits and payment procedures. Later, 

the scheme was operated by ICICI Lombard General Insurance company w.e.f. 01-01-08 up to 

31-03-2013 with yearly renewals. The scheme thereafter has been modified as “Family Planning 

Indemnity Scheme” and is operational from 01.04.2013. 
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Family Planning Indeminty Scheme ( FPIS) 

(Under NHM State Programme Implementation Plans (PIPs) w.e.f. 1st April 2013) Under the 

Family Planning Indemnity Scheme it has been decided that States/UTs would process and 

make payment of claims to beneficiaries of sterilization in the event of death/ 

failure/complication and indemnity cover to doctors/health facilities. It is envisaged that 

States/UTs would make suitable budget provisions for implementation of the scheme through 

their respective Program Implementation Plans (PIPs) in the relevant head under the National 

Health Mission (NHM). The scheme is uniformly applicable for all States/UTs. 

The available benefits under the Family Planning Indemnity Scheme are as under 

 

Section Coverage Limits 
SECTION I (A-D) : For Beneficiaries 

I A 

Death following sterilization (inclusive of death 
during process of sterilization operation) in hospital 
or within 7 days from the date of discharge from 
the hospital 

Rs.2 Lakh 

I B 
Death following sterilization within 8-30 days from 
the hospital 

Rs.50,000/- 

I C Failure of sterilization Rs.30,000/ 

I D  

Cost of treatment in hospital and up to 60 days 
arising out of complication following sterilization 
operation (inclusive of complication during process 
of sterilization operation) from the date of 
discharge 

Actual not exceeding 
Rs.25,000/ 

SECTION II : Empanelled Doctors under Public and Accredited Private / NGO Sector and 
Health Facilities under Public and Accredited Private / NGO Sector 

II * 
Indemnity coverage up to 4 cases of intigations per 
doctor and per health facility in a year 

Up to Rs.2 Lakh per case of 
intigation 

 

Quality Assurance Committee 

Subsequent to the orders of the hon’ble Supreme Court of India in the Ramakant Rai vs. Union 

of India case dated 1.3.2005 regarding quality of sterilisation services in India, Quality 

Assurance Committees have been formed by all states at the State and District level to ensure 

that the standards for female and male sterilization as laid down by the GOI are followed in 

respect of pre-operative measures, operational facilities etc. The committee consisted of 10 

members at the state level and 9 members at the district level. 

District Indemnity Sub-Committee (DISC) will also be formed at district level. The 

subcommittee at district level would comprise of the following:  

1. District Collector, (Chairperson) 

2. Chief Medical Officer/District Health Officer (convener)  

3. District Family Welfare Officer/RCHO/ equivalent (member secretary)    

4. Empanelled gynaecologist (from public institutions) 

5. Empanelled surgeon (from public institutions) 

This 5 member DFPIS “District Family Planning Indemnity Subcommittee” from within the DQAC 

would process claims received from the clients and complaints/ claims lodged against the 

surgeons and accredited facilities, as per procedures and time frame laid down in the FPIS 

manual. The “District Family Planning Indemnity Subcommittee” would meet every three 
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months or sooner if warranted. At least three members would constitute the quorum of this sub-

committee 

 

At Facility level: Quality Circle (QC): (Suggestive) 

Sterilization services are being provided to the people at various government andaccredited 

private/NGO outlets. At each service delivery site, sterilization service needs to be monitored 

and reviewed periodically. 

For institutions such as District/Civil/Sub-divisional/Referral/Rural Hospitals/CHCs/ BPHCs 

Quality Circles comprising of a team of medical, paramedical and other support staff should be 

constituted, depending on the size of the institution being monitored, for reviewing the quality of 

services periodically. 

 The suggested composition of the Quality Circles is as follows:I/C Hospital/Medical 

Superintendent: Chairperson , I/C Operation Theatre/ I/C Anaesthesia,  I/C Surgery, I/C 

Obstetrics and Gynaecology , I/C Nursing, I/C Ancillary Services (ward boys), I/C Transport, I/C 

Stores, I/C Records 

 

Mechanism of Monitoring of the Scheme- 

• District Quality Assurance Committee (DQAC) shall review quarterly the status of 

accredited facilities, empanelled providers, claim status, period of pendency of claims 

and advice the district officials to respond/comply with the deficiencies, if any. In case 

the numbers of pending claims are high, the committees can meet sooner if warranted. 

Moreover, SISC may intervene to fast track the claim disbursement process. 

• In case of death attributable to sterilization DISC should audit every single case as per 

procedure laid in Quality Assurance Guidelines issued by Ministry of Health and Family 

Welfare, GOI in compliance with the Hon’ble Supreme Court  directions  

• The claims after due diligence by the DISC should be put up to the SISC who would be 

the final arbiter for the same. 

• SQAC/DQAC shall ensure that each district and health facility is provided with FPIS 

Manual and mandatory documents required for claims. SISC/DISC shall ensure that 

District Officials are filing the FPIS Claims well within the stipulated period as per the 

scheme.  

• Convener of SISC (Director Family Welfare or Equivalent) designated for this purpose at 

state level shall review all pending matters including pending claims on monthly basis. 

State shall organize review meetings on biannual basis to review all pending matters 

including pending claims under the chairmanship of Mission Director (NHM) with the 

designated district machinery. The MOHFW, GOI shall conduct annual review on all 

matters relating to FPIS. 

 

Reporting of Sterilization Deaths, Complications and Failures 

Report on Sterilization Deaths 

� Sterilization deaths are to be reported in the Death Notification Form to the District CMO, 

i.e. the convener of the District QAC, within 24 hours of death by telephone, e-mail, or in 

person. The operating surgeon of the case should also be informed simultaneously of 

the occurrence of death so that he/she may fill up Death Notification Form within 7 days 

of intimation and send it to the District QAC. It is the responsibility of the Medical Officer 
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at the institution where the death occurred to fill in Death Notification Form. A copy of the 

Death Notification Form must also be sent to the state-level convener.  

� Following the immediate notification of death by the medical officer, the operating 

surgeon should review the records and complete on sterilization deaths and send it to 

the convener of the District QAC within 7 days. A copy of the records and the autopsy 

report and other pertinent information should be forwarded along with this report to 

officials as indicated earlier.  

� The District QAC will review the report, discuss the findings, conduct a field investigation 

and make recommendations for corrective action. The District QAC will then complete 

the Death Audit Report. 

�  The Death Audit Report should be presented by the District QAC within 30 days to the 

state-level committee, which will then forward it to the Government of India. 

 

Report on Sterilization Complications 

The report on complications requiring hospitalization attributable to sterilization is to be 

filled in by the District QAC of the district where the client has reported. 

 

The reportable complications are as follows: 

• Any problem directly related to surgery and/or anaesthesia that occurs within 60 days of 

the operation and intervention or management beyond what is normally required and 

that necessitates hospitalization;  

• Blood transfusion is required; 

• Any problem arising out of additional unplanned surgery other than that of the fallopian 

tubes, mesosalpinx or vas deferens at the time of the sterilization procedure; 

• Any subsequent operation/operations related to the original surgery. 

The DQAC should conduct a field investigation/enquiry, review the case record, discuss the 

findings and make recommendations for corrective action. 

 

Report on Sterilization Failures 

Sterilization failure is defined as any pregnancy that occurs after certification of the sterilization 

operation. In case of suspected pregnancy after the sterilization procedure, investigations such 

as urine test for pregnancy, USG and semen examination (in the case of male clients) should be 

conducted. 

The report on failure attributable to sterilization is to be filled in by the District QAC of the district 

where the client has reported within two weeks of reporting.. The District QAC will conduct a 

field investigation /enquiry, review the case record and report the findings to the state 

committee. 

A final report of the audit is to be sent to all those who are involved in the audit process, 

including the Medical Superintendent /Officer In-Charge/Administrator and other appropriate 

persons concerned at the institution where the death has occurred. The recommendations are 

to be shared with the concerned staff. 

The audit records should be kept for ten years for the purpose of comparison and for facilitating 

future audits. Copies are to be kept in a medical audit binder. 

 

Claim procedure-  
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• In the event of death/failure/complication following sterilization, the beneficiary shall 

immediately fill up claim form. 

• On receiving the claim papers, proper acknowledgement must be made by the DISC, for 

further processing and payment of the claims. Based on the submitted documents, 

claims shall be processed by the DISC under different sections of the scheme. 

• Stipulated time limit for settlement of claims would be 15 working days in case of death 

and 21 days in case of others, after completion of processing. 
 

 
 

Checklist of FPIS claim documents – 
 

Section IA-IB Section IC Section ID Section II 

Death Failure Complication 
Indemnity cover for 

Doctor/Facility 

Original & duly 
Completed "Claim Form 
Cum  Medical 
certificate." 

Original & duly 
Completed "Claim Form 
Cum  Medical 
certificate."  

Original & duly 
Completed "Claim Form 
Cum  Medical 
certificate." 

Intimation in writing 

Copy of Consent From 
& Medical record and 
Checklist  

Copy of Consent From 
& Medical record and 
Checklist 

Copy of Consent From 
& Medical record and 
Checklist 

Copy of Consent 

Copy of Post- Operative 
Card/ Discharge 
certificate 

Copy of Sterilization 
Certificate. 

Copy of Post- Operative 
Card/ Discharge 
certificate 

Copy of Sterilization 
Certificate. 

Copy of Death 
certificate issued by 
hospital/municipality or 
any other designated 
authority. 

Copy of any of the 
diagnostic Report 
confirming failure of 
Sterilization. 

Original Bills/ Receipts / 
Cash Memos along with 
Original Prescription 
and Case Sheet 

Certificate from the 
convener of DISC (CMO 
or equivalent) 
designated for this 
purpose at district level 
confirming that the 
Sterilization Operation 
was conducted by the 
doctor etc. 

Copy of Summon / FIR 

Proforma for Report on Failure Report on Complication Copy of the Award 
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Conducting Audit of 
Death by DISC 

following sterilization by 
DQAC 

following sterilization by 
DQAC 

given by the court along 
with the original receipts 
for which payment is 
made to the lawyer. 

Note: All the document should be duly attested by the convener of DISC (CMO or equivalent) designated 
for this purpose at district level. 
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2. MEDICO LEGAL EXAMINATION 
 

MEDICO-LEGAL WORK AT PHC 

Medical Officer is concerned with medico-legal work along with clinical & administrative 

jobs at PHC. MO should apply medical knowledge to certain branches of law. MO needs to 

depose in court as an expert witness. Therefore MO should carefully note all the facts observed 

& learn to draw conclusions correctly & logically. 

 

1. Medico legal cases 

Cases sent by police only do not constitute whole quota of medico legal work. Cases at the 

time of admission may be purely medical or surgical; however they may assume medico legal 

importance later on due to changed circumstances. Following cases should be considered as 

medico-legal cases and recorded in detail, even if they are not sent by police. 

• All accident cases  

• Burns, poisoning, snake bite, scorpion bite, human bites, tetanus etc.  

• Un-natural or suspicious death e.g. sudden death due to unknown cause, suicide, 

homicide, death in anesthesia or on operation table, death of a convict in jail, police 

custody etc.  

• Death of a patient within 24 hours of admission.  

• Patient brought unconscious or already dead to PHC/ hospital.  

• Complaint of rape.  

• Person under influence of alcohol.  

• Any doubtful case or death for which cause cannot be certified.  

• Injury after hospital admission e.g. falls from cot.  

 

2. Identification marks 

It is advisable to write one or two identification marks of the party examined. Whenever MO 

is called in a court of law to give evidence, he/she is asked whether he/she remembers to have 

examined the party. Identification marks have legal significance as actual verification can bed 

one in court. Signature or left thumb impression of patient would also be very useful for 

subsequent examination. 

 

3. Summons 

It is issued by the court in writing, in duplicate & signed by presiding officer of the court. It is 

served on witness by police officer or officer of the court. MO should know following important 

aspects of summons - 

• MO should sign first copy & return back to police and should retain second copy 

• When summons is served, MO must attend court and give evidence.  

• Attendance can be excused if MO is ill or is rendering a genuine emergency service for 

which no other doctor is available.  

• Criminal courts get precedence over civil courts.  

• It is necessary to maintain a summons register, indicating name of MO called, name of 

the court, date & time of hearing, name & register number of case.  

 

4. Recording of evidence 
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• Examination in chief: Witness is first examined by the side, which has called him. In 

government set up, this is commenced by public prosecutor.  

• Cross-examination: By opposite counsel.  

• Re-examination: After cross-examination, witness maybe re examined by counsel who 

has called him.  

• Court question: Judge may ask questions to witness to clear doubtful points.  

 

5. Medico legal reports 

Medico-legal report consists of three parts - 

• Introduction, date, place & time of examination including identification marks.  

• Facts observed on examination.  

• Opinion or inference drawn from the fact.  

Report should be written at the time of examination or immediately afterwards. Copy of report 

should be preserved in same form as original. Examples: Injury report, PM report. 

 

6. Dying declaration 

• Accepted in court as legal evidence after death of a person who made the declaration.  

• This is the statement verbal or written made by a person narrating circumstances 

leading to death. No oath is required.  

• It is admissible in all cases where cause of death is under inquiry.  

• As a rule, Magistrate should be present for dying declaration. Attending doctor should 

arrange for a magistrate to record dying declaration. However in exceptional cases MO 

can him/herself take dying declaration if dictated by circumstances.  

• If the patient’s condition is grave, medical attendant should record statement him/herself.  

• MO should certify that, patient is in sound mental condition to make declaration.  

• There should not be police officer nearby, no extraneous person around & no prompting 

to the person making declaration.  

• Declaration may be oral, but MO should write it down in presence of two disinterested/ 

unrelated witnesses. Preferably witness should be female. It should be recorded in 

words of declarant in the form of questions put to him & answers. If patient is unable to 

speak, then it should be recorded in the form of signs.  

• Declaration when concluded should be read over to the patient & signature or left thumb 

impression should be recorded. 

• Doctor & 2 witnesses should sign it.  

• Investigating officer should not be present while recording.  

• It should be forwarded to concerned Magistrate in sealed cover.  

• If the victim survives it ceases to have legal value, but is still useful as a supporting 

statement in case that person is examined.  

 

7. Doctor in Witness Box 

7.1. General aspects 

• When summons is served, MO must attend court & produce document.  

• Dress properly. Take MLC register, OPD/IPD case papers, etc. with you.  

• Master the facts, refresh memory & carefully study related recent literature.  
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7.2. Giving evidence 

• Address the judges as “Sir” or “Your Honour”.  

• Answers should be brief & precise. Give evidence slowly in a loud clear voice. Use 

simple words, avoid technical words. Avoid indiscriminate talk.  

• If you do not know the answer of any question, clearly say so. Never give opinion without 

knowledge.  

• Never lose temper. Always appear cool & dignified.  

• Sometimes council quotes a passage from text book & asks you as a witness whether 

you agree with it. Request the council to show textbook to you before replying, note the 

date of publication, read the paragraph contents and then state whether you agree or 

not.  

• When evidence is concluded, this should be read, signed by MO after getting 

corrections.  

• Do not leave court till permission is granted.  

 

8. Preservation of medico legal record 

All medico legal record should be preserved for 30 years where evidence has been 

recorded under l or 2 subsections of the section 512 of code of criminal procedures. Other 

medico legal record may be destroyed after 5 years from final date of case. 

In ML cases where no court proceedings are taken, record may be destroyed after 5 years 

from initial date of case in consultation with police authorities. 

Similar rule is applied for X ray plates i.e. if under section 512 (subsection 1 or 2) preserve 

for 30 years & all other for 5 years. 

 

9. OPD and IPD case papers 

• These case papers must have the stamp ‘MLC’. In addition to this, any correspondence 

related to any MLC must bear MLC stamp.  

• Outdoor & indoor register has to be separately maintained for MLC cases. Each case 

should have separate MLC number in addition to usual register number. 

• After thorough examination, case paper should have detailed notes of findings along 

with laboratory, X-ray, other investigations, operation notes, treatment given etc.  

• Case paper should not be handed over to patient.  

• MLC Record (case papers, registers) should be kept by MO in his/her custody under 

lock & key. Indoor case papers should be kept by ward sister under lock & key until 

patient is discharged & thereafter it should be with MO.  

• Record including indoor, outdoor case papers should be maintained in duplicate as 

some times original record may be required to be handed over to the court.  

• Case papers & correspondence should be maintained month & year wise.  

 

10. X-ray plates & laboratory report 

It is often necessary to refer medico legal cases for X-ray or laboratory examination. X-ray 

plates are positive proof & accepted as evidence in court of law. X-ray plates should be carefully 

marked with name of patient. 

Detailed X-ray & laboratory report should be properly recorded on case paper immediately 

on receipt. Time & date of receipt should be written on paper. 

 



 347

11. Medico legal register 

Every institute dealing with medico legal work must maintain “medico legal register” which 

is also called as “police register” or “Emergency police register (EPR)”. 

• Enter all the information recorded on case paper in MLC register, which includes Sr. no., 

date & time of attendance, buckle number of police constable, findings, treatment given, 

medico legal case paper number etc.  

• In remarks column, enter information regarding dispatch of letters and replies received.  

 

12. Medico legal report 

• MLC report should be issued promptly to police without waiting for demand letter.  

• Information recorded on case paper, MLC register and report should be same.  

• Report should be complete in all respects. Keep O/C of report in lock along with case 

papers. If case papers are in ward then keep them locked in ward.  

• Sometimes patient has to be investigated further or is kept under observation, in such 

cases provisional report has to be given & this has to be mentioned in covering letter as 

well as in remarks column of report.  

• If patient is referred to higher center for advanced treatment, concerned authority will 

give final report. In any case never give backdated report. 

• Each MLC report must have outward number of PHC.  

• If patient demands MLC certificate-  

- Patient has to give request letter demanding certificate.  

- MO can issue a copy of certificate to patient on his demand. However MO should    

ensure that certificate is handed over to police before giving it to patient. 

- Signature of patient should be taken after issuing certificate.  
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3. MEDICO LEGAL AUTOPSY OR POST MORTEM 

EXAMINATION 
 

1. OBJECTIVES OF MEDICO LEGAL AUTOPSY 

• To determine identity of a person when not known.  

• To determine cause of death, manner of death.  

• Ascertain time since death.  

• In case of newborns, to determine live birth & viability of child.  

• To collect evidentiary material.  

 

2. RULES 

PM examination should be considered as an urgent work taking into account psychology 

of relatives waiting for the body to be handed over. In addition, decomposition changes advance 

rapidly in our country due to weather condition, which may affect findings on PM examination. 

Following rules should be observed for PM examination. 

• PM examination should not be undertaken unless there is written order (authorization) 

from a police officer or magistrate.  

• Once written order (authorization) is obtained, there should be no delay in holding PM 

examination. It should be performed as early as possible.  

• MO should carefully read the police report about appearance of body, when it was first 

found & cause of death.  

• Examination should be conducted in daylight. Government of Maharashtra has directed 

that, PM maybe done at night if adequate quantity & quality of light can be assured so as 

to have correct interpretation.  

• Examination should be thorough & complete.  

• Some MOs refuse to accept dead body on ground that it is from outside their jurisdiction. 

This is not correct. MO should perform PM examination in first instance & make 

representation in the matter if necessary later on.  

 

3. CARRYING OUT POST MORTEM 

3.1. Check following record 

Ask the accompanying police officer for following records while accepting body. 

• Dead body challan  

• Inquest report / panchanama  

• In case of admitted patient summary of hospital record.  

a) Dead body challan - It is a requisition submitted byinvestigating police officer to MO 

while handing over body for PM. It contains general information like name, age, sex, 

religion etc. It also contains place from where body has come, distance, name of person 

accompanying, identification, time since dispatch and suspected cause of death. MO 

has to fill time of arrival & time of PM examination in the same challan.  

b) Inquest report - This includes description of theincidence, circumstances under which 

body was found, opinion of witnesses & police officer regarding injuries, cause of death 

etc.  
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3.2. Verify record and findings on body examination 

Verification of injuries noticed & recorded by investigating police officer is important. After 

identification of body, verify injuries recorded in panchanama. If MO fails to find injuries 

recorded by police officer, this should be clearly mentioned in report. If there are major 

discrepancies in observations by police officer & MO, it is preferable to ask for second 

panchanama by Magistrate. 

 

3.3. Conducting post mortem 

Even if cause of death is obvious from examination of a particular part of body; all parts 

must be systematically examined. 

1) External Examination 

• Body should be identified by police constable who brought it & also by relatives present 

on the spot before starting postmortem.  

• In case of unknown body, general appearance of body describing age, sex, race, 

stature, features, scars, colour, hair, tattoo marks etc should be noted for purpose of 

identification. Body should be photographed & finger prints taken.  

• If there are clothes on body, they should be examined for stains of blood, saliva, semen, 

vomit, faecal matter etc. & preserved for chemical analysis.  

• In case of firearm deaths, residues/used bullets if any, be preserved & handed over to 

investigating authority.  

• Approximate age should be given from presence of teeth other appearances.  

• Time since death should be noted from rectal temperature, post mortem lividity, rigor 

mortis, putrefaction, maggots etc.  

• Natural orifices should be examined for injuries, foreign bodies, discharges like blood, 

pus etc.  

• Careful search for presence of injuries from head to foot on the front & back should be 

made.  

• In case of burns, position, extent & degree should be noted.  

 

2) Time since death  

Estimation of exact time since death is difficult but approximation is possible.Following 

table gives guidelines to decide time since death. 

 

Table - 1: Guidelines to decide time since death 
 

Time since death Condition of body 

Less than 1 hour Body warm. 
3  hours 
6-8 hours 

Patch of post mortern lividity. 
Lividity fully developed & fixed. 

12 hours Rigor present all over, Greenpatch on skin / over caecum 

24-36 hours 
Rigor recending or absent. Green discolouration over whole body , 
abdomen distended with gases. Ova of flies seen. 

48 hours 
Trunk bloated. Face discoloured & swollen. Blisters present. 
Moving maggots seen. 

72 hours 
Whole body grossly swollen & disfigured. Hair & nail loose. 
Tissues soft & discoloured. 

1 Week Soft viscera putrefied. 
2 Week Only more resistant viscera distinguishable. 
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1-3 Month Body skeletonised. 

 

Important points to remember 

• In tropical country like India, average heat loss is roughly 0.50 to 0.70C per hour & body 

attains environmental temperature in about 16-20 hours after death.  

• Post Mortem lividity is fully developed & fixed in about 6-8 hours. 

• Rigor mortis usually commences in 2-3 hours after death, takes 12 hours to develop 

from head to foot, persists for another 12 hours and takes 12 hours to pass off. 

• In 12-18 hours, gases collect in intestines & distend the abdomen. In 18-36/48 hours 

after death gas formation is abundant. 

• Flies are attracted to putrefying body & lay their eggs in open wounds & moist natural 

orifices. Eggs hatch into maggots or larvae in about 12-24 hours and in course of 4-5 

days maggots develop into pupae. In another 4-5 days pupae into adult flies. 

• State of digestion of food contents help to fix time interval between food consumption 

and death. If at autopsy stomach is full, it would suggest that victim died within 2 hours 

of taking last meal. Food becomes indistinguishable in less than 4 hours and stomach is 

emptied in 4-6 hours. 

 

3) Internal examination 

 If there is fatal wound leading to one of the cavities, that cavity should be opened first. 

Otherwise head should be opened first, then thorax and finally abdomen. Every organ from the 

cavities must be examined but spinal cord need not be ordinarily examined unless suspicion of 

injury to vertebral column. 

 

4) Preservation of viscera & other material 

 In fatal cases of suspected poisoning, viscera and other material should be preserved for 

chemical analysis. Clean, wide mouthed, white glass bottles fitted with glass stopper with one 

liter capacity should be used to preserve viscera. Such bottles are available in the office of the 

chemical examiner. 

 

a. Guidelines for preserving & sending viscera 

• Preserving viscera& sending for analysis are two separate acts. 

• Only in genuine cases with direct or indirect evidence of poisoning, vomit, viscera etc. 

should be submitted for analysis. 

• MO should preserve viscera in following cases: 

� Drowning, burns, hanging, strangulation, suspected poisoning. 

� Where cause of death cannot be ascertained. 

� In all other cases MO should preserve viscera & explain to the police in writing 

why viscera is preserved & only if analysis is absolutely necessary it should be 

sent.  

� In all cases of drowning viscera has to be preserved but not dispatched unless 

police desires so preservation & dispatch of viscera is not substitute for careful 

PM examination. 

 

b. Viscera & its quantity 

Following viscera/material should be preserved and handed over to investigating authority: 
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• Whole stomach & its contents about 300 ml or all if less. 

• Small intestine - 3 feet in adults, 5 feet in children &whole in infants. 100ml small 

intestine contents or whole if less. 

• Liver- 400-500 gm; whole in infants. Preferably portion containing gall bladder. 

• Spleen - Half in adult, whole in children. 

• Kidneys - Half of each kidney in adults & both whole kidneys in children. 

• Blood- 10 ml or more. 

• Urine - 100 -200 ml. If less available, whole quantity. 

• Piece of long bone or plucked hair in case arsenic or lead poisoning is suspected. 

• Examination of blood & urine is useful in suspected poisoning cases. Collect blood and 

urine directly from heart & bladder respectively. 

 

c. How to preserve viscera 

i. Number of bottles 

• Preserve stomach, its contents and small intestine in one bottle. 

• Preserve pieces of liver, spleen & kidney in one bottle. 

• Urine sample should be preserved in separate bottle. 

 

ii. Preservative to be used 

In all poisoning cases (including alcohol poisoning) except by acid, saturated solution of 

common salt should be used as preservative. 

• For all acid poisoning cases rectified spirit should be used as preservative. 

• Formaline & denatured spirit should never be used as preservative in any poisoning 

case. Pieces of viscera should be cut into small pieces to ensure penetration of 

preservative. 

• All material should be submerged in preservative otherwise decomposition will take 

place & gases formed may cause lid spilling or even break the bottle. 

• Stoppers should be treated with grease or vaseline to prevent sticking & should be 

securely tied in position by tape or string. 

 

iii. Labeling, sealing &sending bottles 

• Bottles should be labelled & sealed. 

• A forwarding letter along with post mortem report, full history of patient in case of 

poisoning along with name of suspected poison if known is essential. Name of victim, 

nature of exhibit &case number given in forwarding letter should tally with labels on 

bottle. 

• Copy of seal should be sent with forwarding letter.  

• Bottles to be sent to chemical analysis should be sealed by concerned MO & sent to the 

officer I/C of near by police station (under intimation to the office at whose instance 

examination was conducted) for sealing & safe custody until order of magistrate or 

superintendent of police. 

 

d. Fingertips& bones 
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 Whenever bodies are not identified, MO should preserve fingertips. Dissecting 

terminal phalanx can do this. Occasionally bones require special examination & bones 

are sent to the Professor of Anatomy for such examination. 

 

4. VISIT TO PLACE OF CRIME 

 Medical Officer can visit place of crime if he/she feels necessary to arrive at cause of 

death. PM should be performed on spot in circumstances where body is severely decomposed 

or vital evidence may be lost during transportation.  

In case of on the spot PM examination MO should note following 

• Place & nature of soil where body is found, its position, state of clothes. 

• In case of death from violence, position of body in reference to surrounding objects such 

as sharp stones & like, contact with which may produce injury, whether blood stains are 

visible on such objects or anywhere near the corpse, whether any weapon lying near it. 

• In case of suspected poisoning any vomited matter in neighbourhood. 

 

5. OUTSIDERS DURING PM EXAMINATION 

 Unauthorized persons should not be allowed to be present during examination except 

medical students undergoing training. Police officer accompanying corpse for PM examination 

should not be allowed to be present in PM room at the time of autopsy. 

 

6. WRITING CAUSE OF DEATH & AUTOPSY REPORT 

Following important points should be kept in mind when writing PM report - 

• Report should be written on printed form. 

• No.5: Do not write ‘as per inquest report’, but write summary of the important facts & 

mention injuries as given in panchanama & confirmed by you. 

• No.9: Do not write ‘nil’, as it is improbable not to find any identification mark. 

• No.11: Rigor mortis should be described in detail i.e. whether present on whole body or 

part of body. 

• No.17: Enter details about injuries e.g. their exact site from fixed bony points, length, 

breadth, depth &character. It is advisable to attach diagram of injuries. 

• Injuries should be measured individually though numerous in number. Age and cause of 

each injury must also be mentioned. 

• If blood is present in any of body cavities, always mention approximate quantity. 

• After complete PM examination, MO should form opinion about cause &manner of death 

or probable cause of death & probable time since death based on finding of examination. 

He/she should immediately give abstract of opinion to the police constable 

accompanying body for communication to investigating officer. 

• A certificate should be given to police constable in charge of body immediately after PM 

examination is over in following form  

 

“This is to certify that, PM examination has been held on the body of the 

deceased.............................today between ...........to .............. The cause of death / probable 

cause of death as derived from PM examination is as follows 

................................................................................” 

 

Signature of MO performing PM exam. 
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• Write detailed PM report in triplicate. One copy is sent to investigating police officer 

within 24 hours by hand of police constable who brought body for examination & another 

to the superintendent of police/magistrate. Third copy is retained as office copy for future 

reference.  

• At the time of performance of PM examination, MO should complete original PM report 

in his/her own handwriting in PM room itself. Other copies can be typed. MO should 

keep original with him/herself. 

• When cause of death requires further examination, opinion about cause of death should 

be reserved pending such examination. 

 

7. PM REPORT TO PRIVATE PARTIES 

 Sometimes, private parties request for PM examination report. However this report is 

confidential document & cannot be given to private parties. Private party may be asked to 

approach police authorities or concerned magistrate. 

 

8. PM ROOM 

• Light should be adequate. 

• Colour of walls, floor & ceiling should be natural white, off white or gray. 

• Each PM room should have at least two light sources situated on opposite sides so that 

there are minimum shadows & total power being not less than 160W & not more than 

200W. 

 

9. RECORD IN PM ROOM 

Following registers should be kept in PM room - 

• Dead stock registers of equipment & supplies. 

• Incoming & outgoing dead body register giving time & date of dead body arrival, 

identification, time of handing over body, signature of person receiving dead body& his 

relationship with dead body. 

• Register for consent in case of non-medico legal PM examination. 

 

10. EXHUMATION 

 It is lawful disinterment or digging out of a buried body from the grave, which is 

sometimes necessary for purpose of identification & to determine cause of death when foul play 

is suspected. Guidelines to be followed for exhumation are - 

• Police officer cannot order for exhumation, only magistrate can order it. 

• Exhumation is carried out under supervision of MO &in the presence of police officer. 

• About 500 grams sample of earth is collected from above, below & sides of the body. 

• PM should be conducted as per regular procedure. 
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4. Consumer Protection Act (CPA / COPRA) Related to 

Medical Profession 
 

Introduction: 

With the fast pace of commercialization and globalization on all spheres of life, the 

medical profession is no exception. Since the passing of the Consumer Protection Act in 1986, 

the doctor-patient’s relationship has deteriorated significantly and litigation against doctors is 

increasing day by day. This review article enlightens medical practitioners regarding Consumer 

Protection Act and how to prevent litigations. 

The Doctor patient relationship in our country has undergone a sea change in the last 

decade and a half. The fortunate doctors of the past were treated like God and earned respect. 

Commercialization and globalization on all spheres of life has not even spared the medical 

profession as well. As a result, the doctor-patients relationship has deteriorated considerably. 

Earlier too, doctors were covered by various laws, i.e. the Law of Torts, IPC etc., but since the 

passing of the Consumer Protection Act in 1986, litigation against doctors is on the increase. 

Doctors practicing ethically and honestly should not have any reason for fear. Law whether civil, 

criminal or consumer law, can only set the outer limits of acceptable conduct i.e. minimum 

standards of professional care and skill, leaving the question of ideal to the profession itself. 

 

The purpose of the Act: 

To protect the interest of the consumers of different commodities available to them for 

which they pay but do not get standard quality of service. e.g. patient pay for the treatment but 

do not get correct treatment. Any sufferer consumer, State / Central govt. may lodge the 

complaint against the erring trader or suppliers, etc for the deficient service which cause some 

harm to the consumer in the different redressal forum. e.g. District Forum, State Commission, 

National Commission. 

 

Nature of Complaint: 

Any unfair trade practice adopted by the trader, and defective goods, deficiency in 

services /Deficiency in treatment, excess price charged by the trader /doctor by doing 

unnecessary investigation, prolonged hospital stay etc. for unlawful goods sale, which is 

hazardous to life and safety when used. A complaint hand written or typed can be filed by a 

consumer. Usually complaint should be decided within 90 days from the date of notice issued to 

the opposite party. Where sample of any goods is required to tested, case may be disposed 

within 150 days or it may take more time due to practical problems. The complaint should be 

filed in the District forum, State commission or National Commission within two years from the 

date on which the cause of action has arisen. In case there is sufficient ground for not filing the 

complaint within such period delay may be condoned at the discretion of the consumer 

forum/Commission. 

 

How to Avoid Litigation? 

a) Prevention at personal Level 

• MCI approved qualification, training and experience of recognized center are the primary 

safeguard against any litigation. 
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• Communication: This is the key to doctor Patient relationship. We should have polite and 

sympathetic attitude toward patients and their relatives. Increasing crowds of patients 

and improper communication to the patient about diagnostic and treatment procedures, 

complications and claims of guaranteed success are the main reasons for Patient’s 

dissatisfaction. Answers all queries of the patients / relatives without getting irritated. 

Academic and Technical up gradations- One should regularly attend Conferences, 

CMEs & Workshops to keep pace with progress in medical science. Other academic 

sessions should also be organized to up grade our junior staff and nursing team. 

• Medical Ethics Laws: A thorough knowledge of medical ethics and laws is essential for 

all medical professional. We should always get feed back from our patients about our 

setup, our staff & charges etc. Special training should be for doctors, paramedical staff, 

nursing staff etc from HRD experts about dealing with patients /relatives under grievous 

mental stress due to some loss or injury. 

 

b) Prevention at Practice: 

• Should have reasonable skill and care in diagnosis and treatment. 

• Proper documentation of facts and legally valid informed Consent.The reasonable Skill and 

care. 

• There are three aspects of reasonable skill and care - Medical, Social & Legal 

� Medical Aspect-First and foremost it is essential for every Doctor /Hospital /Nursing 

home to exercise reasonable skill and care expected of an average person with 

equivalent qualification and experience in similar circumstances.  

� Social Aspects-We should always exhibit our reasonable skill and care to the 

patients / attendants / relatives through expression, body language, action and 

discussion. We may be very sincere toward patient but failure to exhibit these 

gestures may leads to doubts in the mind of patients and their relatives.  

� Legal aspects - This include proper documentation about exercising reasonable skill 

and care in consultation, diagnosis and treatment. This can be done by making good 

clinical notes of finding on examination and treatment given. When there is failure to 

follow instruction, refusal for investigation, failure to come for review on specified day 

by patient, should always be recorded in underline way. These negative records act 

as important tool while defending our case in court of law. 

 

Prevention by professional indemnity by insurance cover -Professional indemnity 

insurance is a tool which not only meets the claim of compensation awarded against the doctor 

/hospital but also gives sense of mental security that even if same negligence is proved the 

insurance company will take care of it. Prevention by people support groups-By forming 

societies like I.M.A , Medical Collage Teachers Welfare Society we get a type of social security. 

It also prohibit the doctor speaking foul against there own colleague. 

 

Factual defenses: 

Mention qualification, training, experience etc. We can say that complainant or patient 

has not come to the court with clean hand i.e he has suppressed material facts e.g. previous 

illness, treatment etc. Written consent of the patients / relative / attendant especially, involving 

special risk in the treatment. Circumstances of the case e.g. there was emergency, lack of 
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facility (e.g. rural area) no one to give history of patients illness etc. Burden of proof of duty of 

care, breach of that duty, causation, damage etc, is on the patients or complainants. 

Reasonable knowledge, skill and care exercised. Treatment by patient from other doctor / other 

system of medicine simultaneously. More than one reason for occurrence of damage. 

Contributory Negligence. 

 

DO’S AND DON’TS FOR DOCTORS: 

 

Do’s for Doctors: 

• Mention your qualifications/ training/ experience/ designation on the prescription. 

• Always mention date and timing of the consultation. 

• Mention age and sex of the patient. 

• In a pediatric prescription weight of the patient must also be mentioned. 

• Always put your hand on the part that the patient/ attendant say is painful. 

• Apply your stethoscope on him, even if for cosmetic reasons. 

• Listen attentively. Look carefully, ask questions intelligently. 

• Always face the patient. Do not stare, especially female patients. 

• Ask the patient to come back for review on the next day, if you are not sure about the 

diagnosis/ treatment. 

• Mention “diagnosis under review” until the diagnosis is finally settled. 

• In complicated cases record precisely history of illness and substantial physical findings 

about the patient on your prescription. 

• Record history of drug allergy. 

• Write names of drugs clearly. Use correctdosages. 

• Always advise the patient not to stop taking a drug suddenly which is required to be tapered 

before it is stopped. 

• Remember major drug interactions. 

• Mention if patient/ attendant are/ is under effect of alcohol/ drugs. 

• Adjust doses in case of a child/ elderly patient and in renal or hepatic disorders. 

• In case of chronic ailments, mention treatment to be taken immediately in case of an 

emergency. 

• For example, a patient on anti-epileptic treatment should be advised to take an injection 

ofdiazepam when convulsions occur. 

• Mention where the patient should contact in case of your non-availability/ emergency. 

• If you are not sure what disease a patient has after a thorough workup, get a consultation. 

• Whenever referring a patient, provide him with a referring note. 

• In case of emergency/ serious illness, ring up the concerned doctor in the patient’s presence 

in hospital casualty. 

• Participate in at least one national / international conference of respective subjects every 

year. 

• Update your knowledge and skill from time to time. 

• Update not only your own knowledge and skill, but also that of your staff. 

• Update the facilities and equipment according to prevailing current standards in your area. 

• Preferably employ qualified assistants. If not available, impart proper training and skill at 

your or some appropriate centre and obtain a certificate for the same. 

• Routinely advice X-rays in injury to bones and joints and related diseases of bones/ joints. 

• Always rule out pregnancy before subjecting the uterus to X-ray. 
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• The period for the responsibility of the surgeon extends to and includes the post-operative 

care. 

• Always seek proper legal and medical advice before filing reply to the complainant referred 

to you from a consumer court. 

 

Don'ts for Doctors: 

• Don’t prescribe without examining the patient, even if he is a close friend or relative. 

• Never examine a female patient without presence of female nurse/ attendant, especially 

during genital and breast examinations. 

• Don’t smoke while examining a patient. 

• Don’t examine a patient when you are sick, exhausted, or under influence of alcohol or any 

intoxicated substance. 

• Don’t be overconfident. Don’t look overconfident. 

• Don’t prescribe/ administer a drug which is banned, e.g. Analgin. 

• Don’t over-prescribe/ administer too much of the drug, too large a dose, for too long. 

• Don’t under-prescribe: dose is too small, length of treatment is too short. 

• Never talk loose of your colleagues, despite intense professional enemy. 

• Possibilities of drug interactions increase with polypharmacy. 

• Don’t allow substitutions. 

• Don’t do anything beyond your level of competence. 

• Competence is defined by your qualification, training and experience. 

• Don’t give a drug parentally if it can be given orally. There may be some exceptions. 

• When you are not sure what and why to do. Consult your senior/ specialist/ colleague. 

• Don’t refuse the patient’s right to know about the hospital rules, regulations and hospital 

charges. 

• Don’t refuse if the patient/ attendants want to leave against medical advice (LAMA). It is 

their right. Document this properly. 

• Never avoid a call for help from a nurse on duty at night. A genuine emergency may be 

there. 

• Never label any condition as “functional” until you are as certain as possible of the accuracy. 

• Don’t leave at the moment of death. There is a tendency especially on the part of senior 

doctors to go away at this time when his presence and experience are most needed. 

• Don’t hesitate to extend your condolences and sympathies to the bereaved persons. 

• Don’t issue death certificates unless you have yourself verified it. 

• Don’t divulge secrets you come to know during discharge of your professional duties. 

• Don’t deny medical care to a patient with HIV infection/ AIDS. Observe all necessary 

precautions. 

• Don’t inform that the person is infected with HIV unless confirmatory test results are 

received. 

• Don’t give untrue, misleading or improper reports, documents, etc. 

• Do not leave a patient unattended during labor. 
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1. VITAL STATISTICS 
 

 

While working in Health Department it is necessary to know the information regarding 

various VITAL statistics and DEMOGRAHIC indicators. These indicators are useful for 

monitoring, supervising various health programmes.  

 

Demography: 

• Demography is the “scientific study of human population in which includes study of 

changes in population size, composition and its distribution.” 

• “Demo” means “the people” and “graphy” means “measurement.” 

                (Demos=population, Graphy=picture) 

Demographic characteristic of a county provide an overview of its 

• Population size, 

• Composition territorial distribution, 

• Changes therein and 

• The components of changes such as 

- Nativity 

- Mortality, 

- Social mobility.  

 

This section on demographic indicators has been subdivided into two Parts. 

• Population Statistics 

• Vital Statistics 

 

Population Statistics include indicators that measure the  

1. Population size  

2. Sex ratio  

3. Density and  

4. Dependency ratio. 

 

While Vital Statistics include indicators such as  

1. Birth rate  

2. Death rate  

3. Natural growth rate  

4. Life expectancy at birth  

5. Mortality  

6. Fertility rates.  

 

These indicators for the country as well as states help in identifying areas that 

need  

− Policy and programmed interventions, 

− Setting near far-term goals, 

− Deciding priorities. 

 

Importance of Demographic data 
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• Health status of a community depends upon the dynamic relationship between 

number of people, their composition and distribution. 

• Planning of health services can be guided by demographic variables, for example:  

i) How many health units do we need?  

ii) How to distribute them in the community in order to be accessible to the target 

population?  

iii) What type of manpower is needed? 

 

Source of demography 

• Population censuses 

• National Sample 

• Surveys Registration 

• Vital Events 

      

     Vital Statistics  

Definition: Vital statistics are conventionally numerical records of marriage, births, 

sickness and death by which the health and growth of community may be studied. 

Or 

It is a branch of biometry deals with data and law of human mortality, morbidity and 

demography. 

 

Vital Events 
 

Vital events plays very important role in Health Statistic 

This includes  

• Births 

• Deaths 

• Marriage 

• Divorce 

 

    Source of Vital Statistics  

• Civil Registration System: 

It is defined as the continuous permanent and compulsory recording of the occurrence of 

vital events like live births, deaths, fetal deaths, marriages, divorces, as well as annulments, 

judicial separation, adoption.Civil registration is performed under a law and regulation so as 

to provide legal basis to the records and certificate made from system. 

 

• National Sample Survey: 

The data collected from the census are not very reliable and available only once in years. In 

absence of reliable data from the civil registration system (SRS), the need for reliable 

statistics at national and state levels is being met through sample surveys launched from 

time to time. 

 

• Sample Registration System: 
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In this system, there is continuous enumeration of births and deaths in sample of 

villages/urban areas by a resident part time enumerator and then an independent six 

monthly retrospective survey by a full time supervisor.  

 

• Survey of Cause of Death : 

The scheme was previously known as Model Registration Scheme. 

This scheme is ruled in only one selected village of every PHC in Maharashtra with the help 

of MPW(M/F). Monthly report is send to District HQ and State. An independent six monthly 

retrospective survey is carried out by MPW(M/F) & Supervisor. Another source is MIS which 

was started in 1981. Now various softwares are developed for data. eg. DHIS II, RCH web 

poratal, CRS software, Training software, Niramay, e-Aaushadhi, etc. 

 

• Health Surveys : 

A few important sources for demographic data have emerged. These are National Family 

Health Surveys(NFHS) and the District Levels Household Surveys (DLHS) conducted 

for evaluation of reproductive and child health programmes. 

NFHS provide estimates of fertility, child mortality and a no. of fertility, child mortality and a 

no. of health parameters relating to infants and children at state level. 

The DLHS provide information at the district level on a no. of indicators relating to child 

health, reproductive health problems and quality of services availability to them. 

 

Purpose: 

1. Community Health: To describe the level of community health, to diagnose community 

illness & to discover solutions to health problems. 

2. Administrative Purpose: It provides clues for administrative action to create 

administrative standards of health activities. 

3. Health Programmed Organization: To determine success or failure of specific health 

programmed or undertake overall evaluation of public health work. 

4. Legislation Purpose: To promote health legislation at local, state & national level. 

5. Government Purpose: Todevelop, policies, procedure at state and central level. 

 

• Uses : 

1. To evaluate the impact of various National Health Programmes. 

2. To plan for better future measures of disease control. 

3. To explain the hereditary nature of the disease. 

4. To plan and evaluate economic and social development. 

5. It is a primary tool in research activities. 

6. To determine the health status of individual. 

7. To compare the health status of individual one nation with others. 

 

• Population Projection : 

We know the accurate population of a particular region during the census conducted by 

GOI. The census is carried out once in a decade (10 years). If we require a population 

between two censuses, we have to project it. There are various tools for projection of 

population for a particular point of time. One of them is Arithmetic method of projection. In 

this method we estimate the Mid Year Estimated Population (MYEP) or Mid Year Population 

(MYP). 



 362

 

• Mid Year Population (MYP) : 

It is nothing but the population as on 1st July for calendar year of a particular year.e.g. Mid 

Year Population of 2017 means the population as on 1st July 2017.MYP is calculated by 

number of methods, few are as follows- 

A. MYP by arithmetic increase method 

The formula is 

       

                                (P2&P1) 

                               P     =     P2   +   ---------------  X  (D+1/3) 

       N 

 

Where, P is Mid Year Population. 

     P2 is Population of recent census. 

  P1 is Population of previous census. 

D is Difference in years between the year for which wewant to calculate MYP & recent  

census year. N is d 

 

B. FERTILITY INDICATORS 

1. AGE SPECIFIC FERTILITY RATE (ASFR):  

This rate expresses number of live births given by 1000 women of the specific age group.  

 

ASFR          =   Total No. of Bs given by Particular age gr. of female X 1000 

                                   Midyear Female population of same age group 

 

                   Generally ASFR is calculated for 7 age groups.  

                   These are 15-19, 20-24, 25-29, 30-34, 35-39, 40-44, & 45-49.  

 

2. GENERAL RERTILITY RATE (GFR) :  

This rate gives number of births per 1000 women of child bearing 

ages. 

                                    GFR =   Total No.of Births_____________     X 1000 

  No. of women in child bearing age 

   

3. TOTAL FERTILITY RATE (TFR) : 

Under specific fertility pattern a woman can have number of births in child bearing 

period. This is a hypothetical measure. 

 

                                     TFR           =   5 x Sum of all A.S.F.R.   

                                                                           1000 

• GROSS REPRODUCTION RATE (GRR) : 

GRR is an average no. of daughters that would be born to woman if she experiences the 

current fertility pattern through her reproductive span(15-49 yrs.).  

 

GRR   =   5 X Sum of all A.S.F.R. for females 

                                 1000 
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What indicates GRR for Raigad District? 

• Crude Birth Rate (CBR) : 

It is the simplest measure of fertility, expressing number of births per 1000 persons in the 

population during the given year for the given region.  

 

           CBR   =        Total No.of Births___ X 1000 

                                     Mid Year Population 

 

CBR gives number of births occurred in 1000 population. This rate is useful to 

estimate no. of births in specific area. 

 

• Still Birth Rate (SBR): 

Still Birth is number of still births per one thousand live births in a year.  

 

SBR   =        Total No.of Still Birth   X 1000 

                                    (Total live Births + Still Births) 

 

(Based on the WHO definition of third-trimester stillbirth used for international comparability, i.e. 

dead fetus of 1000 g or more at birth or after 28 completed weeks of gestation or attainment of 

at least 35 cm crown-heel length.) 

 

Note: SBR gives us how many still births have occurred per 1000 births. This rate is used to 

plan to improve services to pregnant and at the pregnancy and at the time of delivery. 

 

C. MORTALITY INDICATORS: 

 

1. CRUDE DEATH RATE (CDR) : 
 

  Crude Death Rate =               Total No.of Deaths X 1000 

                                                 Mid Year Population 

 

Note : For survey study we can use surveyed population instead of MYP 

CDR gives number of deaths occurred in 1000 population. This rate is useful to 

estimate no. of deaths in specific area. 

 

2. INFANT MORTALITY RATE (IMR): 

 

Infant Mortality Rate is no. of deaths of children in one year of age per thousand live 

births in that year. 

 

Infant Mortality Rate =    Total No.of Infant Deaths (0-1Yr.) X 1000 

                                                         Total No. of Live Births 

 

3. CHILD MORTALITY RATE (CMR) : 
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Child Mortality Rate =       Total No.of Child Deaths (0-5 Yr.) X 1000 

                                                    Total No. of 0-5 years children 

 

4. AGE SPECIFIC MORTALITY RATE (ASFR) : 
 

Number of deaths in specific age group per 1000 population in that specific age group in 

a given year. 

 

ASMR  =No.of Deaths in a particular age group  X 1000 

                      Population of the same age group  

 

5. MORTALITY RATES OF UNDER ONE YEAR OF AGE 

            5a) PERI-NATAL MORTALITY RATE (PNMR): 
 

For this rate still births and deaths at the age less than one week are taken in numerator, 

While the still births and live are taken in the denominator, multiplied by 1000. 
 

                    PNMR =  No. of Still Births +No. of deaths <7days i.e. 1 wks. X 1000 

                               No. of live Births +No. of Still Births 

 

This rate is useful to identify how much is the mortality of children under 1 week. By 

knowing this a medical person can plan to avoid these deaths.  

 

In spite of this there are various rate regarding mortality of children under 1 

year. Their formulae are as fallows - 

 

5b) EARLY NEONATAL MORTALITY RATE : 
 

ENMR =    No.of ID less than 7 days during the yr.  X 1000 

                     No. live Births during the year 

 

5c) LATE NEONATAL MORTALITY RATE : 
 

LNMR =    No.of ID between 8-28 days during the yr. X 1000 

                                 No. live Births during the year 

  

5d)  NEONATAL MORTALITY RATE : 

 

NMR =No.of ID upto 28 days during the yr.  X 1000 

                    No. live Births during the year 

 

5e) POST NEONATAL MORTALITY RATE : 

 

PNM  =   No.of ID from 29 days to 1yr. during the yr.  X1000 

                         No. live Births during the year 

 

6. MATERNAL MORTALITY RATE (MMR) : 

This is a very important and sensitive indicator, because we can judge the services received 

by pregnant women given by medical personnel.  

 



 365

MMR    =     Total No.of Maternal Deaths   X 1000 

                                           Total No.of live Births 

Note – Maternal deaths is the female deaths due to complications of pregnancy, child birth or 

within 42 days of delivery due to “puerperal causes” 

 

7. COUPLE PROTECTION RATE (CPR) : 

 

  CPR =           Couples using various methods of FP X 1000 

                                          Total No. of Eligible couple 

 

8. HOSPITAL RATES : 

Some of the hospital utilization rates are given below : 

 

                                                      ∑ Daily census of month 

Bed occupancy Rate = -----------------------------------------------------------------  X 100 

(B.O.R.)                          No. of sanctioned beds X No. of days in a month 

 

Note - Where daily census refers to per day remaining admitted 

patients in the hospital 

 

                                     Total no. of discharge Pt.+Deaths in a month 

Bed Turnover Rate = --------------------------------------------------------------- 

(B.T.R.)            Number of sanctioned beds 

 

                                                           ∑ daily census of month 

Average length of stay = ----------------------------------------------------------------- 

(ALOS.)                                 No. discharge + No. of Deaths in a month 

 

 

                                               Total number of OPD (Old + New) 

Out patient for inpatient= ---------------------------------------------------- 

                                                      ∑ daily census 

 

                                             No. of Surgery            X 100 

Major Surgery Rate = ----------------------------------- 

                                         Total No. of Admissions 

 

 

                                       Total No. of LSCS X 100 

LSCS Ra    =     --------------------------------------------------------------- 

                                Total No. of Deliveries (Normal +LSCS) 

 

 

                               No. of new cases of disease during specified period 

Incidence Rate =--------------------------------------------------------------------------x1000 

                               Total Population during the same period for that place 
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It is calculated where high incidence occur. eg.Cholera, Measles, Diphtheria etc. 

 

                            No. of(O+N) cases of disease during specified period 

Prevalance Rate = -----------------------------------------------------------------------------x1000 

                                           MYP of that area during specified period 

 

HEALTH OUTCOME GOALS ESTABLISHED IN THE 12TH FIVE YEAR PLAN 

(OBJECTIVIES) 

 

• Reduction of Infant Mortality Rate (IMR) to 25 per 1,000 live births by 2017. 

• Reduction in Maternal Mortality Ratio (MMR) to 100 per 100,000 live births by 2017. 

• Reduction in Total Fertility Rate (TFR) to 2.1 by 2017. 

• Providing clean drinking water for all by 2009 and ensuring no slip- backs. Reducing 

malnutrition among children of age group 0-3 years to half its present level. 

• Reducing anemia among women and girls by 50%. 

• Raising the sex ratio for age group 0-6 to 935 by 2011-12 and 950 by 2016-17. 
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2. SOFTWARES UDED IN PUBLIC HEALTH 
 

RCH iksVZyiksVZyiksVZyiksVZy 
 

dqVqac dY;k.A e_Aky;] HAkjr ljdkjus MCTS gh lax.Adh; iz.Akyh fodlhr dsyh gksrh- 
mn@ns'Amn@ns'Amn@ns'Amn@ns'A    

1) xjksnj ekrk o ckyds ;kauk fnysY;k lsokaps VW!dhax dj.ks 
2) ykHAkFAhZ xHAZorh efgyk o ckyds ;kauk ;ksX; osGh vkjksX; lsok feG.As 
3) vkjksX; lsok cGdVhdj.A 
4) vkjksX; lsokaph O;kIrh ok<oh.As] tkLrhr tkLr ykHAkF;kZai;Zar lsok iksgpfo.As 
5) midsUnz Lrjkiklwu rs jkT; Lrjki;Zar i;Zos{A.A dj.As 

    

miyC/k ?kVdmiyC/k ?kVdmiyC/k ?kVdmiyC/k ?kVd  
yksdla[;k ukssan.kh] ik_ktuu{ke tksMih] xjksnj ekrk ;kapk ikBiqjkok] xjksnji.kph fu"iRrh] vHkZd 

ri'khy] izlqrhuarjph dkGth] ckyd uksan.kh 
 
dk;Z{ks_k & xzkeh.k o 'kgjh Hkkx 
 
MkVk ,UV!h & ykHkkFkhZ fugk; ]xko fugk; 
 
MkVk ,UV!hLrj & midsnzaLrj$izk-vk-dsnz ]xzkeh.k$miftYgk$ftYgk jQX.kky;s 
 
MkVk ,UV!h dj.ks & vkBoMh 
 MCTS e/;s loZ jkT;kaps vgoky lknj dsys tkr gksrs- ek_A ;ksX; tksMI;kaph vkdMsokjh o 
R;kckcrpk ikBiwjkok ;kpk MCTS e/;s varHAkZo ulY;keqGs dsUnz ljdkjus ufou RCH iksVZy fodflr 
dsysys vkgs T;ke/;s ;ksX; tksMih] xHAZorh efgyk vkf.A ckyds ;kaps R;kauk ns.;kr ;s.Ak`;k vkjksX; 
lsokackcr i;Zos{A.A dj.;kr ;srs- R;keqGs jkT;krlq/nk MCTS ,soth vkrk RCH iksVZy okij.;kr ;sr 
vkgs-  
 RCH iksVZyeqGs vkjksX; lsok cGdVhdj.A] tkLrhr tkLr ykHAkF;kZai;Zar lsok iksgpfo.As o loZ 
Lrjkaoj ns.;kr ;s.Ak`;k lsokackcr i;Zos{A.A dj.As gs 'AD; >Akys vkgs- ;kojhy ekfgrh o vgokykapk 
mi;ksx osGhp tks[AehP;k ekrk vksG[Awy izfrca/AkRed mik; dj.As] rlsp odZIyWuOnkjs ;ksX; osGh lsok  
iwjowu ekrke=R;q o ckye=R;qqP;k izek.Akr ?AV ?AMowu vk.A.As ;kdjhrk gksr vkgs- 
 ;ksX; vgoky izkIr gkss.;kdjhrk vpwd MsVk,UV!h gks.As vko';d vkgs- R;keqGs midsUnz LrjkojQu 
;ksX; MsVk,UV!h dj.;kdjhrk rlsp odZIyWuuqlkj lsok ns.;kLro vkjksX; lsod ;kauk lnj iksVZy okijrk 
;s.As vko';d vkgs- 

lnj iksVZy djrk Google Crome ;k osc czkmQ>Ajoj tkmQu www.rch.nhm.gov.in  gk URL 
VkbZi djkok- R;kuarj foaMks ;sbZy- 
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1) ;kuarj ekfgrh HAj.;kdjhrk  ;k cVukoj Dyhd djkos- 
iw<hy foaMks ;sbZy- ;kr LVsV egkjk"V! flysDV djQu vkiY;k midsUnz R;k izk-vk-dsUnzke/;s ;srs 
R;k izk-vk-dsUnzkps ;qtj use o ikloMZ Vkdwu vkf.A R;kuarj rsFAs ns.;kr vkysyk best dksV 
Vkdwu Login cVuoj Dyhd djkos- 
 

2) ykWx bu dsY;kuarj [Akyhy foaMks ;sbZy- ;ke/;s mtohdMs ojP;k Vksdkyk T;kaps ykWx bu vlsy 
R;k izk-vk-dsUnzkps uko o jkT;kps uko fnlsy-  
 

3) ;kuarj lsV yksds'Au ;k cVukoj Dyhd djkos- iw<hy foaMks vkY;kuarj MsVk ,UV!h djko;kps 
lc lsaVj o xkokps uko flysDV djkos vkf.A Set cVukoj Dyhd djkos- 
 

4) yksds'Au lsV dsY;kuarj MsVk ,UV!h cVukoj Dyhd djkos- ;kuarj Ldzhuoj [Akyhy izek.As 
vk;dkWUl fnlrhy- R;kuqlkj MsVk ,UV!h dj.;kdjhrk vko';d vk;dkWuoj Dyhd djkos- 
 

v) Profile Entry  e/;s lsok iqjfo.Ak`;k ,-,u-,e-] vk'Ak o vax.AokMh dk;ZdrhZps uko o eksckbZy 
uacj] xkokph yksdla[;k] ,dw.A ;ksX; tksMI;kaph la[;k bR;knh rlsp toGps 24#7 izk-vk-ds-] FRU 

pk iRrk o laidZ dzekad vkf.A jQX.Aokghdspk laidZ dz-bR;knh ckch vkgsr- 
c) lsok iwjfo.Ak`;k ,,u,e o vk'Ak ;kapk izksiQkbZy Health Provider/ASHA  Entry  ;k cV.Akoj Dyhd 
djQu djkoh-    
;ksX; tksMih] xHAZorh efgyk o ckyds ;kaph MkVk ,UV!h ;ksX; R;k cV.Akoj Dyhd djQu dj.;kr ;koh- 
xHAZorh efgysph izlqfr >AkY;kuarj iwUgk rhph ;ksX; tksMis Eg.Awu uksan dj.;kdjhrk MkVk ,UV!h  EC 

Reregistration ;k cV.Akoj Dyhd djQu djkoh- 
odZIyWue/Awu ykHAkFAhZauk fnysY;k o moZfjr vkjksX; lsokaph ekfgrh ?Asrk ;srs-  
osclkbZV www.rch.nhm.gov.in  

 

HMIS iksVZyiksVZyiksVZyiksVZy 
 HMIS (gsYFA eWustesUV bUiQkWesZ'Au flLVhe) gs osc iksVZy dqVqac dY;k.A ea_Aky;] HAkjr 
ljdkjOnkjk 21 vkWDVkscj] 2008 lkyh xzkeh.A rFAk 'Agjh HAkxkrhy 'Akldh; rlsp [Aktxh vkjksX; 
laLFAkae/Ahy lkoZtfud vkjksX;k'Ah lacaf/Ar ekfgrh rlsp vgoky izkIr gks.;kdjhrk dk;kZUohr dj.;kr 
vkys- gs iksVZy lkoZtfud vkjksX;kckcr loZ ekfgrh ,dk fBdk.Ah miyC/A gks.;kLro ,d f[AMdh 
(single window) vkgs-  
    
mnns'k% mnns'k% mnns'k% mnns'k% vkjksX; laLFkk fugk; vkdMsokjh xksGk dj.ks] mfn"; o lk/; ckcr ekfgrh ?As.As- 
    

miyC/k ?kVd% miyC/k ?kVd% miyC/k ?kVd% miyC/k ?kVd% ekrk o cky laxksiu funsZ'kkad] yWc VsLV] ylhdj.k] dqVawd dY;k.k dk;Zdze] vkarj o 
ckg; jQX.k] ekrk e=R;w cky e=R;w o brj e=R;w ckcr ekghrh o fgorki] {k;jksx dk;Zdze] OgWDlhu] 
vkS"k/k lkBk miyC/krk 



 

dk;Z{ks_k&dk;Z{ks_k&dk;Z{ks_k&dk;Z{ks_k&xzkeh.k o 'kgjh Hkkx (iQDr dk;Z{ks_kke/;s fnysY;k$?kMysY;k lsokaph uksanh) o 
nok[kkus 
    

MkVk ,UV!hLrj &MkVk ,UV!hLrj &MkVk ,UV!hLrj &MkVk ,UV!hLrj & midsnzaLrj$izk-vk
    

MkVk ,UV!h dj.ks &MkVk ,UV!h dj.ks &MkVk ,UV!h dj.ks &MkVk ,UV!h dj.ks & eklhd o ok"khZd
 
 ;k iksVZyoj midsUnz LrjkojQulq/nk MkVk ,UV!h dsY;k tkrs T;kph tckcnkjh c
ns.;kr vkysyh vkgs- 
 MkVk ,UV!h gh vkWuykbZu o vkWiQykbZu ;k nksUgh izdkjs dj.;kph lks; ;k iksVZye/;s ns.;kr 
vkysyh vkgs- 

vkd=rh % midsUnz Lrj rs dUnz Lrjki;Zar ekfgrh o vgokykph nsok.A?Asok.Avkd=rh % midsUnz Lrj rs dUnz Lrjki;Zar ekfgrh o vgokykph nsok.A?Asok.Avkd=rh % midsUnz Lrj rs dUnz Lrjki;Zar ekfgrh o vgokykph nsok.A?Asok.Avkd=rh % midsUnz Lrj rs dUnz Lrjki;Zar ekfgrh o vgokykph nsok.A?Asok.A
  

 vkWuykbZu eksMe/;s baVjusV'Ah tksMysys vlrkauk iksVZyoj ykWx bu djQu ekfgrh HAjQu lso 
djrk ;srs- T;k HAkxkr baVjusV ukgh rsFAs vkWiQykbZu MkVk ,UV!h djrk ;srs
MkmQuyksM dsysY;k fof'A"V iQkWesZVl@e/;s vkWiQykbZu MkVk ,UV!h djQu lnj iQkWesZVl@ baVjusV miyC/A 
vlrkauk viyksM djrk ;srkr- 
 midsUnz] izkFAfed vkjksX; dsUnz LrjkojQu izR;sd efg
vkgs- R;kuarj lnj fjiksVZ rkyqdk Lrjkoj ikBfo.;kr ;srkr
 ;k iksVZyoj djko;kph MkVk ,UV!h o brj vko';d ckch ;kaph vf/Ad ekfgrh lkscr ns.;kr 
vkysY;k lh-Mh- e/;s ---------------
 

osclkbZV  osclkbZV  osclkbZV  osclkbZV  www.nrhm-mis.nic.in

 

o 'kgjh Hkkx (iQDr dk;Z{ks_kke/;s fnysY;k$?kMysY;k lsokaph uksanh) o 

vk-dsnz] xzkeh.k$miftYgk$ftYgk jQX.kky;s 

eklhd o ok"khZd 

;k iksVZyoj midsUnz LrjkojQulq/nk MkVk ,UV!h dsY;k tkrs T;kph tckcnkjh c

 o vkWiQykbZu ;k nksUgh izdkjs dj.;kph lks; ;k iksVZye/;s ns.;kr 

vkd=rh % midsUnz Lrj rs dUnz Lrjki;Zar ekfgrh o vgokykph nsok.A?Asok.Avkd=rh % midsUnz Lrj rs dUnz Lrjki;Zar ekfgrh o vgokykph nsok.A?Asok.Avkd=rh % midsUnz Lrj rs dUnz Lrjki;Zar ekfgrh o vgokykph nsok.A?Asok.Avkd=rh % midsUnz Lrj rs dUnz Lrjki;Zar ekfgrh o vgokykph nsok.A?Asok.A

vkWuykbZu eksMe/;s baVjusV'Ah tksMysys vlrkauk iksVZyoj ykWx bu djQu ekfgrh HAjQu lso 
HAkxkr baVjusV ukgh rsFAs vkWiQykbZu MkVk ,UV!h djrk ;srs- R;kdjhrk iksVZyojQu 

MkmQuyksM dsysY;k fof'A"V iQkWesZVl@e/;s vkWiQykbZu MkVk ,UV!h djQu lnj iQkWesZVl@ baVjusV miyC/A 

midsUnz] izkFAfed vkjksX; dsUnz LrjkojQu izR;sd efgU;kP;k 5 rkj[Asi;Zar MkVk ,UV!h djko;kph 
R;kuarj lnj fjiksVZ rkyqdk Lrjkoj ikBfo.;kr ;srkr- 
;k iksVZyoj djko;kph MkVk ,UV!h o brj vko';d ckch ;kaph vf/Ad ekfgrh lkscr ns.;kr 

---------------iQksYMje/;s vkgs-  

mis.nic.in  
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o 'kgjh Hkkx (iQDr dk;Z{ks_kke/;s fnysY;k$?kMysY;k lsokaph uksanh) o [kktxh 

;k iksVZyoj midsUnz LrjkojQulq/nk MkVk ,UV!h dsY;k tkrs T;kph tckcnkjh c-vk-lsodkaoj 

o vkWiQykbZu ;k nksUgh izdkjs dj.;kph lks; ;k iksVZye/;s ns.;kr 

 
vkd=rh % midsUnz Lrj rs dUnz Lrjki;Zar ekfgrh o vgokykph nsok.A?Asok.Avkd=rh % midsUnz Lrj rs dUnz Lrjki;Zar ekfgrh o vgokykph nsok.A?Asok.Avkd=rh % midsUnz Lrj rs dUnz Lrjki;Zar ekfgrh o vgokykph nsok.A?Asok.Avkd=rh % midsUnz Lrj rs dUnz Lrjki;Zar ekfgrh o vgokykph nsok.A?Asok.A    

vkWuykbZu eksMe/;s baVjusV'Ah tksMysys vlrkauk iksVZyoj ykWx bu djQu ekfgrh HAjQu lso 
R;kdjhrk iksVZyojQu 

MkmQuyksM dsysY;k fof'A"V iQkWesZVl@e/;s vkWiQykbZu MkVk ,UV!h djQu lnj iQkWesZVl@ baVjusV miyC/A 

U;kP;k 5 rkj[Asi;Zar MkVk ,UV!h djko;kph 

;k iksVZyoj djko;kph MkVk ,UV!h o brj vko';d ckch ;kaph vf/Ad ekfgrh lkscr ns.;kr 
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DHIS - 2 iksVZy (iksVZy (iksVZy (iksVZy (New version))))    
 

• DHIS-2 Software gs jkT; 'kklukps lkIVosvj vkgs- 
• mnns'k& ts funZs'kkda dsanz 'kklukps lkIVosvje/;s ukgh fr vkjksX; laLFkk fugk; vkdMsokjh xksGk 

dj.ks] mfn"; o lk/;  ;k lkIVosvje/;s vkgs 
• miyC/k ?kVd &ekrk o cky laxksiu] tuuh lqj{kk ;kstuk] tuuh f'k'kq lqj{kk dk;Zdze] lkFkjksx] 

vallxZtU; vktkj] National Programme on Prevention and control of Cancer, Diabetes, 

CVDs & Stroke (NPCDCS),ik.kh xq.koRrk fu;a_k.k 
• dk;Z{ks_k&xzkeh.k o 'kgjh Hkkx (iQDr dk;Z{ks_kke/;s fnysY;k$?kMysY;k lsokaph uksanh) o [kktxh 

nok[kkus 
• MkVk ,UV!hLrj & midsnzaLrj$izk-vk-dsnz] xzkeh.k$miftYgk$ftYgk jQX.kky;s 
• MkVk ,UV!h dj.ks & eklhd  

 

osclkbZV & osclkbZV & osclkbZV & osclkbZV & www.nrhm-mis.nic.in  

 

e-AUSHADHI 

 
Aushadhi is a web based application which deals with the management of stock of various 

drugs, sutures and surgical items required by various District Drug warehouse, CHC, PHC & 

DDC of Maharashtra state. 

"e-Aushadhi" helps in determining the needs of various Sub-stores such that all the required 

drugs are constantly issued by DDW to its Sub-store, to Patient by DDC without delay. 

Features of e-Aushadhi - 

• Role Based Access. 

• Supplier Interface & Lab Interface. 

• Supplier Payment Process. 

• Budgeting, Stock Ledger & Drill-Down Reports. 

• Various kinds of Analysis like ABC, VED, FSN. 

• Customizable Alert Management & Reports. 

• Categorization of Drugs as per CIMS guidelines. 

• Provision of maintaining expiry date / shelf life for an item wherever applicable 

 

e-Aushadhi Process 

S.No Module Forms Users 

E-Aushadhi Services 

1 Demand Transfer Demand Request(Short) 

Transfer Request(Excess) 

Indent Generation 

Demand Generation Purchase 

• DDW’s   

• Sub Stores 

2 Receive Challan Process DDW’s 
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Acknowledge Desk 

Transfer Acknowledge Desk 

DDW’s, Sub stores 

4. Return Offline Return DDW’s 

5.  Sample Receiving At Hq QC 

6. Order Mgmt Purchase  Order  Generation  Desk  

(Local PO) 

Purchase Order Approval 

DDW’s. 

7. Modification & 

Backlog 

Drug Inventory DDW, 

Sub stores. 

E-Aushadhi Reports 

7.1 Inventory 

Management 

Inward / Challan Register 

Return Details 

Sale / Issue Register 

Stock On Hand Record 

Expiry Details 

Pending Sample For DDW 

Sample  Issue/Receive  Detail  To  

Quality Dept 

Stock Ledger 

Headquarters, 

DDW 

7.2 Order Mgmt PO Register 

Rate Contract Detail Report 

Headquarter 

7.3 Financial Mgmt Material Inward Register Report 

Material Outward Register Report 

Headquarter, 

DDW 

7.4 Quality Control 

Mgmt 

Drug Quality Status Report 

Pending Sample Detail 

Sample  Issue  Detail  To  Lab   

Inventory 

Management Summary List Of 

Samples  

QC headquarter 

 

Benefits of Software based Inventory Management System:- 

• Better Planning, executing and controlling. 

• Online Tracking of Drug Inventory. 

• Streamlining of Inter-Drug warehouse Transfer. 

• Efficient control of Inventory. 

• Multi user, Multi location storage. 

• Comprehensive Help. 

• Customizable Reports 

 

Display screen 

• The main screen will be displayed to the user as soon as he/she will run the xecutable 

file. 

• Default System Date will be visible in Current Date Textbox. If the user finds system 

Date incorrect, h/she can change the same. The selected date should be accurate. Error 

in date selection may create problem while uploading files. 
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• If the required files will not be found on place i.e. ‘user.xml’, there will be a message 

asking to browse the file and the checkbox will be checked by default. 

• Successful upload and accurate credentials will allow the user to login. 

• As soon as the user will login, there will be a screen called ‘Display Screen’. 

• Here you can see a list of sub-menus under 3 main menus: Services, Setup & Reports. 

• Before starting any transaction, it is mandatory to upload the stock file. 

 

Upload Stock File Screen 

• There are 2 modes available for a stock update: Offline Mode and Online Mode (by 

default). 

• Online Mode is for stores where web connection is available and offline mode is for 

stores with no internet connection. 

• In Online mode, click on Sync Stock to first-time upload stock into the desktop 

application from the main e-Aushadhi application using internet connection. 

• After button click, a popup will appear informing that stock has been uploaded 

successfully. 

• If the user is going for offline mode, above screen will be visible. 

• The user can browse the stock file and upload the same to load current stock into a 

desktop application. 

 

Current Inventory 

1. The user will reach to Current Inventory Screen which will display the current stock with 

the following details: 

a. Item Name 

b. Batch No. 

c. Available Quantity 

d. Expiry Date 

2. The user can search the stock based on an Item name or Batch No. 

3. Back button will navigate the user to Issue to Patient Screen. 

 

Diagnosis Configuration 

1. There are 2 modes available for a stock update: Offline Mode and Online Mode (by 

default). 

2. Online Mode is for stores where web connection is available and offline mode is for 

stores with no internet connection. 

3. In Online mode, click on Sync Data to sync master data(information about department, 

diagnosis and doctor) into the desktop application from the main e-Aushadhi application 

using internet connection. 

 

Issue to Patient Screen 

1. If the stock file will be uploaded successfully, the user will view a screen i.e. ’Issue to 

Patient’. 

2. Drug finder has been modified to a search box, with the help of which the user can issue 

drugs by typing the name of the drug. 

3. Successful entry for required data will save the details and a voucher will be generated 

with respect to the medicines issued. 
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Issue Voucher Screen 

1. Issue Voucher will be generated as soon as the user will save the details. 

2. The user can print the same and hand it over to the patient. 

 

Patient List Screen 

1. The screen will display the list of Patients with their details. 

2. View button will display the voucher with all the details related to the selected patient. 

3. Cancel button will cancel the issue and will update the current stock. 

 

Upload Stock File (Sync Stock) 

1. After Issuing drugs, Go to Upload Stock Screen. 

2. Click on Sync Stock for online sync of stock with main application. 

3. Successful Stock sync will result into ‘data sync successful’ popup. 

 

Website: http:// 

 

NIKSHAY SOFTWARE 
 

This is the web based application software for different level of users for the monitoring of 

tuberculosis under RNTCP. 

There are four levels of users in the software: 

1. National Level Users 

2. State Level Users 

3. District Level Users 

4. Tuberculosis Level Users 

 

1. National Level Users: 

There will be 2 National level users viz. rntcp-helpdesk and rntcp-national. Rntcp-helpdesk will 

be used to solve the problems of the users at any level where rntcp-national will be used by 

Central TB Division for the purpose of reports. 

 

2. State Level Users 

35 State level users have been created with structure as sto-xx where xx is 2 character RNTCP 

state code. In case, any state level user faces password related problem, then user need to 

contact rntcp-helpdesk for restting of password. 

 

3. District level Users 

District level users have been created on the pattern dto-ssddd where ss is RNTCP State Code 

and ddd is RNTCP District level RNTCP code. In case, any district level user faces password 

related problem, then user need to contact concerned STO or rntcp-helpdesk for restting of 

password. 

 

4. Tuberculosis Unit Level Users 

Tuberculosis Unit level users have been created on the pattern tbu-ssdddtu where ss is RNTCP 

State Code and ddd is RNTCP District level RNTCP code and tu is RNTCP TB Unit level code. 



 374

In case, any Tuberculosis level user faces password related problem, then user need to contact 

concerned DTO or STO or rntcp-helpdesk for resetting of password. 

For login operations, following need to be taken care of: 

• User must have valid Username and Password. 

• Software will display error in case username or password is not correct. 

• In case of any exceptional error, it will display “Please contact Administrator”. In this 

case, user needs to send mail to the Administrator. 

• Users will get the menu based on the role in which she/he has logged in. 

 

Website: http://nikshay.gov.in 

 

NIKUSHTH 
 

This is the web based application for monitoring of National Leprosy Eradication Programme 

(NLEP). 

 

Objectives: 

• To design and develop a system for systematic data management of Leprosy patients to 

achieve the objectives of National Leprosy Eradication programme (NLEP) 

• To enable ASHAs/ field executives in the field and doctors/ paramedical staff at Health 

Centres to deliver services in real-time, thereby reducing efforts, human errors and 

increasing efficiency and performance.   

• To enable Health officials in monitoring and assessing the performance of users.  

• To cater to the need of data collection, recording, reporting and indicators for analysis.  

 

OPERATIONS  

1. Suspect Record Management 

2. Patient Record Management 

3. Patient Treatment Record Management 

4. Disability Prevention and Medical Rehabilitation 

5. Patient Follow-up 

6. Patient Relocation 

7. Drug Stock Register  

8. Queries and Indicators 

9. Reports Contacts Tracing 

10. Feedback/ Suggestions 

11. Informative Content 

12. Trail Log  

 

COMPONENTS  

� Web based application  

• User: Sub Centres, Primary Health Centres (PHCs), Block, District, State 

& Centre 

• Store, view data (online)  

• Suspect & Patient Record  

• Patient Treatment Record  
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• Drug Stock Register  

• Queries, indicators and reports  

• Updates and Reminders 

• Contacts Tracing 

• GIS Location Indicator  

 

� Android Based Application: 

• User: ASHAs/ field workers  

• Suspect Record  

• Patient Record View (offline).  

• Pulse Date Reminders 

 

� Server side services  

• Synchronization between Android and web based application.  

• Reminder messages to field executives and Patients.  

 

Types of reports 

 

Sl. No. Type of Report 

1 Pending Suspect as on selected date Report  

2 District-wise yearly Report  

3 Block Monthly Report-I  

4 District Monthly Report-I 

5 State Quarterly Report 

6 Block Yearly Report 

7 Urban Locality wise Yearly Report 

8 Block Monthly Report-II  

9 District Monthly Report-II  

 

Indicators 
 

Sl. No. INDICATOR 

1 % Grade II Disability 

2 % cases developing grade II disability during the course of treatment 

3 % child disability 

4 Treatment Completion Rate for PB cases 

5 Treatment Completion Rate for MB cases 

Indicators for analysis of IEC 

6 % patients who are aware about symptoms of leprosy 

7 % patients who are aware about symptoms of leprosy 

 

Website: www.leprosy.gov.in  (In Mozilla Firefox and not in Google window ) 
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ASHA SOFT 
 
 
What is ASHA Soft? 

• It is a web-based software for online payment to their bank account and monitoring the 
performance. 

• It will capture beneficiary wise details of services given by ASHA to the community. 

• It will generate various reports to monitor the progress of the program. 

• ASHA Soft is integrated with PCTS for name based reporting and verification of 

beneficiary 

 

Why ASHA Soft? 
• To ensure timely and transparent online payment to ASHAs 

• To improve the system for effective monitoring their performance on all the parameters. 

 
ASHA Soft REQUIRES 

• Circular authorizing ASHA Soft 

• ASHA claim forms for ASHAs 

• ASHA Soft Program (NIC) 

• ASHA Soft Manual for guidance 

• Mechanism for data entry and verification 

• Digital Signature Certificates for release of payments 

• SMS Gateway 

• Payment arrangements with Bank 

• Reliable PCTS/MCTS database 

 

Strengths of ASHA Soft 

• No capital investment in any manner and at any level (Existing PC is used) 

• Existing information Assistants/Computer operators used –No new HR hired 

• Existing SMS Gateway is used…better used 

•  Existing banker can be made partner 

• Utility of PCTS/MCTS, which in turn strengthens entry regime 

• No need to compile information manually 

• Informed decisions are encouraged 

 

What information has been collected and fed in the default? 

• Name 

• Location/posting details 

• Qualification 

• Training status 

• Mobile number 

• Bank account details 
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33..  MMAATTEERRNNAALL  DDEEAATTHH  RREEVVIIEEWW  
 

Background Information 

Each year in India, roughly 28 million women experience pregnancy and 26 million have a 

live birth. Of these, an estimated 67,000 maternal deaths and one million newborn deaths 

occur each year. In addition, millions more women and newborns suffer pregnancy and birth 

related ill-health. Thus, pregnancy-related mortality and morbidity continues to have a huge 

impact on the lives of Indian women and their newborns. 

 

Maternal death is defined as the death of a woman who dies from any cause related to or 

aggravated by pregnancy or its management (excluding accidental or incidental causes) during 

pregnancy or child birth or within 42 days of termination of pregnancy, irrespective of duration 

and site of the pregnancy. 

 

Maternal Mortality Ratio (MMR) is the number of women who die from any cause related 

to or aggravated by pregnancy or its management (excluding accidental or incidental causes) 

during pregnancy and childbirth or within 42 days of termination of pregnancy, irrespective of 

the duration and site of the pregnancy, per 1,00,000 live births. 

Maternal Mortality Ratio (MMR) in India has shown an appreciable decline. Levels of 

maternal mortality vary greatly across the regions, due to variation in underlying access to 

emergency obstetric care, antenatal care, anemia rates among women, education levels of 

women, and other factors. 

Maternal Death Review (MDR) as a strategy has been spelt out clearly in the RCH – II 

National Programme Implementation Plan document. It is an important strategy: 

• To improve the quality of obstetric care and reduce maternal mortality and morbidity. 

• To generate evidence for determining interventions, to fill the gaps in service. 

• To provide the data needed to feed into the national civil registration system for the 

computing of MMR. 

•  A commitment to Act upon the findings. Not for punitive action. 

 

Avoiding maternal death is possible even in resource-limited countries, but the correct 

information on which to base maternal health programmers is required. Maternal death review is 

one of the oldest and the most documented. The importance of MDR lies in the fact that it 

provides detailed information on various factors at facility, district, community, regional and 

national level that are needed to be addressed to reduce maternal deaths. Analysis of these 

deaths can identify the delays that contribute to maternal deaths at various levels and the 

information used to adopt measures to fill the gaps in service. MDR has been conducted as an 

established intervention for the last few years by some states like Tamil Nadu, Kerala and West 

Bengal. 

 

Different approaches for investigation of maternal deaths 

1. Community based maternal death review (Verbal autopsy) 

2. Facility based maternal death review 

3. Confidential enquiries into maternal deaths 

4. Surveys of severe morbidity (near miss) 

5. Clinical audit 
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Government of India has decided to take up Community based maternal death review 

(CBMDR) and the Facility based maternal death review (FBMDR) which would help in 

identifying the gaps in the existing health care delivery systems, prioritize and plan for 

intervention strategies and to reconfigure health services. 

 

1. Community-Based Maternal Death Review / Verbal Autopsy 

 

Definition: Community based MDR using a verbal autopsy format is a method of finding out 

the medical causes of death and ascertaining the personal, family or community factors that 

may have contributed to the death of a woman. The verbal autopsy consists of interviewing 

people who are knowledgeable about the events leading to the death such as family members, 

neighbors and traditional birth attendants. 

 

Community based reviews must be taken up for all deaths that occurred in the 

specified geographical area, irrespective of the place of death, be it at home, 

facility or in transit. 

 

Requirements:Co-operation from the family of the woman who died and sensitivity is needed 

in discussing the circumstances of the death.  

 

Advantages: Provides means to arrive at medical cause of death when a woman dies at 

home, allows both medical and non-medical factors to be explored and provides the opportunity 

to include the family’s perspective on health services.  

 

Disadvantages:Different assessors may arrive at different causes of death, deaths from 

indirect causes may be over-looked / under-reported. 

 

Steps of community-based MDR 

a) Notification 

The ASHA/AWW/ANM will notify all women deaths in the age group of 15 to 49 years from 

her area by telephone to the BMO within 24 hour. The local panchayats and other relevant 

persons/ groups may also be encouraged to inform the BMO about women’s deaths in their 

area. 

The ASHA/AWW/ANM will fill up the format for primary informer (Annex 6) for all women’s 

deaths (age 15-49) and send the format to the BMO within 24 hours. Format for primary 

informer gives information whether the death is a suspected maternal death or a non-maternal 

death. 

Line listing of maternal deaths should be submitted to the BMO by the ASHA, using annex 

4, by the 5thof every month. In case no death has occurred during the month, the ASHA has to 

submit a nil report. The ASHA/AWW/ANM should also ensure the availability of the respondents 

during the visit of the investigation team. 

 

b) Investigation 

Investigation of the maternal deaths will be done using Verbal Autopsy Format (annex 2). In 

section 11 of the format, narration on the various events which led to the death of the mother, 

should be explained in detail. 
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The Block Medical Nodal Officer (BMNO): is the MO in charge of the Block PHC. The 

BMNO is overall responsible for the MD review process at the block and will act as a supervisor 

for the investigation team. 

 

Responsibilities: 

• Appoint the ANM/LHV to visit the family of the deceased to verify whether or not it is a 

maternal or non- maternal death, after receiving annex 6 from the notifier. 

• Report all suspected maternal deaths to the district DNO based on the report from the 

primary informant (by phone and by sending Format for Primary Informer (Annex6). 

• Report suspected maternal deaths to the state nodal officer by telephone within 24hours. 

• Maintain registers of all women deaths (15-49 yrs) (Annex – 5) & maternal deaths 

(Annex4). 

• Assigns interview team to investigate and fills the first page of the Format for Verbal 

Autopsy (Annex 2). The cause of the death in Page 1 of Annex – 2 canbe filled based on 

the findings after the investigation is completed. 

• It is desirable that the BMO should be part of the investigation team. In his absence, he 

may nominate another medical officer from the block PHC to be a part of the team. 

• Scrutinize filled up forms to ensure the form is complete and filled correctly. 

• Prepare Case summary (Annex 3) for all the maternal deaths in consultation with the 

team which investigated and send it to the DNO along with the filled in investigation 

format (Annex 2), within a month of the date of notification.  

• Conduct monthly meetings to review the whole process and take corrective actions at his 

level. Reporting system should be reviewed even if there are no cases in his block. 

• The BMO would pay Rs. 50/- to the primary informant (only ASHA and AWW is eligible) 

and Rs 100/- per person for conducting the investigation in the field (subject to a 

maximum of 3persons) 

 

Investigators: The investigators could be the Block Medical Officer (BMO)/ other Medical 

Officers (MO), Lady Health Visitor (LHV), Block Public Health Nurse (BPHN), Sector Health 

Nurse, Health supervisor, Nurse tutor or Auxiliary Nurse Midwife (ANM). The investigating team 

should ideally comprise of 3 persons; one for conducting the interview, one for recording and 

the other to co- ordinate the process. The investigators must be properly trained to 

communicate with bereaved families. 

 

Responsibilities: 

• To investigate the maternal death using the format for Verbal Autopsy (Annex2) within 3 

weeks of notification. 

• Make sure all relevant information iscaptured during interview. If not, a follow up 

interview may be required. If needed, with another respondent. 

• Assist the BMO in preparation of Case summary (Annex3) 

• Hand over the filled up Format for Verbal Autopsy (Annex 2) to the BMO for onward 

transmission to the District Nodal Officer (DNO) who will prepare a compiled Line Listing 

for Maternal Deaths (Annex 4) of all maternal deaths from all blocks. 
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2. Facility-Based Maternal Death Review 

 

Definition: A qualitative, in-depth investigation of the causes of and circumstances 

surrounding a maternal death at a health facility; the death is initially identified at the facility level 

but such reviews are also concerned with identifying the combination of factors at the facility 

and in the community that contributed to the death, and which ones were avoidable. 

 

Requirements:Cooperation from those who provided care to the woman who died, and their 

willingness to report accurately on the management of the case. 

 

Advantages:Is a well-understood process in some settings, allows for complete review of 

medical aspects, provides a learning opportunity for all staff, and can stimulate improvements to 

medical care.  

 

Disadvantages:Requires committed leadership at the facility level, does not provide 

information about deaths occurring in the community. 

 

Facility Based Maternal Deaths Reviews will be taken up for all Government teaching hospitals, 

referral hospitals and other hospitals (District, Sub district, CHCs) where more than 500 

deliveries are conducted in a year. 

 

Steps of Facility-based MDR 

a) Notification 

• All Maternal deaths occurring in the hospital, including abortions and ectopic 

gestation related deaths, in pregnant women or within 42 days after termination of 

pregnancy irrespective of duration or site of pregnancy should be informed 

immediately by the Medical officer who has treated the mother and was on duty at 

the time of occurrence of death to the Facility Nodal officer (FNO) 

• The FNO of the hospital should inform the maternal death to the District Nodal 

Officer (DNO) and state nodal officer by telephone within 24 hours of the occurrence 

of death. The Nodal officer of the hospital should complete the primary informant 

format Annex 6 and send it to the DNO within 24hrs of the occurrence of maternal 

death 

 

b) Investigation 

• Any maternal death which occurred in the hospital should be immediately investigated 

within 24hrs by the Medical officer who had treated the mother and was on duty at the 

time of occurrence of death using the Facility Based Maternal Death Review 

(FBMDR) Format (Annex 1) The form would be submitted under the guidance and 

approval of the FNO. The FBMDR format should be filled in triplicate, one copy would 

be retained by the FNO, one would be sent by the FNO to the DNO within 24hrs and 

the other to the Facility Maternal Death Review (MDR) committee of the Hospital. 

• All medical officers in the facility must be aware about the MDR program and oriented 

on the use of the FBR form. All pregnant and postpartum women that were treated, 

and died, in other departments than the OB/GYN department, must also be reported 

and investigated. 
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Facility Nodal Officer (FNO) 

• Inform the District Nodal officer and state nodal officer on the occurrence of maternal 

death in the hospital within24hours. 

• Send the primary informant format (Annex 6) duly filled to the District Nodal officer within 

24hours 

• To review the FBMDR format filled by the medical officer and approve it. 

• Retain one copy of the FBR format with him/her, send one copy to the Facility based 

Maternal Death Review Committee and the other to the DNO within 24hrs of the 

maternal death. 

• He/ She have to prepare a case summary and send it to the Facility based Maternal 

Death Review Committee along with a copy of the case sheet. 

• The case sheet should be numbered and have the patient name and registration number 

on each page. 

• Will keep a register of all maternal deaths in the facility; line listingof maternal deaths 

(Annexure4) 

• Even if there is no death in a month, the facility should report thatthere was no death in 

that month. (Nil death report) 

• He/ She will be the nodal persons for organizing the FBMDR Committee at the hospital. 

• He/ She will be attending the FBMDR Committee meeting at the District level and also 

the Review conducted by the District Magistrate (DM). 

• Another senior officer may be nominated in his/her absence. 

 

Facility Maternal Death Review Committee (FMDRC) 

Members of the FMDRC may be the following: 

� Teaching hospital: 

• Superintendent of the Hospital/ Other Administrative Head of the Institution 

• Head Of Department (OBG dept) 

• FNO (Obstetrician from the department): At least three members should be 

OBG specialists from the Dept 

• One anesthetist 

• One blood bank MO 

• Nursing representative 

• One physician 

� District/Other hospitals:Hospital superintendent 

• FNO (Obstetrician from the Dept): At least two obstetricians/MO in OBG 

department as members 

• One anesthetist 

• One blood bank MO 

• Nursing representative 

• One physician 

 

� FBMDR committee: 

• The FNO fixes the monthly meeting in discussion with the Hospital 

superintendent of the hospital 
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• Conducts monthly review meeting once in a month with the FBMDR format and 

case summary. 

• Suggests corrective measures and steps to be taken to improve quality of care 

at the hospital 

• Suggests steps to be taken at the District level and State level. 

• Sends minutes of meeting to DNO along with the case summary prepared. 

 

(FBMDR + CBMDR) 

 

Monthly review meeting of the District MDR Committee chaired by Civil Surgeon and convened 

by District Nodal Officer every month on a prefixed date. 

Monthly review meeting chaired by D.C., convened by the Civil Surgeon and assisted by the 

District Nodal Officer (2 relatives of the deceased to attend). 

 

3. “Near Miss” Review  

 

Definition: The identification and assessment of cases in which a pregnant woman survives 

an obstetric complication; there is no universally acceptable definition for such cases and it is 

important that the definition used be appropriate to local circumstances to enable local 

improvements in maternal care. 

 

Requirements: Good-quality medical record system, a management culture where life-

threatening events can be discussed freely without fear of blame, and a commitment from 

management and clinical staff to act upon findings. 

 

Advantages: A “near-miss” may occur more frequently than a maternal death, it is possible to 

interview the woman herself during the review process, and can reduce the likelihood of future 

maternal deaths through quality improvement. 

 

Disadvantages: Requires clear definition of severe maternal morbidity, selection  criteria are 

required for settings with a high volume of life-threatening events. 

 

MDR at District Level 

At district level there will be two review meetings, one under the chairmanship of the CMO, 

second led by the District Magistrate. 

 

District Maternal Death Review Committee 

• The Chief Medical Officer (CMO) is mainly responsible for the Maternal Death Reviews 

at the District level. Both facility and community based reviews would be taken up at this 

level. 

• The District CMO should form a Maternal Death Review Committee. Preferably, the 

District CMO can utilize existing quality assurance committee of the district or a new 

committee could be formed at the district level for MDR.  

• The existing quality assurance committee or a newly formed committee should have 

following members: - 

• CMO/CS(chairman) 



 383

• DNO(member secretary) 

• ACMO 

• Head of Department of Obstetrics & Gynecology (teaching hospital/district hospital) 

• Anesthetist 

• Officer in charge of blood bank/blood storage center 

• Senior nurse nominated by the CMO/CS/DPHNO 

• MO who had attended the case in the facility should be invited 

The district level nodal officer convenes the meeting of the committee under the 

chairmanship of CMO/CS/ACMO once every month and will put up for review by committee all 

maternal death reports received in the last month. 

 

Responsibilities of CMO 

• Ensure the reception of all formats (facility and community)every month 

• Review all the maternal deaths from both facility and community 

• Hold monthly review meetings and recommend corrective measures. 

• Select a few cases for review by the DM. Ensure participation of the family members. 

Selection of cases for review by DM, based on specified criteria (more deaths in one 

particular place, same type of deaths, unwanted referrals) in consultation with DM 

• Conduct quarterly review meetings with analyzed data and process indicators identified. 

• Find means of sharing the district level data from the verbal autopsy with the 

communities to create awareness and initiate action at village level. 

• Facilitate, through the DNO, the monthly review meeting with the District Magistrate 

(DM), and send minutes of both meetings (District MDR committee meeting and the 

meeting with DM) to state level. 

• Facilitate the data entry and analysis at the district level (including HMIS). 

 

The minutes of the meeting will be recorded in a register. The corrective measures will 

be grouped into 3 categories with timelines: 

• Corrective measures at the community level 

• Corrective measures needed at the facility level 

• Corrective measures for which state support is needed 

 

District Nodal Officer (DNO) 

The nodal officer is responsible for taking up the entire review process and follows up at 

the district level. The CMO has to provide necessary support to the District Nodal Officer for 

taking up the process. 

 

Responsibilities 

• Supervise MDR implementation in the district - both at facility and community level. 

• Receive notification of all suspected maternal deaths from the BMO and maternal deaths 

from the nodal officer of the hospital (by phone and by Annex6) 

• Receive investigation format and case summary of CBMDR from the blocks and FBMDR 

from the hospitals. 

• Create a combined Line-listing of Maternal death (Annex 4) based on the case summary 

formats from both facility and community from all blocks 

• Prepare a compiled case summary, when applicable 
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• Coordinate the District MDR committee meeting and the review meeting with the district 

magistrate(DM) 

• Arrange to bring two relatives of the deceased to attend the review meeting with DM. 

Only relatives who were with the mother during the treatment of complications may be 

invited for the meeting. 

• Paying Rs. 200/- per person to the relative of the deceased person who attends the DMs 

meeting. (subject to a maximum of 2 persons only) 

• Ensure that the training of the block level interviewers and the BMO have taken place 

• Ensure availability of funds for payment of incentives 

• Facilitate the printing of formats by the District Health Society (DHS) (forms used at all 

levels) and ensure its availability at blocks and facilities. 

• Represent the district in state level review meetings 

• Prepare the minutes of the District MDR committee meeting and the meeting with the 

DM 

• Follow up the recommendations/corrective actions at district, block and facility level 

• Orientation to the Medical Officers of the hospital on use of FBMDR formats 

 

MDR review meetings with the District Magistrate 

All the Maternal Death Reports compiled by the District MDR Committee will be put up to the 

District Magistrate, who will have the option of reviewing a sample of these deaths, which will be 

representative of deaths occurring at home, at facilities and in transit. 

 

This committee should have the following members: 

• Chair: District Magistrate 

• CMO 

• DNO 

• Facility based nodal officers 

• FOGSI 

• IMA 

• The close relatives/friends who were with the deceased mother during the time would be 

invited for the meeting, as well as the service providers who had attended on the case. 

 

Process of the meeting 

The relatives of the deceased will first narrate the events leading to the death of the 

mother in front of the DM and the service providers who attended the deceased mother. The 

case history of each of the selected maternal deaths will be heard separately. After the 

deposition and getting clarifications from the relatives they will be sent back. Then the various 

delays, the decision making at the family, getting the transport and institutional delays would be 

discussed in detail. The outcome of the meeting will be recorded as minutes and corrective 

actions will be listed with time line to prevent similar delays in future. 

 

Outcome 

• To institute measures to prevent maternal deaths due to similar reasons in the district in 

future 

• To sensitize the service providers to improve the in-accountability 
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• To find out the system gaps including the facility level gaps to take appropriate corrective 

measures with time-line 

• To allocate funds from the district health society for the interventions 

• Take necessary actions  both with health and other allied departments and review action 

taken 

• Liaise with the state on the recommendation made by the District level committees. 

 

Activity Time line 

Reporting death of women (15-49 years) by ASHA/other 

person  to the Block PHC MO 

Within 24 hours of occurrence of death 

by phone 

Reporting death of woman by Block MO to the DNO 
Within 24 hours of occurrence of death 

by phone 

Community based investigation Within 3 weeks of occurrence of death 

Submission of report by Block PHC MO/facility MDR 

Nodal MO to DNO in the prescribed form 
Within 4 weeks of occurrence of death 

Reporting deaths of women by Block MO/ Nodal Officer 

of Facility to  the DNO 

Within 24 hours of occurrence of death 

by phone 

Conduct of facility based review meetings and 

preparation of district MDR report for all deaths in district 

by the District committee (chaired by the CMO) 

Every Month for the deaths reported 

in previous month. 

Conduct of MDR meeting chaired by District 

Magistrate/Dist. Collector 
Once in a month 

 

MDR at State Level 

• The overall responsibility of the Maternal Death Review process lies with the state. 

The key steps to be taken by the state are: 

• Nomination of the state nodal Officer (member of the Quality Assurance (QA) 

Cell/any other person) 

• Formation of a state level taskforce. 

 

State Nodal Officer (SNO) 

Responsibilities 

• Collect relevant data on maternal death from the district and carry out detailed 

analysis. 

• Nominate the district level nodal officers. 

• Facilitate the preparation of an annual maternal death report for the state and organize 

a dissemination meeting to sensitize the various service providers and managers. The 

annual report may contain typical maternal death case studies which may be used 

during the training of medical and paramedical functionaries. 

 

State Level Taskforce (SLF) 

The State level task force will be formed headed by Principal Secretary Health and Family 

Welfare, Mission Director SHS, Senior Obstetrician of the Medical College Hospital, IMA/FOGSI 

and any other members nominated by Government. 
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Responsibilities 

• The State Level Task Force will meet once in 6 months under the chairmanship of 

Principal Secretary Health and Family Welfare to review data and minutes sent from 

district level, discuss the actions taken on the minutes of the last state level meeting 

and make recommendations to Government for policy and strategy formulations. 

• Share operational issues /feedback with GOI. 

 

Current Challenges and Issues in Implementation of MDR Process 

• Under-reporting (only 17.6% of total expected deaths reported). 

• Quality of maternal death reviews at district/facility level 

• Focus on high case load facilities in high mortality district—need to prioritize on 

constitution of FBMDR Committees at High Case Load “Delivery Points” 

• Capacity building of health care providers and community health workers 

 

KEY POINTS TO REMEMBER 

• Maternal death is defined as the death of a woman who dies from any cause related to or 

aggravated by pregnancy or its management (excluding accidental or incidental causes) 

during pregnancy or child birth or within 42 days of termination of pregnancy, irrespective 

of duration and site of the pregnancy. 

 

• Different approaches for investigation of maternal deaths 

- Community based maternal death review (Verbal autopsy) 

- Facility based maternal death review 

- Confidential enquiries into maternal deaths 

- Surveys of severe morbidity (near miss) 

- Clinical audit 

 

• Community based reviews must be taken up for all deaths that occurred in the specified 

geographical area, irrespective of the place of death, be it at home, facility or in transit. 
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4. CHILD DEATH REVIEW 
Background 

Reducing infant mortality is one of the key goals under NHM. Multi pronged, evidence based 

strategies have been adopted in the national programme to prevent neonatal, infant and child 

deaths. The infant and under five child mortality has shown a steady decline over the last three 

years. However the progress is not uniform across the states. Moreover the decline in neonatal 

mortality is slow and has not kept pace with the overall decline in child mortality. For specific 

interventions to be made, the medical and systemic causes leading to mortality in newborns and 

children < 5 years within a particular geographic area and populations must be known.  

 

It is also essential that the annual planning process in districts and states takes into account the 

local context and implementation of key child health strategies are prioritized based on local 

morbidity and mortality patterns. This is possible only when a special effort is made to 

investigate and record the sequence of events leading to child deaths and inferences are drawn 

from the data generated locally. Such an analysis should guide the programme managers at all 

levels to recognize the key gap areas for service delivery and to institute corrective measures. 

 

What is Child Death Review? 

Child Death Review (CDR) is a strategy to understand the geographical variation in 

causes of child deaths and thereby initiating specific child health interventions.  

Analysis of child deaths provides information about the medical causes of death, helps 

to identify the gaps in health service delivery and social factors that contribute to child deaths. 

This information can be used to adopt corrective measures and fill the gaps in community and 

facility level service delivery. With uniform CDR process and formats across the states, 

information can be compared over a period of time and common factors identified and 

addressed through the national programme. This contributes to overall improvement in quality of 

care and reducing child mortality. 

 

Data on causes of neonatal and child deaths are also useful for health planners, administrators, 

and medical professionals to evaluate trends in causes of mortality over time and thus assess 

the impact of the on-going health programmes and to make a decision on allocation of 

resources for different strategies to prevent and manage neonatal and childhood illnesses. 

 

Definitions* 

Neonatal Deaths: Neonatal deaths are deaths occurring during the neonatal period, 

commencing at birth and ending 28 completed days after birth. 

Post-Neonatal Deaths: Deaths occurring from 29 days of life to less than one year are called 

post-neonatal deaths. 

 

Infant Deaths: Deaths of children less than 1 year of age. 

 

Child Deaths: Deaths of children less than 5 years of age. 

 

Still Birth: Still birth is the birth of a new born after 20th completed week of gestation, weighing 

500gm or more, when the baby does not breathe or show any sign of life after delivery. 
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*Working definitions for the conduct of CDR 

 

Key Steps in Child Death Review 

Children in the age group 0-5 years will be included in the review. All deaths in this age group 

will be reported irrespective of the place it takes place: at home, in health facility or in transit. 

The review processes will remain the same for all children; however the details to be 

investigated will vary in neonates (0-28 days) and children (29 days-5 years). 

 

Child Death Review will be of two types: 

1. Community Based Child Death Review (CBCDR) 

2. Facility Based Child Death Review (FBCDR) 

 

Guidelines for Community Based Child Death Review (CBCDR) 

Community based reviews are undertaken for deaths that occur in the specified geographical 

area, irrespective of the place it takes place: at home, in health facility or in transit. 

 

Steps for CBCDR are as follows: 

• Step 1: Notification of child death 

• Step 2: Investigation of child death 

• Step 3: Data transmission 

• Step 4: Analysis of the data followed by making suitable action plans from it –   

             this step is common for both CBCDR & FBCDR. 

      

Step 1: Notification of child death 

• Primary Informant:  

� In rural areas ASHA will be the primary informant of child deaths within her area. 

Others who could also notify the death are: AWW, ANM, Panchayat member and 

Panchayat Secretary.  

� In urban areas, Link worker, AWW or any other person employed in the 

municipal wards can be engaged as the primary informant.  

� Each state should clearly specify the primary informant/s for reporting child 

deaths in rural and urban areas respectively. 

 

• Process of notification: ASHA is to follow a dual reporting system wherein she informs 

the ANM and the Taluka ahealth Officer (THO) within 24 hours of receiving information 

either through phone or SMS. ANM, when she gets to know about the child death 

directly or through ASHA, reports to the THO within 24 hours by SMS/Phone call. 

 

In case of SMS, text of the message may read as follows: 

CDR-Name/Baby of ……............. (name of the baby/name of the mother), son/daughter of 

……............. (name of the father), Age ……............. (age of the deceased), Resident of 

……............. (name of the block/tehsil) ……............. (name of the village), Date and time of 

death. 

(Eg: CDR-Manju, D/O Sh. Nathu Singh, 2 months, Chalakkudy block, Koratty village, 01-07-

2014 at 5.00 PM.) 
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If the SMS/Phone facilities are not yet established in the district, informant will adopt a suitable 

mechanism to ensure that the death is reported to THO. 

 

All states must aim to establish an automated system which ensures that the SMS is transferred 

into a server data base of line-lists, by date and region. Dedicated call centre for patient 

transport are now functional in many states and they can be used for centralised reporting of all 

under five deaths in the district. Information from call centre can then be forwarded by the call 

centre to THOs on daily basis and to the District Nodal Officer on weekly/monthly basis. Until 

such a system is in place the THO must ensure that the messages he receives are recorded in 

a register kept specifically for the purpose at the block PHC. 

 

ASHA (and AWW where ASHA is not available) will visit the family of the deceased child and fill 

the Notification Card (Form 1) in duplicate. One copy of the notification card will be submitted 

to the ANM and the other handed over to the family. This process has to be completed within 

48 hours of the child death. 

 

Informant, who contacts family thereafter, will first enquire whether someone has already given 

them the Notification Card. If yes, then s/he would address bereavement issues, offer support 

and leave. 

 

THO is required to maintain line-listing of all deaths in his/her area. The line list will be 

transmitted to the District Nodal Officer (DNO) at the end of each month. 

• Honorarium & mobility support: Where ASHA is the primary informant, she may be 

given Rs. 50/- per child death reported. Incentives will be built into the state PIPs. 

• Means of verification: Reporting of the child death by ASHA or any other primary 

informant can be confirmed by the Notification Card retrievable from the family by the 

concerned ANM. 

• Maintenance of records: The Notification Cards should be maintained as records in the 

Sub centre. 

 

Step 2: Investigation of child death 

A. First Brief Investigation 

• First Brief Investigation will be conducted for all child deaths. 

• First brief investigation will be done by the ANM/equivalent urban health worker of the 

area, by interviewing the parents/close caregivers of the deceased, who were present at 

the time of death. ASHA would accompany the ANM for First Brief Investigation. 

• Format: First Brief Investigation Report (FBIR) (Form 2) will be the format used to record 

the basic information about the child’s overall health status and narrative account of the 

illness and treatment history. ANM will record the relevant information in the format 

including the cause of death based on the interpretation of the information shared by the 

parents/ caregivers. 

• Honorarium & mobility support: ANM/ equivalent urban health worker may be given Rs. 

100/- per child death investigation carried out by her/him. 

• Time period: The First Brief Investigation should be done within 2 weeks after the 

notification of death and report should be submitted to THO, by one month of notification 

of death. 
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• Maintenance of records: FBIRs of all child deaths in the block should be maintained as 

records at the office of THO. 

• Transmission of information: Key information regarding all child deaths will be compiled 

from the FBIRs in Block and District Level Line List (Form 5a) every month. Data will be 

transferred by the THO to the DNO electronically for further compilation from all blocks 

and for data analysis. The DNO is the person designated by the State as the overall ‘in 

charge’ for the planning and implementation of the CDR process in the district.  

 

B. Detailed Investigation 

Detailed investigation is undertaken by performing a Verbal Autopsy. Verbal Autopsy is an 

investigation of chain of events, circumstances, symptoms and signs of illness leading to death 

through an interview of the family/relatives of the deceased. 

• Line listing: A line list of all deaths that have taken place during the month in a block will 

be prepared in the office of the THO. The line list will include all those deaths for which 

FBIR has been submitted by the ANM (Form 5a should be used to prepare the Line list). 

The names are to be sequenced in the line list according to the date of death as 

recorded in the FBIR. Line list will serve as the sampling frame for the selection of cases 

for detailed investigation. 

• Sampling: Detailed investigation will be carried out only in selected cases of child deaths 

and not for all cases. A minimum of 6 cases per block per month will be investigated; two 

each from neonatal (up to 28 days of life), post-neonatal (29 days -1 year) and children 

(1-5 years) age groups.  

 

Following guidelines may be followed by the THO for drawing equity-based 

sample every month: 

1. Make separate line list for each category of death (neonate, post neonate and 1-5 

years). 

2. From the line list, select deaths from different PHCs. Do not include more than one 

death from any age category occurring in a PHC area, unless there are no deaths 

reported from other PHCs. 

3. While selecting deaths from a PHC, select from different sub centres, following the same 

principle as above so as to have wider representation. 

4. Give priority to common causes of deaths in each category; for example possible 

asphyxia, infection, prematurity (neonatal deaths), pneumonia, diarrhea, and fever (post 

neonatal and childhood). 

5. While selecting deaths in subsequent months look at the selections of previous months 

to avoid repetition of the geographic areas as well as causes of deaths. 

6. Prioritize blocks with underserved and marginalized population. 

7. If there is clustering of deaths in certain population groups or blocks or village in a 

certain month, select cases from this cluster in order to identify if there are common 

underlying or direct causes/factors. 

 

In blocks having less than 6 deaths each month, all cases may be investigated. 

• Formats: Verbal Autopsy Forms are used for recording structured information and narrative 

for determining the cause specific mortality by sex and age. As the causes of death in the 

neonatal period and in infancy/childhood are very different, two forms have been developed 
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for this purpose. Investigation details of selected neonatal cases will be recorded in Verbal 

Autopsy Form: Neonatal Deaths (Form 3a) and all others selected child deaths in Verbal 

Autopsy Form: Post Neonatal Deaths (Form 3b). 

In addition, “Social autopsy” is carried out using the format provided as Form 3c. Social 

autopsy refers to an interview process aimed at identifying social, behavioural, and health 

system contributors to neonatal and child deaths. It is combined with the verbal autopsy 

interview to establish the social and systemic causes of death. 

 

• Investigation Team: The investigating team should comprise of at-least 2 persons, one for 

conducting the interview and the other for recording. In the team one will be from medical 

and the other from non-medical background.  

 

The team should include at least one of the following medical persons: PHC Medical Officer, 

Public Health Nurse, Lady Health visitor (LHV), Staff Nurse or Nursing Tutor. 

 

The non-medical persons could be the Block Supervisor, ASHA Facilitator, NGO facilitator 

or any other person specified by the state. 

 

States/districts can involve specialists from medical colleges, civil society organizations and 

the PRI. States/districts may also assign independent teams, for example from medical 

colleges, for ensuring quality reporting & investigation. 

 

The investigators must be adequately trained to communicate with bereaved families, and to 

elicit and record appropriate responses.  

 

The THO is responsible for the conduct of detailed investigation (Verbal Autopsy) in 

selected cases and ensuring that the reports are submitted timely to his/her office. 

Reimbursement of travel costs and honorarium for conducting the Verbal Autopsy will be 

cleared only after the office of THO certifies that report has been submitted within the 

acceptable time frame and is complete in all respects. 

• Time period: Detailed investigation is to be undertaken within 1-2 months of notification 

of death. 

• Honorarium & mobility support: A sum of Rs. 150/- can be given to each member of the 

investigating team for each death investigated. In addition upto Rs. 100/- may be 

provided to cover the cost of travel to the household and back, depending on the 

distance to be travelled. 

•  Maintenance of records: One copy of the Verbal Autopsy Form of all child deaths 

investigated in the block will be kept on record at the office of the THO. The original 

format will be sent to DNO within one week of receiving the report. 

• Transmission of information: The information from all the blocks will be compiled by the 

office of the DNO and forwarded to the SNO each month in District Level Reporting form 

for verbal autopsies conducted for Child Deaths (0-5 years) (Form 5b). 

 

For the purpose of providing necessary feedback at the district level, detailed analysis of the 

Verbal Autopsy forms will be undertaken by the office of the DNO. Data Manager at the district 

level will enter the CDR information from the Verbal Autopsy forms. Two medical officers trained 

in ‘assigning the cause of death’ will assist the DNO in the final diagnosis. 
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Reports prepared by the office of the DNO will be shared every month in the meeting of the 

District Child Death Review Committee (DCDRC). 

 

Step 3: Data Transmission 

Block level 

• THO office will receive notification about the occurrence of death from the ASHA/ANM 

within 24 hours of death by phone. 

• In response to the notification, the THO will inform the ANM to proceed with the First 

Brief Investigation. THO will receive the FBIRs for all child deaths in the area from the 

ANM within one month of death. 

• The office of the THO will prepare a line list of all child deaths reported by ANMs in the 

block every month. In addition, information compiled from FBIRs sent by ANMs into 

Form 5a will be sent to the DNO on the 5th day of next month. 

• The Block Data Manager/Block Data Entry Operator will enter information about the 

deceased along with the probable cause of death from all the FBIRs into the 

computerised Form 5a. It will also be specified in the same form which cases have been 

selected for detailed investigation. 

• Reports must be sent to the District every month from the block, even if there are no 

deaths (report as NIL). 

• Most importantly the deaths reported from the district/state through the CDR must also 

be reported in the HMIS, starting right from the Sub centre level. 

• The THO will select the sample for detailed investigation (Verbal Autopsy) based on the 

data from the First Brief Investigations and ensure that this is communicated to the 

designated teams and the Verbal Autopsies are undertaken. A copy of the Verbal 

Autopsy form will be sent to the DNO within a week of receiving the form making sure 

that it is complete in all respects. 

• All the verbal autopsies of the month should reach the DNO within 1 month of line 

listing/case selection.  

 

District level 

• The DNO, through his/her office (and with support from Data Managers/Data Entry 

Operators) will get all the parameters from the Verbal Autopsy forms entered into the 

formats including the details of the deceased, nature of illness and sequence of events 

leading to the child death. 

• In addition, the Verbal Autopsy forms will be reviewed and the cause of death is 

assigned by two Medical Officers in the district who are trained in assigning the cause of 

death independently. Where feasible, capacities to assign the cause of death should be 

developed at the block level itself. Detailed analysis will be undertaken regarding the 

profile of children who died in the month/quarter and the levels of delay, if any. Medical 

cause of death is to be ascertained based on the ICD 10*.   

BNOs & DNOs shall be assisted in this process by the doctors from CHC/District 

Hospital (DH) or the faculty of medical colleges or any other local agency which has the 

expertise to review the forms and assign the medical cause of death as well as 

undertake the analysis of social factors and delays associated with the death. A detailed 

District Report should be prepared. 
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• The office of the DNO will provide key information from the Brief and Detailed 

investigations undertaken in the entire district through forms 5a, 5b and send it to the 

office of the SNO. 

• In addition, a District Child Death Review Report will be prepared for presentation in the 

DCDRC based on the detailed analysis. Subsequent to the DCDRC meeting, the DM will 

review a sample of cases (3) submitted to him by the DNO/CMO. Detailed report 

prepared from the analysis of Verbal Autopsy forms should also be shared with the 

state. 

• The DNO must ensure that all the deaths reported through this system are also fed into 

the HMIS at appropriate levels: for example facility based formats must reflect the 

deaths taking place there. 

 

State Level 

• The Office of the SNO will compile reports from all the districts for onward transmission 

to the national level in the State level Reporting Form (Form 5d), and will forward it 

quarterly to the national programme managers in the Ministry of Health and Family 

welfare. 

• The CDR Reports from all the districts will be reviewed and a consolidated State CDR 

Report is prepared for presentation in the State Level Task-force meeting and 

disseminated to key stakeholders. 

 

 CBCDR Flow Chart 

State Level Task Force – Technical & administrative issues reviewed 
with clear timelines for action & further steps 

State Nodal Officer– Prepares the State CDR report for presentation 
at the State Level Task Force meeting conducted twice yearly 

CMO– Reviews the child deaths 
monthly in the DCDRC meeting and 

minutes sent to SNO 

DM– Selected deaths are reviewed 
monthly in the presence of 2 family 

members of the deceased Child 

BMO– Prepares the line list and selects 
the cases for detailed investigation. 

Copy of the verbal autopsy form 
sent to DNO within a week 

Investigators– Conduct the verbal 
autopsy of cases selected by BMO 
and submit the report to the BMO 

ANM– Conducts the First Brief Investigation within 2 weeks of death of the 
child and submits report to the BMO with in a month 

ASHA – Informs about child deaths (0-5 years) to the ANM and the BMO within 
24 hours of death and fills the notification card within 48 hours 

CBCDR Flow Chart 

State Level Task Force – Technical & administrative issues reviewed 
with clear timelines for action & further steps 

State Nodal Officer– Prepares the State CDR report for presentation 
at the State Level Task Force meeting conducted twice yearly 

CMO– Reviews the child deaths 
monthly in the DCDRC meeting and 

minutes sent to SNO 

DM– Selected deaths are reviewed 
monthly in the presence of 2 family 

members of the deceased Child 

BMO– Prepares the line list and selects 
the cases for detailed investigation. 

Copy of the verbal autopsy form 
sent to DNO within a week 

Investigators– Conduct the verbal 
autopsy of cases selected by BMO 
and submit the report to the BMO 

ANM– Conducts the First Brief Investigation within 2 weeks of death of the 
child and submits report to the BMO with in a month 

ASHA – Informs about child deaths (0-5 years) to the ANM and the BMO within 
24 hours of death and fills the notification card within 48 hours 
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GUIDELINES FOR FACILITY-BASED CHILD DEATH REVIEW 

 

Facility based reviews will be taken up in all government teaching, referral hospitals and First 

Referral Units (District, Sub district, Area Hospitals/Taluq Hospitals) that conduct more than 

500 deliveries per year (excluding institutions below block level). 

 

Steps for FBCDR are as follows: 

• Step 1: Notification of child death 

• Step 2: Investigation of child death 

• Step 3: Data transmission 

• Step 4: Analysis of the data followed by making suitable action plans from it is 

             common for both CBCDR & FBCDR and is explained at the end of this chapter 

              

Step 1: Notification of child death 

All infant deaths occurring in the hospital should be informed immediately by the Medical 

Officer/Specialist on duty (at the time of death) to the Facility Nodal Officer (FNO) who could be 

the Paediatrician/Medical Superintendent/Principal Medical Officer/CHC In-charge. The Duty 

Medical Officer (DMO) shall act as the Primary Informant and fill in the Notification Card (Form 

1) and send it to the office of the FNO within 24 hours of death. The office of the FNO should 

inform the child death to the DNO within 48 hours of death. 

 

Step 2: Investigation of child death 

Detailed investigation should be conducted in all cases of child deaths taking place in a hospital. 

The Facility Based Neonatal & Post-Neonatal Death Review Forms (Forms 4a & 4b) should be 

filled for the child death (depending on the age category) by the DMO. The Treating Medical 

Officer (Doctor under whose care the child was primarily admitted in the hospital) will assign the 

medical cause of death and add any other information that s/he has regarding the social factors 

and delays associated with the death. Medical cause of death is to be ascertained based on the 

ICD 10 (Annexure - II) and recorded in the Death Certificate. It is possible that the Treating 

Medical Officer and the Doctor certifying death (DMO) is the same person. In such a situation 

s/he will fill in the complete form. 

The FNO should support the Medical Officers in completing these processes. The form should 

be filled within 48 hours of death and in duplicate. 

 

Subsequently, FNO will review the FBCDR form for completeness and also corroborate 

the information with the available medical records. S/he will then approve it for onward 

submission to the DNO. One copy of the form will be sent to the DNO within one month of 

death and the second copy retained at the hospital for review by FBCDR committee. 

 

All children treated and died in departments other than the Paediatrics department must also be 

reported and investigated. 

 

Step 3: Data Transmission 

• The office of the FNO will prepare a line list of all child deaths (0-5 years) that have 

taken place in the hospital during the month. The line list and key information will also be 
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electronically transmitted to the DNO for information and compilation in the Facility Level 

Reporting Form (Form 5c). 

• The FBCDR forms will be directly received from all the health facilities in the district at 

the office of the DNO. These reports will also be compiled and analysed at the district 

level and key findings and recommendations will be included in the report to be 

presented in the DCDRC meeting. 

• Effort should also be made to generate the Facility Specific CDR Report so that the main 

causes of death and delays at various levels can be identified. Facility specific issues 

may emerge and can be addressed locally. The report is also likely to provide a trend of 

the neonatal and childhood illnesses occurring locally (in the district or in neighbouring 

districts) and will facilitate building capacities and systems to manage these conditions 

better in the future. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
  

FBCDR Flow Chart 

State Level Task Force – Technical & administrative issues reviewed 
with clear timelines for action & further steps 

SNO– Prepares the State CDR report for presentation at the State 
Level Task Force meeting conducted twice yearly 

CMO– Reviews the child deaths 
monthly in the DCDRC meeting and 

minutes sent to SNO  

DM– Selected deaths are reviewed 
monthly in the presence of 2 family 

members of the deceased Child 

FNO– All Child deaths reviewed by the FBCDR committee every 
month and reports sent to the DNO every month 

DMO– Informs the FNO immediately about the child death in 
facility and fills the notification card within 24 hours and conduct 

the detailed investigation within 48 hours of death 
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Table 1: CDR summary 
 

The table below summarises the various formats to be filled, the persons responsible, 
the process of onward transmission of information and other important details. 

 
Forms Filled by Transmitted to Comments 

1. Notification 
card - CBCDR 
 

Primary 
informant (which 
includes ASHA) 
 

Dual reporting to 
ANM and Block 
Medical Officer or 
to centralised call 
centre 

May use mobile, landline, or SMS facility; 
all deaths 0-5 years to be notified, 
irrespective of where the death took place 

Notification  
card - FBCDR 

Primary 
informant - DMO 

Facility Nodal 
Officer 

 

2. First Brief 
Investigation 
format (FBIR) 
 
 

ANM or 
alternative health 
worker identified 
by the district/ 
state 

Block Medical 
Officer 
 

To be filled for all child deaths, 
irrespective of where the death 
took place 

Verbal autopsy forms 

3a. Neonatal 
Death (0-28 days) Detailed 

Investigation 
team comprising 
of one medical & 
one non-medical 
person; team to 
be assigned by 
the BMO 

District Nodal 
Officer 

VA conducted for selected cases only; 
cases to be selected by BMO from the 
line list  
Only one VA format to be filled per case 
(either neonatal or post neonatal) 
Social autopsy format to be filled for all 
VAs conducted 
One copy of the VA form to be maintained 
at BMO office 
Assign cause of death. 

3b. Post Neonatal 
Death 
(29 days-5 years) 

3c. Social Autopsy 
Format 

Facility Based Death review forms 

4a. Neonatal 
Death (0-28 days) 

DMO; with 
support from 
Facility Nodal 
officer 

District Nodal 
Officer 

All child deaths in the identified health 
facilities that conduct more than 500 
deliveries per year (excluding institutions 
below block level) to be  investigated. 
One copy to be maintained at facility level 

4b. Post Neonatal 
Death (29 days-5 
years) 

Reporting formats 

5a. Block and 
District Level Line 
List 
 
 

Block Medical 
Officer 
 
District Nodal 
Officer 
 

District Nodal 
Officer 
 
State Nodal Officer Data will be entered into appropriate 

formats by Data Entry Operators 
&supervised by Block/District Data 
Managers Data may be entered online 
when such facility is made available by 
State/Centre 

5b. District Level 
Reporting Format 
for detailed 
investigations 

District Nodal 
Officer 

State Nodal Officer 

5c. Facility Level 
Reporting Format 

Facility Nodal 
Officer 

District Nodal 
Officer 

5d. State Level 
Reporting Format 

State Nodal 
Officer 

Programme Officer 
(MOHFW) 
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Child Death Review Committees 

 

A. FBCDR Committee 

FBCDR committee may have the following members: 

• Teaching Hospital: 

o Hospital superintendent/other administrative head of the institution 

o Head of the Pediatrics Dept.. 

o FNO (Pediatrician) 

o At least two members from the Pediatrics Dept.. (Pediatrician/MO posted in the 

o dept..) 

o One Anesthesiologist 

o Nurse posted in Peaditrics Dept. 

 

District/Other Hospitals: 

Hospital superintendent 

FNO (Pediatrician) 

Pediatrician/Medical officer posted in the Pediatrics 

One Anesthesiologist 

Nurse posted in Pediatrics 

 

FBCDR Committee: 

• The committee meets once every month. FNO fixes the meeting in discussion with the 

Hospital superintendent 

• The main focus of the review is to check the clinical protocols and the line of treatment 

followed 

• FBCDR formats and case summary will be discussed in the review meeting 

• Suggests corrective measures and steps to be taken to improve quality of care at the 

hospital 

• Suggests steps to be taken at the District level and State level. 

• Sends minutes of the meeting to the DNO along with the case summary prepared. 

 

B. District Child Death Review Committee 

The DNO will be selecting a total of 6 cases (including both CBCDR and FBCDR) for review at 

the DCDRC meetings. He will take into account the following criteria for selecting cases. 

1. Cause of death 

2. Place of death (home, facility, in transit) 

3. Age (neonatal, post-neonatal, child) 

4. Sex 

5. Children from vulnerable groups 

6. Clustering of cases (if any) 

 

The District MDR Committee should be assigned the responsibility of reviewing Child Death 

Reports as there are inter-linkages between maternal and neonatal deaths and the indirect 

causes are likely to be the same in many cases. Additional members may be brought on the 

same committee for review of child deaths and the following composition is suggested: 
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Members 

1. Chief Medical Officer/Civil Surgeon (Chairperson) 

2. Additional Chief Medical Officer 

3. District Nodal Officer (Member Secretary) 

4. Paediatrician 

5. Obstetrician/Gynaecologist 

6. Anesthesiologist 

7. Senior Nurse nominated by the CMO/CS 

8. Medical Officer who had attended the case in the facility 

9. District Project Officer for ICDS 

10. Representative/s from recognised professional bodies (Indian Academy of Paediatrics, 

National Neonatology Forum, IAPSM) 

11. Experts from medical college/development agency (if present in the district) 

12. Any other official or person deemed important for providing specific technical inputs (at the 

discretion of the Chairperson) 

 

All FNOs and BMOs should be invited to attend this meeting. 

The CDR meeting should be conducted simultaneously with the MDR meeting, which is 

supposed to take place every month, with the purpose of reviewing the causes and trends of 

child deaths in the district. The Action Taken Reports, the minutes of the last meeting should be 

reviewed by the Chairperson. 

 

The DCDRC should undertake the task of identification and discussion on the modifiable factors 

contributing to child deaths at the community and facility level and come up with 

recommendations for short term, medium term and long term implementation. The DNO should 

bring together the recommendations made by members of the DCDRC and convert it into an 

actionable plan. 

 

At the end of the DCDRC meeting, CMO in consultation with the DNO will select 3 cases 

(including CBCDR, FBCDR) for review by the District Magistrate. 

 

C. District Magistrate (DM) review meetings of CDR 

A sample of child deaths reviewed by the DCDRC will be put up for the DM review. This sample 

will be chosen in accordance with the selection criteria explained before. The DM has the option 

to select any case which is reported in a month and also to review more than 3 cases if he 

chooses to. 

 

This review will be attended by the following members: 

1. District Magistrate – Chairperson 

2. Chief Medical Officer 

3. District Nodal Officer 

4. Facility Nodal Officers 

5. IAP representative 

 

The parents/relatives (max. 2 persons) of the deceased child would be invited for the meeting 

by the DNO. The service providers (in case of FBCDR) who had attended the child will also be 
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called for this meeting. To cover the expenditure incurred by the family of the deceased child on 

account of travel to the district headquarters a sum of Rs. 200/- should be given to the family. 

 

The parents/relatives of the deceased child will first narrate the events leading to the death of 

the child, in front of the DM and the service providers who attended the deceased child. The 

case history of each of the selected child deaths will be heard separately. After the deposition 

and getting clarifications from the relatives they will be sent back. Then the various delays - the 

decision making at the family, getting the transport and institutional delays would be discussed 

in detail. The outcome of the meeting will be recorded as minutes and corrective actions will be 

listed with a time line to prevent similar delays in future. 

 

The DM will try to ensure the release of necessary resources and providing an enabling 

environment for implementation of the key recommendations emerging from the meeting. In 

addition the DM should be able to promote inter-sectoral co-ordination in order to bridge the 

gaps falling in non-health sectors such as nutrition, safe drinking water, sanitation and so on. 

 

State Level Task-force 

The State Level Task-force constituted for the review of maternal deaths (with additional 

members co-opted as listed below) will review the CDR process. The meeting of the task-force 

is to be convened every 6 months. The task-force may review both maternal and child deaths at 

the same time or schedule it on different days. The interlinkages between the maternal and 

neonatal causes of death should be explored and a common set of recommendations be made 

to prevent them. The data from the districts compiled at the state level should be reviewed and 

trends observed and analyzed. DNOs should be invited to attend this meeting. The Action 

Taken Report on the Minutes of last meeting of the State Task-force should be presented by the 

SNO. Minutes of the meeting should be put on record. Key decisions and action points should 

be circulated to all stakeholders in various departments with clear time lines for action and steps 

forward. 

 

Members: 

1. Principal Secretary Health & Family Welfare 

2. State Mission Director NHM 

3. Commissioner Health 

4. Director General of Health Services 

5. Deputy Director/Director Child Health under NHM 

6. State Nodal Officer 

7. Pediatricians and Public Health Experts from State Govt. and Private Medical Colleges 

(max. 3) 

8. Obstetric Specialists from State Govt. and Private Medical Colleges (max.1) 

9. State ICDS Officer 

10. Deputy Director/Director Nursing 

11. Deputy Director/Director MSD (materials/supplies and disposables) 

12. IAP representative 

13. Any other expert, official, person deemed important for discussion on a particular issue (at 

the discretion of the Chairperson) 
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ROLES AND RESPONSIBILITIES OF NODAL PERSONS 
 

A. Block Nodal Officer (BNO) 

The Block Medical Officer should be designated as the Block Nodal Officer for the CDR by an 

office order issued by the District CMO. The BNO will be responsible for the CDR process at the 

block, and will also act as a supervisor for the investigating teams carrying out the verbal 

autopsy. 

 

Roles and Responsibilities 

1. Maintain the line-list of all child deaths in the block 

2. Select cases for detailed investigation; delegate teams for conducting the Verbal 

Autopsy; ensure the timely reception of all formats every month 

3. Ensure the quality of data and timely reporting to the district 

4. Transmit data to the district in the agreed time frame and formats 

5. Participate in the meetings of the DCDRC and present the block report (when asked to 

do so); follow up on specific recommendations pertaining to the block 

 

B. Facility Nodal Officer (FNO) 

The Facility Nodal Officers will be designated by the CMO. S/he can be the Paediatrician 

(preferable), or Medical Superintendent of the hospital. 

1. Inform the DNO about the occurrence of child death in the hospital within one week of 

occurrence of death and maintain the line list of facility based child deaths 

2. Ensure that FBCDR form is completed with in 48 hours of child death 

3. Review the FBCDR form and approve it for onward transmission 

4. Prepare FBCDR Report every month 

5. Participate in the meetings of the DCDRC; follow up on specific recommendations 

pertaining to the health facility 

 

C. District Nodal Officer (DNO) 

• District RCH Officer can be designated as the District Nodal Officer. 

1. Maintain the line list of both facility based and community based child deaths in the 

district; facilitate the data entry and analysis of CBCDR and FBCDR at the district level 

2. Prepare the District CDR Report for presentation in the DCDRC meetings 

3. Timely transmission of information from all blocks and the district to state level; overall 

responsibility for the quality of CDR undertaken in the district 

4. Organize monthly DCDRC meetings under the directions of the CMO; maintain the 

minutes of meetings; follow up on actions to be taken; prepare the Action Taken Report 

5. Coordinate the DM review meeting every month 

6. Participate in meetings of the State Level Task-force; follow up on specific 

recommendations pertaining to the district 

7. Share the district and state CDR reports with the key stakeholders and the communities 

to create awareness and to initiate action at the village level 

 

D. State Nodal Officer (SNO) 

1. Provide support to State Level Task Force 

2. Organize the state level orientation meeting and the training workshop 
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3. Ensure the trainings at district, block and facility level 

4. Nominate the DNOs 

5. Collect relevant data on child death from the districts and carry out detailed analysis 

6. Facilitate the preparation of annual child death report for the state and organize a 

dissemination meeting to sensitize the various service providers and managers. The 

annual report may contain typical child death case studies which may be used during the 

training of medical and para-medical functionaries 

 

MONITORING: 

The BMO will ensure timely reporting and investigation through regular feedback to the ANMs 

and the investigating team. S/he will be responsible for scrutinizing the filled in formats and 

provide hand-holding support to the block investigation team to improve the quality of 

investigation. The BMO as a supervisor of the block team will also participate in the field level 

investigation himself/herself, as the time permits. 

 

Process indicators 

a. Child deaths reported/estimated number of child deaths (District-wise) 

b. Detailed Child Death Investigation (Verbal Autopsy) Formats submitted/child deaths 

selected for detailed investigation (Data to be computed district wise) 

c. Proportion of child deaths investigated (denominator: All child deaths taking place in public 

health facilities) (Data to be computed district wise) 

d. No. of districts conducting the DCDRC meetings 

e. No. of districts conducting the DM review of CDR 

f. No. of State Level Task-force meetings held/No.s planned 
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5. BASIC EPIDEMIOLOGY AND EPIDEMIC 

MANAGEMENT 

 
 Epidemic is public health emergency. When information of epidemic is received, PHC 

staff should rush to affected village. This is because delay by few hours may result into increase 

in the number of cases and possibly deaths that could have been prevented with quick action by 

PHC staff. 

 The data collected during outbreak must be utilized for improving programme activities 

and the surveillance system. This helps to strengthen the surveillance system by filling the gaps. 

The results should be documented in prescribed formats for Primary and final reporting. 

 

Definition: It is an unusual occurrence of the disease or health related event in a community 

or region, clearly in excess of "Expected occurrence". 

 

Outbreak: It is used for small usually localized epidemic. 

The severity of epidemic depends on- 

1. Environmental condition 

2. Characteristics of host population 

3. Socio-cultural behavior of people 

 

Types of epidemics 

1. Common source epidemics 

• Point source or single exposure  

• Continuous or multiple exposure 

2. Propagated epidemics 

• Person to person 

• Arthropod vector 

• Animal vector 

3. Slow or modern epidemics 

 

Management of epidemic 

 Two major areas of epidemic investigation and control  

• Diagnosis, investigation and management of patients  

• Epidemic investigation leading to identification of the cause and extent of epidemic and 

to start control measures on the basis of findings of investigations.  

 Activities related to both the areas should be carried out simultaneously and in 

coordination.  MO should divide the PHC staff in two groups. First group will help MO in 

treatment of patients and collection of laboratory material for diagnosis by opening the isolation 

ward. Second group will assist medical officer in epidemic investigation and control measures. It 

involves step by step activities starting from forecasting to prevention for future occurrence. 

 

Steps of epidemic management 
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A. FORECASTING OF EPIDEMIC  

Forecasting is an early warning system to get prepared to meet the challenges of impending 

epidemics. It is more appropriate in cyclic and seasonal epidemics where the pattern has 

been studied from the past data. By forecasting one may not totally prevent the epidemic, 

but definitely control its severity and spread to other areas.  

 

Methods of Forecasting: 

For forecasting the epidemic the prerequisite are 

� Study of incidence and prevalence rate. 

� Disease specific morbidity and mortality rate. 

� Age and Sex wise morbidity and mortality rates. 

The various data are tabulated month wise and year wise for the last three years for 

comparison study of the pattern of disease. Then the collected data is plotted on graph for 

immediate detection and visual appreciation through trend analysis of the disease. Plotting 

of data on the map of local area helps in immediate assessment, whether the cases are 

grouped or clustered. In spite of accurate forecasting an epidemic cannot be aborted. 

 

B. INVESTIGATION OF EPIDEMIC  

• Objectives of Investigation 

1. To define the magnitude of the epidemic in terms of time, place and person. 

2. To determine particular conditions and factors responsible for the occurrence. 

3. To identify the cause, source and mode of transmission. 

4. To make recommendations to prevent recurrence. 

 

• Steps In Investigation  

1. Verification of diagnosis.  

2. Confirmation of existence of epidemic. 

3. Defining population at risk. 

4. Rapid search for all cases in area. 

5. Analysis of data. 

6. Formulation of hypothesis. 

7. Testing of hypothesis. 

8. Evaluation of ecological factor. 

9. Expand the search in other areas. 

10. Writing the final report. 

 

Epidemic 
Management

Forecasting

Investigation

Control of Epidemic

Prevention of 
Epidemic



 404

Information of epidemic  

Information of outbreak is responsibility of local Gram Panchayat (RDD Gr. No 

1096/1280/07 dated 28 November 1996). Early information of epidemic is very important and 

has many advantages - 

� Patients will get treatment at early stage, due to which there will be less morbidity and 

mortality. 

� Early starting of control measures will slow/stop progress of epidemic to adjacent areas 

leading to further reduction in morbidity and mortality. 

� As epidemic is confined to small area in early stage, it is easier to investigate the 

epidemic and start control activities in small area. 

� Medical officer is expected to do following activities for early information of epidemic: 

� Whenever you are visiting the village, always remind the Sarpanch, Gramsevak and 

prominent leaders of village about informing either to PHC or to health worker, in case of 

increase in number of cases of outbreak prone diseases.  

� Try to develop at least two to three informers from each village / wadi / pada to give 

immediate epidemic information to PHC. Give more attention to remote and small 

villages. Take the help of Anganwadi worker, ASHA, dai, teachers etc. 

� Patient himself is most important and early source of epidemic information. When any 

patient of epidemic prone disease attends the OPD, always enquire whether there are 

more cases of similar symptoms in the village. 

� Request private practitioners in area to inform PHC if they notice unusually more number 

of cases of similar symptoms attending their hospitals. 

� During the sanitary survey of water supply scheme of village, inform Gram Panchayat in 

writing about its responsibility regarding information and control measures of natural 

calamity like epidemic. 

 

1. Verification of Diagnosis 

• The initial report may be spurious & arise from misinterpretation of the clinical features. It 

is therefore necessary to have the verification of diagnosis on the spot. 

• A clinical examination of sample cases are sufficient, the first step should be to examine 

the cases and arrive at probable diagnosis with the help of Standard Case Definition. 

• If it is known disease, examination of few cases will help in diagnosis. However for 

unknown disease, large number of cases may have to be examined to clearly 

understand the syndrome complex and actual disease. 

• Take the help of laboratory facilities. For example, you can immediately examine PBS 

for malaria in fever outbreak. You should send the samples to District Laboratory for 

diagnosis of other diseases. Laboratory investigations are most useful to confirm the 

diagnosis. 

 

2. Confirmation of existence of epidemic 

• An epidemic is said to exist when the number of cases (observed frequency) is in 

excess of the expected frequency for that population, based on past experience. Once 

the diagnosis of patient is verified, confirmation of existence of epidemic is essential. 

Compare the number of reported cases of this disease with the normally expected 

cases for that village during the same period of year. Normal expectation is decided 
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with the help of weekly disease surveillance record of the disease in same week of last 

five years or monthly cases for the same month of last five years. 

• If this information is not available then following working definition should be used for 

confirmation of epidemic- 

- Single case of disease, which is eliminated from the state e.g. Guinea worm, 

Plague, etc. 

- Single case of disease, which is not common in area, e.g. Japanese Encephalitis, 

Dengue Haemorrhegic Fever, Chikungunya, Chandipura etc. 

- A single case of vaccine preventable disease, e.g. Polio, Diphtheria, Tetanus etc. 

- For commonly occurring water-borne diseases, if number of cases are more than 5 

per   1000 population within one incubation period time. 

- Any single death due to any of the diseases under surveillance. 

 

Reporting to DHO 

Immediate report: after confirmation of epidemic immediate report has to be sent to 

the DHO by telegram, telephone, fax or by special messenger. Following information should 

be included in first report. 

• Name of the village, population, PHC and Taluka. 

• Name or symptom complex of disease (provisional diagnosis)  

• Date and time of receiving the information of epidemic.  

• Mode of information. 

• Date and time of visit of Medical Officer to the village 

• Cause of epidemic (if possible)  

• Number of cases and deaths. 

• Details of each death including name, age, sex, symptom complex, treatment history 

and cause of death. 

• Control measures initiated 

• Assistance required from District Health Officer. 

� Expert advice (Visit of RRT) 

� Medicines 

� Manpower 

 

Daily report of epidemic 

Daily report has to be sent from the day of first report. It should include number of 

attacks and deaths on the day of reporting and progressive attacks and deaths. If there is death 

then name of the death case and probable cause of death. Detailed death investigation report 

should be dispatched on the same day by post. The daily report should be sent by telegram, 

fax, telephone. or e-mail Continue to send the daily report till the epidemic is officially declared 

as over. 

 

Primary report of epidemic 

 Primary report should be submitted to DHO within 3 days of starting of epidemic. 

There is prescribed form for the primary epidemic reporting (given in annex). It includes 

information regarding date of starting epidemic, date of report received, visit by MO after 

reporting, visits of district level officers during epidemic, details about previous visits by health 



 406

staff and MO, information about water samples during last 3 months, laboratory samples taken 

and probable cause of epidemic. 

 

Establishment of treatment facility 

Early and correct treatment is important to save the life of patient. This will also help in 

controlling the epidemic by making the patient noninfectious and preventing transmission of 

disease. Following activities should be carried out for treatment facility: 

Select suitable place to establish treatment center and isolation ward. Always admit all 

the cases with severe diarrhea irrespective of their dehydration status and keep under 

observation as such cases may go into severe dehydration any time. For diseases like Malaria, 

Viral hepatitis, Dengue/chikunguniya fever, AES etc. treat the patients on OPD basis; admit or 

refer to Sub-District hospital if any complications are noticed. 

 

3. Defining Population at risk 

- Obtain a local area map containing natural landmarks, roads and location of all 

dwellings. 

- Counting the population by age and sex should be carried out. 

 

4. Rapid search for all cases in area 

Medical survey should be carried out in defined area to identify all cases. Epidemiological 

case sheet or Case Interview From should be designed to collect relevant information. The 

information should be collected relevant to the disease under study. 

 

 House to house survey 

Once the treatment facility is established, house-to-house survey of affected village and 

surrounding villages is essential. This will help to get correct idea of extent of epidemic. Health 

worker should identify patients during house-to-house survey and refer them to temporary 

treatment facility. Opportunity of house-to-house survey should be utilized to give important 

health education messages to community. 

Planning of house-to-house survey is essential to carry out quick and useful survey. Call 

quick meeting of all health workers to brief on survey. Follow the steps given below to plan the 

survey during epidemic.  

• Use suspect case definition for the survey. Discuss this definition with the health workers 

during briefing. Simple and objective criteria should be used in defining the case. Make 

sure that all the workers have understood the definition. 

• Develop survey format. Make Copies of the format and give to the health workers. 

Following format can be used as guideline for the survey. 

• List all the areas of the village including surrounding hamlets. Make map of village which 

should include all the areas mentioned in list. 

• Allot the area among all workers selected for survey. One health worker can survey up 

to 500 populations in one day. Survey should be finished within two days. Show the area 

of each health worker in the map. If the survey cannot be completed within two days 

through available PHC staff, request THO/DHO for additional staff. 

• Make one HA responsible for collection of reports and immediate compilation daily in the 

evening. 
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• Prepare daily report of epidemic on the basis of survey findings and OPD. Cross check 

the patients, as there may be duplication. Send report to DHO. 

 

5. Analysis of Data 

• The data collected should be analyzed on ongoing basis under classical parameters- 

Time, Place and Person. 

• The characteristic of time, place and person should be rearranged in Agent-Host-

Environment model. 

• Information collected during house-to-house survey should be utilized to know the extent 

and cause of epidemic, age and sex distribution. Analyze the data by age and sex 

distribution of cases. This indicates which age group or sex is maximum affected. 

 

Develop epidemic curve 

Following steps should be carried out to develop the epidemic curve. 

• Tabulate the date wise distribution of cases according to the date of onset (and not the 

date of reporting). You will know the index case. Case first reported may not be the 

index case.  

• On a graph paper, indicate days on x-axis and number of cases on y-axis. Plot the 

number of cases on each date by point at appropriate place on graph. Joining these 

points by line will give epidemic curve. 

• Epidemic curve will give idea whether the epidemic is in rising trend or declining. It will 

also give idea about probable day(s) of contamination if we subtract one incubation 

period days from first case.  

 

Prepare spot map of the epidemic 

• Enquiry of village map should be first made with Gram Panchayat. If map is not available 

prepare the village map.  

• To prepare village map, go to centre of village. Stand at the center facing towards north. 

First mark the place you are standing at center of paper, then roads starting from the 

place to all directions. Indicate temple, school, Anganwadi, Gram Panchayat etc. in 

relation to roads. Mark houses on map. If epidemic is waterborne, mark the water supply 

system (pipeline, wells, hand pumps) & if mosquito borne then breeding places on the 

graph. 

• Put approximate M numbers/number of houses in each area on map. 

• With the help of survey tables given above in which number of cases in each household 

along with M number is mentioned, put one dot per case on the houses shown in the 

map. Now the spot map is ready. 

• Spot Map will indicate most affected area in the village. You should now concentrate on 

these areas to know the causes of epidemic. 

• Prepare 5-6 serial spot maps showing situation of disease on each day, starting from 

first day of epidemic. Interval between two serial spot maps will depend on the 

incubation period of disease under investigation. It should be per day for diseases like 

gastroenteritis, cholera, measles, DF etc. and weekly or biweekly for diseases like 

hepatitis, enteric fever etc. These spot maps will indicate where the epidemic started and 

how it is spreading to other areas of village. 

• Serial spot maps will indicate direction of spread of the epidemic. 
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6, 7. Formulation & Testing of Hypothesis 

• On the basis of time, place and person distribution and agent-host-environment model 

formulate the hypothesis to explain the epidemics in terms of – 

(a) possible source. 

(b) causative agents 

(c) possible modes of spread and 

(d) the environmental factors. 

• Testing of all reasonable hypothesis should be done with known facts. 

 

Identify the cause of epidemic  

• You have identified the time of introduction of disease in community with the help of 

epidemic curve and area first affected with the help of serial spot map. Concentrate on 

the indicated time period and area from where the epidemic has started as indicated in 

spot map for further investigation. 

• If it is water borne epidemic, identify the place of contamination.  

• For vector borne epidemics, search for breeding places. Breeding places are different for 

each type of mosquito. For example, anopheles mosquitoes breed in clean and large 

water sources like, wells, seepages from irrigation fields, canals, irrigation tanks, etc; 

Aedes mosquito breed in small artificial water collections like water collected in tires, 

broken bottles, house hold water collections (barrels, earthen pots), etc. 

• Detailed enquiry with the help of these tools will provide enough information about the 

nature, origin and cause of epidemic.  

 

8. Evaluation of Ecological Factors 

• Ecological factors which have made epidemic possible should be investigated such as 

sanitary status of eating establishments, water supply, movement of human population 

and atmospheric changes. 

• One of the primary concern is to relate the disease to environmental factors to know the 

source, reservoir and modes of transmission. 

• Additional relevant information like source of water supply, large movement of people 

like yatra, presence of Aedes larva in household water collection, flies in village, etc. 

should also be collected during the survey. 

 

9. Further Investigation of Population at Risk 

A study of population at risk should be done to obtain additional information.This may 

involve medical examination, screening test, examination of suspected food, feces or blood 

samples. 

Laboratory investigations depend upon nature of disease, epidemiology and laboratory 

facilities available in the area. Laboratory samples are to be collected from active patients, 

carriers, vectors and zoonotic reservoirs. 

 

Following are the general guidelines for Laboratory investigation: 
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• Form A: SURVEY INFORMATION 

• NAME OF VILLAGE---------------------------------- 

• DATE OF SURVEY:----------------------------------- 

• NAME OF HEALTH WORKER:----------------------------- 

 

M  

No. 

Name  of  head of 

family 

No. of family members No. of  

patients 

in family 

0-5 6-15 16-55 56 + 

M F M F M F M F 

           

           

 

• Form B: PATIENT INFORMATION 

• Line listing of cases should be made as below: 

• Name of PHC:----------------------------------------- 

• Name of Village :------------------------------------- 

• Date of line listing:----------------------------------- 

• Probable diagnosis:------------------------------------- 

 

Sr. 

No. 

Name 

of 

Patient 

Address Age Sex Complaints Date 

of 

onset 

Date and  

place of  

treatment 

if taken 

Present 

condition 

Remarks 

          

          

 

• Specimen should be collected before administration of specific treatment or antibiotics. 

• All aseptic precautions should be taken while collecting blood sample, container should 

be sterile, and no contamination should occur when transporting specimen. 

• Proper labeling of the sample, which includes name of the patient, age, sex, address is 

essential for sample identification. 

• Samples collected should be sent to laboratory immediately. 

• The samples collected should be in adequate quantity e.g. blood or serum sample 

should be minimum 5 ml and stool sample 8-10 grams or properly stained rectal swab in 

CB medium. 

• In large outbreaks collecting samples from all patients and sending them to laboratory 

places puts unnecessary burden on laboratory facilities and it is also not necessary for 

management of cases and epidemic control. Except PBS for malaria, do not collect 

serum/stool or other samples from all patients during the epidemic. Samples from 5 - 

10% of cases are sufficient to know cause of epidemic. However in case of small 

outbreak, send adequate number of samples to confirm the diagnosis (Not less than 10) 

• Sometimes immunological studies are necessary to detect antibody titer in sera. In many 

cases, especially viral diseases, paired sera are required to study four folds rising 

antibody titer. Keep photocopy of first list of samples sent to laboratory. After about 10 

days, collect second samples of these cases. Mention these samples as second 

samples in laboratory form. 
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• Control activities and treatment should not be delayed till the laboratory results are 

received. Action should be based on clinical, epidemiological and entomological findings. 

• Always submit information of patient along with sample (laboratory form) to laboratory. 

This should include specimen number, name of patient, date of onset of symptoms, 

nature of symptoms, provisional diagnosis, date of sample collection and condition of 

patient at the time of sample collection. Forward this information along with the 

specimen to laboratory. 

• Different types of samples (stool, blood, sputum etc.) are required to diagnose the 

diseases under investigation. Samples required to be collected for common diseases are 

given in the table below  

 

Table - 3: Laboratory samples required for diagnosing particular causative agent 

SN 
Suspected 

disease 
Specimen 

How to 

transport 
Where to send Remarks 

1 Cholera, 

Gastroenter

itis 

 Stool for 

isolation/ culture 

 In CB 

media at room 

temperature 

District Public 

health 

Laboratory(DPHL)         

Collect in   

early stage. 

2 Viral 

hepatitis 

Stool for isolation Plain bulb in 

cold chain (8-

10gm) 

National Institute 

of Virology (NIV), 

Pune 

 

3  5 ml blood for serum 

antibody titre 

Plain bulb in 

cold chain at 40c 

National Institute 

of  Virology, Pune 

 

4 Enteric 

fever 

5 ml. blood for 

culture  

Enriched media 

at room 

temperature 

District Public 

health Laboratory 

(DPHL) 

Media 

available in 

DPHL 

5 Dengue 

fever 

5 ml. blood for 

antibody titre  

Plain, sterile 

bulb. Maintain 

cold chain at 40c 

NIV Pune.DH/RH 

laboratory for 

hematology tests 

and platelet count 

Paired 

samples 

required 

  Aedes mosquitoes In test tube at 

room 

temperature 

NIV Pune Contact DMO 

6 Meningococ

cal 

meningitis 

5 ml. blood for 

culture. CSF for 

serology and 

microscopy  

Sterile plain bulb 

at room 

temp./blood in 

blood culture 

broth 

Nearest Medical 

College Hospital 

Contact HOD 

of 

Microbiology 

department 

of Medical 

College 7 Plague Bubo fluid. Blood for 

culture and serology. 

Sputum for 

staining/culture 

Sterile container 

Plain bulb, plain 

sterile container 

 

Other epidemiological data 

Additional relevant information like source of water supply, large movement of people 

like yatra, presence of Aedes larva in household water collection, flies in village, etc. should also 

be collected during the survey. 
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Declaration of epidemic as over 

Surveillance activities should be continued for double the incubation period of the 

particular disease from occurrence of last case. If there is no case during that period then it is 

declared that the epidemic is over.  

 

10. Writing Final Report 

This is the detailed report of epidemic to be submitted by MO within 10 days after the 

epidemic is over. The final responsibility of the investigative team is to prepare a written report 

to document the investigation's findings and the recommendations. The written report should be 

submitted in a standardized format to the public health authorities including the ministry of 

health. 

 Final reporting should be in prescribed format. There are six separate formats of final 

report, which give detail information about following components –  

• General information of epidemic.  

• Date wise line listing of cases  

• Details of water/stool/blood samples taken during epidemic period  

• Water supply and chlorination  

• Investigation of death if occurred during the epidemic  

• Control measures 

 

C. CONTROL OF EPIDEMIC  

Medical Officer should immediately start control measures on the basis of information 

available through primary investigations and should not wait for confirmation of diagnosis. 

Inform the Gram Panchayat in writing about control measures to be taken. Medical Officer 

should personally meet the Sarpanch and other leaders and inform them about cause of 

epidemic and important actions necessary by Gram Panchayat and community. If the Gram 

Panchayat has not responded within 24 hours, inform BDO and DHO. Daily review the progress 

of measures taken by village till the epidemic is over.  

• To control of an epidemic one must have information – 

1. Source / Causative organism. 

2. Dynamics of disease transmission. 

3. Mode of transmission. 

• Three principles of dynamics of disease transmission is used to control the epidemic – 

1. Removal of source of infection. 

2. Prevention of Transmission. 

3. Vector control measures. 

 

1. Removal of source of infection:  

• Treatment ofinfected cases,  

• Destruction of reservoir of infection  

• Removal or correction of source of infection. 

 

2.  Prevention of transmission 

• Isolation of infected cases. 

• Hand washing and personal protective measures. 

• Proper disposal of fomites. 
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• Improve environmental sanitation. 

• Contact tracing. (family, neighbor). 

• Screening of suspected cases. 

• Quarantine of migrated cases. 

• Health education. 

• Increase resistance of suspects through immunization and prophylactic drugs. 

 

3. Vector Control Measures 

• Prevention of breeding of mosquitoes, flies and fleas. 

• Destruction of adult vector through insecticide, pesticide. 

• Personal protection like use of mosquito net, use hot food and filtered water. 

• Increase personal hygiene. 

• Improve environmental sanitation. 

 

D. PREVENTION OF EPIDEMIC  

Appropriate measures at right time, right place in right quantity can prevent the severity of 

any epidemic. 

 

Preventive measures 

1. Improvement of the hygienic level of population. 

2. Vaccination. 

3. Prophylactic disinfection. 

4. Registration and control of carriers. 

5. Health education. 

6. Environmental Measures. 

− Lighted and well ventilated houses. 

− Clean potable water supply 

− Proper disposal of waste. 

− Adequate sewerage system. 

 

Epidemic Preparedness 

• Identify a nodal officer at state/district level. 

• Strengthen routine surveillance system. 

• Constitute rapid response teams. 

• Train medical & other health personnel. 

• Prepare a list of laboratories. 

• List the "high risk" pockets. 

• Establish rapid communication network. 

• Undertake IEC activities. 

• Ensure availability of essential supplies 

• Inter - sectoral coordination. 

• The basic general lines of action during epidemics include – Preparedness and 

Interventions (investigations). 

• Success in dealing with an epidemic depends largely on the state of preparedness 

achieved in advance of any action. 
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6.  DISASTER MANAGEMENT 
  

The term disaster usually refers to the natural event (e.g. flood or earthquake) in combination 

with its damaging effects (e.g. loss of life and destruction of houses).  

 

Following important points should be considered during disaster management.  

• There is relationship between the type of disaster and its effect on health. For example, 

earthquake causes many injuries requiring medical care while floods and tidal waves 

cause relatively few. 

• Actual and potential health risks of disaster do not occur at same time. Thus, casualties 

occur mainly at the time and place of impact and require immediate medical care, while 

risk of increased disease transmission takes longer to develop and are greatest where 

there is overcrowding and standards of sanitation have declined. 

• Disaster affected people generally recover quickly from their immediate shock and 

spontaneously engage in search and rescue and transporting to health facility. They are 

most important as they extend help when it is maximally needed. 

• Try to organize them and get their maximum help during disaster. 

 

Table - 1: Short term effects of major disasters 

Effect Earthquake 
High wind 
(without flood) 

Flash floods Landslides 

Deaths  Many  Few Many  Many 
Severe injury 
requiring extensive 
treatment 

Many  Moderate Few Few 

Increased risk of 
communicable 
diseases 

Yes Yes Yes Yes 

Damage to health 
facilities 

Severe Severe 
Severe but 
localized 

Severe but 
localized 

Damage to water 
system 

Severe Light Severe 
Severe but 
localized 

Food stortages Rare Rare Common Rare 
 

 Effective management of health services depends on anticipating and identifying 

problems as they arise and implementing specific measures wherever needed.  

 

1. Health problem in natural disasters 

Health problems common to all natural disasters  

• Injuries: Injured persons require immediate medical care and referral. Proportion of 

injured depends upon type of disaster.  

• Communicable diseases: Risk of communicable diseases is proportional to population 

density and displacement. These conditions increase the pressure on water and food 

supplies and risk of contamination. Initially there is risk of diarrheal diseases; afterwards 

vector borne diseases may appear in some areas particularly after floods.  
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• Water supply and sanitation: Drinking water supply and sewerage system are 

particularly vulnerable to natural disasters, and disruption that occur in them may lead to 

outbreak of water borne diseases. 

• Mental health: Anxiety, neurosis and depression are not major, acute public health 

problems immediately following disasters. Help the community to support themselves 

through community structure. Indiscriminate use of sedatives and tranquilizers during 

emergency relief phase is discouraged.  

 

2. Immediate health problems related to type of disaster 

• Earthquake:  

- Usually because of dwelling destruction, earthquake may cause many deaths and 

injure large number of people. Toll depends mostly on three factors – 

- Housing type: Houses of adobe, stone, un-reinforced masonry cause more deaths 

whereas houses with wooden frame causes less deaths. 

- Time of earthquake: Earthquake at night causes more deaths. 

- Population density: Deaths and injuries are likely to be much higher in densely 

populated areas. 

- Most of demand of health services occurs within 24 hours of event. Injured persons 

may continue to show up to facility only during first three to five days. Afterwards 

health services have to concentrate on disease surveillance and outbreak prevention 

activities. 

 

• Destructive winds :Unless they are complicated by secondary disasters such as folds 

or sea surges, destructive winds cause relatively few deaths and injuries. 

 

• Flash floods and sea surges: Floods and sea surges can cause many deaths, but 

leave relatively few severely injuries in their wake. Deaths result mainly from drowning 

and are most common among weakest members of population. 

 

• Landslides: Landslides have become increasingly common disaster in Maharashtra 

state. Intense deforestation, soil erosion and human settlements in landslide prone areas 

have resulted into catastrophic events in recent years. Landslides cause high mortality 

with few injuries. 

 

3. Disaster preparedness 

 Objective of disaster preparedness is to ensure that appropriate systems, procedures 

and resources are in place to provide prompt, effective assistance to disaster victims, thus 

facilitating relief measures and rehabilitation of services. 

Following points must be kept in mind for disaster preparedness – 

• List probable events that may occur in the PHC area, e.g. floods, landslide, earthquake, 

etc. 

• Plan for main features of administrative response, such as location of various officers, 

support agencies, hospitals, etc. who will be helpful at the time of disaster. 

• Develop system of early information of any such incidences in your areas. 

• Compile important information of area which includes population of each villages, 

transportation facilities, hospital facilities, water supply, etc. 
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4. Actions to be taken during disaster 

 In the event of disaster, health sector is responsible for treatment of casualties, 

epidemiological surveillance and disease control, basic sanitation, health care delivery at 

temporary settlements, logistic resources and support and health education measures. 

 

Treatment of casualties 

• When information of disaster is received, PHC staff should rush to the site. First aid 

treatment should be administered at the site. Injured are identified and tagged at disaster 

site and classified according to priority for treatment and /or transfer to hospital. If 

required, doctors and other staff from nearby PHC should be called for help. 

• It is always better to inform hospital where the casualties are being sent about the 

disaster, pattern of injury and likely number of patients.  

• If large numbers of casualties are likely or rescue operation needs to be done, take help 

of community volunteers. 

• Inform revenue and panchayat department for further help in rescue and transportation 

of patients. 

 

Epidemiological surveillance and disease control 

 Establish house to house survey system to all the areas of the PHC including new 

settlement if any. All the surveying health workers must come together daily and report about 

the cases registered during the day. Compile the information daily and carefully observe 

whether there is any increase in number of patients of particular symptoms in affected areas. 

 

Water disinfection 

 Most common cause of epidemic in disaster affected areas is infected water source 

.Assign duty of chlorination of all the water sources in and around affected area to senior health 

assistant. In addition to this, prepare stock solution in sufficient quantity and chlorinate drinking 

water by house to house chlorination. 

 

Laboratory services 

 Establish makeshift laboratory adjacent to camp health facility. This laboratory should 

have facility to examine blood smear for malaria and water field test.  

 

Vaccination 

 WHO does not recommend cholera or typhoid vaccination in disaster situation. Do not 

start mass tetanus vaccination as increase in number of tetanus cases after disaster is never 

observed. However, injured persons can be vaccinated considering risk of contamination and 

previous tetanus vaccination. 

 

Vector control 

 Control programs for vector-borne diseases should be intensified in the emergency and 

rehabilitation period, especially in areas where such diseases are known to be endemic. Of 

specific concern in emergency situation are: leptospirosis (rats), dengue fever (aedes mosquito) 

and Malaria (anopheles mosquito). In flooded areas, rats will escape their burrows in search for 
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dry hiding places, often in dwellings.  Similarly flood waters provide ample breeding 

opportunities for mosquitoes. 

Following measures should be taken for vector control measures – 

• Guide Gram Panchayat about safe disposal of waste 

• Conduct public education campaign to eliminate vector breeding sites in and near 

houses and on measures to prevent infection, including personal hygiene. 

• Survey camps and densely populated areas to identify potential mosquito, rodent and 

other vector breeding sites, 

• Eliminate vector breeding sites by draining, filling and by releasing guppy fish 

• Advise community to store food in closed and protected containers. 

• Well organized vector control measures will drastically reduce the need of insecticide 

spraying. 
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7. INFORMATION EDUCATION AND COMMUNICATION 
 

Information, Education, Communication is the important component of all the national 

health programmes.  Unless community is made aware about various aspects of health, it is 

difficult to bring the desirable behavioral change among the people.  Aim of IEC is to bring 

desirable behavioral change; therefore it is said as ‘Behavior Change Communication’ 

(BCC).Behavioral change is the slow process and repeated .Continuous attempts are needed 

by THO and health workers to get desired behavioral changes in the community.  Informing and 

educating people will help to improve utilization of health services and will help for demand 

generation from the community.   

BCC is a dynamic process, which involves an exchange of ideas & is concerned with 

information, attitudes, beliefs, myths, misconceptions and practices.  BCC uses multiple 

channels to transmit and reinforce messages that address well defined target groups.  This 

helps to change current behavior to the desired behavior by providing people skills and tools.  It 

is not only necessary to adopt new behavior change but also need to maintain the same for 

better health outcomes. Hence, BCC is a process that promotes positive change in the 

individual and the environment. 

 

1. Effective communication is based on  

• Thorough understanding of behavior responsible  for  poor health outcomes of people, 

knowledge, practices, beliefs, myths and misconceptions, value systems, cultural and 

religious practices  & educational level of community. 

• A clear idea regarding changes that needs to be brought about. 

• An understanding of messages that need to be given to bring about the changes. 

• Medium and media mix that can effectively bring about the change process. 

• An analysis of the key influencers and involving them in the communication strategy. 

• Use of material, which can enhance effectiveness of communication 

 

Continuum of behavior change ranges from becoming aware, improving  understanding 

through repeated exposure, openness to trial  of new behavior, experience of the 

product/service, reinforcement, sustaining new behavior and propagating new behavior  through 

word-of-mouth. 

Every opportunity should be utilized for creating awareness among the people by using 

appropriate health education material provided by DHO/MO PHC.  Use of such visual material 

improves effectiveness of your programme.  IEC is not independent vertical programme, but it is 

the part of regular health services and activities performed by health staff. 

 

2.  Areas to be covered for health education 

• Services provided by PHC for various groups of people. 

• Importance of personal hygiene and environmental sanitation. 

• Nutrition and nutritional requirements of various groups. 

• National health programmes. 

• Important health related acts like PC PNDT age at marriage etc. 

 

3.  Opportunities for health education 
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There are many opportunities for informing, educating people regarding health related matters. 

 

3.1 Inter personal communication 

• MO can educate patients regarding specific illness during OPD and during Arogya seva 

satra. 

• Health worker has a very good opportunity for informing people during house visit, in 

Arogya seva satra or at the time of administering vaccine to child. 

• Any new or follow up patient of leprosy or tuberculosis coming to MO has to be educated 

well. 

• When informing individuals, use health education material provided like flipbook, flash 

card so that person understands message better. 

• Inter personal communication being a two-way communication, is the best method.  It 

gives patient a chance to discuss, ask questions and clear all the doubts in mind. 

 

3.2.   Group communication 

• Important groups for whom awareness needs to be created are mothers attending clinic, 

school children, college students, youth groups, mahila mandals etc. In addition to this, 

Gramsabha, School advisory committee,VHNSC meeting,ASHA meeting are also good 

opportunities. 

• Health education activities of particular group should be planned taking into 

consideration area of interest of that group. 

• Do not mix groups with different background, as interest of persons with different 

background differ. 

• Use of flipbook, flipchart is essential for good understanding of group. 

• Significant number of people can be addressed at one time and if group is  small 

chances of clearing doubts are more by this method. 

 

3.3 Mass communication 

• Large number of people can be addressed at a time by using audiovisual media or print 

media like use of loudspeaker, distribution of handbills at public places, use of video etc. 

• Opportunities for mass communication at PHC are disease diagnostic camps, weekly 

bazaar etc. 

• In a short time span you can reach large number of people.  However there is no 

opportunity for individual discussion. 

 

4. IEC material  

At district level District Education and Media Officer is looking after all IEC activities in the 

district.All IEC materials are supplied to PHC. 

 

4.1.    Posters 

• Exhibit posters at public places where large number of people can see the poster e.g. 

Grampanchayat, schools, bus stand, railway station, etc. 

• Height of poster should be such that people can see/read it. 

• Change posters regularly. 



 419

• Replace the torn or damaged posters immediately.  All health staff should be given 

instruction that if they come across torn or damaged poster, it should be immediately 

replaced by other poster. 

• Subject of the poster should be such that it is of concern to the group of people who are 

going to see it. 

 

4.2 Banners  

• Banners are used usually for campaigns or any intensive short period activity. 

• Banners should be exhibited at public places like Gram Panchayat, schools, bus stand, 

railway station etc. where large number of people can see. 

• Most of the times banners are related to date / place of some programmers or campaign.  

When activity is over, remove these banners from area. 

 

4.3.      Stickers  

• They should be sticked on vehicles, shops, indoor places both private and public, in 

PHC, sub center, schools. 

• Stickers are essentially small size.  They are placed in such a way that interested person 

can read it from close distance. 

• Stickers can also be used as ready reference for professionals e.g. treatment of malaria, 

treatment schedule of dehydration etc. 

 

4.4. Danglers  

• They dangle and attract the people.  Can be displayed outside OPD, in sub centers, 

gram panchayat office, schools etc. 

 

4.5. Flipchart 

• This is used for health education in small group, in schools, for mothers meetings etc. 

• It is also useful for imparting training to health workers, ASHA,AWW or any other 

training. 

 

4.6. Flip book  

• This is used for health education in small groups, in schools for mothers meetings. 

• On front side of each page there is picture and on backside information is given 

regarding the picture shown. 

• While using, fold the flipbook on the hand of user so that people can see it. 

• Keep this at the eye level of viewers. 

• Correct method of use is important.  Picture should be shown to the group and 

explanation regarding this should be given by reading information given on backside. 

 

4.7.  Folders  

• These are used for informing large number of people as a mass communication method. 

• Ensure that people for whom you are using folders are literate. 

• Folders are also useful for group communication. 

 

4.8. Handbills  
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• These are used for informing large number of people as a mass communication method 

and therefore can be distributed in places like bazaar, bus stand, rail way station etc. 

• Useful for literate people. 

In addition to this audio and video CDs are also provided to PHCs.  Make proper use of 

these cassettes. 

 

5. Important health days   

Taking into consideration important public health related issues, health days are 

celebrated.  In addition to this, for some issues, week eg Breast feeding week, fortnight eg 

Diarrhoeal diseases control Fortnight or even month eg Antimalaria activities month is 

celebrated. Importance of celebrating health days is that, as one day or specific period is fixed, 

information related to the subject is given to the community through various methods, creating 

awareness at the same time all over the state. 

MO bharari pathak should take this opportunity & celebrate various health days in alloted 

area as per the guidelines given by DHO by using local resources.  Important health days are as 

below: 

Table: Important health days 
 

Sr. Day/Period Importance 

1 1st January  Anti Smoking day 

2 30th January Anti Leprosy day 

3 5th February Oral Health Day  

4 8th March World Women’s Day 

5 22nd March  World Water Day 

6 24th March World Anti Tuberculosis Day 

7 7th April World Health Day 

8 1-7 May Malaria Control Week 

9 12th May World Nurses Day 

10 15 May to 15 June Awareness Campaign – Water  Borne Diseases 

11 31st May  No Tobacco Day 

12 5th June Filariasis Control Day 

13 10 – 16 June  Eye Donation Week 

14 10th July Safe Motherhood Day 

15 11th July World Population Day 

16 1-7 August World Breast Feeding Promotion Week 

17 1-7 September Nutrition Week 

18 1st October Voluntary Blood Donation Day 

19 16th October World Food Day 

20 21st October  Iodine Deficiency Disorders Control Day 

21 Oct. – November  School Health Campaign 

22 1st December World AIDS Day 

 

6. Role of Taluka Health Officer In IEC activities 

 

6.1 Planning IEC activities 
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• Most important role of Taluka Healh Officer is to plan IEC activities for the year.  This 

should be part of routine health activities and not separate independent activity.  

Planning should also be done for IEC activities for Schools, fairs, festivals and melas. 

 

6.2 Celebration of health days 

Encourage medical officers PHC and other health staff to celebrate various health days 

in alloted area. 

 

6.3 Training 

Train health staff and about appropriate use of IEC material, conducting effective group 

meeting, effective interpersonal communication. 

 

6.4 Health education material 

• Obtain health education  material from MO PHC/District Health Officer from time to time 

• Review available IEC material in Health Center and give instructions to staff for its 

proper utilization as below: 

• Posters should be exhibited at public places from where they can be easily seen. 

• Cloth banner should be exhibited outside Primary Health Center / Sub center building or 

near Grampandhayat / Bus stops. 

• Flip books should be utilized for Inter Personal Communication (IPC), for group 

communication. 

• Ensure proper utilization of Audio Visual aids (e.g. Tape recorders, V.C.R., Television, 

Audio / Video Cassettes, Exhibition sets) 

• Inventory of the IEC material received from DHO should be maintained.  Distribute 

material to PHCs and health workers and see that they use it properly. 
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8. BASIC COMMUNICATION AND COUSELLING 
 

What is communication? 

Communication is a vital part of our daily routines. The workplace is no different. 70–80 percent 

of our working time is spent in some kind of communication. We’re reading and writing memos, 

listening to our co-workers, or having one-to-one conversations with our supervisors. 

 

Communication involves at least two people: the sender and the receiver.  

Whether you’re writing, listening, speaking, or attending meetings, communication skills are 

critical to your success in the workplace. We’ll look at some of the skills that will enable your 

communications to be more successful. These include: 

• Understanding the purpose of a communication 

• Analyzing the audience 

• Communicating with words as well as with body language 

• Giving each communication greater impact 

 

Information Overload 

In the workplace, information seems to come from all directions. Each day, managers are 

expected to read memos, letters, and reports. You must have a clear purpose and state that 

purpose as quickly as possible. It’s also essential that you know your audience and give them 

the information they want. 

 

Define Your Purpose 

Many people just start communication, and hope for the best. Sometimes they are lucky. 

However, most of the time they produce poorly drafted communication and confusing message. 

Before you begin communication, state your purpose and how you propose to carry it out. This 

information can be stated briefly in one or two summary sentences. These sentences sum up 

the purpose of your writing. 

- The purpose of some communication is to persuade. People often confuse 

communication with persuasion. Communication is the transmission of messages 

among people or groups; persuasion is a person or group’s deliberate attempt to make 

another person or group adopt a certain idea, belief, or action. Expressing differences is 

a vital part of workplace communication, as long as you avoid an accusatory tone when 

doing so. 

- The purpose of some communication is to explain. 

- Some communication is primarily designed to describe. 

 

The 4 Cs Of Successful Communication 

All good writing starts by defining your purpose and knowing your reader. But that’s only the 

beginning. 

There are four other elements that you should keep in mind. They are known as 4 Cs: 

1. Concise 

2. Compelling 

3. Clear 

4. Correct 
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People in the audience genuinely want you to succeed. They’ve come to hear you speak. They 

want to know what you have to say to them. They may be experts on the subject of your talk or 

they may know nothing about it; regardless, they want to hear what you have to say about it. 

The most important step in preparing any presentation is to understand your audience. Before 

you start, it’s wise to reflect on who your audience will be and what their primary interests are. 

As you prepare a talk, conduct a listener analysis—analyze the people who are going to receive 

your talk. 

 

Ask yourself the following questions: 

What do my listeners want to know? 

If you don’t provide information that interests them, you’ll put them to sleep. Find out what they 

care about and cover this material in your talk. How much do they already know? They maybe 

experts or they may know almost nothing about your topic. You don’t want to “talk down” to your 

listeners. But you also don’t want to speak over their heads. Determine what your audience 

knows and pitch your talk to your audience’s level of understanding. 
 

Where do they stand? Your listeners may be likely to agree with what you’re saying, or they 

may need a lot of convincing. Find out their attitudes; then determine what to say to persuade 

them of your point of view. 
 

One of the best ways of organizing any presentation is also the simplest. It’s called the 3 Ts, 

which are as follows: 

1. Tell the audience what you’re going to say at the beginning of the talk. 

2. Tell the audience what you’re going to say to them in the body of the talk. 

3. Tell the audience what you told them in the conclusion. 

 

In the work world, communication skills are critical in many situations. 

People fail to communicate because they lack effective communication skills. They simply don’t 

know how to handle audience. It’s 90 percent chemistry. You need to get the audience to like 

you.  

How do you accomplish these goals? Some tips are: 

• Do your homework. 

• Know your purpose. 

• Watch your body language. 

• Be prepared. 

 

Communication is not only verbal. It also involves body language. Eye contact is also necessary 

during the communication. Looking at your hands, twisting your ring, or looking out the window 

communicates a lack of interest in the audience/receiver. Your body posture is an important part 

of this. 

Effective communication is important not only with other people inside hospital but with people 

from the outside as well. No matter what is your nature of practice — Anaesthetists, Surgeon, 

General Physician, Cardiologist…  And the impression you make tells them a great deal about 

you and hospital. 
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EFFECTIVE LISTENING 

For a team to work smoothly, its members must be able to communicate effectively. They must 

speak clearly and concisely so everyone understands what they are saying. They must also be 

willing to listen and learn from each other. 

If members are not cooperating as a team, nothing can be accomplished. Here are five things to 

avoid when working as a team: 

1. Don’t interrupt. 

2. Don’t jump to conclusions. 

3. Don’t judge the messenger. 

4. Don’t be self-centered. 

5. Don’t tune out. 

 

Don’t Interrupt 

How many times has someone interrupted what you’re trying to say? Perhaps it was one 

of your parents, a friend, or even a co-worker. Chances are you felt pretty irritated. Some people 

don’t mean to be rude. They just can’t seem to control themselves. They are so eager to 

express their opinion that they simply can’t wait for the speaker to finish. Unfortunately, teams 

don’t operate well when others interrupt. Everyone deserves an equal chance to be heard. If a 

team member / patient is cut off in mid- sentence, is interrupted while presenting an important 

idea / symptoms, he or she is likely to feel unappreciated. This person may even begin to feel 

resentful. Teams can’t function efficiently if resentment has built up among different members. 

Imagine trying to run a basket all team on which the players don’t get along with each other. The 

spirit of teamwork disappears, and the team might even have less desire to win. Interrupting 

might also prevent a person from saying something vital to the future of the treatment and the 

success. In the best teams, every team member has a chance to contribute. 

Since we (doctor) can process information much faster than patient speaks, it’s easy to 

stop paying attention to the patient and begin thinking about something else. Sometimes 

doctors tend to jump to the wrong conclusion. The average speaker talks at about 160 words 

per minute, but we can absorb information at three times that rate. However, according to one 

study, we listen with only 25 percent efficiency. This accounts for many of them is 

understandings that occur on the job. 

If one is used to dealing with people / patients who speak quickly and that they like to talk pretty 

fast oneself. They admitted that whenever they have to listen to someone who talks slowly, they 

begin to get impatient and even stop listening. “Why can’t they just get to the point?” they insist. 

Whether we like to admit it or not, each of us has certain biases, which may get in the 

way of effective listening. Some common biases are triggered by the following questions: 

 

How does the patient sound? 

If a person has an unfamiliar accent, you may find yourself judging what he or she is going to 

say without really listening. Perhaps this individual comes from a different region of the country 

or a different part of the world. Perhaps he or she speaks more quickly or more slowly than you. 

None of these reasons excuse jumping to conclusions and dismissing what the person may say 

before giving him or her a fair chance. 

 

What does the speaker look like? 

The first thing you notice about people is their appearance.  
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What kind of clothes do they have?  

How much jewellery do they wear? 

It’s easy to let someone’s appearance—especially someone who looks different from you—

stand in the way of effective communication. In his book  

 

Are You Communicating?  

You Can’t Manage Without. It, Donald Walton points out that judging people based on 

appearance is one of the emotional obstacles that can prevent you from giving rational 

consideration to what someone is saying. 

 

How old is the speaker? 

Age can be an enormous barrier to effective communication. If a person has grey hair, you may 

assume that he or she can’t relate to you. Likewise, some adults feel that a teenager is too 

young or inexperienced to teach them anything. This is another example of an emotional 

generalization that can prevent effective listening. Instead, individuals and their messages 

should be evaluated on their own merits. Sometimes patient and their relatives insist on 

information from senior doctor only.  

 

Put Yourself in the Speaker’s Place 

Relatives bring in patients not only for routine visits, but for serious illnesses and major 

operations. It’s important to understand why the patient is there and what the relative is feeling. 

If the relative is worried, pick up on that. Listen to what they say and watch their body language. 

Then try to make small talk to help them feel better. Sometimes a relative will call the hospital 

after a patient has undergone surgery to find out how the patient is doing. We should 

understand they are worried and try to understand that. Give them all the information one can. 

Tell them how their patient is feeling, whether the anaesthesia has worn off—anything that will 

reassure relatives that their patient is all right. Good listeners have the ability to empathize with 

a speaker. They try to read the speaker’s body language. Perhaps the speaker has a pained 

expression or looks tense. Any of these clues may indicate that he or she is nervous. A halting 

style of speech or emotional tone of voice may also indicate that the individual is upset. 

Doctors can then use what management consultant Ron Me is calls “openers” and 

“encouragers” to enable the patient/relative to communicate more easily. The doctor might say, 

“It looks to me that there’s something you’d like to talk about,” or “Is something bothering you?” 

These openers may get the patient/relative started. Doctors can also communicate their interest 

in what the patient / relative is saying by nodding their heads, making eye contact with them. 

These signals encourage them to keep expressing. 

How do we communicate a message? Only 7percent of our message comes through the words 

we use, 38 percent comes through our tone of voice, and 55 percent comes through our body 

language. 

 

EFFECTIVE SPEAKING 

Effective speaking skills mean you spell out objectives clearly. And be sure you add 

energy to your delivery. If you’ve ever heard speakers who talk in a dull monotone, you know 

how boring it can sound. Speaking with energy can keep people involved and prevent them 

from daydreaming or even falling asleep! 
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You can add energy with your voice by emphasizing certain words or ideas as you 

speak to indicate their importance. By changing your speaking volume, you can also add variety 

to your presentation. Gestures are another way to add energy. As you talk, use your hands to 

reinforce what you’re saying. For example, if you’re listing three objectives, use your fingers to 

indicate the first, second, and third points. If you’re making a key point, try jabbing the air with 

your forefinger. Gestures automatically raise the vocal energy of your talk. In fact, if you use 

gestures, it’s almost impossible to speak in a monotone. 

Making eye contact with your listeners is another way to keep them involved. As you 

begin a thought, look at one listener. Continue looking at that individual until you complete the 

thought. Then select another listener and repeat the process. This enables you to establish a 

dialogue with all receivers, which is an effective way to keep them focused on what you’re 

saying. 

Communication skills have been categorized in a variety of ways. There are a number of 

key functions of communication between physicians and patients, and for each function there 

are specific skills that enable a productive conversation. These functions include fostering 

healing relationships; exchanging information, such as what patients want and need; responding 

to patients emotions; engaging in informed and collaborative decision making; and enabling 

patient self-management. Each requires a set of specific communication skills. To assess 

patients’ wants and needs, the physician must ask questions about patients’ concerns, priorities, 

and values. The physician must listen attentively to patients’ answers and ask follow-up 

questions if the answers need clarification. 

The astute clinician would realize that “everything possible” could have a number of very 

different meanings, and that correctly understanding what this patient wants will require an 

exploration of his fears about illness and opinions of possible treatments. Further questioning 

may also be needed to explore what the patient hopes to achieve, to correct unrealistic 

expectations, and to explore the possibility that treatment might result in increased suffering. 

Only after the patient’s values and preferences have been clarified will the physician and the 

patient be able to make truly collaborative decisions that are in the patient’s best interest. 

Evidence suggests that after such discussions, patients with terminal illnesses receive fewer 

intensive interventions in the last week of life, generate lower health care spending, and—with 

their families—report better quality of life in their final days. 

To write well, express yourself like common people, but think like a wise man. Or, think 

as wise men do, but speak as common people do. 

- Aristotle, Greek philosopher 

If you cannot express in a sentence or two what you intend to get across, then it is not 

focused well enough. 

- Charles Osgood, TV commentator 

Nothing builds rapport faster than eye contact. Building rapport is critical for achieving 

audience buy-in—and without 100 percent buy-in, it’s terribly difficult to inspire an 

audience to act. 

- Tony Jeary in Inspire Any Audience: Proven Secrets of the Pros for Powerful 

Presentations 
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Barriers to effective communication 
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9. SOCIAL & BEHAVIOURAL CHANGE 

COMMUNICATION (SBCC) 
Introduction: 

 

Social & Behavioural Change Communication (SBCC) helps in: 

1. Improved communication and interpersonal skills in using various approaches and 

materials/tools and are more confident about handling individual as well as 

group/community sessions aimed at bringing about desired behavior change.  

2. The ability to develop a Social and Behavior Change Communication Plan, often in 

coordination with other functionaries and community representatives, and contribute 

actively in the implementation of the plan.  

3. An improved understanding of appropriate values and attitudes that make them better 

communicators by being sensitive to the needs of individuals, families and communities 

and respecting their right to make informed choices.  

4. Enhanced abilities in effectively using various communication tools like flip charts, films 

and other community dialogue and counseling tools to bring about the desired behavior 

changes.  

 

The behaviour change process and the role of the communicator at each stage of the change 

process is important. Interpersonal communication and counselling, as well as the various 

materials used to support communication, is discussed next.  

 

A very high premium is placed on creating a lively, friendly and joyous learning environment 

where the participants feel free to share not only their ideas and thoughts but also their feelings. 

Ice breakers, energisers, songs and various games have been used to create and sustain that 

environment. Training is most effective when the facilitators themselves become one 

among the participants and bridge any gap that exists between the participants and 

them. By getting involved in singing, games and various other activities that are part of the 

sessions, each participant is actually improving her/his communication skills and enhancing 

her/his self-confidence and self-esteem. It is crucial that we convert the participants from 

passive to active learners so that what they learn remains with them for life. Hence, it is 

essential for the facilitators to ensure that every participant takes active part in the discussions 

and activities. 

 

An Introduction to Communication  

In this session, we will focus on understanding “what communication is?” what are different 

types of communications? The process of communication and also the qualities of good 

communicator. 

 

Objectives: 

Describe the communication loop with the different steps: 

 

Explain the need for the communicator and the receiver to be on the same wavelength for 

effective communication to happen.  
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Understand from examples of why one-way communication invariably leads to distorted 

messages.  

 

 

 
 

The Process: 

 

Select 10 participants. 

 

Take participant No. 1 outside training hall and show him the picture for 2 minutes and ask him 

to study the same.  

 

Take all 9 participants out. Call participant No. 2 and ask participant No. 1 to explain what the 

picture to Participant No. 2. Participant No. 2 will only listen but would not see the picture and 

not ask any question to participant No 1. Now same process will be repeated till participant No. 

6. All other participants would observe the distortions passed on by participant No 2 to 

participant No.6.  

 
Call participant No 7 and let him describe the picture to participant No. 8. However, this time 
though participant No 8 will not see the picture, but he can ask the questions to participant No. 
7. Once volunteer No.7 completes describing the picture to the satisfaction of volunteer 8, ask 
volunteer 8 to describe the picture to all the participants. Once again show the picture to all 
participants so that they are able to make out the distortions.  
 
Call in volunteers 9 and 10 and give the picture to volunteer 9. Ask her/him to study the picture 
so that s/he is able to convey what s/he sees to volunteer10. Once s/he is ready, ask her/him to 
describe the picture to volunteer 10 and tell her/him there are no restrictions. S/he can even 
show the picture to volunteer 10 and describe it. Now tell volunteer 10 to describe the picture to 
the participants. Stop the exercise here; ask all participants to go back to their original seats.  
 

The Learning: 
We saw three different communication methods here.  
 
Case 1: The communication was one-way where the listener could not ask any questions; s/he 
could only listen to what the volunteer was saying.  
Case 2: The listener was free to ask questions and get clarifications. In this case the message 
was better delivered compared to the first case.  
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Case 3: Both the messenger and the listener were able to discuss the picture while looking at it. 
The listener fully participated in deciding what the picture depicted. The listener was not just a 
receiver who could only ask questions but was actively involved in deciding what the picture 
depicted. The third communication style gave the best description.  

 

COMMUNICATION MODEL 
      receiver 

 sender 

     

 
 
 
Effective Communication Dos and Don’ts 
 

 Dos  
� Involve your receiver in the feedback process. (Remember Case 2 and 3 from the 

exercise.)  

� Try to develop a shared experience of communication as equal partners. (Remember 
Case 3 from the exercise.)  

� Act on the feedback and create opportunities for clarifications. (Remember Case 3 from 
the exercise.)  

 
Don’ts  

� Avoid one-way communication. (Remember Case 1 from the exercise.)  

� Avoid lengthy communication. In order to be effective, communication should be broken 
into short pieces. (Remember how lengthy communication was less effective in Case 1, 
and how small pieces of information coming one after another improved the 
communication in Case 3.)  

 
Qualities of a good communicator: 

What is competency?  
 
Competency is the ability of a person to carry out an activity or a task effectively, producing the 
desired results.  
 
 “What are the essential ingredients that constitute competency?”  
Competency consists of three key elements: Knowledge of the task, skills to perform the task 
and the right values and attitudes that make one to perform the task well. In the case of a 
communicator, the skills required are good communication skills. There is a chart given below 
which lists knowledge, communication skills, values, etc.  

 
 
 
 

CHANNEL 

                       

FEEDBACK 

MESSAGE 
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Knowledge, Skills and Attitudes / Values that a Good Communicator Should Have 

Knowledge Communication Skills Values / Attitudes 
Knowledge on the topic and 
how it has to be handled  

Ability to build repport with 
individuals and groups 

Being honest and 
transparent. 

Knowledge about the target 
population being addressed 
– their beliefs, values, 
traditions, social norms etc. 

Ability to see oneself as 
part of the community 

Respect for all, including 
the poor and marginalised 

Knowledge of the region 
where one is working  

Ability to speak effectively 

Treating all equally 
irrespective of religion, 
caste, gender, age, 
physical condition and 
socio-economic status. 

Knowledge of the local 
leaders, opinion makers, 
functionaries, etc. 

Ability to listen attentively 
Commitment to one's work 
and mission 

 
Ability to negotiate and 
handle arguments etc. 

A sense of fairness and 
justice. 

 
Ability to analyse situations 
and different points of view 

A belief that every 
individual or family has the 
right to make its choices 
and that one's role is to 
provide them with the right 
knowledge and skills to 
make 'informed choices'. 

 
Ability to use positive body 
language for best impact 

 

 Ability to empathise.  

 

Ability to use different tools 
for effective communication 
– posters, flip charts, 
exercises, community 
dialogue tools etc. 

 

 

Understanding Counselling 

The purpose of counseling is to empower others to help themselves in making informed 

choices and adopting new attitudes and behaviours. Counselling is one of the most effective 

tools for bringing about behaviour and attitudinal changes.  

This requires the frontline functionaries (FFs) to first adopt new attitudes and enabling 
behaviours themselves before helping others. 
 

What does counselling do?  
1. Provides psychosocial support  

2. Strengthens the sense of individual responsibility  

3. Helps to build on new information and bring about positive changes  

4. Assists in making realistic decisions  

5.  Facilitates the building up of self-confidence, self-esteem and self-respect  

6.  Facilitates behaviour change  
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Listen to the following story carefully and respond individually to the comments given below  
 

Sujata of Riteshgarh  
Sujata, with her two children, lives in Riteshgarh, 30 kilometres from Kanpur. Pappu, her older 
son is one and a half years old and her daughter, Veenita is almost three months old. Sujata 
does not take her children to the Anganwadi Centre. She has not attended school in her 
childhood and belongs to a very poor family. She lives on wages that she earns whenever she 
gets work. 
 

Sl. No Sujata Your 
Opinion  

 When asked about the capital of UP, her answer was: Kanpur   
 When asked if she attends the VHND sessions her answer was: Yes   
 When asked she has undergone sterilisation, her answer was: Yes   

 When asked whether she boils the water before feeding children her 
answer was: Yes  

 

 When asked if she regularly took IFA tablets during her pregnancy, her 
answer was: Yes  

 

 When asked if she exclusively breastfeeds Veenita, her answer was: Yes   
 
Against each of the statements above indicate your opinion in column provided by writing the A / 
B / C / D/E or F (any one of the six letters). 
A = Sujata is illiterate 

B = She is telling a lie 

C = She does not know or understand 

D = She is from a dalit community 

E = She is telling the truth 

F = None of the above 

 

Counselling involves the following:  
1) Attending Behaviour  
2) Closed and Open-Ended Questions  
3) Paraphrase  
4) Summary  
5) Reflection  
 

Attending Behaviour  
�  Face the other squarely  

�  Nod Head 
�  Adopt an open posture  

� Verbal following  

� Speech 

�  Lean towards the other  

�  Make eye contact  
�  Be relatively relaxed  

 

Listening  
Listening is the most important skill in counselling. It is the process of ‘hearing’ the other person. 
The three aspects of listening are:  
 
1) Linguistic: actual words, phrases and metaphors used to convey feelings.  



 433

2) Paralinguistic: Not words themselves but timing, accent, volume, pitch, etc.  
3) Non-verbal: ‘Body language’ or facial expression, use of gestures, body position and 

movement, proximity or touch in relation to the counsellor.  
 
All these express the internal state of the counselee and can be ‘listened’ to by the attentive 
counsellor.  
* “Not just the words but also the music behind the words!” 
 

What we communicate without speaking!!  
• When we face our counselee squarely we are saying: “I am available to you”  

• When we nod our head we are saying:“I am in agreement with you, or I understand 
you”.  

• When we display an open posture we are saying:“I am open to you – non defensive”  

• When we lean forward we are saying: “I am with you”  

• When we establish eye contact we are saying:“I am interested in you”  
 
When we maintain a relaxed composed posture and facial expression we are saying: “I feel 
confident and ready to listen and interact” 
 

Closed vs. Open-Ended Question  
 
Closed-ended Questions  
Are you scared?  
Are you concerned about that your mother-in-
law will not allow you to get your daughter 
immunised? 

Open-Ended Questions  
How do you feel?  
What do you think you might do if your mother-
in-law opposes immunisation of your 
daughter?  

 

Reflection is the echoing of the last few words that the counselee has spoken during a 
session. It helps the counselee realise that the counsellor is with her/him and is able to follow 
her/him.  
 

Purpose of Reflection  
Helps counselee:  

� Feel Understood 
� Express more feelings  
� Manage feelings  
� Distinguish between various feelings 

 

Example  
Counselee: “So many things are going on right now -the sowing season has started, my 
daughter’s sick, and my mother-in-law is down with jaundice. I find myself running around trying 
to take care of everything. I’m not sure I can take it anymore.”  
Counsellor: “You’re feeling pretty overwhelmed by all the things that are going on right now.” 
 

Paraphrasing  
 

Purpose of Paraphrasing 
  

• To convey that you are understanding the 
counselee  

• Help the counselees by simplifying, 
focusing and crystallizing what they said  

When to use it 
 

• When you have a hypothesis about what is 
going on with the counselee  

• When the counselee is in a decision making 
conflict  

• When the counselee has presented a lot of 
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• May encourage the counselee to elaborate  

• Provides a check on the accuracy of your 
perceptions  

material and you feel confused  
 

 
Summarization: 
A summary is a collection of two or more paraphrases or reflections that condenses the 
counselee’s messages or the session  
Covers more material  
Covers a longer period of counselee’s discussion 
 

Purpose of a Summary  
� To tie together multiple elements of client messages  

� To identify a common theme or pattern  

� To interrupt excessive rambling  

� To start a session or to end a session  

� To pace a session  

� To review progress  

� To serve as a transition when changing topics  
 

Nurturing Effectiveness  
It is important that the frontline functionaries work and improve on the following in order to 
provide effective counselling:  
 
1. Gaining trust: Earn the trust of the people, especially the counselees.  

2. Being objective: Should be able view the counselee’s issues objectively without allowing 

personal biases to influence any views presented by the counselee.  

3. Being an effective communicator: Should be well versed in the art of effective 

communication.  

4. Being open minded: Should accept everything that the counselee may present with an 

open mind.  

5. Being Perceptive: Must understand the need to be observant to give feedback to the 

counselee.  

6. Becoming self aware: During a session s/he must be aware of what s/he says and does 

and the capabilities and abilities that s/he possesses as well as her/his limitations.  

7. Becoming an effective listener: Must be a good listener.  

8. Being committed and responsible: Must be committed to the role as a counsellor and 

assume responsibility for her/his actions and words.  

9. Being non-judgmental and tolerant: Must be completely impartial in her/his interactions on 

the views, opinions and actions of the counselee as well as be tolerant towards the attitudes 

and beliefs of the counselee.  

10. Being attentive: Should be minutely attentive to the words as well as actions of the 

counselee.  

11. Being informed: Should strive to be sufficiently well informed so as to provide the right 

information whenever required during the course of interaction with the counselee. 
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10. RESEARCH IN PUBLIC HEALTH 
 

Introduction 

Scientific research plays a very important role in our efforts to maintain health and 

combating diseases. Research helps us create new knowledge and develop proper tools for the 

use of existing knowledge. Not only does it enable health care providers to diagnose and treat 

diseases, research also provides evidence for policies and decisions on health and 

development.  

The research process is the cornerstone for informed and effective decision-making, and 

is integral to countries’ efforts to improve the health of their populations and the effectiveness of 

their health systems, particularly during times of dramatic epidemiological, demographic, and 

economic changes that profoundly affect health systems. 

 

The spectrum of health research is broad and includes: 

• Biomedical research 

• Public health research 

• Health policy and systems research 

• Environmental health research 

• Social sciences and behavioral research 

• Operational research 

• Health research as part of general “science and technology” research 

However, considering the definition of health used earlier, it is evident that the range of research 

needed to “protect and promote health and reduce disease” is even broader than this. 

 

Definition 

Research is a quest for knowledge through diligent search or investigation or experimentation 

aimed at the discovery and interpretation of new knowledge. Scientific method is a systematic 

body of procedures and techniques applied in carrying out investigation or experimentation 

targeted at obtaining new knowledge. In the context of this manual, research and scientific 

methods may be considered a course of critical inquiry leading to the discovery of fact or 

information which increases our understanding of human health and disease. 

 

Categories of research 

1. Empirical and theoretical research 

The philosophical approach to research is basically of two types: empirical and theoretical. 

Health research mainly follows the empirical approach, i.e. it is based upon observation and 

experience more than upon theory and abstraction. Epidemiological research, for example, 

depends upon the systematic collection of observations on the health related phenomena of 

interest in defined populations. Moreover, even in abstraction with mathematical models, 

advances in understanding of disease occurrence and causation cannot be made without a 

comparison of the theoretical constructs with that which we actually observe in populations. 

Empirical and theoretical research complement each other in developing an understanding of 

the phenomena, in predicting future events, and in the prevention of events harmful to the 

general welfare of the population of interest. 
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Empirical research in the health sciences can be qualitative or quantitative in nature. Generally, 

health science research deals with information of a quantitative nature, and this manual deals 

exclusively with this type of research. For the most part, this involves the identification of the 

population of interest, the characteristics (variables) of the individuals (units) in the population, 

and the study of the variability of these characteristics among the individuals in the population. 

Thus the quantification in empirical research is achieved by three related numerical procedures: 

• Measurement of variables 

• Estimation of population parameters (parameters of the probability distribution that 

captures the variability of observations in the population) and  

• Statistical testing of hypotheses, or estimating the extent to which ‘chance’ alone may 

account for the variation among the individuals or groups under observation. 

 

2. Basic and applied 

Research can be functionally divided into basic (or pure) research and applied research. Basic 

research is usually considered to involve a search for knowledge without a defined goal of utility 

or specific purpose. Applied research is problem-oriented, and is directed towards the solution 

of an existing problem.  

 

3. Health research triangle 

Yet another way of classifying health research, be it empirical or theoretical, basic or applied, is 

to describe it under three operational interlinked categories of biomedical, health services and 

behavioural research, the so-called health research triangle. Biomedical research deals 

primarily with basic research involving processes at the cellular level; health research deals with 

issues in the environment surrounding man, which promote changes at the cellular level; and 

behavioural research deals with the interaction of man and the environment in a manner 

reflecting the beliefs, attitudes and practices of the individual in society. 

 

Guidelines for Successful Research 

1. Focus on priority problems  

2. Action-oriented  

3. Multi-disciplinary  

4. Participatory  

5. Timely  

6. Cost-effective  

7. Simple, short-term designs  

8. Clear results  

9. Honest limitations  

10. Expressed implications and recommendations  

 

It is a must for any research to be:  

• Purposeful  

• Targeted  

• Credible  

• Timely 

 

Scientific foundations of research 
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Several fundamental principles are used in scientific inquiry: 

 

1. Order 

The scientific method differs from ‘common sense’ in arriving at conclusions by employing an 

organized observation of entities or events which are classified or ordered on the basis of 

common properties and behaviours. It is this commonality of properties and behaviours that 

allows predictions, which, carried to the ultimate, become laws. 

 

2. Inference and chance 

Reasoning or inference is the force of advances in research. In terms of logic, it means that a 

statement or conclusion ought to be accepted because one or more other statements or 

premises (evidence) are true. Inferential suppositions, presumptions or theories may be so 

developed, through careful construction, as to pose testable hypothesis. The testing of 

hypothesis is the basic method of advancing knowledge in science. Two distinct approaches or 

arguments have evolved in the development of inferences: deductive and inductive.  

 

3. Evaluation of probability 

The critical requirement in the design of research, the one that ensures validity, is the evaluation 

of probability from beginning to end. The most salient elements of design, which are meant to 

ensure the integrity of probability and the prevention of bias, are: representative sampling, 

randomization in the selection of study groups, maintenance of comparison groups as controls, 

blinding of experiments and subjects, and the use of probability (statistical) methods in the 

analysis and interpretation of outcome. Probability is a measure of the uncertainty or variability 

of the characteristic among individuals in the population.  

 

4. Hypothesis 

Hypotheses are carefully constructed statements about a phenomenon in the population. The 

hypotheses may have been generated by deductive reasoning, or based on inductive reasoning 

from prior observations. One of the most useful tools of health research is the generation of 

hypotheses which, when tested, will lead to the identification of the most likely causes of 

disease or changes in the condition being observed.  

 

Study design 

The epidemiological approach is based upon statistical principles in the structuring of 

research design. In this approach, research can be divided into that which is basically 

observational in type, and that which is experimental.  

Observational types of studies generally employ the method of sample surveys, where a 

sample of the population is observed for various characteristics. This may be by actual 

interviews of the subjects, by obtaining measurements of physical characteristics, or by simply 

extracting information from existing sources, such as disease registries, hospital or employment 

records. Surveys of the cross-sectional type (where the information on cause and effect is 

simultaneously gathered, and the time sequence cannot be determined) are considered to be 

hypothesis-generating studies, whereas surveys where the observations on cause and effect 

differ by way of a period of time (such as case-control studies and cohort studies) are 

considered to be analytical in nature, and inference of associations can be made. 
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Testing of hypotheses is best done by experiment, where all the factors other than those 

under consideration can be controlled. However, in human diseases, this is not often possible, 

due to ethical and practical considerations.  

An observation, or series of observations triggers a hypothesis; a cross-sectional survey 

is undertaken to generate proper hypotheses; an observational study establishes associations 

and supports (or rejects) the hypothesis; and an experiment is conducted to test the hypothesis. 

 

 
Some basic steps necessary in developing a research programme include: 

1. Defining the intended role and scope of the unit undertaking the research; 

2. Determining the capabilities and resources of the research unit, to include personnel, 

facilities, equipment, supplies, time and budget, and accessibility of research material; 

3. Selecting the research topic, considering factors such as 

• Magnitude of the problem and its impact; 

• Urgency of the need for a solution; 

• Relevance to the aims of the funding agency; 

• Amenability of the problem to investigation; 

• Feasibility of the approach; 

• Chances of success; 

• Expected impact of a successful outcome; 

• Spin-off in terms of training of staff and other research capability strengthening 

elements; 

4. Constructing research protocols which will serve as the guiding documents for the 

execution, monitoring and evaluation of the research; 

5. Setting up a well-defined administrative structure with lines of direction, supervision, 

consultation and collaboration based upon task-specific job descriptions; 

6. Formulating a schedule of targets for consolidation of results and preparation of these 

results for dissemination, including publication in the scientific literature. 

 

2. Execution of Research 
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The mechanics of conducting research follow the simple steps of formulating the problem, 

planning the approach (research design) and executing activities within a strategic network 

leading to specific objectives which will give the solution to the problem.  

The following provides a framework for a research proposal into which the basic elements of a 

research study can be  

 

a. Conceptualizing the problem: 

• Identifying the problem (what is the problem?); 

• Prioritizing the problem (why is this an important problem?); 

• Rationale (can the problem be solved, and what are the benefits to society if the problem 

is solved?); 

 

Statement of the problem is the first major section in a research proposal. It is very 

important to state and define the problem well because, 

• It is a foundation for a research 

• It facilitates search of information 

• It justifies why the research should be conducted 

 

b. Background: 

• Literature review (what do we already know?) 

• It is a systematic analysis and interpretation of available  information about a topic of 

study 

• It is an excellent opportunity to develop professional  confidence in the field of study 

 

Why do we review literature?  (reasons) 

• To know more about a problem  

• To avoid duplication of information  

• To learn the gaps in the arena of study  

• To learn various methods that others used  

• To forecast challenges that might be faced in the  conduct of study  

 

What do we review?  (Sources) 

• Library (published information)  

• Electronic search engines (internet)  

• Gray literature (Unpublished ones)  

 

c. Formulating the objectives: 

• Framing the questions according to general and specific objectives; 

• Developing a testable hypothesis to achieve the objectives. 

 

Types of objectives 

1. Estimation objectives: Estimates magnitude of an event  

2. Association objectives: Analyses factors associated with an event  

3. Evaluation objectives : Evaluates associations  

Categories of objectives 
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• General objective: 

– Summarizes what is to be achieved by the study 

– Should be clearly related to the statement of the  problem 

 

• Specific objectives 

– Logically connected parts of the general objective 

– Focus the study on the essentials 

– Direct the design of investigation 

– Orient collection, analysis & interpretation of data 

   

In short Objectives must be SMART  Specific, Measurable,  Achievable.  Realistic & Time-bound. 

d. Research methodology: 

• Defining the population, characteristics of interest and probability distributions; 

• Type of study (observational or analytical, surveys or experiments); 

• Method of data collection, management and analysis: 

• Sample selection; 

• Measuring instruments (reliability and validity of instruments); 

• Training of interviewers; 

• Quality control of measurements; 

• Computerization, checking and validating measurements; 

• The issue of missing observations; 

• Statistical summarization of information; 

• Testing of hypothesis; 

• Ethical considerations; 

 

Types of data 

1. Primary data: data that one has collected oneself  

• Better understood by the researcher   

• Usually contains few variables 

 

2. Secondary data: data that has already been  collected by somebody else 

• Not well understood by the researcher  

• Very large number of variables 

 

Data collection 

Two broad categories of data collection  

1. Quantitative data collection  

2. Qualitative data collection  

 

Quantitative data collection Techniques  

• Interview administered questionnaire  

• Self-administered questionnaire  

• Direct measurement  

• Review of record  
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e. Workplan: 

• Personnel; 

• Timetable (who will do what, and when); 

• Project administration; 

 

f. Plans for dissemination: 

• Presentation to authorities to implement the results of the research (if applicable); 

• Publication in scientific journals and other works (including those of the agency which 

funded the project) for wide distribution of the research findings. 

 

A good proposal will also contain an executive summary giving an overview of the above topics 

in clear and simple language understandable by lay persons, and a list of references. 

 

The research worker 

Among the important qualities associated with successful research are: 

• A spirit of adventure in seeking new facts; 

• Perseverance and patience; 

• Integrity to oneself and to the value of the scientific Method; 

• An analytical mind able to participate in critical Thinking; 

• A receptivity to criticism at the professional level; 

• Openness of mind, and the ability to see the Significance of the unexpected observation; 

• Objectivity. 

 

3. Conclusion 

Scientific inquiry is one of the most challenging enterprises of mankind, and the support 

that it receives is a measure of the strength, vitality and vision of a society. The approach and 

methods of research have slowly evolved to become ever more precise and efficient. The 

technology is at hand to explore the unknown. The success of this however, depends as ever 

on the individual and collective talents of the researchers bound by the tenets of science, such 

as those dealing with order, inference and chance, as accounted for and encompassed by solid 

research design and methodology. 

 

 


