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Background 

The annual review workshop for state nodal officers for Community Processes was organized from December 9th -11th, 2016 at the NIHFW Auditorium, Delhi.  The year 2015 marks the tenth year of the Community Processes interventions under NRHM, and for the ASHA programme in many states.    Rather than individual state update presentations, which was hitherto the centerpiece of the state nodal officer meeting, this workshop was designed to enable collective dialogue on what the state representatives envisaged as the trend of the next ten years of the CP programme and the likely scenarios that would affect the current role of the ASHA.  

In order to initiate discussions on some of the existing challenges and emerging needs from different contexts of states a set of six questions was circulated to all state nodal officers (Annexure 1). About 68 participants from 28 states and 3 UTs attended the workshop. (Participants list enclosed as Annexure 2).   On account of unforeseen circumstances, the sessions were required to be re-organized, given the schedule of the Chairs of each session.

Session 1: Welcome and context setting


Dr. Sanjiv Kumar, Executive Director, National Health Systems Resource Center (NHSRC) welcomed the participants to the two-and-a-half-day meeting.   He attributed key achievements of National Health Mission with the consequent reductions in MMR and IMR to meet Millennium Development Goals (MDG) to the ASHA.    He acknowledged the substantial contribution of ASHA and said that the changing context requires that the ASHA’s role also needs to evolve.     He referred to the concept of the Health and Wellness Centre (HWC) recommended by Task force for Primary Health Care and suggested that the group discuss the possible roles of the ASHA in the HWC, with a particular emphasis on her role in the prevention and management of Non Communicable Diseases (NCD).    He shared that 10% of the pregnant women in India suffer from gestational diabetes and hypertension, and thus compartmentalizing RCH and NCDs would not yield positive outcomes.    Even with regard to women’s health, there is an urgent need to look at women’s health in a comprehensive manner and not only at reproductive or only maternal health.  He said that Health in All Policies is the new emerging area and quoted World Health Organization’s (WHO) report that 80% of health outcomes rely on departments outside the Ministry of Health and Family Welfare (MoHFW).  He also informed the group on the Sustainable Development Goals (SDG) which would now replace the MDGs and the holistic approach bode well for achievement of national health goals.

Dr. Rajani Ved, Advisor, Community Processes (CP), NHSRC, congratulating the nodal officers on their hard work over the past few years, said that the strength of the ASHA programme and the many accolades that ASHA’s receive, was directly attributable to the persistence and commitment of the nodal officers.  She also highlighted that ASHA programme in addition to being the largest Community Health Worker (CHW) Programme in the world, was also the longest standing national CHW programme in the country, and the completion of ten years marked a major milestone.    Sharing the objectives of the workshop, she said that as the programme completes a decade, the group of state nodal officers and the NHSRC team collectively needed to reflect on the lessons learnt so far, persistent challenges and develop a road map on what should be the future of the programme.   She emphasized that a strong ASHA and CP programme relied upon strong support structures. 
Session 2:  Specific Roles of ASHAs 

The second session of the day was designed to discuss issues related to the role of the ASHAs in Home Based Newborn Care (HBNC), Malaria programme in Chhattisgarh and Palliative care in Kerala. 

1)  Discussion on HBNC was led by Dr. P.K Prabhakar, Deputy Commissioner, Child Health, MoHFW.    He informed the group about current status of child health indicators at national and state levels, and highlighted that Uttar Pradesh, Madhya Pradesh, Bihar, and Rajasthan, contributed to almost 55% of the total neonatal deaths in the country.  He also shared recent policy developments regarding HBNC.  They include: Revision of HBNC guidelines and introduction of additional follow up visits by ASHAs to high risk and SNCU discharged newborns. 

With regard to the status of HBNC, he highlighted the issue of slow training pace for ASHA in Rajasthan, Uttar Pradesh, and Haryana, and low expenditure on HBNC incentives in Bihar, Uttar Pradesh, Uttarakhand, Delhi and all North Eastern States.   Among the high focus states, up to 20% newborns were visited by ASHAs in MP and UP, 44-52% in Bihar, Jharkhand and Rajasthan, and 78-79% in Chhattisgarh and Uttarakhand.  Sharing concerns about the short stay of mother and newborn at the health facility after delivery, he emphasized that ASHAs need to be skilled to ensure that they add value to the home visits by educating mothers and families in newborn care and be able to identify signs of illness in a newborn, particularly during the early neonatal period. 

While asking states to strengthen monitoring of HBNC, he also cautioned over reliance on monitoring software and said that despite being good tools for monitoring, they cannot improve the quality of visits.    He also highlighted challenges in HBNC implementation, namely, poor utilization of funds for HBNC, limited follow up of SNCU discharged or high risk newborns; slow pace of training in few states; weak reporting systems; and poor coordination between child health divisions and ASHA programme nodal officers.  

Responding to the issue of nearly 20% HBNC visits, Dr. Shailendra Patne from MP said that ASHAs find it difficult to visit distant households as per HBNC schedule given the high work load of ASHAs. Dr. Lepcha from Sikkim and Ms. Anne Suchiang from Meghalaya, raised concerns about exhaustive nature of the HBNC form linked with an incentive has diverted ASHA’s focus from the mother and child. They also asked for guidance to clarify the frequency of visits and payment modality of incentives for SNCU discharged and High risk newborn follow up. They informed that ANMs are not undertaking monitoring visits for HBNC as mentioned in the revised guidelines. Dr.Padung from Arunachal Pradesh sought clarifications on whether reporting responsibility lies with Child Health team or ASHA nodal officers team. Dr. Rajesh Jha from UP, quoted the example of Amoxycillin and said that changes in guidelines are not reflected in training modules.    With regards to slow pace of training, he asked if MoHFW can help states in procurement of kits and modules else the problem of delays and poor quality of training will persist. He was also of the view that a new refresher training module should be developed for ASHAs. 

Dr. Prabhakar, assured participants that the HBNC formats and the reporting process would be reviewed by the MoHFW and necessary changes can be made to simplify the process. He further said that importance of visits during early neo natal period – first seven days should be reiterated with ASHAs. Quoting his recent visit to Madhya Pradesh during ninth CRM, he shared that ASHAs had good levels of awareness and skills but needed more motivation for improving the coverage of HBNC visits. He also clarified that the primary responsibility of reporting on HBNC is with the Child Health officer in states, as this will increase their ownership in the programme.  While agreeing to the issue of ANM’s not conducting monitoring visits for HBNC, he said that this continues to be persistent challenge. However, with regards to post training support, he stressed on strengthening the role of ASHA facilitators and existing support structures along with ANM.
2.  Role of Mitanins in Malaria Programme presented by Mr. Prabodh Nanda, State Health Resource Centre, Chhattisgarh and Dr. M. F.F Murthy, State Nodal officer, Chhattisgarh. Dr. Murthy elaborated the important role played by Mitanins in creating awareness about malaria prevention through VHSNC and habitation meetings, identification of cases using monovalent Rapid diagnostic kits (RDK) and providing treatment and referral.  Mitanins were trained on making slides, using monovalent RDK and treatment including ACT for PF in the year 2010 at sub centre level.     However, the supply of kits and medicines remained low till 2014, when the state rolled out a comprehensive malaria strategy with more significant role for Mitanins.    Subsequently two refresher trainings supported by state budget (with one annual residential training) were conducted in 2014 to address the problem of skill attrition.  In the initial phase, 84 blocks with API>5 were covered which was later expanded to cover remaining 62 blocks. Overall Mitanins treated 2.5 lakh cases with ACT and referred around 59000 cases.    Adding to these points Mr. Nanda, shared that efforts of Mitanins were appreciated by the 9th Common Review Mission. He also highlighted some challenges that affected the outcomes of the programme v.i.z, delay in supply of kits that led to skill attrition, limited availability of transport for complicated cases and stock out of kits on account of inadequate supply as only 1/3rd of the actual demand was supplied. 

3. Community Based Palliative Care Programme presented by Dr. Sunil Kumar. G, State Programme Manager NHM & Deputy Director FW, Kerala- Sharing the palliative care programme of Kerala, Dr. Sunil Kumar specified the important role played by ASHAs at the primary health level, in the following: i. Preparation of a list of patients in need of palliative care in their area, ii. Serving as an active member of home care team, iii. Acting as a link between PHC and patient/family, iv. Ensuring follow up of patients, v. Providing psychological and general care (wound care etc.) and vi Timely referral of chronic disease persons for treatment.    ASHAs have received training on palliative care in Module II and refresher training in Module V (state specific modules.    Currently the programme is being implemented in 978 Gram Panchayats, 60 municipalities and 5 corporations and is providing care to 89,038 patients.  All this is done by ASHAs without any additional incentive but the state plans to propose an incentive with 60% contribution from NHM funds and 40% from state funds.   As members of the Jagratha Samithi ASHAs, who are members at the Ward level, play an important role in state’s initiative to address gender based violence through Bhoomika centres (one stop crisis centers for provision of integrated Services - Medico-legal examination, collection and preservation of evidence, lodging of FIR, psychological counseling, legal advice and aid and shelter/safe accommodation or referral) by raising community awareness, mobilise beneficiaries and make referrals. 

The state of Kerala has recently introduced (July 1, 2015) a social security scheme for ASHAs – “ASHA KIRANAM which provides personal accident insurance scheme. ASHAs are entitled to an amount of Rs. 2 Lakh in case of death or disability and Rs. 10,000 in case of hospitalization, Rs. 2000 as education grant for two children and Rs. 50,000 for cremation expenses in cases of natural death.   Insurance is provided by The United India Insurance Company Ltd at the premium of Rs 80/per ASHA/per year. 
 Session 3-  Role of ASHAs in Comprehensive Primary Health Care
The chair for the session, Mr. Manoj Jhalani (Joint Secretary, Policy, MOHFW), highlighted that the last ten years of NHM implementation witnessed tremendous progress on key health outcomes. The 71st round of the National Sample Survey data highlights a nearly 60% increase in institutional deliveries during this period.    Evidence through other sample surveys also indicates that with implementation of NRHM the rate of reduction in Infant, under five and maternal mortality has nearly doubled and to a certain extent these achievements could be attributed to the ASHA.   ASHAs are the face of NHM and play a critical role in linking health services to the community.    Evidence from field visits and reports indicate that ASHAs play a major role in improving healthcare seeking behavior, for- institutional delivery, newborn care, child health, nutrition and for communicable diseases like Malaria and Tuberculosis. 

He suggested that as the programme completes its decade long journey, there is a need to undertake a comprehensive overview of the implementation challenges so far, address the existing gaps in ensuring ASHAs functionality and plan a way forward.    Such actions would be state specific, and depending on the specific context and need, future planning for ASHAs would require innovative thinking on part of each state.    Experience so far has shown that capacities within the government to enforce performance are limited.   Thus there is a need to focus on improving the motivation levels of ASHAs so that they remain self-motivated and are able to perform to their full potential. Planning for career opportunities, recognition of their work and skills through certification, rewards and strengthening capacities of support structures for effective supervision are some measures through which motivation of ASHAs can be ensured. 

Mr. C. K Mishra, Additional Secretary and Mission Director, NHM, in his remarks to the group, emphasized that ASHAs are the back bone of National Health Mission. He attributed the success of ASHA programme to the efforts of State Nodal Officers and leadership of the team at NHSRC and to the high levels of motivation of ASHAs. He was of the view that nodal officers should guide MoHFW by sharing their experiences, more often rather than seeking guidance from MoHFWs, on account of their vast experience.  

Regarding ASHA incentives, he asked the nodal officers if this could be addressed by improving the quality of their work and by increasing base incentives.   He urged participants to assess the contribution of ASHAs towards communization over the last decade and its impact on NHM. Referring to large number of tasks undertaken by ASHAs, he stressed the importance of “value addition” by ASHAs and focus on following up to the last mile.   He questioned participants to assess whether collectively, we have done enough for the ASHAs in terms of supporting their endeavors.  

He emphasized to the group that the ASHA is an important asset and efforts should be made to retain not just the values of the programme, but also be proactive in retaining the interest of ASHAs in the programme.    Laying emphasis on innovation, he said that the ASHA programme needs new ideas to sustain the wide movement (of community health workers).   He encouraged nodal officers to seek these ideas from ASHAs and assured that fund request for this activity would be facilitated by MoHFW.  He stressed that tasks expected from ASHAs, should evolve as per the changing context. With regards to monitoring mechanisms for ASHA programme, he said that proforma based monitoring approaches would not work for community health workers. 

Sharing his vision for the ASHA programme, the AS & MD said that ASHAs need to be an integral part of the health system to ensure sustainability.   He suggested that though ASHAs are volunteers, their association with the National Health Mission, makes it imperative that some form of social security measures be planned for ASHA, to retain her motivation.   Linking regular upgradation of skills with ASHA’s empowerment, he reflected that despite increased access, quality of care provided by ASHAs can be further improved. He attributed the issue of quality with system’s inability to build skills of ASHAs for entire continuum.  Drawing the attention of the group towards Mission’s objective of improving access to who have no or limited access, he asked nodal officers to prioritize strategies for ensuring improved coverage of the most marginalized by ASHAs.  

Mr. Prabodh Nanda from Chhattisgarh, said that since ASHA is selected from the community her integration with health system will be contradictory to the design of the programme. Responding to this, Mr. Mishra, clarified that it is essential to retain community accountability of ASHAs otherwise the programme will lose its uniqueness. 
Dr. Sunil Kumar from Kerala inquired if the state could propose new incentives for ASHAs for palliative care with 60:40 proportion of state and central funding.  The AS& MD concurred with this.   Dr. Jitendra Mehta from Jammu and Kashmir, shared that ASHA programme managers are reviewed by various other programme divisions but vice versa is not done. He also reported that lesser money is approved in the PIP for incentive of permanent cadre who support the CP interventions.  Replying to this, Mr. Mishra said that limited availability of funds in the system affects the fund release for all programme components. He further added that if state considers any one activity to be critical for programme support then state can plan to invest more in that activity. Referring to the first question, AS & MD asked other participants to send suggestions for a possible solutions to improve coordination between various programme divisions, as each programme functions as a separate entity. 

AS & MD congratulated the participants for “spearheading a movement” and encouraged them to experiment and innovate for sustainability of the programme.      Concluding his remarks, he asked the nodal officers to discuss, deliberate and share their ideas with the Ministry to serve as feedback into the Ministry’s plan for the ASHAs. 

Mr. Manoj Jhalani, said that the overall, the experience of ASHA was positive and her contribution to the decline in key health indicators needs to be emphasized.    He urged the state nodal officers to emphasize the quality of skill building of the ASHA, and to utilize the opportunity of certification through the NIOS.   ASHA should now be seen as a member of the Primary Health Care team, comprising the ANM, ASHA and the AWW.   He said that efforts of JSS and the GAK in Madhya Pradesh serve to emphasize the benefits of bringing primary health care closer to people.

1.Comprehensive and integrated Primary health care in Central India:
A Sustainable Model, Jan Swasthya Sahyog, Chhattisgarh- 
Dr Raman Kataria, founding member of JSS and member of National ASHA Mentoring Group, presented the primary health care model being implemented by Jan Swasthya Sahyog in Chhattisgarh.   He emphasized that the premise of this approach was the recognition of health care as a right of the people; on grounds of equity. He further explained that comprehensiveness, community basing, equity, responsiveness, support and quality of trainings are the key principles underpinning this effort.   During the course of implementation, complex challenges of rural healthcare such as- deprivation, poor access, lesser availability of human and infrastructure resources and established a larger direct evidence of economic and social determinants on health of people surfaced.    One learning from this strategy was also that “People in small places do not have small problems” and strait-jacketed policies, trivializing protocols and regimes, and providing second rate medicine for the have- nots or only primary care provision will not address the above challenges entirely.    
The JSS model focuses on provision of primary health care services, delivered through Sub- Health Centres covering a group of 54 villages, 35,565 people. About 69% of the population comprises tribal groups.    These Sub Centres, also called Health and Wellness Centres (HWCs) are linked to a 30 bedded referral hospital.    The organization of service delivery is such that 53% of majority health care is provided at village/hamlet level, 36% at HWCs and only 11% at the referral Centre.    The staffing includes ASHA at village level, a senior health worker (SHW) and ANM at the HWC for RCH.  Cluster coordinators for supportive supervision and a team of Doctor/pharmacist/lab tech/ records person support the HWC on fixed days on a weekly basis.   The senior health worker (SHW) looks after chronic illnesses and acute severe illnesses, while the maternal and child health services are provided by the Auxiliary Nurse Midwife.    ASHAs provide community level care for acute illnesses and help run patient groups. Overall financing involved is Rs. 342/capita/year and average OPD visits are 3.2 per capita per year.  

The model harnesses potential of Community Health Workers including ASHAs at village level, who primarily visit everyone in the village.    ASHAs in comprehensive primary healthcare can serve as “Sustained Strategic change agent” who educate people, organize people, help them understand the problems by being healthcare mobilizers, stand up for the community, conduct community meetings, create and work in patient groups such as those for giving up tobacco, kishori groups, etc. The model further illustrates that role of ASHAs in comprehensive primary care strategy can be that of an agent, accompanier or link person- to plug gaps and help navigate/ negotiate the system. ASHAs can also play a significant role in service delivery especially for acute illnesses.   They can be used for provision of basic llaboratory services: slide making, using RDK, urine pregnancy testing, vaginal infections, anaemia check, read tuberculin tests, water quality checks, in dispensing of drugs (25 plus drugs) and in advice and follow up for health care seeking.   This way ASHAs support in primary healthcare addresses both the demand side and supply side barriers to access. 
Apart from the prominent role of CHWs , other noteworthy features of this approach are provision of good quality care at affordable cost using the human resources, consistent with Indian Public Health Standards and implementable within existing financing strategies and package, thereby improving scalability.  Incorporation of lateral supervision is an important design element, supporting administrative, clinical supervision and on the job trainings. The model relies on supportive framework of workforce management rather than a disciplinary approach and has well defined- organization of work elements, levels of supervision and supervisors. It also shows that use of Standard Treatment Guidelines (STGs) to prepare individual patient plans are essential for service delivery.  
2. Role of ASHA’s in Anganwadi (AW) Sah Gram Arogaya Kendra(GAK) in Madhya   Pradesh
Dr Shailendra Kumar Patne (Deputy Director, NHM, Madhya Pradesh) presented the role of ASHAs in Anganwadi (AWW) Sah Gram Arogaya Kendra (GAK) in Madhya Pradesh. This approach highlights a mechanism for improving access of the community to primary healthcare through doorstep delivery of services.  In 2012, responding to a persistent inaccessibility of health services at the grass roots, the State NHM tried to bridge the deficit of outreach services through establishing GAKs.   AWC sah GAK are units for extension of health services at the village level, housed mainly in AWC and made functional through trained ASHAs delivering community level care in coordination with ASHA facilitators, ANM and MPWs. The types of services being offered include- first-aid treatment, identification and referral of high risk pregnant women, care of sick/malnourished children, sending alerts for case reporting of disease outbreaks and epidemics to the Department of Health and other tasks to be undertaken by ASHAs with respect to disease control programmes, promoting contraceptive use, mobilization for immunization and reporting of vital events.    

Experiences of GAK implementation suggest that it serves as a forum for shaping demand, ensures regular coordination with other field functionaries such as ANM, MPWs and ASHA facilitators.   The emphasis on using ASHAs for dispensing drugs has ensured that they are well versed with the nomenclature and usage.    This designated place provides a site for the ASHA to efficiently provide basic diagnostic care at community level for preparation of malaria slides, collection of sputum and facilitating suspected patient visit to DOTS centers.    

Currently, challenges include availability of space for examination of patients (especially the pregnant women), uninterrupted availability of diagnostics (investigations) and drugs during VHNDs.   There is also a lack of assessment on technical skill and competencies of ASHAs in providing services at GAKs.  The initiative is still in its early stages of implementation and notwithstanding the above challenges; there is still a case to explore the scope of such an outreach effort.   Systematic evaluation is needed to assess its role in improvements in level of health awareness, access to marginalized populations, reduction in patient load in SHCs and PHCs, possibility of GAK to serve as a substitute for sub health Centres, reduction on dependence on unregistered practitioners, improvements in health indicators, reducing lag time for pregnant women and ill children to access health Centre, impact on home visits by ASHA and the skills of ASHAs to serve as the key functionary in the GAK.  

Joint Secretary (P), said that the overall, the experience of ASHA was positive and her contribution to the decline in key health indicators needs to be emphasized.    He urged the state nodal officers to emphasize the quality of skill building of the ASHA, and to utilize the opportunity of certification through the NIOS.   ASHA should now be seen as a member of the Primary Health Care team, comprising the ANM, ASHA and the AWW.   He said that efforts of JSS and the GAK in Madhya Pradesh serve to emphasize the benefits of bringing primary health care closer to people.

Session 4 Community Processes in NUHM – Lessons and Challenges: 

This session was chaired by Ms. Vandana Gurnani, (Joint Secretary, NUHM, MOHFW).  And the states of Karnataka, Odisha, West Bengal, Tripura, Maharashtra and Jharkhand, shared their experiences of working on community processes under NUHM.    While initiating the discussion, Ms. Gurnani mentioned that ASHAs are a game changer in NHM, and several achievements of NHM could be attributed to ASHAs.    She also mentioned that she had recently taken over the charge of NUHM, and needed to learn from state nodal officers as key implementers, for making changes in policy and programme guidelines, so that ASHAs could play as important a role in NUHM as in NRHM.

While making the first presentation, Ms. Srabani Mazumder from West Bengal NHM informed that NUHM program implementation in the state was at an infancy stage.  A key policy decision was to select workers already working in Municipality areas as urban ASHA (U-ASHA).    She mentioned that as they were existing workers, orienting them would not be a problem.  However, they are hampered by the fact that these workers consider themselves full time workers and may resent performance linked incentives.    Also, it would be difficult to drop non-functional workers. She requested the Ministry to write to states that no matter who is selected, she must undergo the entire duration of the ASHA training.   The Joint Secretary, NUHM, MoHFW assured the state, that as soon as they write to the MoHFW, support would be provided.

Dr. Raj Kumar from Karnataka highlighted in his presentation, that selection and retention of urban ASHA itself is a challenge. Attrition in Bangalore is found around 20% and for other towns 5%. Incentive in urban area is also lower, as urban areas have robust private health care systems, and patient preference for the private sector.   This problem is very acute in Bangalore city. So, ASHAs expect fixed incentive of Rs. 3000 per month in addition to performance based incentives.   The State has decided to give matching grant to each ASHA based on the incentives earned in a year. 
While presenting the case of Maharashtra, Mr. Suhas Kadam said that NUHM staff (including urban ASHA) do not have much ownership in the Municipal Corporation, which adversely affects programme implementation.   Inadequate training and non-adherence to GOI /MOHFW guidelines by the Corporation causes problems. MAS formation is also very slow as necessary support is not being received from the Corporation. There are HR shortages of Medical Officers for urban PHCs, procurement is still an issue causing drug shortage and HMIS strengthening is needed. Corporation workers get Rs. 6000 per month, so link workers are not interested to get converted to ASHAs, who receive performance based incentives. State has set up NUHM advisory committee has been formed.   It was suggested that in order to address the issues in the state the Ward Commissioners and ULB are to be roped in.

Mr. Sukanta Kumar Mishra from Odisha shared that the Community Processes Resource Centre (CPRC) is also managing the work of urban ASHA program implementation, reducing the learning curve, since they are familiar with the ASHA/CP in NRHM.    City Health Society has been formed, which is working in close association with ULB, Housing and Urban Development (HUD). Ward Kalyan Samiti has been formed with the support of ward commissioners. The Ward Kalyan Samiti has been functioning smoothly in Odisha. NGOs were used for mass mobilization in selecting urban ASHAs. City selection Committees were formed in all 36 towns of the state (where NUHM is being implemented) involving Ward Commissioners for selecting ASHAs. MAS are formed, fund has also been released for MAS and all members are trained for a day on NUHM. With the support of Deputy Commissioner of the identified districts, MAS have opened bank accounts. ASHA is the Member Secretary of the MAS. 

Dr. P. Baskey from Jharkhand shared that a pre-implementation meeting was convened between the departments of Health, Housing, and Urban Development to develop strategies for implementation of NUHM.    District and block training teams were selected to train ASHA trainers and urban ASHAs.   MAS were formed after a series of meetings,mapping and community needs assessment.   MAS formation preceded selected of urban ASHAs. MAS members also consulted Ward members while selecting ASHAs.   Working closely with the municipality is seen as the major challenge.    Municipality does not a have link worker, so fresh ASHAs are being selected. Conducting residential training is another problem as urban ASHAs are reluctant to stay away from home. Ministry needs to conduct National ToT for accelerating the pace of urban ASHA training. ASHA Facilitators are to be engaged urgently to give a push to the urban ASHA program implementation. 
Dr. S. S. Nath from Tripura informed that the state did not select urban ASHA separately and existing ASHAs working in urban areas were identified as  urban ASHAs after the launch of  NUHM. So, the state does not have any problem in selection and training of ASHAs. All ASHAs are trained up to 4th round of module 6 & 7. 80 MAS have been formed. Module translation is going on, once translation gets over, MAS members will be trained. 

 Dr. G. Savitri from Andhra Pradesh shared that 4990 MAS have been formed and opened a bank accounts through NGO’s support .   Selection of ASHA is done through federation of MAS.   Mapping of all slums has also been undertaken however  state is facing challenged in using the information for designing city urban plans.    The Municipal Commissioner is the lead person for all urban health program intervention.    Ms. Gurnani, JS, NUHM, MoHFW said that effective convergence is likely the key to the success of NUHM program.    She thanked the states for sharing their experiences, and said that NHSRC/MOHFW would provide necessary support as per State’s request.

Day 2 
Session 1: Programme Management and Performance Monitoring

The session involved presentations by Nodal Officers from the states of Jammu and Kashmir, Delhi, Assam and Team of project REMIND from Uttar Pradesh. It showcased different mechanisms and innovations in programme management that have emerged in varying contexts across these four states and are contributing in support and supervision of ASHAs. Each of these presentations focused on the processes, operational strengths and challenges of state specific mechanisms of performance monitoring and management. 

1. Role of Existing Support Structure in supporting ASHAs-Jammu and Kashmir (J&K) 

Dr . Jitendra Mehta from J&K shared the mechanism of programme management primarily using existing health department personnel from different cadres in supporting training and other implementation aspects of ASHA programme. Each cadre receives monetary support from the department in accomplishing specific tasks on a set of four-five pre identified group of activities. Training structure involves state ASHA trainers and District Resource Persons, who support the residential training ASHAs. The district and block ASHA coordinators who are designated officials from existing cadre are responsible for other executive functions such as-generation and analysis of performance monitoring report of ASHAs on their functionality, monitoring the delivery of incentives, trouble shooting and other aspects of field level monitoring. A key strength of programme management in Jammu and Kashmir is that all district and block level nodal officers have received training in ASHA modules 6 and 7. This allows continuity of support for ASHAs at all levels on training components and ensures effective post training supportive supervision. In addition, ASHA facilitators who are the identified ANMs at the sub-centre support the above mentioned functions and also play a critical role in home visits and on the job training of ASHAs in coordination with first Sub-centre ANM.     State reports challenges such as lack of a dedicated district level officer with appropriate monitory support, lack of coordination between management units and ASHA nodal officers, low monthly expenses of AF (needs to be increased from present Rs 600 to Rs 1400), and lack of TA and DA for ASHA nodal officers and PMU staff for attending quarterly state level review meeting. The state also expressed that there is a need to rreview  the existing cost of training per batch and establish residential training sites of adequate capacity and resources at 22 districts and 117 blocks.

2. Role of ANM in mentoring ASHAs in urban areas-Delhi

Dr. Monica Rana shared with the group that in Delhi, ANM has been identified as the ASHA facilitator for  ASHAs working in their catchment area. The state has around 1000 ANMs and 850 of them have already been trained in the two day ASHA Facilitator trainings and are also being trained in Modules 6 and 7 along with ASHAs. State decision of using ANMs as AFs was based on the rationale that both ANMs and ASHAs are working towards the same common goals and objectives and ASHA is in fact an enablement for the ANM in ensuring a better and more effective coverage of her area.  Thus, enhancing skills of ASHAs is of direct benefit to ANM. This will improve coordination with ASHAs and in turn improve linkages of ANM with the beneficiaries. 
A separate dedicated cadre to mentor ASHAs as in other states was a challenge on account of low amount of honorarium permissible by guidelines, at which candidates with required criteria are not available in the urban context. .. The Delhi state NHM also felt that added personnel will affect the synergy between ANM and ASHAs  State also perceived that subsequent demands of regularization by these contractual staff will further complicate management issues. 

A key challenge of using this programme management strategy is perception of ANMs that ASHAs are a cause of increased workload due to increased mobilization of beneficiaries to seek care. They also perceive ASHA related work as an additional burden in her already hectic schedule. (Skill building / counseling / monitoring / incentive verification). There is also an increased accountability and pressure to deliver on part of ANMs.  Further challenge is the amount of paperwork being done by the ANMs and the dwindling field work. A key requirement for ANM to be an effective mentor is radical change in the work organization, from being desk and register oriented to IT enabled / field oriented with structured tools. There is also a need to monitor the performance of the ANMs and increase ownership of ASHAs on her keys tasks such as HBNC. One of the major demerits of using ANM as ASHA facilitator is role of ASHA as an activist from the community gets diluted to an extent more so in the absence of other community based structures in an urban scenario. This also implies that engagement of ANMs in supporting Mahila Arogya Samitis will be even more difficult.      

3. Mentoring of ASHAs through AF/BCM/DCM- Assam

Support structures in Assam very much align to the ones suggested in national guidelines for ASHA except that AFs rather than supporting twenty ASHAs are seen to be supporting a group of ten ASHAs. The support structures are involved in selection, training roll out of ASHAs, post training follow up, monthly review for ASHA Supervisors, monthly sectoral level review for ASHAs, supportive supervision and in operationalization of ASHA Help line (104).

Assam is one of the states following all protocols for performance monitoring of ASHAs on her  key tasks. Performance reports of ASHAs are generated in prescribed formats across all levels; sector to the state level. The reports are generated not just for an onward submission to senior staff but are actually analyzed at state level for improving supervision and support to the ASHAs. The analysis of these reports by state teams is shared periodically with district/Block teams for identifying the gap areas and enhancing support to the ASHAs.   Based on the report, low performing blocks on different indicators are identified and special training sessions are conducted during monthly meetings; this overall aid in improving the functionality of ASHAs.   The presentation from Assam actually demonstrates the real objective of creating the performance monitoring tool; which is neither onward reporting, nor creation of an evidence to take punitive action on ASHA but in actual sense is an aid for programme managers to improve supportive supervision and skills of ASHAs. 

In addition to these mechanisms, Assam has also ensured implementation of other strategies for improving performance and motivation of ASHAs. Examples in this regard which can serve as learning for other states include- online payment processes for smooth payment of monthly incentives, regular monitoring of payment reports for systematic identification of delays, organization of annual conventions for recognition of ASHAs, and creation of career opportunities (92 ASHAs have been supported for enrolment in ANM training schools, five have been selected as BCMs, 16 have been made ASHA supervisor, etc). 
4. REMIND -m-Health Solutions to Support ASHA Sanginis(AFs) for strengthening supportive supervision  - Uttar Pradesh
Ms. Jaya Menon from Catholic Relief Society presented the m-health strategy to support ASHA facilitators in UP under the ReMiND project. Team from CRS developed this Supportive Supervision App under the guidance of National Health Systems Resource Centre and National Health Mission. The app is based on guidelines outlined in the ASHA Facilitator Handbook. The project is currently underway in pilot district of Kaushambi with project duration from April 2014- September 2018. The application includes forms which will help AFs register the ASHAs of her sector and monitor and support them on a regular basis. Data entry by AFs allows details to be picked up CommCare cloud serves and ensures access of the information at different levels-block, district/state. Apart from easing data compilation by AFs, the app also allows structured supervision of the ASHAs, automates calculation of expected beneficiaries, eases follow up with ASHAs (data of previous visit available, ensures real time data availability for block and district reviews and adds transparency in data. A key learning from this initiative is that creation of IT platforms conforming to programme guidelines, ensure better field level uptake, simplify the process of programme management, serve as empowering tools for ASHA support structures and aid in improving use of data for decision making/programme management and effectively contribute in enhancing quality of mentoring and support available to AFs and ASHAs. 

Session 2 - Convergence

The session was chaired by NAMG member Ms. Indu Capoor, CHETNA, Ahmedabad. This session focused on sharing of good practices in the area of inter sectoral convergence from states of Punjab, Uttar Pradesh and West Bengal as well as findings from implementation research project “VOICES”. 

1.Convergence to strengthen community platforms- AAA meeting & VHND training-  Uttar Pradesh- 

Dr. Rajesh Jha, GM – CP SPMU, UP shared two state level initiatives to improve convergence for effective delivery of health services at field level.   The first initiative is the roll out of the “AAA”– ASHA, ANM and AWW monthly meeting organized at Subcentre level for - effective coordination; micro planning for VHND; improving functionality of VHSNC; effective use of SHC untied funds and capacity building of front line workers.   The meetings have been initiated in 25 HPDs and are monitored jointly by Health and ICDS department.  Preliminary monitoring reports highlight improvement in due list preparation by all front line workers, discussion on problems related to VHNDs and on Village Health index register (VHIR). Overall participation of ASHAs (71%) in these meetings has been consistently higher than AWW’s participation (56%). Low attendance and poor participation of AWWs in the meetings has remained a persistent challenge for the state. Regular and timely payment of incentives has facilitated regular attendance of FLWs and the state is hopeful that Team based group incentives for FLWs will have more positive  impact.  
Dr. Jha also presented the efforts of state to strengthen the platform of VHND for better delivery of health care services at the community level.  The initiative was designed to address the challenges highlighted by a rapid assessment of availability of nutrition related services at VHND and overall functionality of VHNDs.   The State has introduced revised VHND guidelines, trainer notes and training modules for Front line workers to streamline the availability of services at VHNDs.    Key features of the initiative include – joint training of all FLWs, streamlining reporting mechanism through VHND, creating a Tally sheet after completion of every VHND and monitoring of 10% VHNDs with real time data capturing.  State has adopted thestrategy of working in collaboration with various departments like ICDS department for joint training of FLWs, monitoring and development of modules; with PRI members for microplanning and logistics; with state nutrition mission for content development and printing; and collaboration with the administration for rapid assessment and monitoring.  These reflect state’s efforts to strengthen convergence at all levels.   The initiative is also being supported by the state’s Technical Support Unit and development partners such as Save the Children, Micronutrient Initiative, PSI and Unicef. So far state has completed training of trainers ( DCPMs, DIOs, CDPOs etc) at state level which will be followed by training of block level officials i.e, - BCPM, HEOs and MOs and subsequently by training of FLWs. Approval of Rs. 15 Crores was received in ROP FY 2015-16 for VHND training while additional Rs. 3.85 Crore were contributed by ICDS department to train the ICDS officials. He gave credit to high level political commitment which has proved to be crucial for inter sectoral convergence. 

2.Training of VHSNC through collaboration with State Institute of Rural Development- Punjab 
Ms. Monica Babbar, State ASHA Programme Manager, Punjab shared the state’s experience of partnering with Rural Development department for training of VHSNC members. State has constituted about 13104 VHSNCs and was faced with the large training load of 79,000 VHSNC members (@ 6 per VHSNC).   Given this huge training load and existing expertise and resources of SIRD (State Institute of Rural Development), the state health department entered in partnership with SIRD to train trainers and VHSNC members.  TOTs were held at SIRD, Patiala but district and block level training was mostly conducted through institutes / facilities affiliated to the health department. About 275 Resource persons (156 from health department and 119 from SIRD) were trained at Nabha campus, Patiala.  Subsequently VHSNC members were trained at block level in a two days training workshop. Over a period of two years, the state has trained about 74,181 VHSNC members with support SIRD. Training was conducted in accordance with training modules developed by GoI.  Post training follow up mechanism is yet to be initiated. 
3. Strengthening VHSNCs for intensified community engagement in scale – Learning from  VOICES study  
Mr. V. R. Raman, Advisor, Health Governance Hub, Public Health Foundation of India, presented preliminary findings of an implementation research study “VOICES” from Rajasthan. The project was designed to inform and strengthen institutional support package for improving VHSNC’s performance, enhance system’s responsiveness and derive lessons for scaling up. The study was supported by several policy, research, technical support and implementation agencies. A local NGO was selected to provide active support to VHSNCs in the implementation blocks. The NGO supported implementation of revised VHSNC guidelines, reconstitution and regular training of VHSNCs, facilitated regular meetings, supported follow up of decisions taken by VHSNC s and organized sector/ block level federations of VHSNCs. Findings of the study show promising results in improving the functionality of almost dormant VHSNCs with continuous handholding support. 46 out of 50 VHSNCs conduct regular meetings with increased participation of women and marginalized communities in the VHNSC process. VHNSC members found VHSNC letter head very empowering and used it as a tool to communicate with officials.    Mr. Raman shared success stories from the project where improved VHSNC functionality led to addressing several key issues in villages like – ensuring availability of portable drinking water; approval of AWC and school for a new revenue village; disbursement of money entitled for cycles for school going girls; ensuring regular visits by ANM at SHC and MO at PHC etc. However, the study also reported systemic challenges that hampered the functioning of VHSNCs v.i.z, unavailability of untied funds, poor coordination with the ICDS and Rural Development departments. Lack of inter sectoral convergence and poor availability of resource in health system resulted in short term action on problems raised by VHNSCs but failed to materialize in to a sustainable solution to fully resolve the issues, despite of continued efforts of VHNSC members. 
4.Training of ASHAs through Self Help Groups and Role of Gram Panchayat supervisors in ASHAs Prorgamme  - West Bengal   

Ms. Srabani Mazumdar, State NGO Coordinator, West Bengal presented the positive results of partnering with SHGs to organize training of ASHAs. State of West Bengal entered in to partnership with SHG managed centre for ASHA training in Purba Medinipur, after discontinuation of the NGO run district training in 2011. Two SHG centres - Udayan Mahila Mahasangha and Thalia Prerona Mahila Sangha are well equipped with required infrastructure and training amenities to conduct residential training of ASHAs. Udayan Mahila Mahasangha, can manage training for 75 ASHAs in 3 batches while Thalia Prerona Mahila Sangha runs training for 40 ASHAs in 2 simultaneous batches. This approach has emerged to be an efficient and effective way for organizing ASHA training at district level. It has also proved to be instrumental in contributing for women empowerment as over last four years, turnover for SHG has increased by 641% from Rs. 14.98 L to Rs. 111.02 L. SHG members now take pride in being associated with the ASHA training since many of SHG members aspired to become ASHAs.  Exposure of SHG members to ASHA training has led to change in health behaviours of SHG members. In view of the interest expressed by SHG members, state has planned training for two members for each SHG in content of Module 6 &7. 

Second presentation from the state, elaborated the model of supportive supervision provided by Gram Panchayat Health Supervisors. As part of the Health Sector Reforms in West Bengal, the GP level supervision of SHCs has been strengthened by positioning a Health supervisor (male/female) at each GP headquarter Sub Centre (GPHQ). The GPHQ supervisors are responsible for supervision of sub centres and health assistants in all sub centres located within the respective GP area. GP Health Supervisors play an integral role in ASHA training as they directly train the ASHAs at the District training sites. GP Health Supervisor also provide on the job mentoring to 20-25 ASHAs in her/his area and undertakes minimum five field visits per month. They also convene monthly meeting every 4th Saturday with ANMs, which acts as a platform to verify the monthly incentives earned by ASHAs and discuss Sub Centre wise ASHA performance. 

Sharing experiences from one of CHETNA’s project, Ms. Indu Capoor mentioned that regular Sarpanch Mela helped in engaging PRIs in health related issues. She concluded the session saying that all presentations highlight different paths and approaches that can be adopted to achieve the common goal of inter sectoral convergence.  

Session 3 – Planning for the Future of ASHA Programme 

Group discussions were organized to facilitate deliberations among programme managers to generate ideas about future of the ASHA programme and suggest possible solutions to the emerging challenges faced by the programme. States were divided in to four groups based on their health indicators and geographic terrain. 

Group A - Uttar Pradesh; Madhya Pradesh; Bihar; Rajasthan; Assam; Meghalaya; Uttrakhand

Group B- Chhattisgarh; Jharkhand; Odisha; Nagaland; Mizoram; Telangana; Tripura

Group C- Punjab; Haryana; Karnataka; West Bengal; Himachal Pradesh; Jammu & Kashmir; Arunachal Pradesh; Andhra Pradesh ; 

Group D- Gujarat; Delhi; Kerala; Tamil Nadu; Sikkim; Manipur; Maharashtra; Daman & Diu; Dadra & Nagar Haveli

Dr. Rajani explained the group work and format and thereafter each group was given about an hour to deliberate on the questions given at Annexure 2.

Group work was followed by a plenary discussion where each group presented the key discussions of the group, which were consolidated and presented to the Secretary Health, MoHFW in the concluding session.  

Day 3

Session 1 - Role of ICT in facilitating ASHA’s work

The session was chaired by Ms. Lima Tula Yaden, Director, NRHM 1, MoHFW.  During the session the team from Rajasthan and Bodhi Health Education shared their experiences of how technology could be used to improve payment mechanisms and training for ASHAs.  

1.Technology based training and education solutions for frontline healthcare professionals – Bodhi Group
Ms. Shrutika Giridhar presented an e-learning based trainings on all platforms for frontline healthcare workers developed by Bodhi Health Education group and also shared experiences of training ASHAs in Leh using the application. The content of application is consistent with the existing training modules for ASHAs and includes pictorial and audio-visual content for ease of learning for low literate ASHAs. The application can be used on a variety of equipment like tablets, computers as well as mobile phones, thus making it a scalable and cost-effective method for providing regular refresher training of ASHAs.  The application can also be used to monitor the progress of ASHAs from a web-based dashboard. 

Using the application, refresher training was provided to 50 ASHAs in Leh and Kharu blocks in the area of Maternal and Child Health. Digital audio-visual content of about 3-hour was prepared in local language - Bhoti with the help of local community. The project was implemented in consultation with Chief Medical Officer, Community Health Officer, District ASHA coordinator and State trainers and training was conducted by a team of ASHA trainer, supervisor and program coordinators from Bodhi. Overall total cost of the project was Rs.4 lakhs inclusive of one time cost of content customization and hardware cost. The presentation was followed by a live demonstration of the application. 
2.ASHA Soft -Rajasthan 
Mr. Mukesh, ASHA Programme Manager, Rajasthan elaborated the details of ASHA Soft, a web-based software introduced in the state in 2010-11. The software has been developed by NIC, Rajasthan state unit in collaboration with NHM. Key objectives of the software is to ensure timely and transparent online payment to ASHAs and to improve the system of monitoring.  In addition to facilitating timely payments, the software captures beneficiary wise details of services given by ASHA to the community and generates various reports to monitor the progress of the program. 

Online data entry of certified ASHA Claim Forms is done by the Information Assistant or PHC Supervisor or Data entry operator between the 26-30th of every month. This is followed by verification and release of sanction or fund transfer order by MOIC with assistance of LHV/ Accountant. Payment is releases using Digital Signature Certificate by CMHO directly in to accounts of ASHAs by 5-7th of next month with a sms alert to ASHA – “Aapke bank account mein ----date--- ko mahine ki protsahan rashi Rs. ---- jama kara di gayi hai. Swasthya sewaye pradan karne ke liye dhanyawad”
Interlinkage of PCTS with ASHA Soft along with three level verification process, eliminates the possibility of double entries.    The implementation of ASHA Soft has resulted in a fixed day payment of ASHA incentives, reducing delays and establishing transparency in the payment process in the state.     The software covers incentives for all vertical programmes as payments are made from a state account directly to the ASHA’s account.     It has also improved entry of beneficiaries in PCTS as both softwares are interlinked for verifying payments. It allows programme managers to capture the performance of ASHAs based on incentives earned for a range of activities and also maintain detailed database of ASHAs.     The State has recently identified 250 best performing ASHAs based on the amount of incentives earned, designated them as Head ASHA and provide them addition incentive of Rs. 1000 per month. About 800 best performing ASHAs have been selected for equivalency programme for Classes 10 and 12.    The State has also decided to provide tablets to ASHAs on pilot basis for regular skill building. 

Session 2: presentation of Group Discussion - State Nodal Officers 
The concluding session of the workshop was chaired by Mr. B. P. Sharma, Secretary Health, MoHFW and Mr. Manoj Jhalani, Joint Secretary Policy, MoHFW.  Mr. Susant Nayak, from Odisha presented the consolidated discussion points that emerged from group work. 

1. Given the varying contexts, what is the role of the ASHA for the  future?  :If we are looking at more skilled roles- should there be  different categories of ASHA: Generalist ASHA and Specialist  ASHA (disease control ASHA, Mental health ASHA)? If we envisage these multiple roles, how do we institutionalize systems for training and skill building on an ongoing basis?  

· The group was of the view that the generalist ASHA should be retained but her roles can be expanded in newer areas, as per state’s context, Eg- mental health, diabetes, NCD, CD, palliative care, sickle cell anemia, geriatrics and HIV etc. Participants also recommended that ASHA should be seen as a member of the Primary Health Care team and her skill building should follow the principle of continuum of care.    Introduction of any task should be linked with matching incentives. 
· With regard to capacity building, participants suggested that the ASHA training be undertaken through two modalities.  The planned training of ASHA in new modules or refresher training of two to three days duration through existing training systems should continue.   On a quarterly basis, day long training in selected topics or for skill reinforcement should be should be held at the PHC level.  In order to ensure quality training, requirement of dedicated training sites and trainers, and enhancement of training budget was emphasized by all participants.   The group also discussed the feasibility of adding another tier of ANM/ LHVs in the cascade and training them in a separate composite module.   Nodal officers also said that ASHA training in any topic by other programme divisions/departments should be routed through ASHA Resource Centre.   A comprehensive annual training plan should be prepared by the ASHA Resource Center in consultation with other programme divisions. 
· To ensure effective on the job mentoring of ASHAs, ASHA facilitators should also be trained in the new specialist roles and capacities of DCMs/BCMs should be built on supportive supervision.   The group also recommended that ASHA certification should continue as per the existing guidelines and ASHAs who get certified should be rewarded through monetary/ non-monetary incentives, as a measure of recognition. 
· Another recommendation was that of introduction of state specific incentives in difficult geographic terrain in order to compensate for low incentive levels in North Eastern /Tribal states. 
  2. How suitable is the existing profile and design of the urban Community Processes Component?  
· The group emphasized that ASHA facilitators should be selected in urban areas to support ASHA and MAS. In small towns, covered by NUHM, existing BCM and DCM would extend support Urban CP at block and district level while in larger cities and metros with Municipal Corporation, a city level Coordinator for Community Processes is necessary. 

· Participants said that they needed clarity on selection of ASHAs and payment of incentives for ASHAs in newly notified Urban Areas/ geographies with <50,000 population, since neither NRHM nor NUHM norms were applicable. 

· With regard to incentives, group felt that same rates (as rural areas) of incentives should be applicable for common activities between rural and urban ASHAs. However the number of incentives could be expanded to include new activities as per the urban scenario, eg-  social determinants of health such as sanitation, substance abuse, etc. Existing ASHA incentives related to referrals should also be retained in case of referrals made to to Accredited/ State recognized private health facilities.
· Nodal officers from some states shared their concerns about constitution of MAS and were of the view that current guidelines for MAS should be re- examined. Participants suggested inclusion of male member in MAS and renaming them as MAS as Jan Aarogya Samiti (JAS) and revision of current population norms @ 50-100 households for one MAS to one MAS per ASHA.   They also mentioned that guidelines on monitoring, training, and fund management of MAS should also be revised.   Following a brief discussion on the selection and training model of Odisha, group suggested that it should be documented and shared. 
· The Secretary, HFW asked states to elucidate problems faced in peri-urban areas. Mr. Jhalani, explained that absence of Gram Sabha poses a challenge in ASHA selection and setting up of support structures. Mr. Sharma suggested that NUHM support structures should also apply in periurban areas and guidance could be issued from MoHFW on this matter. Referring to MAS, he agreed with the idea of constituting one MAS per ASHA and assured  that the Ministry will take a considered view on this matter. 
 3.What should the criteria be for turn-over and renewal?  Upper age limit?  Should low literate ASHA be replaced by more educated ASHA, especially when specialized  roles and certification are being considered ?

· Responding to the critical question of ASHA turnover, the group recommended drafting an “Exit” policy for ASHAs with appropriate felicitation at community level and social security schemes, eg-  AABY, pensions etc.  Majority of the group members felt that  ASHA in age category of 60-65 could serve as a mentors to newly selected ASHAs in the same area, with an overlap period of one year linked to a mentoring honorarium followed by a lump sum incentive. 
· The existing guideline for non-functional ASHAs need not be changed. However with regards to continuation of ASHA after being selected as elected panchayat representatives, it was suggested that national guidelines should be issued. 
· Nodal officers from all states, strongly suggested that ASHAs should not be replaced based on education criteria, rather such ASHAs should be supported through enrolment in  equivalency programme under National Literacy Mission  (NLM) and use of pictorial applications can be promoted to train such ASHAs. 
· The Secretary, HFW shared his views on this issue and said that if ASHA’s health is good then participants could reconsider the issue of a cut-off age.  However, he agreed with the suggestion made about the overlap period and mentoring of newly selected ASHAs by older ASHAs.  Dr. Murthy from Chhattisgarh clarified that since Mitanins work on a voluntary basis ASHAs should be allowed to continue as ASHAs after being selected as PRI member.   The Secretary, HFW said that in his view, since ASHA has to work under purview of PRI, there would be a conflict of interest and the ASHA should not continue after selection as a PRI member. He also agreed to the group’s recommendation of retaining illiterate ASHAs and supporting them through equivalency programmes. 
4.How to sustain the spirit of voluntarism?   What  are the dangers of advocating for a full time payment without commensurate increase in  skills?
· Group suggested that National ASHA Day should be proclaimed to honour and felicitate the efforts of the ASHAs. They also felt that mixed incentive pattern for ASHAs should be promoted with performance based incentives and fixed honorarium linked with fixed set of activities and flexibility should be built in for states to decide on fixed honorarium. They further said that payment of incentives should be streamlined for timely and regular payment with a periodic increment of incentives.
· To sustain the spirit of volunteerism, the group re-emphasized strengthening supportive supervision, which is essential for regular support and on job mentoring. Participants were of the firm view that ASHAs should not be given instructions or orders compelling them to do any task, without the approval of Mission Director or ASHA Resource Centre. They also added that District Magistrates should be sensitized to not dismiss ASHAs on arbitrary grounds.
· Group discussed about expanding the non-monetary incentives for ASHAs and suggested    a) Provision of social security measure for ASHAs with their inclusion in Medical Insurance schemes such as RSBY and Maternity entitlements
b) Support and incentivize ASHAs for building new skills v.i.z -primary health care etc by linking with IGNOU or other certification opportunities

c) Supporting education of her children, awards and felicitation and organizing exposure visits.
· Mr. Nanda from Chhattisgarh asked the group to consider if ASHA day could be celebrated on  Mitanin Diwas as the Mitanin programme was precursor of the ASHA programme.   Secy, HFW, appreciated the idea of National ASHA day.    Responding to his question about the average amount of incietve being earned by ASHAs and the payment process followed, Dr. Mehta from Jammu and Kashmir informed that since the launch of routine and recurring incentives, average monthly incentive ranges from Rs. 2000-3000 pm while Dr. Patne from Madhya Pradesh shared that average incentive  is around Rs. 4000-5000.   Dr. Patne also said that payment gets delayed in MP at block level as the funds for ASHA incentives are often diverted to other programme priorities creating a shortage of funds.   Dr. Rana from Delhi said that payment has been streamlined with online payment process but Ms. Suchiang from Meghalaya shared that delay in fund release and long verification process often delays the payment of ASHA incentives. Ms. Majumdar from West Bengal elaborated the payment process followed in WB where a common pool of funds has been created at state level for incentives from all programme divisions including NVBDCP/ RCH/ NHM to ensure timely payments on 7th of every month. Mr. Mukesh from Rajasthan also explained about use of ASHA Soft for streamlining payments.   Mr. Sharma appreciated the efforts of the states in minimizing payment delays.   The JS (P) said that we should be cognizant that states struggle with issues of payments even for contractual staff who are more articulate, therefore it must be difficult for ASHAs to receive timely payments.   He reiterated the need to further streamline the payment mechanisms to ensure timely and transparent payment of incentives. 
· Referring to social security schemes for ASHA, Dr. Rajkumar from Karnataka suggested that ASHAs should be covered in the AAM Admi scheme.   The Secretary (HFW) agreed to this and and said that all benefits available for unorganized sector should also be extended to ASHAs. He was of the view that maternity benefit should be legalized for ASHAs and asked Mr. Jhalani and Dr. Ved to work on the modalities of this.   
           5. How should ASHA be strengthened to play a pivotal role in the VHSNC and MAS, and how to  develop a plan to train and activate  the VHSNC and MAS to enable the  intensification of community action?   

· Participants stressed that ASHAs should continue to play a pivotal role as Member Secretary and her capacities should be built to play the leading role. Emphasis was also laid on strengthening VHSNC and MAS through capacity development of members, IEC activities and exposure visit. 
· The Group recommended two possible approaches for skill building of VHSNCs - 
1) Better Convergence with health and allied departments for institutional structures, identification of resource persons for creating a trainer pool, identification of training sites and future convergence in implementation activities 
2) Involvement of NGOs in MAS, VHSNC trainings can be prioritized in states where NGO structures already exist. Group suggested that National Guidelines for NGO Engagement should be adhered to but role definition and terms of reference for NGOs can be state specific.
· Telangana Model of constitution MAS by building on groups created for livelihoods-SHGs was also discussed and groups felt that it should be adopted wherever feasible. 
· Participants proposed that guidelines for VHSNC untied funds should be revised such that release of untied funds is proportionate to the population of the area.
· Regarding Community Action for Health (CAH), participants proposed two options -

· Training of ASHA and ASHA facilitator to strengthen VHSNC capacity for undertaking CAH with active support from block and district structures.  States may consider NGO involvement in such training
· Outsourcing the activities of CAH to NGOs but with an understanding that it will be phased into the Community processes system over the period of next few months.
· Mr. Sharma sought clarification on expenditure status of untied funds and linkages between VHSNC and Gram Panchayats. Responding to this, Mr. Jhalani said that VHSNC have been made standing or subcommittee of Gram panchayat. Ms. Majumdar from West Bengal said that at ground level there is friction between the two and state has not been able to make any progress after panchayat elections.  Responding to his question about expenditure, nodal officers from J &K, Chattisgarh and Madhya Pradesh shared that the fund is usually spent on sanitation activities and for helping poor families.   Nodal officers from Maharashtra, Haryana and Nagaland informed that in their states, ASHAs are not the joint signatory of VHSNC accounts and this affects the expenditure pattern of untied funds.  Mr. Nanda from Chhattisgarh mentioned that 80% of the funds are utilized properly whereas Dr. Patne from Madhya Pradesh reported this proportion to be only 40%. Mr. Nanda also shared that Government Order has been issued for utilization of VHSNC funds to procure DDT spray but no amount  has been reimbursed to VHSNC by NVBDCP department.   Nodal officers from both states shared their concerns about orders being issued from state/district/ block level on how to utilize untied fund which undermines the principles of community participation. In response to this, the Secretary (HFW) suggested that that untied fund should remain untied only and no such order should be issued at state level. He also requested Mr. Jhalani to issue a circular on this
· Mr. Jhalani admitted that low expenditure of untied fund is an unresolved issue. Dr. Mehta from Jammu and Kashmir added that lack of adequate capacity limits the potential of VHSNCs while Dr. Jha from Uttar Pradesh said that low amount of funds for large revenue village creates a problem.  The Secretary (HFW) said that if states are unable to spend even the existing funds, a lesser quantum of funds should not pose a challenge for low expenditure.    Mr. Nabin from NERRC and Dr. George Philip from Kerala shared how their states have been able to leverage funds from other sources for VHNSCs, which is then used to address local health issues of the community. Dr. Madan from Haryana highlighted that the GO mandating submission of utilization certificates by VHSNCs has further aggravated the problem of fund utilization. He suggested that UC submitted by VHSNCs on a simple paper should be acceptable. Mr. Sharma concurred with the suggestion of relaxing audit norms for community processes and encouraged participants to ensure VHNSC fund is untied and not spent as per directives or orders released by officials. 

          6. As the ASHA’s technical skills expand what are the implications for the nature of supervisory support?     What would be the implications for existing cadres - Facilitators, BCM/DCM?   Their skills?   What are the plans for regular review and mentoring?   What should be the strategy for performance appraisal and monitoring of ASHA and support structures?

· Nodal officers reiterated the need for capacity building of support structures. They strongly recommended that all block and district level support structures should be provided induction training. Group also felt that skill upgradation of support structure should precede the training of ASHAs in new skills. 
· With regards to making the programme management more effective, group suggested that regular monthly review meetings should be organized at state, district and block levels. Job descriptions to be reviewed and synergized with activities consistent with support and monitoring of community processes interventions. Participants also felt that performance appraisal tools should be developed for support structure at all levels. 
· Group raised concerns about salary disparity between staff of the same level of work. They said it is important to undertake review and rationalize salary of support structures at all levels. Nodal officers also recommended delinking of roles of ASHA facilitators and ASHAs and proposed increment of ASHA Facilitator’s honorarium. 
· To strengthen the performance monitoring of ASHAs, the group advised that new indicators should be introduced and analysis of reports should be shared with districts using IT based consolidation during DHS and monthly meetings.

· At the end of the presentation, Mr. Sharma thanked the state nodal officers and expressed that participating in the workshop was a learning experience for him.   He also reiterated that ASHA are the main pillar of the NHM and acknowledged the vast experience of all nodal officers that helped to make this so.    He suggested to participants that they explore if ICT can be useful for ASHA programme. He urged the participants to develop processes for skill enhancement for ASHAs who are low literate.   The focus should be on regular skill building and timely payment of incentives. He further said that ASHA’s role depends on our drive and imagination which should evolve continuously.   Emphasizing the importance of policy guidance and support provided by mentoring groups, he said that it is important to set up better coordination between ASHA mentoring groups at National and State level. He also drew attention to the fact that there was little discussion on the most critical link of ASHA support structure, the ASHA facilitator. Dr. Ved informed him that NHSRC is working on a policy note to increase the honorarium of ASHA facilitators.  Concluding his remarks, Mr. Sharma said that since ASHAs cannot be regularized, they need to be better supported and also suggested that guidelines for facilitating enrollment of ASHAs in ANM/ GNM should be emphasized. 
·  This session was followed by a brief round of discussion chaired by Dr. Rajani Ved. Dr.     Rajkumar from Karnataka quoted the recommendation of delinking ASHA and ASHA facilitator’s role and suggested that honorarium of ASHA facilitators should be increased to make this feasible.  Dr. Ved said that the team was working on a note to propose increase in honorarium of ASHAs by Rs. 50 per day and linking selected incentives so that the facilitator honorarium could be increased up to Rs. 8000 pm.    Dr. Mehta from Jammu and Kashmir requested that at the time of revision of guidelines for ASHA facilitators, due consideration should be given to states which use permanent cadre for supporting ASHAs.   Responding to this Dr. Ved said that two set of guidelines for ASHA Facilitator and ANM would be developed to address different contexts. Mr. Biswas from RRC NE said that as ASHAs in Tripura get higher incentive than ASHA facilitators, state has made provisions for a fixed honorarium of Rs.1500 fixed honorarium in addition to Rs. 3000 per visit.  Dr. Padung from Arunachal Pradesh shared that fixed honorarium for ASHA facilitators was not approved for the state. Dr. Garima Gupta from NHSRC clarified that the existing guidelines have no provision of a fixed honorarium for ASHA facilitator.
· Dr. Madan from Haryana said that state could not give Rs. 1000 under routine and recurring incentive because of lack of approval for payment of Rs. 200 for VHND session on account of duplication of incentive proposed for immunization session @ Rs. 150. This issue was also highlighted by Meghalaya, Karnataka and Madhya Pradesh. It was decided that NSHRC would seek guidance from MoHFW on this matter.  
· Ms. Suchiang from Meghalaya shared that state did not receive the routine and recurring incentive of Rs.1000 on account of Rs. 16,000 per ASHA budgetary ceiling.  Dr. Jha  from Uttar Pradesh again pointed towards the issues of payment delays for incentive payments under various disease control programmes like - TB and leprosy and urged that the issue should be discussed at national level for clarification.  Dr. Padung from Arunachal Pradesh spoke about disparity of salary between ARC staff and their counterparts under other programmes and limited mobility support. 
· Dr. Ved informed that from current financial year, all programme management units will have common norms and mobility support will be pooled for all programmes.   She also shared that ROP analysis shows that budget investment in ASHA programme exclusive of incentive is about 7% of NRHM budget and asked the nodal officers to do this analysis at state level. She asked the nodal officers to contribute to the bi-annual ASHA update and also share if they want to visit any state for exposure visit.  She concluded the session by thanking all participants for their valuable inputs and congratulated them for their hard work. 
Annexure -1 - Questions for Group work
1.Given the varying contexts, what is the role of the ASHA for the future?  :If we are looking at more skilled roles- should there be different categories of ASHA: Generalist ASHA and Specialist ASHA (disease control ASHA, Mental health ASHA)?     If we envisage these multiple roles, how do we institutionalize systems for training and skill building on an ongoing basis?  
2.       In your view how suitable is the existing profile and design of the urban Community Processes Component?  What if any modifications would you suggest?
3.       What should the criteria be for turn-over and renewal?  Upper age limit?  Should low literate ASHA be replaced by more educated ASHA, especially when we are considering specialized roles and certification?
4.       How to sustain the spirit of voluntarism?   What are the dangers of advocating for a full time payment without commensurate increase in skills?
5.       How do we strengthen the ASHA to play a pivotal role in the VHSNC and MAS, and how do we develop a serious plan to train and activate the VHSNC and MAS to enable the intensification of community action?   
6.       As the ASHA’s technical skills expand what are the implications for the nature of supervisory support?     What would be the implications for existing cadres - Facilitators, BCM/DCM?   Their skills?   What are the plans for regular review and mentoring?   What should be the strategy for performance appraisal and monitoring of ASHA and support structures?
	Annexure 2 - Participants List

	Review Workshop for Nodal Officers of Community Processes from 9th to 11th December, 2015.

	 
	State
	Name & Designation
	Contact No.
	Email Address

	1
	Andhra 
Pradesh
	Dr. S. Padmaja
ASHA Nodal Officer, NHM, Hyderabad, A.P
	09490116148
	asharesourcecentre.ap@gmail.com

	2
	
	Dr. G. Savitri
JD, NHM, Hyderabad, A.P
	09100108475
	jdmhnap@gmail.com

	3
	
	Dr. Kiranmayi
Consultant(NUHM),  NHM, Hyderabad, A.P
	09441216761
	cosnuhm@gmail.com

	4
	Arunachal Pradesh
	Dr. D. Padung
Nodal Officer(NHM)
O/o Mission Director, Arunachal Pradesh
	09436270654
	drdimong@gmail.com

	5
	
	Ms. Dagyir Esse, 
State Community Mobilizer,  O/o Mission Director, Arunachal Pradesh
	8794640177
	scmnrhm@gmail.com

	6
	Assam
	Mr. Partha Saikia, SCM, NHM, Chattarpur, Assam, Guwahati
	07896423283
	scm.nrhmassam@gmail.com


	7
	Bihar
	Dr. D.N. Diwedi
State Programme Officer, Patna
	09470003828
	nrhmbihar@gmail.com

	8
	
	Md. Masood Alam
SPM-NUHM, SHS, Bihar
	09473197722
	spmunhmbihar@gmail.com

	9
	
	Mr. Pranay Kumar
Team leader-ARC, SHS, Bihar
	09471009966
	arcshsb@gmail.com

	10
	Chandigarh
	Dr. Himbala Verma
Consultant (PH), NHM, Chandigarh
	09815587661
	drhimbalaverma@yahoo.co.in

	11
	
	Ms. Sonia Dhiman
Computer Assistant, NHM, Chandigarh
	07837386188
	soniadhiman08@yahoo.com

	12
	Chhattisgarh
	Mr. Prabodh Nanda
Programme Coordinator, SHRC, Raipur, Chhattisgarh
	09981556117
	prabodhnanda07@gmail.com

	13
	
	Dr. M.F.F Murthy, State Nodal officer , Chattisgarh
	 
	 

	14
	Dadar & Nagar Haveli
	Dr. Vaibhav Mehta
Public Health Specialist, Dadar & Nagar Haveli
	09607286770
	vaibhav71212@gmail.com

	15
	
	Dr. Vikram Khan
Entomoligist I/c IEC, Dadar & Nagar Haveli
	07698712015
	khandst@rediffmail.com

	16
	
	Dr. Ravinder Kurbunde
UH Programme Manager, Dadar & Nagar Haveli
	09221243418
	ravip.kurbunde@gmail.com

	17
	
	Ms. Niharika Tiwari
State Programme Manager(NHM), Dadar & Nagar Haveli
	09824096363
	niharika.nrhm@gmail.com

	18
	Daman & Diu
	Dr. P. Parmar
SPM, Daman & Diu
	07574858468
	dpodaman@gmail.com

	19
	
	Dr. Mrinal Oza
DPM, Daman & Diu
	08758318040
	dr.mrunaloza89@gmail.com

	20
	Delhi
	Dr. Monika Rana, State Programme Officer,
Vikas Bhawan, Civil Lines, Delhi
	9811484474
	dshmasha10@gmail.com
kmanika1960@yahoo.co.in

	21
	
	Mr. Roopak Vishwakarma, State ASHA Coordinator, DSHM, Delhi
	9871670282
	dshmasha10@gmail.com

	22
	Gujarat
	Mr. Randhir Patel, 
Project Officer, Rural Health Gujarat
	9909965906
	ddshguj@gmail.com

	23
	Haryana
	Mr. Chand Singh Madaan, 
State Nodal Officer, Haryana
	09814477821
	
communityprocess.nrhm@gmail.com


	24
	Himachal Pradesh
	Dr. Kavindra Lal
SPO NCD/NUHM, NHM, Himachal Pradesh
	09816022110
	 

	25
	
	Dr. Ramesh Chander
SPO CP
	08894280911
	osdcphp@gmail.com

	26
	Jammu & Kashmir
	Dr.  Jitendra Mehta,  
State ASHA Programme Manager, NHM, J&K 
	09450113467
	jmehta68@gmail.com


	27
	
	Mr. Sadiq Khan, 
National Trainer and State ASHA Coordinator,
State Health Society, NHM, J&K
	09419192874
08803478930
	sadiqkhan94@yahoo.in

	28
	
	Dr. Aadil Bashir
Assistant ASHA Programme Manager, NHM, J&K 
	09796389667
	apmashanhm@gmail.com

	29
	Jharkhand
	Dr. P. Baskey
Dy. Director, Jharkhand
	09431102461
	drpbaski@rediffmail.com

	30
	
	Ms. Akay Minz, State Programme Coordinator, JRHMS, Jharkhand
	9204751662
	akay.minz@gmail.com

	31
	
	Dr. Manir Ahmed
Training Coordinator, VSRC(Sahiya), 
NRHM, Jharkhand
	09263630009
	tcvsrc@gmail.com

	32
	Karnataka
	Dr. N. Rajkumar
ASHA Nodal Officer DHS, Karnataka
	09620902744
	ddrorchkar@gmail.com

	33
	Kerala
	Dr. G. Sunil Kumar
State Consultant, NHM, Kerala
	08943777106
	spmnhm2015@gmail.com

	34
	
	Dr. George K. Philip
State Consultant, NHM, Kerala
	0994615756
	salugeorgep@hotmail.com

	35
	Madhya Pradesh
	Dr. Pragya Dube
Consultant, U.H. Bhopal, M.P
	09425303221
	pragya_dube@yahoo.com

	36
	
	Dr. S.K. Patne
DD, ASHA Prog, NHM, M.P
	09425015929
	drpatne@rediffmail.com

	37
	
	Ms. Arti Pandey
State Community Mobiliser, NRHM, Bhopal, M.P
	09425660896
	nhmasha@gmail.com

	38
	Maharashtra 
	Mr. Anil Naxine, 
State Programme Officer, SHS, Maharashtra 
	09004203982
	dcmasha33@gmail.com

	39
	
	Mr. Dinesh R. Sonawane, 
Programme Officer, NHM,  Maharashtra 
	09421546520
	cbmnrhm.mumbai@gmail.com

	40
	
	Ms. Mukta Gadgil, Sr. Consultant, SHSRC, Pune
	9822171517
	muktakgadgil@gmail.com

	41
	Manipur
	Dr. Somorjit Ningombam
State ASHA Nodal Officer, Manipur
	09436036380
	drsomorjit@gmail.com

	42
	
	Mr. Harris Chongtham, 
State ASHA Program Manager, Manipur
	9862819638
	ashanrhmmanipur@gmail.com

	43
	Meghalaya
	Dr. P.Nongrum, Sr. Medical & Health Officer cum State Nodal Officer NUHM, Directorate of Health Services, Red Hill, Meghalaya, Shillong Meghalaya
	9436334953
	dhs.mchmegh@gmail.com

	44
	
	Ms. Annie Suchiang, State ASHA Programme Manager, Directorate of Health Services, Red Hill, Meghalaya, Shillong Meghalaya
	9863313791
	apmnrhm@gmail.com

	45
	Mizoram
	Mr. R. Vanengmawia
State ASHA Programme Manager, Mizoram
	08974804616
	vanenga@gmail.com

	46
	
	Mr. Khagen Dutta
Consultant-C.P, O/o Mission Director, Mizoram
	07585052836
	khagendutta@gmail.com

	47
	Nagaland
	Ms. Chubala Pongen
State Programme Manager-CP, NHM, Nagaland
	09436005459
	cpongen@gmail.com

	48
	
	Mr. Aotemsu Ozukum
State Programme Manager-NUHM, Nagaland
	08974025605
	nuhmnagaland@gmail.com

	49
	Odisha
	Mr. Susanta Nayak, 
Sr. Consultant-C.P, NRHM, Odisha
	09439994821
	susantnyk@gmail.com

	50
	
	Mr. Sukanta Kumar Mishra
Programme Manager, NUHM, Odisha
	09439994819
	sukanta.orissa@gmail.com 

	51
	
	Mr. Basanta Kumar Sahoo
Consultant-C.P, NRHM, Odisha
	09439994819
	bksahoo_08@yahoo.co.in

	52
	Punjab
	Ms. Monika Babbar, 
Manager ASHA Programme NHM, Punjab
	08872090012
	nhmashapunjab@gmail.com

	53
	Rajasthan
	Mr. Hari Shanker Sharma
DAC, CMHO Office, Rajsamand, Rajasthan 
	09414757257
	disac.raj.nrhm@yahoo.in

	54
	
	Mr. Mukesh Kumar
State Programme Manager 
	09680099988​
	​co.asha_nrhm@yahoo.com 

	55
	
	Dr. Richa Chhabra, 
S.R.O. SIHFW, Rajasthan 
	09829090755
	richa8008@yahoo.in

	56
	Sikkim
	Dr. (Mrs). M.L. Lepcha, JD cum Nodal Officer
NHM, Sikkim
	9474529943
	mleezum@yahoo.com

	57
	
	Ms Noday Lachungpa
Health Education Officer cum ASHA Coordinator,
Gangtok, Sikkim
	09800395988
	nodayin@Yahoo.com

	58
	
	Mrs. Bijay Laxmi Rai
DPHMO, Sikkim
	07679560264
	bijaylaxmi829@gmail.com

	59
	Tamil Nadu
	Dr. V. Jaisree Suretha
Consultant, SHS, NHM, Tamil Nadu
	09600970225
	jaiseesuretha@gmail.com

	60
	Tripura
	Dr. S.S. Nath
B.O, NHM
O/o Mission Director, Tripura
	09436472286
	shfws_tripura_dr.smritisankar@yahoo.in

	61
	Uttarakhand
	Dr. Nidhi Rawat
Assistant Director, NHM, Uttarakhand
	09412046866
	nidhirawatnegi@gmail.com

	62
	
	Ms. Neha Dobhal
State ASHA Programme Manager, NHM, Uttarakhand
	08979659029
	shsrcddn@gmail.com

	63
	Uttar Pradesh
	Dr. Rajesh Jha, 
General Manager, C.P, SPMU-NRHM, Uttar Pradesh
	09450113467
	gmcpspmu@gmail.com

	64
	 
	Mr. Gaurav Sehgal
Consultant, SPMU, Lucknow, U.P
	09634892333
	gmcpspmu@gmail.com

	65
	 
	Dr. Anil Mishra
General Manager, NUHM, SPMU-NRHM, Uttar Pradesh
	08005192532
	dranilmishra@gmail.com

	66
	West Bengal 
	Ms. Srabani Muzamder, 

State NGO Coordinator,
	09831014006
	sdg-at-office@office.co.in

	67
	
	Mr. Subhadeep Dasgupta, 
Consultant-ASHA
	09433220687
	sdg-at-office@office.co.in

	68
	Resource 
Persons
	Ms. Indu Capoor, Founder Director, 

CHETNA, Ahmedabad
	09824021686
	cinichetana@cinindia.org

	69
	
	Dr. Raman Kataria, JSS, Bilaspur, Chattisgarh
	09424167940
	k.drraman@gmail.com

	71
	
	Dr. Prashanta N.S, Faculty, IPH, Bangalore
	 
	 

	70
	
	Dr. Shalini Singh, Programme Officer, PHFI, Bangalore
	08762074314
	shalini.singh.1903@gmail.com

	72
	
	Ms. Sushma Shende
Programme Director, SNEHA, Maharashtra
	09920213397
	sushma@snehamumbai.org

	73
	
	Ms. Shreya Manjrekar
Programme Coordinator, SNEHA, Maharashtra
	09619924660
	shreya@snehamumbai.org

	74
	MoHFW
	Mr. B.P. Sharma
Secretary, MOHFW, Nirman Bhawan, New Delhi
	011-23061863
	secyhfw@nic.in

	75
	
	Dr. C.K. Mishra, AS&MD(NRHM), 
MOHFW, Nirman Bhawan, New Delhi
	011-23062157
	ash-mohfw@nic.in

	76
	
	Mr. Manoj Jhalani, Joint Secretary(P), MOHFW, Nirman Bhawan, New Delhi
	011-23063687
	manoj.jhalani@nic.in

	77
	
	Ms. Vandana Gurnani
JS(NUHM), MOHFW, Nirman Bhawan, New Delhi
	011-23061706
	vandanagurnani@gmail.com

	78
	
	Dr. P.K. Prabhakar
Commissioner-CH, MOHFW, Nirman Bhawan, New Delhi
	011-23062555
	pkprabhakar2009@gmail.com

	80
	
	Ms. Limatula Yaden, Director(NRHM), MOHFW, Nirman Bhawan, New Delhi
	011-23061360
9810999511
	l.yaden@nic.in

	81
	NHSRC
	Dr. Sanjiv Kumar
Executive Director, NHSRC, New Delhi
	7838106363
	sanjiv.kumar@nhsrcindia.org

	82
	
	Dr. Rajani R. Ved, 
Advisor(Community Processes), NHSRC, New Delhi
	9810333771
	rajani.ved@gmail.com

	83
	
	Dr. Dilip Singh Mairembam
Advisor(HRH), NHSRC, New Delhi
	9678553300
	drdilipsingh@gmail.com 

	84
	
	Dr. Garima Gupta, 
Sr. Consultant (Community Processes), NHSRC, New Delhi
	9899114279
	drguptagarima@gmail.com

	85
	
	Dr. Vinay Botra
Sr. Consultant (HRH), NHSRC, New Delhi
	9560508430
	vinay.bothra@nhsrcindia.org

	86
	
	Sh. Arun Srivastava, 
Consultant (Community Processes), NHSRC, New Delhi
	7840051165
	arunrewa@gmail.com

	87
	
	Ms. Abha Tewary, Consultant (Community Processes), NHSRC, New Delhi
	9312430516
	abhatewary.nhsrc@gmail.com

	88
	
	Ms. Sucheta Rawat
Consultant (Community Processes), NHSRC, New Delhi
	8588816411
	sucheta.rawat@nhsrcindia.org

	89
	
	Mr. Syed Mohd. Abbas
Consultant (Community Processes), NHSRC, New Delhi
	9718073555
	abbu.16@gmail.com

	90
	
	Dr. Kopal Mathur
Consultant (HRH), NHSRC, New Delhi
	8527523630
	kopal.mathur@nhsrcindia.org 

	91
	
	Ms. Jyoti Jagtap
Consultant (PHP), NHSRC, New Delhi
	9958623338
	Jyoti.Jagtap@nhsrcindia.org

	92
	
	Mr. Madhusudan
Consultant (PHP), NHSRC, New Delhi
	9560949546
	madhusudan.yadav@nhsrcindia.org

	93
	
	Dr. Richa Kandpal
Consultant (PHP), NHSRC, New Delhi
	7838226567
	richa.kandpal@nhsrcindia.org

	94
	
	Ms. Aastha
Consultant (PHP), NHSRC, New Delhi
	9871100602
	aastha.sharma@nhsrcindia.org

	95
	
	Dr. Shweta
Consultant HRH), NHSRC, New Delhi
	7879552224
	drshweta12@gmail.com

	96
	
	Ms. Vandana Jakhmola, 
Secretarial Assistant(Community Processes), NHSRC, New Delhi
	9968164799
	vandana.nhsrc@gmail.com

	97
	RRC- NE
	Dr. Biraj Kanti Shome, Regional Coordinator, RRC-NE, Guwahati 
	9435172953
	birajshome@yahoo.com

	98
	
	Ms. Arpana Barman, Consultant – Community Mobilization, RRC-NE – HQ, Guwahati
	9864021018
	arpanab78@gmail.com

	99
	
	Mr. Devajit Bora, 
State Facilitator(CP) RRC-NE, Arunachal Pradesh, 
	9436218161
	devajit1@rediffmail.com

	100
	
	Mr. Diganta Sarma, 
State Facilitator(CP) RRC-NE, NHM, Assam
	9864263643
	digantarrcnes77@gmail.com

	101
	
	Mr. Wahengbam Imo Singh, 
State Facilitator(CP) RRC-NE,  Manipur,
	9436206246
	wahengbam.imo@gmail.com

	102
	
	Ms. Mousumi Roy, Consultant -
State Facilitator(CP) RRC-NE, Meghalaya
	9854313517
	mousumiroy33@gmail.com

	103
	
	Mr. R.K. Mousang
State Facilitator(CP) RRC-NE, Nagaland
	09612104580
	r.k.monsang@gmail.com

	104
	
	Mr. Nabin N Sarma, 
State Facilitator(CP) RRC-NE,Sikkim
	8434045537
	nabis@rediffmail.com

	105
	
	Dr. Supratim Biswas, 
State Facilitator(CP) RRC-NE, Tripura
	9862029049
	journosupration@yahoo.com


Annexure: 3 - Agenda for State Nodal Officer Workshop-December 09-11, 2015,New Delhi
	Day 1
	Wednesday, December 09, 2015

	9.30 AM – 10:30 AM 
	· Welcome: Dr. Sanjiv Kumar, Executive Director, NHSRC

· Objectives of Workshop and Programme Overview–Dr. Rajani Ved, Advisor, NHSRC

· Community Processes: A Policy Perspective: Mr. Manoj Jhalani, Joint Secretary (Policy), MoHFW, GoI.

· Keynote Address –  Mr. C.K. Mishra, Additional Secretary & Mission Director,  MoHFW, GoI

	10:30 AM- 11:30 AM
	Role of ASHA in Comprehensive Primary health Care  
· Health and Wellness Centers: Dr. Garima Gupta, NHSRC

· Experiences from Jan Swasthaya Sahayog, Ganiyari, Chattisgarh –Dr. Raman Kataria

· Role of ASHA in Gram Arogya Kendra – Madhya Pradesh

Chair: Shri. Manoj Jhalani, JS (P), MoHFW, GoI

	11:30AM– 12.00 
	Tea 

	12:00 - 1:00 PM 
	Specific Roles of ASHAs 

· Home Based New Born care/ follow up of SNCU / LBW Newborn– Dr. P.K. Prabhakar, DC (CH), MOHFW, GOI 

· Malaria programme - Chattisgarh

· Palliative Care – Kerala

Chair:  Ms. Lima Tula Yaden, Director, NHM, MOHFW

	1.00 PM – 2.00 PM 
	Lunch 

	2.00 PM – 3:30 PM
	Community Processes under NUHM – Lessons and Challenges: Karnataka,Odisha,West Bangal, Tripura, Maharashtra and Jharkhand 

Chair : Ms. Vandana Gurnani, JS NUHM, MoHFW, GoI

	3.30 PM – 4.00 PM
	Tea

	4:00 PM – 5:00 PM
	ASHA Certification Update

Progress and Next Steps : Ms. Abha Tewary, NHSRC

Chair:  Ms. Lima Tula Yaden,  Director, NHM 1, MOHFW   

	Day 2
	Thursday, December 10, 2015

	9.30 AM – 11.00 AM
	Programme Management and Performance Monitoring- 

· Role of existing support structure in supporting ASHAs- J&K 

· Role of ANM in mentoring ASHAs in urban areas - Delhi 

· Mentoring ASHAs through AF/BCM/DCM- Assam

· Remind – A tool to improve Supportive Supervision- UP

Chair-Dr. Rakhal Gaitonde, Member, National ASHA Mentoring Group

	11.00 AM – 11.30AM
	Tea

	11:30 AM – 1:00 PM
	Convergence –

· AAA meeting & VHND training- UP

· Training of VHSNC through collaboration with State Institute of Rural Development- Punjab 

· VOICES  - an implementation research study to strengthen VHSNC- -Rajasthan 

· Training of ASHAs through SHGs and role of GP supervisor - West Bengal

Chair-Ms. Indu Capoor,  Member, National ASHA Mentoring Group

	1.00 PM – 2.00 PM 
	Lunch 

	2.00 PM – 4.00PM
	Planning for the Future of ASHA Programme – Group Work Design and Format : Dr. Rajani R. Ved, Advisor, NHSRC

	4.00 PM – 4.15 PM
	Tea

	4:15 PM – 5.30 PM 
	Plenary – Group Presentation and Discussion 

Chair : Representative, National ASHA Mentoring Group

	Day 3
	Friday, December 11, 2015

	9.30 AM – 10:30 AM
	Role of ICT in facilitating ASHA’s work

· ASHA training through Audio visuals in Ladakh- Bodhi group 

· ASHA Software – Rajasthan
Chair:  Ms. Lima Tula Yaden, Director, NHM, MOHFW

	10:30 AM – 11:00 AM
	Tea

	11.00 AM – 12.30 PM
	· Presentation of group discussion– State Nodal Officers

· Concluding Address –  Shri Manoj Jhalani, JS (P), MoHFW, GOI

· Vote of Thanks: Dr. Sanjiv Kumar, ED, NHSRC
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