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EXECUTIVE SUMMARY

I ntroduction

Government of Indiain 2005 announced a National Rural Health Mission with a clear goal of
addressing the health needs of rural population specially vulnerable section of the society
and to improve the access of beneficiaries to health services. It is proposed to have village
level functionaries who will be named as accredited social health activist. ASHA is the first
part of call for any health related demand of poor people specially women and children. She
is supposed to be an escort, motivator and guide for village community on health issu e.
NRHM was launched in state of Rajasthan with a aim to provide accessible , affordable and
quality health servicesto rural and under served urban area.

National Institute of Health and Family Welfare (NIHFW), with financial assistance from
UNFPA initiated RAHI projects. (Rapid Appraisal of Heal th Intervention) under NRHM in
collaboration with its academic partners (Medical Colleges). This report is based on Rapid
Appraisal of Performance Based Incentive System for ASHA Sahyogini in Udaipur District
of Rajasthan.

General Objective

To assess the performance-based incentive system for ASHA as it is one of the most
important factor in successful working of ASHA.

Specific Objectives

To measure the norm-wise and timeliness of the incentives to ASHA for JSY and
other NRHM activities.

To measure the level of satisfaction of ASHA with this performance -based incentive
system,

To assess the utilization of services and satisfaction of beneficiaries of ASHA for JSY
and other NRHM activities, and

To give feedback to programme managers.

M ethodology

Three blocks (one urban, one rural and one tribal) were randomly selected. The study was
typically cross-sectional design with amix of both in-depth interviews and FGDs.

The study respondents included the following:

ASHAs of al the three blocks: A total of 180 ASHASs were randomly selected for in-
depth interviews.

Beneficiaries and non-beneficiaries of ASHA at village level : 6 FGDs were conducted 2
in each block.
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Salient Findings

10.

11.

12.

Majority of ASHAS caters to popul ation between 1000-1500 in urban area and 500 to
1000 in rural and tribal area.
Majority of ASHAs in three blocks received 2 trainings i.e one initial on first module
for 10 days and second training on |1 module for four days.
Tribal ASHASs have to travel | arge distance at work (>33% have to travel > 2.5km s)
Overall knowledge of ASHA regarding environmental sanitation was low.
Mobilization of ANC and immunization, motivation for sterilization and accompany
for institutional deliver were the commonest services provided by ASHA in three
blocks. None of the ASHA in all the three blocks has worked for m otivation for
construction of sanitary latrin and mobilization for cataract surgery. No ASHA in
urban area ever completed DOTS.
No monthly meeting was held and attended by urban ASHAs and even in rural and
tribal attendance was around 50% only.
Maximum delay was observed in getting incentive for MCHN days by ASHA.
Around 75% of the ASHA in all the three blocks area getting incentive for MCHN
daysin more than 30 days and even latest by 5-6 months are also noted.
The average compensation package for ASHASs in all the three blocks in our study
was found to be Rs.756/- per month which is only 48.24% of the expected guideline s
of state average which is Rs.1567/-[1067+500 honorarium (Annexure 3)] per month.
Most of the ASHAs in all three block s voice dissatisfaction with the incentive. The
main reason that came out of the study were they have to work hard, their expenses
are more and incentive are delayed. According to DPM Udaipur delay was at the level
of district and block because of backlog of payment and vacant position of BPM
during July 08 - December 08. The dissatisfaction was observed more in the tribal
ASHAs. More expenses is the commonest cause of dissatisfaction in tribal ASHA.
Mean expenditure of 34% tribal ASHA has to spend more than Rs 400 per
institutional delivery.
As in Rgjasthan ASHA are getting honorarium of Rs. 500 per month DWCD hence
they are regularly working at AWC and badly neglecting some of assigned tasks like:
Mobilization for cataract surgery, completion of DOTS, construction of sanitary
latrines.
The problems faced by ASHAs in the field are asfollows:
The pregnant women and the relatives are reluctant to take assistance of
ASHASs as escort for hospital delivery. They have the misconception that if
ASHA comes with them she will get a cut from their rightful JSY incentive. So
ASHAs are not entitled to JSY money.
Although ASHASs are mobilizing pregnant women for ANC but getting no
incentive, if cannot accompany woman for institutional delivery.
Tribal ASHASs suffered this lack of timeliness more as compared to urban and
rural ASHASs.
When they take delivery cases to hospital they are given harsh and un-
cooperative treatment by hospital staff.
In FGDs it was found that most of the participants were utilizing JSY, ANC, PNC and
immunization and were satisfied but none of participants were befitted and even
aware for construction of sanitary latrines, mobilization of cataract surgery and
completion of DOTS by ASHA.
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Key Recommendations

1

2.

Refresher training with latest update should be conducted for ASHA at regular

interval.

Mostly ASHAs are working for RCH services. During refresher training stress must

be given on tasks like DOTS completion, mobilization for cataract surgeries providing
primary health care and construction of latrine, so that with improvement in ASHAS

performance ASHA can earn more incentives.

Drug kit supply must be regular.

Monthly meeting should be regularly hel d, attendance of ASHA must be ensured for
proper feedback.

Timely fund flow must be ensured from DPM to BPM and from BPM to MO/Ic as
these are the levels of delay.

Fund audits should be done at regular interval.

Extraincentive should be givenin tribal and difficult areas.

Awareness generation and education with the help of local leaders is of prime

importance for proper utilization of services of ASHA and bridging gape between

ASHA and community.

Monitoring system should be improved from top to bottom.
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CHAPTER 1
INTRODUCTION

Background

Government of India in 2005 launched the National Rural Health Mission with a sole aim to
protect and promote the health and wellbeing of its citizens in general and mother and
children in specific. It aims at reducing maternal and childhood morbidity and mortality
through intervention like engagement of ASHA at village level.

The National Rural Health Mission (2005-12) seeks to provide effective health care to rural
population throughout the country with special focus on 18 states, which have weak public
health indicators and/or weak infrastructure. It aims to undertake architectural correction of
the health system to enable it to effectively handle increased allocations as promised under
the National Common Minimum Programme and promote policies that strengthen public
health management and service delivery system in the country.

It has as its key components provision of a female health activist in each village; a village
health plan prepared through a local team headed by the Health and Sanitation Committee of
the Panchayat; strengthening of the rural hospital for effective curative care and made
measurable and accountable to the community through Indian Public Health Standards
(IPHS); and integration of vertical Health and Family Welfare Programmes and funds for
optimal utilization of funds and infrastructure and strengthening delivery of primary health
care. It seeks to revitalize local health traditions and mainstream AYUSH into the public
health system. It aims at effective integration of health concerns with determinants of health
like sanitation and hygiene, nutrition, and safe drinking water through a District Plan for
Health. It seeks decentralization of programmes for district management of health. It seeksto
address the inter-state and inter-district disparities, especially among the 18 high focus states,
including unmet needs for public health infrastructure. It shall define time-bound goals and
report publicly on their progress. It seeks to improve access of rural people, especially poor
women and children to equitable, affordable, accountable and effective primary.

Goals
Reduction in Infant Mortality Rate (IMR) and material s mortality.
Universal access to public services for food and nutrition, sanitation and hygiene
and universal access to public hedth care services with emphasis on services
addressing women(s and children(s health and universal immunization .
Prevention and control of communicable and non-communicable diseases,
including locally endemic diseases.
Access to integrated comprehensive primary health care.
Popul ation stabilization, gender and demographic balance.
Revitalize local hedlth traditions and mainstream AY USH.
Promotion of healthy lifestyles.

Rationale

One of the key components of the National Rural Health Mission is to provide every village
with a trained female community health activist 0 ASHA or Accredited Social Health
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Activist. Selected from the village itself and accountable to it. The ASHA will be trained to
work as an interface between the community and the public health system.

ASHA will be a health activist in the community who will create awareness on health and its
socia determinants and mobilize the community towards | ocal health planning and increased
utilization of the existing health services.

GUIDELINESON ASHA APPROVED BY GOVERNMENT OF RAJASTHAN
(www.nrhmrajasthan.nic.in )

Criteriafor Selectionsof ASHA (Asper norms)

ASHA must be primarily a woman resident of the village OMarried/Widow/Divorced[
and preferably in the age group of 25to 45y ears.

ASHA should have effective communication skills, leadership qualities and be able to
reach out to the community. She should be a literate woman with formal education up
to Eighth Class. This may be relaxed only if no suitable person with this qualification is
available.

Adequate representation from disadvantaged population groups should be ensured to
serve such group better.

Roles and Responsibilities of ASHA Sahayogini

1.

Create Awareness

Health, nutrition, basic sanitation, hygienic practices, healthy living and working
conditions, information on existing health services and need for timely utilization of
health, nutrition and family welfare services.

Counseling

Birth preparedness, importance of safe and institutional delivery, breast-feeding,
complementary feeding, immunization, contraception, prevention of RTI / STI,
nutrition and other health issues.

M obilization

Facilitate the community to access and avail the health services available in the public
health system at Anganwadi Centres, Sub -Center, PHC, CHC and district hospitals.

Village Health Plan

Work with Village Health and Sanitation Committee of the Gram Panchayat t o develop
the village health plan.

Escorts/Accompany

Arrange escort/accompany pregnant women and children requiring treatment/admission
to the nearest pre-identified health facility i.e. Primary Heath Centre/Community
Health Centre/First Referral Unit.

Provision of Primary Medical Health Care

- Provide primary medical care for minor ailments such as diarrh oea, fevers and first
aid for minor injuries.
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- Shewill be a provider of Directly Observed Treatment Short -course (DOTS) under
RNTCP.

- Depot Holder for ORS, IFA, DDK, Chloroquine, oral pillsand condoms.

7. Inform about the births, deaths and any unusual health problem/disease outbreaks in the
community to the sub-centers/Primary Health Centre.

Promote construction of household toilets under Total Sanitation Cam paign.
COMPENSATION PACKAGE TO ASHA

ASHA would be an honorary volunteer and would not receive any salary or honorarium. But
in Rgasthan ASHA is called as ASHA Sahyogini and getting Rs.500/ month as an
honorarium from DWCD in Rgasthan. Her work would be so tailored that it does not
interfere with her normal livelihood.

However ASHA could be compensated for her time in the following situations:

a. For the duration of her training both in terms of TA and DA. (so that her loss of
livelihood for those days is partly compensated)

b. For participating in the monthly/bi -monthly meeting, as the case may be. (For
situations (a) and (b), payment will be made at the venue of the training /meeting
when ASHAs come for regular training sessions and meetings).

c. Wherever compensation has been provided for under different national programmes
for undertaking specific health or other social sector programmes with measurable
outputs, such tasks should be assigned to ASHASs on priority (i.e. before it is offered
to other village volunteers) wherever they are in position.

(For situation | disbursement of compensation to ASHAs will be made as per the
specific payment mechanism built into individual programmes).

d. Other than the above specific programmes, a number of key health related activities
and service outcomes are aimed within a village (For example all eligible children
immunized, al newborns weighed, all pregnant women attended an antenatal clinic
etc). The Untied Fund of Rs.10,000/- at the sub-centre level (to be jointly operated
by the ANM and the Sarpanch) could be used as monetary compensation to ASHA
for achieving these key processes. (For situation (d) the payment to ASHAs will be
made at Panchayats).

Group recognition/awards may also be considered.
Non-monetary incentive e.g. exposure visits, annual conventions etc can be
considered.
A drug kit containing basic drugs should be given.
A suggestive/indicative compensation package for ASHA for training and various services
provided by her is enclosed a Annexure |. This would be finalized subsequently in
consultation with the States and various other stakeholders in due course .

Operational Status in Rajasthan

ASHA Sahyogini is a joint initiative of HFW and DWCD in Raasthan. Presently 30000
ASHA Sahyogini are in place in Rajasthan. ASHA Sahyogini is getting fixed honorarium of
Rs. 500/month from DWCD. She is also getting performance based incentives worked out for
different schemes. If she works as per expectation she will get a minimum compensation
package of approximately Rs.1067 per month.
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1 In Udaipur district 1983 ASHA Sahyogini have been selected by due process.

2. Two round of training has been completed in Udaipur District

| round (010 days training on module 1
No of ASHA Sahyogini trained 1971
Il round 04 days training on module 2
No of ASHA Sahyogini trained 1628

Operational Status of ASHA scheme in Selected Blocks

Name of Block No. of ASHA No. of ASHA No. of ASHA
reported trained in First trained in Second
round round
Sarada (Tribal) 201 201 193
Bhinder (Rural) 198 194 136
Udaipur (Urban) 136 136 136

FUND- FLOW MECHANISM FOR ASHA IN UDAIPUR DISTRICT

Statc NRHM Cell |

District Health Society ‘

- 0=

Arca Hospitals

]
‘ Block Health

Socicty
|

CHC/PHC

Snh

Arcredited

Centre ‘

-

ASHA

Institations




SUPPORT SYSTEM

State ARC, State NRHM Cell &
Director ICDS

DPM, CMHO,
Dy. Director ICDS
|
BPM, BMO,
CDPO(ICDS)

MO-IC
(PHC/CHC)

ANM
LS (ICDS)

ASHA

REPORTING SYSTEM
ASHA isreporting monthly in MPR format (Annexure 2) to ANM

MO IC(PHC) > BPM

DPM

l

State NRHM
Cell
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Perfor mance and I ncentive

Timeliness (as per norms) and satisfaction of ASHA Sahyogini with this performance based
incentive system is one of the most important critical factor for the success of ASHA
Sahyogini and NRHM. So there is a need for mid-term rapid assessment of this performance
based incentive system to give feed back to health managers to improve the situation and
facilitate the ASHA Sahyogini in their work.

General Objective

Main objective of the study isto assess the performance-based incentive system for ASHA as
it isone of the most important factor in successful working of ASHA.

Specific Objectives

To measure the norm wise and timeliness of the incentives to ASHA for JSY and
other NRHM activities.

To measure the level of satisfaction of ASHA with this performance based incentive
system.

To assesses utilization of services and level of satisfaction of beneficiaries of ASHA
for JSY and other NRHM activities.

To give feedback to programme managers.

During the study we can aso get the work performance and average compensation to ASHA
in the district.
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CHAPTER 2
METHODOLOGY

Study Design

The study was a cross-sectional descriptive study.

Study Area

We have assessed the performance based incentive system for ASHAs working in urban,
rural and tribal areas of Udaipur district. For this one block from each urban, rural and tribal
areawas selected randomly.

The sampling of blocks was based on simple random method (Lottery method).

Map of Udaipur District (Showing Selected Blocks)
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Table1: Coverage of the Study (Udaipur District)

Distance No. of No. of No. of
. from sanctioned | ASHA Respondents
Area | Blocks | Population District post for | Working | In-depth | FGD
Headquarter ASHA inarea | interview | women
Rural | Bhinder | 2,76,240 55-km 242 201 60 2
Urban | Udaipur | 4,60,142 - 136 136 60 2
Urban
Block
Tribal | Sarada 2,60,454 65-km 224 198 60 2
Study Units

Primarily our study unit was ASHA. Its beneficiaries and non-beneficiaries for JSY were also
included in the study for FGDs as a source of information for utilization and satisfaction of
services of ASHA.

Sampling

There are around 200 ASHASs presently working in rural and tribal block. There are 136
ASHAs working in Udaipur city. We enlisted all the ASHA separately for tribal /rural and
urban* block. 30% (60 from each block). ASHA selected randomly after alotting number to
them.

(* In urban area we have taken more than 30% ASHA for in-depth interview to give equal
representation of al three areas)

Study Period
12 weeks, with data collection- 8 weeks approximately
Data Collection Techniques

Primary data were collected through in-depth interview. Primary data were also collected
from beneficiaries and non-beneficiaries of ASHA for JSY and other NRHM activities
through FGD.

Qualitative

In-depth interview: Primary data were collected from ASHA through personal
interview with semi structured questionnaire about individual [$ personal data,
regarding training, knowledge, incentive and level of satisfaction (Annexure 1).

Focus Group Discussion: Focus group discussion at community level were
conducted. FGD included women who were either pregnant or delivered in last one
year and potential beneficiaries of ASHA. Each FGD included 8-10 participants.

FGDsin rural and tribal area were conducted at PHCs (randomly selected) of selected
CHCs. In urban area an FGD was conducted at UHTC and other at MB Hosptial
Udaipur. Participants were identified by supervisors of our team. Before conducting
focus group discussion, guide was prepared including questions on MCH services
utilization and ASHA functioning. The process of FGD started with initial round of
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introduction and participants had made aware about various entitlements that NRHM
has promised especially in the context of the maternal and child heath services, JSY
and other NRHM activities.

After describing the purpose of discussion, the process of FGD has explained to the
participants.

The discussion during FGDs were documented and simultaneously recorded and
audio cassettes were prepared.

Data Analysis

Unit of anaysis was ASHA. Collected data were entered and analyzed with the EPI6 and
Excel.

Team Composition and Participation

Principal Investigator
Co-Investigator -
Supervisors -
Computer operator -
Field Staff -
Local ANMs -
Local LS (DWCD) -
Class 1V -

N A~AWNE
WWWWER WP P

Selection of the Team

We have not appointed any new team member, we have utilized already existing relevant
persons.

Quality Assurance

Field investigators were post-graduate students in community medicine. A two days
Orientation training on Project methodology, art of interviewing, focus group discussion and
findings was imparted to team members. The tools were pretested in the field and set of
guidelines was developed and provided to each team member . Principal Investigator and Co-
investigator stayed in the field throughout duration of data collection and focus group
discussion and regularly monitored field staff and super visors.
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CHAPTER 3

FINDINGS AND DISCUSSION

This chapter deals with the demographic and socio-economic status of ASHAS, training
received, workload and their level of satisfaction with the incentives and timeliness of
incentives.

Table 2 : General Demogr aphic Profile of ASHA

Characteristics Urban Rural Tribal Total
Age group N=60 N=60 N=60 N=180
<21 1(1.67%) 3(5%) 2(3.33%) 6(3.33%)
21-25 10(16.67%) 24(40%) 25(41.67%) 59(32.78%)
26-30 24(40%) 19(31.67%) 23(38.33%) 66(36.67%)
31-35 17(28.33%) 8(13.33%) 10(16.67%) 35(19.44%)
36-40 7(11.67%) 6(10%) NA 13(7.22%)
41-45 1(1.67%) NA NA 1(0.56%)
Caste N=60 N=60 N=60 N=180
SC 9(15%) 4(6.67%) 13(21.67%) 26(14.44%)
ST 5(8.33%) 7(11.67%) 38(63.33%) 50(27.78%)
OBC 25(41.67%) 22(36.67%) 4(6.67%) 51(28.33%)
GEN 19(31.67%) 26(43.33%) 5(8.33%) 50(27.78%)
OTHERS 2(3.33%) 1(1.67%) NA 3(1.67%)
Education Urban Rural Tribal Total
N=60 N=60 N=60 N=180
Middle (8th std) 22(36.67%) 29(48.33%) 42(70%) 93(51.67%)
Secondary 24(40%) 23(38.33%) 14(23.33%) 61(33.89%)
Senior 10(16.67%) 4(6.67%) 1(1.67%) 15(8.33%)
Secondary
Graduate 4(6.67%) 4(6.67%) 3(5%) 11(6.11%)
Marital Status Urban Rural Tribal Total
Married 54(90%) 56(93.33%) 57(95%) 167(92.78%)
Unmarried 3(5%) 1(1.67%) NA 4(2.22%)
Widow 1(1.67%) 3(5%) 2(3.33%) 6(3.33%)
Divorce 1(1.67%) NA 1(1.67%) 2(1.11%)
Others 1(1.67%) NA NA 1(0.56%)
Distance (in Urban Rural Tribal Total
Km)
<0.5 41(68.33%) 27(45%) 6(10%) 74(41.11%)
Upto 1 12(20%) 11(18.33%) 12(20%) 35(19.44%)
1-15 2(3.33%) 2(3.33%) 4(6.67%) 8(4.44%)
15-2 4(6.67%) 5(8.33%) 13(21.67%) 22(12.22%)
2-25 1(1.67%) 2(3.33%) 5(8.33%) 8(4.44%)
2.5-3 NA 8(13.33%) 11(18.33%) 19(10.56%)
>3 NA 5(8.33%) 9(15%) 14(7.78%)
Population Urban Rural Tribal Total
<500 1(1.67%) 2(3.33%) 12(20%) 15(8.33%)
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500-1000 9(15%) 26(43.33%) 27(45%) 62(34.44%)
1000-1500 45(75%) 22(36.67%) 19(31.67%) 86(47.78%)
1500-2000 1(1.67%) 7(11.67%) 1(1.67%) 9(5%)
2000-2500 1(1.67%) 0 1(1.67%) 2(1.11%)
2500-3000 1(1.67%) 1(1.67%) NA 2(1.11%)

>3000 2(3.33%) 1(1.67%) NA 3(1.67%)
Not Known NA 1(1.67%) NA 1(0.56%)
Age and Caste

Most of the ASHA s in the urban block were in the age group of 26-30 (40%), followed by the
age group of 31-35(28%). In rura (40%) and tribal (41%) block most of them belonged to
age group of 21-25 followed by age group of 26-30.

When distributed according to caste 41% of ASHASs in urban block belonged to OBC
followed by general category (31%). In rural block 43% belonged to general category
followed by OBC (36%), ST (11%) and SC (6%) while in tribal block majority (63%)
belonged to ST followed by SC (21%).

Literacy

Among the ASHASs belonging to urban block 40 per cent had studied upto secondary,
followed by 36 per cent ASHAs who had completed middie level (8th std). Forty eight per
cent ASHASs in the rural block had completed middle level and 38 per cent had completed
secondary. In the tribal block almost 50 percent studied upto middle level.

Interestingly around 6 per cent of the ASHASs in all three blocks were graduates.
Marital Status

Most of the ASHASs in all the three blocks were married 90 per cent in urban, 93 per cent in
rural and 95 per cent in tribal block.

Most of the ASHASs in the urban block (88 per cent) and rural block (63 per cent) had to
travel lessthan a kilometer from their residence for work while in the tribal block 70 per cent
had to travel more than a kilometer for work every day. 15% ASHA in tribal block has to
travel > 3 kmsfor work every day.

The average population catered by ailmost 50% of the ASHASs in all the three blocks ranged
between 1000-1500 followed by 34% catering a population between 500-1000.

Table 3: Trainings Imparted to ASHA

Number of Urban Rural Tribal Total
ASHAs
trained
| module only 9(15%) 12(20%) 16(26.66%) 37(20.55%)
| and || module 51(85%) 48(80%) 37(61.66%) 136(75.55%)
both
Untrained 0 0 7(11.66%) 7(3.88%)
Total 60 60 60 180
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Majority of the ASHASs in the urban block (83%) had received two trainings. In the rural
block 50% of the ASHAS had received two trainings and 20% had received one training. In
the tribal block one-third had received three trainings followed by 18% who received two

trainings.

Table 4 : Knowledge of ASHA

Urban Rural Tribal TOTAL

-| Task of ASHA 60(100%) 59(98.33%) | 58(96.67%) | 177(98.33%)
-| Environmental Sanitation 24(40%) 18(30%) 45(75%) 87(48.33%)
-| Transmission of HIV/AIDS | 57(95%) 57(95%) 56(93.33%) | 170(94.44%)
-| BCG Vaccination 59(98.33%) | 59(98.33%) | 59(98.33%) | 177(98.33%)
-| DPT Vaccination 59(98.33%) | 59(98.33%) | 60(100%) | 178(98.897%)
-| Diaerhoeal Diseases 58(96.67%) | 57(95%) 54(90%) 169(93.89%)
-| Use of Paracetamol 55(91.67%) | 48(80%) 57(95%) 160(88.89%)
-| Sign and Symptoms of T.B. | 59(98.336%) | 52(86.67%) | 57(95%) 168(93.33%)
-| Snake bite 60(100%) 59(98.33%) | 59(98.33%) | 178(98.89%)
Average Marks Obtained 8.18 7.8 8.31 8.09
Percentage Scored 90.92% 86.66% 92.40% 80.9%

P value 0.5 Non-Significant

No significant difference was observed regarding knowledge of ASHA in all the three

blocks

There were 9 questions in the questionnaire to access the knowledge of the ASHA. Each
guestion carried equal marks i.e. every correct answer carry '1' mark and every wrong answer
carry '0" mark. Average marks scored by urban ASHA were 8.18, rural ASHA 7.8 and tribal
ASHA 8.31.

On the basis of average marks scored, ASHA from all the 3 blocks fall in knowledge
category good.

Most of the ASHASs from all the three blocks gave incorrect answers for questions related to
sanitation. Question no. 19, Part 1V (Annexure 1)

Table5: Work Doneby ASHA in Last One Year

Sr. Ever work done by Urban Rural Tribal TOTAL
No. | ASHA
1. | Mobilization for ANC 47(78.33%) | 47(78.33%) | 45(75%) 139(77.22%)
2. | Accompany for 53(88.33%) | 46(76.67%) | 27(45%) 126(70%)
Institutional delivery
3. | Mobilization for 51(85%) 37(61.67%) | 27(45%) 115(63.89%)
Immunization on MCHN
day
4. | Motivation for sterilization | 42(70%) 25(41.67%) | 31(51.67%) | 98(54.44%)
5. | Completion of DOTS 0(0%) 10(16.67%) | 14(23.33%) | 24(13.33%)
6. | Mobilization for cataract 0 0 0 0
surgery
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7. | Motivation for 0 0 0 0
construction of sanitary
latrine

8. | Monthly meeting attended | O 40(66.660%) | 26(43.33%) | 66(36.66%)

In al the three block mobilization for ANC and accompanying pregnant woman for
institutional delivery were found to be the commonest services provided by ASHAs but less
number of tribal ASHA provide ANC (75%) as compared to urban and rura ASHA's
(78.33%). Thisisahighly significant difference (P<0.0002).

Similarly only 45% of tribal AHSAS as compared to 88% urban and 76% rural accompanied
delivery casesto hospitals (P<0.03).

85% of Urban ASHA, 61.67% of rural ASHA and 45% of triba ASHA had worked on
MCHN days for vaccination.

DOTS implementation and other services studied such as motivation for cataract surgery and
construction of sanitary latrines were neglected by most of the ASHAsin the three blocks.

In this study none of ASHA reported about mobilization for cataract surgery in the three
blocks but in the report obtained form DPM there were 179 cases of cataract referred by
ASHA (Annexure5).

On the whole significantly less number of tribal ASHAS were providing services under JSY,
ANC and MCHN days. As tribal blocks around Udaipur are hilly and population is scattered
over large areas so these ASHASs have to cover more distance on feet while working.

As compared to urban population tribal people need more efforts for motivation. These fact
lead to more time consumption and less work out put particularly by tribal ASHAS.

Fig 1: Work Done by ASHA in Last One Year
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Table 6 : Comparison of Expected and Actual Work Done by ASHA per Month in
Udaipur District

Work Mobilization | No. of No. of No. of No. of No. of Monthly | No.of | No. of
for MCHN | females males ANCs PNCs meetings | DOTS | cataract
institutional | sessions | motivated motivated registered | attended | attended | cases | cases
delivery attended | for for at CHC/

sterilization | sterilization PHC
*Expected | 1 1 1 0.25 25 25 1 0.25 0.5
**Actual | 0.49 0.85 0.03 0.01 1.75 1.15 0.71 0.0272 | 0.02
* Asdata obtained from Annexure 3
** Asreported by DPM Jan 08-Nov 08 (Annexur e 5)
Overal comparison of expected and actual work done by ASHA/months in Udaipur
district shows. Low work out put than expected. ASHA are doing the work less than 10%
of the expected work in number of components.
Table 7 : Timeliness of Incentivesfor ASHA
Sr. Task Same day [7 days 7to 30 days > 30 days
No.
Urban Rural Tribal Urban Rural Tribal Urban Rural Tribal Urban Rural Tribal
1. | Sterization | 20 30 24 15 5 2(769 |1
(n=97) (55.55%) | (85.71%) | (92.30%) | (41.66%) | (14.28%) (2.77%)
U=36
R=35
T=26
2. | Jsy 3 4 8 48 28 30 2 1 3 1 2
N=(130) (5.55%) | (12.12%) | (18.60%) | (88.88%) | (84.84%) | (69.76%) | (3.73%) | (3.03%) | (6.97%) | (1.85%) (4.65%)
U=54
R=33
T=43
3. | Vaccination | 1 4 2 1 5 4 2 11 4 30 33 39
n=136 (2.94%) | (7.54%) | (4.08%) | (2.94%) | (9.43%) | (8.16%) | (5.88%) | (20.75%) | (8.16%) | (88.23%) | (62.26%) | (79.59%)
[180-
44=136]
U=34
R=53
T=49

All 97 ASHA received incentives for sterilization cases. 55.5 % urban, 85.7 rural and
82.7% tribal ASHASs received incentives on the same day when sterilization was done.
Most of the rest got payment within 7 days and 1 urban ASHA got it after from 15 days.

Out of 130 ASHA who accompanied cases for institutional delivery majority in all the

three blocks got money within 7 days after delivery of women (Generally the cheque is
given at the time of discharge of the mother).

All ASHA in all the three blocks have been taking children for immunization at health
centres or Anganwadi on MCH days but 34 (24.4%) did not get any incentives for this
service. 30 out of 34 (88.2% ) urban 33.53 (i.e.62.3%) rural and 39 out of 48 (79.5%) of
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tribal ASHA got payment after more than one month. Only a small number in al the
three blocks got payment within 7 days.

For sterilization: Out of 180 ASHA that were interviewed 97 (53.9 %) had accompanied
cases of sterilization majority of them got incentive from hospital on the same day.

Hence timeliness in payment of incentive was observed for services like sterilization and
institutional delivery but it was poor for immunization.



Table 8 : Payment of Incentivesfor ASHA by Agencies
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ool Tas Hosp/HC ANM OTHER*
Urban Rural Tribal | TOTAL | Urban Rural Tribal | TOTAL | Urban | Rural | Tribal | TOTAL
Sterilization
R 32 30 17 79 3 2 7 12 1 3 2 6
| R | (88:88%) | (85.71%) | (65.38%) | (81.44%) | (8:33%) | (5.71%) | (26.92%) | (12.37%) | (2.77%) | (8.57%) | (7.69%) | (6.18%)
T=26
ISV
, | NS s 18 34 100 6 15 9 30 _ _ _ _
| Rl | (83.88%) | (5454%) | (79.06%) | (76.92%) | (11.119%) | (45.45%) | (20.90%) | (23.07%)
T=43
Vaccination
. | T _ 28 37 65 37 22 10 69 1 3 2 6
O (52.83%) | (75.51%) | (47.79%) | (91.89%) | (41.50%) | (20.40%) | (50.73%) | (2.94%) | (5.66%) | (4.08%) | (4.41%)
T=49

Most of the ASHAs in urban and rural block got incentive for sterilization cases from the hospital or health centre where sterilization was done. Whereas in tribal

block 17out of 26 (i.e. 65.4%) ASHA got incentive at health centre and 7 out of 26 (i.e. 27%) got it from ANM.

Incentives under JSY is given at the hospital after delivery in the form of cheque. 15 out of 33 (45.5%) ASHAs in rural block got payment from ANM and 9 out

of 45 (i.e. 21 %) ASHA intribal block got incentives from ANM.

Vaccination incentives are given as cash. 28 out of 53 (i.e. 52.83%) of rural and 37 out of 49 (i.e. 75.51%) of tribal ASHASs got money from health centre and 22
out of 53 (i.e. 41.50%) of rural and 10 out of 49 (i.e. 20.4%) of tribal ASHAs got it from ANM. All except one urban ASHA got incentive for vaccination from

ANM.

* Other means. Person from village health committee or LSYAWW of DWCD

In some cases specidly ininterior villages cheque or cash of the incentive is delivered by person from village health committee or LSYAWW of DWCD to
the ASHA.
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Table 9 : Expenditure of ASHA for Transport and Other Expenses per Institutional

Delivery

Urban Rural Tribal Total

(n=54) (n=33) (n=43) (n=130)
<100 13(24.07%) 1(3.03%) 3(6.97%) 17(13.07%)
100-200 38(70.37%) 15(45.45%) 17(39.53%) 70(54.84%)
200-300 1(1.85%) 7(21.21%) 4(9.30%) 12(9.23%)
300-400 - 4(12.12%) 4(9.30%) 8(6.15%)
>400 - 4(12.12%) 15(34.88%) 19(14.61%)
Not known 2(3.70%) 2(6.06%) - 4(3.07%)
Mean 115 268.75 348.86 244.20
Range 25-250 50-900 50-1000

Mean expenditure of ASHA per institutional delivery for transportation and other
expenses is highest (Rs.348.86 per institutional delivery) in tribal block . Around 35% of
the ASHA hasto spend more than Rs. 400 Per institutional delivery. This over amount is
her out of pocket expenditure.

Hence transport and other expenses per institutional delivery was more for ASHA
working in tribal blocks as compare to rural and urban blocks. It was least for urban
ASHA.

Fig 2: Expenditure of ASHA for transport and other expenses per
institutional delivery
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