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OFFICE OF THE MISSION DIRECTOR

NATIONAL HEALTH MISSION ASSAM
Saikia Comrnercial Srinagar Path , Christianbasti G.S. Road ,Guwahati-5

No: NRHM/MoU/MOH&FW-SIaI e Govtt1612t2}12-13t,g 45 / q
From: Dr. A. C. Baishya

Executive Director,
National Health Mission, Assam

d letter cited above, I have
n Ministry of Heatth & Fami
ntinuation of National Health
20 for your kind information

(:>

Dated- 13/03/20'19

the honour to
ly Welfare and
Mission for the
and necessary

Yours faithfully,

To,
Dr. N. Yuvaraj
Deputy Secretary (NHM-ll)
MoH&FW, Govt. of tndia,
Nirman Bhawan, New Delhi

Sir,

With reference to the subject an
submit herewith the copy of MoU betwee
State Government, Assam regarding co
period of l"tApril 2Oi7 to 31"t March 20
action.

Enclosure: as sfafed above.

\

Sub:- MoU between MoH&FW and State Govt., Assam
Ref.:- Gol letter No. Z-18015t12t2017-NHM-[ dtct 17 Dec 2018.

Letter No: N RHM/Mo U/MOH&FW_State coliu 1 6S2t 20 1 2_ 1 3/2999 1 dtd
20t2t2019

o

\

I Baishya)
Director,Exe

National Health Mission, Assam
MemoNo:NRHM/MoU/MoH&FW-statecovu16s2t2o12-131 Dated-13/03/20.19
Copy to the-

1. Addl. Secretary & MD, NHM to the Govt. of tndia, MoH&FW, Nirman Bhawan,
New Delhi for kind information.

2. Jt. secretary to the Govt. of rndia (poricy), MoH&FW, Nirman Bhawan, New Derhi
for kind information.

3. Director of Health Services, Assam for information.
4. Director, Finance & Accounts, NHM for information.
5. State Programme Manager, NHM, Assam for information.
6. consultant, i/c Assam, MoH&FW, Nirman Bhawan, New Derhi foi information.
7. P.S to the Hon'ble Minister, Hearth & FW Deptt., Assam, Dispur for kind appraisar

of the Hon'ble Minister, Heatth & FW Deptt.I f s to the Principal secretary to the Govt. of Assam, Hearth & FW Deptt., Dispur
for kind appraisal of the Principal Secretary, Health & FW Deptt.

9. P.A to the MD, NHM, Assam for kind appriisal of the MD.

,''
Executive Director,

National Health Mission, Assamtp )

No. Fox -2
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1. Preamble

1.1 \A/I.IEREAS the National Rural Heahh Mission, (hereinafter to be referred as NRHM),

which was launched in April. 2005 and was extended for a period of five Years from April,

2A12 b March ,2A17 AND WHEREA$ the National Urban Heafth Mission (hereinafter to be

refened as NUHM). which was launched in May 2013, was subsumed as a Sub Mission along

with NRHM as the other Sub-Mission of ovararching National Health Mission, (hereinafter to

be refened as NHM) which has been extended from 1't April. 2A17 b 31't March, 2020.

1.2 AND WHEREAS the NHM aims at supporting the States and UTs in attainment of

UniversalAccess to Equitable, Affordabte and Quality health care services, accountable and

responsive to people's needsl, wilh effective inter-sectoral convergent action to address the

wider social determinanls of health consistent with the outeomes envisioned in the

Sustainable Development Goals (SDGi-3 indicators falling within the heatth domain and

general principles laid dawn in the National and State policies, including the National Health

Policy, 2017 and NationalPopulation Policy, 2000.

1.3 AND WHEREAS the key objective of this phase of NHM will be towards enabling

and achieving the stated vision, making the health system resilient and responsive to

people's needs, building a broad based inclusive partnership for realizing national health

goals, expanding access to comprehensive primary health care, completing the unfinished

agenda in respect of the survival and well being of women and children, reducing existing

disease burden, particularly on account of non-communicable diseases, and ensuring

financial protection for households. Working towards these goals would enable the country

to progress towards mesting lhe targets under the Sustainable Development Goal 3, i.e.

"Ensure healthy livss and prornotc wellbeing far all af all ages", including Universal

Health Coverage, and build broader public health competencies to develop resilient and

responsive quality health systems.

1.4 NOW THEREFORE, the signatories to this Memorandum of Understanding ihereinafter

to be refened as MoU) have agreed as set out herein below.

2. Duration of the MoU

2.1 This MoUrwill be operative with effect from 1s April, 2017 or the date of its signing

by the parties conserned whichever is eartier and will remain in force till 31$ March 2020 cr

till itE renewal through mutual agreement or till extension of NHM by the Government of lndia,

whichever is later.

rFrameryork lor lrnplementation, National Health Mission, ?S12-?017, Ministry of l'lealth and Farnily Welfere
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3. ScoPe ofMoU

3.1 The Sentral Gsvernment will provide a re$Ouree envelope to SLlpport implementation

ofanagreedStateNFiMProgrammelmplementationPlan{hereinaftertobereferredas

PIP). reflecting:

a) all sources of funding for the health sector, including state contribution'

b) a plan for action leading to achievements of specific outputs and outcomes and;2

c) proposals and time frame for policy and tnstitutionat reformss related to health goals

mentioned in Para 1'3 above'

3.2 The agreed outlay for the PIP for each financial year and tlre sources for the funding of

the same reflected in the Perfonns prescribed for the purpoee [Appendix-l]'

3.3 Each state shall prepare a Prog*mme lmplementation Plan in line with broad

guidelinesprovidedbyMoHFW'ThePlPwillbeconsistentwiththegeneralprincipleslaid

dcnrn in the National and state policies relevant to the sector and other agreed action plans'

3.4 Baeed upon sre PlP, each St.ate will set its own annual level of achlevement for the

programme's core indicators aligned to sDG/National Health Policy 2017 largets in

consultation with central Government. states shall also have similar arangements with the

Districts. The set of targets to be achieved by the Slate is laid down in Appendix ll to this

MOU.

3.5 NHM provideS supplementary financial suppart to state for strengthening primary care

systems. lt shatl not be utilized to substitute state's own spending' Hence it shall be

mandatory for the Stale to increase spending on primary healthcare by at teast 10% annually

(csmpounded over the budget spend by states in primary care in 2016-17)'

3.6 A certain partion of NHM budget will be linked to performance in key outcomes,

processloutput indicators and health sector reforms. cunently this is 20a/o of NHM budget

under flexible pools and set of indicators with their weightage for 2018-19 as provided at

Appendix-lll of this MOU-

, Ihe plan of Action should include convergence plan covering water, sanitation and nutrition etc' and should

list out specific sction points and the tirne $chedule for their irnplernentation'
i firtitrtionrt reforms would relate to the 'architectural correction' referred to in the NHM documents such as

rertructuring and decentralization of cadres, delegation of financial and adrninistrative authority to the PRls'

,treamlinint and strengthening of support sYstems {logistics, Mls, lac etc.) etc

?
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3.7 An annual review of both progress on the ptan and on lhe institutional reform would

be carried out by a multi-disciplinary lmulti -stakeholder team comprising of Centrai

Government officials, public health experts, civil society representatives, other partners and

stakeholders in the form of a Common Review Mission.

3.8 The PIP shall be jointly appraised and reviewed by Cenlral Government and State to

arrive at an agreed PIP for the subsequent year.

3.9 The NHM eontribution to support the Sector PIP shall cover, among others,

implementation of plans for Reproductive and Child Heatth including lmmuntzation and

Population $tabilization, Disease Control Progammes including National Programmes for

control of Vector Bome Diseases, Leprosy, Tuberculosis, Blindness, disease surveillance,

trodine deficiency, Non Communicable Diseases and some aspects of mainstreaming AYUSH

services.

3.10 The NHM would operate as an ornnibus broadband programme by integrating all

vertical programmes of the Departments of Health and Family Wetfare.

4. Funds Flow arrangements

4.1 The first lranche of funds would be released to States/UTs upon lulfillment of

Department of Expanditure conditionalities. The release of subsequent tranches of funds

(beyond 75%) would be regulated on the basis of a written report to be submitted by the State

indicating the progness of the agreed Stale PIP including the following, namely:-:

. Documentary fiidence indicating achievement of targets I milestones for the agreed

performance indicators refened to in para 5 herein below;

. Statement of Expenditure confirming utilization of at least 50% of the previous

release(s);

. Utilization Certificate(s) and Audit reports wherever they have become due as per

agreed procedures under General Financial Rules (GFR) Rules 2017;

. lncrease in State budget on primary healthcare by at least 10% annually.

4.2 Release of grants-in-aid shall be further subject to satisfactory progress of agreed

mandatory conditionalities and Performance lndicators relating to implementation of agreed

State PIP including institutional reforms. The agreed performance indicators and institutional

reforms would be made part of the PIP approvals.

J
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5. Performance lncentive Fund

The 20% of the total outlay for NHM (excluding lnfrastruclure Maintenance) will be

allocated to States

5.2 Each Year, the set of indi

shared as Pari of PIP approval'

cators with their weightage for following year would be

Performance on key reforms' performaflce indicators

6,lAtlheNationallevel.MissionimplementationwillbesteeredbyaMissionSteering

Group (MSG) headed by the Union Minister for Health & Family Welfare and an

Empowered Programme Committee (EPC) headed by the Union Secretary for Health &

(State heallh reform) may translate into a increases or reduction in outlay

6. lnstitutional Arrangements: National Level

Family Welfare

6.2 The State PlPs wilt be appraised for approval by the National Programme

Coordination Committee (NPCC) chaired by the Additional Secretary and Mission Director

(AS & MD), NHM and approved by Secretary (HFW as chairperson of the Empowered

Programme Committee

6.3 Principal Secretary / Secretary of lhe State Government as well as Mission

Director(NHM)willbeinvitedtothemeetingo{thecommitteewhenevertheirproposalsare

listed for consideration

7. lnstitutional Arrangements: State, District and Hospltal Levels

7'lAttheStatelevel,theStateHealthMiss|onheadedbytheChiefMinisterwillprovide
guidancetostateHealthMissionactivitiesandthestateHeallhSocietywhichintegratesall

existing vertical programme societies in the heallh sector will provide programme management

SupportforthestateDirectorateandDistrictHeallhAdministrationinthestale.TheState

Health mission will meet at least once in a year'

7-2ThestateHealthSocietyshallhaveagoverningbodyChief
Secretary/Development Commissioner as the Chair and lhe Mission Ditector' NHM as ils

Membersecretary.TheExecutiveCommiueeshallbechairedbythePrincipalsecretary

Health and the Mission Director would be its Member secretary. The Governing Body of

the State Health Sociely will meet at least once in a six months'

4
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2.3 At the district leval, District l-leallh Mission chaired by Chairperson, Zila

parishad/Mayor and co-chaired by Oistrict Coltector will guide the District Health Society,

chaired by District Collector, in policy and operations. The District Heallh Society shall

meet at least once every quarter. The Member Secratary of the District Health Society is

the Chief Medical Officer of the district. The (model) Rules / bye-laws of the District Health

Society as notified through Resolution / Notiflcation will contlnue to be applicable for this

phase of NHM. However, any new district will be required to constitute, register and notify

the District Health Socie$ in order to get funds from SHS and NHM.

7.4 The Hospital Management Society called Rogi Kalyan Samiti (RKSi are required

to be set up in public health facilities and will meet at least once in a Quarter. The existing

model Rules I bye-laws of the Hospital Management Society regarding regislration will

continue to be applicable. Guidelines on Rogi Kalyan Samitiwould contintle to guide the

working of the RKS.

L Performance Review

8.1 The Ministry of Health & Family Welfare will convene national level meetings lo review

progress of implemenbtion sf the 4reed State PIP from time to time.

8.2 The review meetings may somelimes lead to proposals for adding to or modifying one

or more Appendices of this MoU. Such modifications will have to be recorded in writing and will

form supplements to this MOU.

9. Government of lndia Cornmltments

9.1 Release of funds in accordance with the approved funding pattern and budget,

compliance to conditionalities and agreed perfonnance indicators, within an agreed time'

However the funds committed through this MoU may be enhanced or reduced, depending on

the pace of implementation of the agreed State PIP and achievement of the milestones

relating to the agreed perfonnance lndicators including the conditionalities.

9.2 Facilitating multilateral and bilateral development partners to co'ordinate their

assistance, monitoring and evaluation arrangements, data requirements and procurement

rules etc. within the framework of an integrated State t-lealth Plan.

9.3 ,{ssisting in devebpment of District Action Plans and state PlPs through such means

as rnay be mutually agreed.

5
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9.4 Assisting the States in rnobilizing technical assistance inputs'

9.5 Developing and disseminating protocols, standards, training modules and other such

materials for improving implementation of the programme'

s.6 consultation with states. on a regular basis, at least once a year, on the reform

agenda and review of Progress.

o7 Prompt consideration and response to ,equests from states for policy' procedural and

9.8 Holding ioinl annual reviews wilh the State' other linked Central Governmenl

Departrnenls and participating Oevelopmenl Partners:

9,9 Dissemination of and discussion on any evalualions' reports etc ' that have a bearing

on policy and have the potential to cauee a change of policy'

10. State Government commitments:

l0.lThestateGovemmentshallensurethatthefundsmadeavailabletoguppo'tlhe
agreedStatePlPunderthisMoUareusedforfinancingtheagreedStatePlPapprovalin

ac@rdancewithagreedfinancingscheduleandnotUsedtosubsiituteroutineexpendltures

that are the responsibility of the State Govemment'

10.? The State share siatl be co% in all States and UTs with legislature except for Jammu

I Kashmir, Himacfral Pradesh, Uttarakhand, North Easlem Slates where the State/UT

conribdion will be 10olo. state share contribution is not applicable in respect of other union

Terdtories {UTs) wilhotd legislature

10.4 The share of public spending on Health from slate's own budgetary sources will be

enhanced at basl at the rate of 10% every year. overall there should be al least 10% annual

cornpounded inc.rease in primary healthcare over the baseline of 201&17.

6

programmatic changes

10"3 The state shall ensure thal lhe implementation oi the prograrnmei activities envisaged

under lhe Mission is as per the Framework of lmplementalion of NHM and other guidelines

provided by Ministry of Health and Family Welfare from time lo lime
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10.5 State shalt ensure that its cn rn resources and the resources provided through this MoU

flow to the districts on an even basis so as to ensure regular availability of budget at the district

and lower levels. Further, high priority districts shall be allocated at teast 30oy'0 more per capita

as compared to rest of the districts in the State

10.6 $tructures for the programme managsment are fully functional with sufficient manpower

and the key personnel engaged in the deeign and implementation of the agreed State PlP. The

key positions including Mission Director and heads of programs from Directorate should ideally

be retained for at least three years to provide stahility to the program.

10.7 Representative of the MoHFW and/or development partners providing financial

as$istance under the MoU mechanism as may be duly authorized by the MoHFW from time to

time, may undertake field visits to any part of the State and will have access to such infonnation

as may be necessary to make an a$sessment of the progre$s of the heatth sector in general

and the activities related to the activities included under this MoU.

10.8 The accounts are maintained and audit is conducted as per the rules and utilization

certificates are submitted within the period stipulated under General Financial Rules (GFR),

2017. Further the State shall undertake to ensure that District Health Society accounts are

also duly audited and audit repo(s acted upon.

10.9 The State shall take steps for decentralization and promotion of District level planning

and implernentation of various activities, with the coodination of Panchayati Raj

lnstitutions/Urban Local Bodies. $tate shall open account of all agencies in PFMS and ensure

that expenditure is duly c*ptured.

10.10 The $tate Govemment shall adhere to all the existing manuals, guidelines,

instrudions and circulars issued in connection with implementation of the NHM, which are not

contrary to the provisions of this MOU.

10.11 The $tate shall take prompt conecfive action in the event of any discrepancies or

deficiencies being pointed ourt in the audit. Fvery audit report and the report of action taken

thereon shall be tabled in the next ensuing meeting of the $tate Health Mission and

Goveming Body of the State Socieg. The State Govemment should also table the audit

report in the house of State Legislative Assembty.

10.'12 State shall endeavor to implement atl the activitiee as indicate in the plan and take

such other action as is needed ts achieve the plan objectives.

7



'3Vl

{ 1. Bank Accounts of the Societies and their Audit:

11 .1 State and Districl Society funds shall be kepl in interest bearing accounts in afly

Scheduled Commercial Bank as may be specilied by the State Health Society' However'

State agrees to iollow the directions of MoH Fw, if any' issued in this regard during the

currency of the Period ol MoU.

ll.2Thestatewillorganizetheauditoflhestateanddistrictsocietiesaftercloseofevery

financial year. The State Government will prepare and provide to the MoHFW' a

consolidated siatement of exp€nditure, including the interest that may have accrued'

Hospital Management Society/RKs audit shall be conducted as directed by the Ministry of

Health and Family Welfare (Hereinafler to be retered as MOHFVU) State shall share

consolidated audit report covering a[ programs under NHM and submil to the MoHFW'

11.3 The funds routed througn the MoU mechanism shall also be liable to statulory audil

by the Comptroller and Audilor General of India'

ll.4ThestateGovernmentsshallcomplytothefinancialguidelinesissuedtothestatesby

theFinancialManage.nentGroupestablishedlnderNationalHealthMissionbytheMinistryof

Hea|lhandFamilyWelfa'e.lnaddilion,statesshallhavetolollowstateFinanceRulesrelated

to procurement and General Finance Rules in relation to fumishing ol utl'zation cerlificate

and other related Matters.

12. RecruitrnenUAPPointment of HR

12.1 The Nalional Health Mission is not a pe.manent programme and requires periodic

approval of the Cabinet for continuation Hence' only cont6ctual/outsourced Human

Resource is permissible to be engaged under the Mission However' if lhe State

Government appoints permanent human resources either on its own or by virtue of orders of

Hon'bl6court,thenthestateoovefnmentshallbeliabletomaintainthesameatilsown

cost, and the liability of the Cenlral Government lYi slrictly be onty to the extent of agreed

and approved PlP. 
8

10'l3statewillplancompletionofallactivitiesrelatedtoconslructionofbuildingsincluding

n€w conslruclions and renovations/up-gradations sanctioned under NHM within agreed time-

lines.

l0.l4stateshallmakeetfortinfill'ngupvacanlpostsaspertheagfeedinstitulional
reforms.
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12.2 The State Health society is responsible for appointment (contractual/conditional)

employees, their transfers/termination of services, payment of wages, salary, remuneration'

etc. There would be no privity of contract between the central Government and the

employees appointed by the Stale Health Society.

12.3 NHM does not substitute the expenditure to be borne by States/UTs on health care

but only supploments efforts of the State Govemments who have the pdmary responsibility

of providing healthcare to all its population. The role of Central Govemment is to only

provide financial & technical assistance to each state as recommended by the National

Program Coordination committee, and the implementation is under the exclusive domain of

the states/uTs.

13. Suspension

Non compliance of the commi[nents and obligations set in the Mou and/or upon failure to make

satis{actory progress may require Ministsy of Health & Family welfare to review the assistance

committed through this Mou leading to suspension, reduclion or cancellation thereof. The

MoHFW mrnmits to issue sufiicient alert to the State Govemment before conlemplating any

such aclion.

Signed this ----day of 2018

For and on behatf of

I fth$d Soo.trn " : ,aovemmotdll- thalth I 'xrfr DoPatmtt,- 
,,, r_.*;,.rati6

9

Govemment of e9Au Govemment of lndia

Ministry of Health and Family Welfare

blo
Joint Secretary (Pol

Ministry of Health and

Govemment of I

I
Addl. Chief Secretary / Principal Secretary /

A%4-tl.lq
Secrelary (HFW)

1",-'1
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APPENDIX I

(Rs. in Crore)

1' The above artocation of funds to states does not incrude kind Grants underlmmunization.

2' The stale-wise financial allocation for the F.y. 2afi-20 is estimated to increase by 5%by assuming normative increase over the previous year except rnfrastructureMaintenance ( where the arocatio n in 201g-20 is estimated with 5% increase)

Assam
1272.21

10

National Health Misrian for the Fy Zot8-ig and t0{g-20

2019-20
Name of the StatelUT 2018-19

1
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Appendix *II (*)
Performaoce Indicators

4

U

192204
1 Reduction of MMR

I.
II.

III.

43

34
19

I.
II.
III.

46
37
2l

Reduce
I. U5MR
II. IMR
ilI, NMR

2.

0.1Reduce and sustairi I'F'R-)

0.70.74
lncrease Modern ContracePtive
Prevalence Rate

l. 97.6

IL 85.7

i. 95
Increase

I. ANC (% Pregnant Women aged

15-49 years who had at least one

ANC visit.
n. SBA {% of deliverY attended bY

skilled health ionals

r. 906
Full immunization of all newborns Lry

one of

Targets as

recermmended by

WHO. Clobal
Leprosi, Strategl'.
2016-202$. (to be

achieved and

rnaintained in all
districts) i.e.,:
Grade II disability/
million population <l
/ million population

ABER > 15OA

API <IIIOOO
population

7

Achieve and maintain elimination status,

in respect of:
(i) Leprosy

(iv) Malaria

Kala- Azar &
Lymphatic Irilariasis

(ii )
(iii)

Targets as

recornmended by
WHO, Giobal Leprosy
Strategy, 2016-2020,
(to be achieved and

maintained in all
districts) i.e.,:
Grade II disability/
miliion population <l 1

million population

ABER > 15?6

API <i/1000
population

Reduce/sustain case rate fbr All 27 SSH for a&I
11.

Yr 2018-19sl

II. 82.7

5.
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MOU MILESTONES AND TARCETS

have to be made functionalDengue at <|Yo (by 2018 & 2019) and

set up one sentinel site hospital (SSH) in
each district.
Accordingly, number of new SSH in
2018 and 2019 is l5 andl0, respec!1ve!1

26

r. 90%

II.
III.

IV.

75208
?17

I. 9A%

IV. 30

lI. 67458
m. D7

L Tuberculosis - Achieve and

rnaintain a treatment success rate of
9A% amongst notified drug

sensitive TB cases by 2020
II. Total number of patient notification
m. TB notification rate (per lakh

population)
IV. TB mo*ality rate Ser lakh

population)

9

I. Cataract
Operation:
205800

ll. Free Spectacles
distribution to
school
children:35000

IIi. Collection ol

I Donated E,v-es:400

L Cataract Operation:
2057 L7

tl. Free Spectacles
distribution to
school children:
23377

III. Collectiur of
Donatcd Eyes:400

Blindness - Reduce the prevalence of
blindness and the disease burden10.

28.1%11

To halt premature mortality from
cardiovascular diseases, cancer: diabetes

or chronic respiratory diseases by 2020.

Baseline ICMR India State Level
Disease Burden Studv

15%Reduce prevalence of current tobacco
LlSe

t2

OPD:3.9
IPD:0.0

OPD:13.6
iPD:0.013

Inuease utilization of public health
facilities

53.755.6Reduce OOPE (OOPE as a percentage of
Total Health Expenditure)14

L?

il

I
,&Iajo.r. Milsstqres Yr 2018-19 Yr 3019-2Q
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Appendix - A 2

Share of State Budget for health sector [Benchmark: minimum 10% (nominal)

increase every Yearl

As per the National Health Policy, 2017, the state government should increase share

of health budget to at least 5o/o of its overall budget'

(Rs. in Lakh)

5%10086466.619603773.32State Budget - Total

17%635790.02545107.09Outlay for Health Sector

l3

lncrease
Previous

Current Financial
Year

(2018-1e)

Last Financial Year
(2017-18)Item / Category
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Appendix -lll

PERFORMANCE INCENTIVE FUND

Performance for 2018-19 would be assessed only for those states/UTs where the Full

lmmunization Coverage (FlC) is at least 90%. For EAG, North Eastern and hill states the

minimum FIC required is at least 85olo, to claim money from this fund.

Framework - 2018-19

NlTlAayog

report

I

HMIS and NlTl

Aayog DH

ranking report

+40 to -40

+10 to -10

The conditionalities apply to both urban as well as rural areas/facilities
2 Numbers given in the table are inCicative of weights assigned. Actual budget given as incentive /penalty

would depend on the final calculations and available budget. The total incentives to be distributed among

the eligible states would be 2Oo/, of the total NHM budget.

Based on the ranking which will measure

incremental changes:

1. The states showing overall

improvement to be incentivized

2. States showing no overall incrernent

get n0 penalty and no incentive

3. $tates showing decline in overall

performance to be penalized

% of incentive/penalty to be in proportion

to overall improvement shown by the best

performing state and the worst performing

r1p1s: +40 to 40 points

lncentive or penaltY

based on NlTl Aayog

ranking of states on

'Performance on Health

Outcomes'

At least 75olo (in Non EAG) and

EAG and NE states) of all District

Hospitals to have at least I fullY

functional specialties as per IPHS: 10

points incentive

Less than 40% in Non EAG and 30% in

60% (in

Grading of District

Hospitals in terms of

input and service delivery

1"4

i
I

I

I

I
:

I

I
I
I

I
i

I 1.
I
I

I

I
i

t

a.{

,Sou1c* of
verification

lncentive.f :

. Pr,enally 2,.
SHo

Conditionality I lncentivelpehalff
indicatort
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3.

Framework - 2018-19

+10 to -10

+10 to -10
5.

EAG to be penalized up to 10 points

State report

NHSRC report
+10 to -10

At least 5o/o af the total budget to be

proposed for HWC and CPHC. State to

operationalize 15o/o of SCs and PHCs as

HWCs

Operationalization of

Health and Wellness

Centers (HWC)

Report from

Mental Health

Division

MoHFW

4.

% iJistricts covered under

Mental health program

and providing services as

per framework

ll 7 Salo of the districls covered: 1 0 points

lf 50% districts in Non-EAG and 40%

districts in EAG states: incentive 6 points

Less than 40Yo EAG and less than 50%

Non EAG to be penalized 6 points

Less than 30% in EAG and 40% in Non

EAG to be penalized '10 points

% of 30 plus population

screened for NCDs

15o/,: of 30 plus population screened for

NCDs: 10 points incentive

7o/a of 30 ptus population screened for

NCDs: 6 points incentive

Less than 3o/o of 30 plus population

screened for NCDs: 6 points penalty

Less than 2o/o of 30 plus population

screened for NCDs : 10 points penalty

(Out of total State population)

Report from

NCD division

MoHFW and

State reports

Any Survey

data available

6. HRIS implementation
Ensure implementation of HRIS for all

HRH (both regular and contractual) in the

state. Salary invoice and transfer orders

HRIS (State)

and HMIS

+15 to -'1 5

15
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Sonditiurality f
.,,,,.lndicator{

Source.of ,

verifica{ion
lncentiveJ
'Fenalty 2

lncentivelpenalty
I

Sl.lo
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Framework - 2018-{g

+5 to -5
7

reportto be generated bY H

all staff for all facilities to be available'

HRIS data should match with HMIS

reporting. Cases where it doesn't, state

should provide rea$on and numbeps- +10

to -10 for HRIS operationalization and +5

to -5 for $ynchronization with HMIS

State where data matches: 5 Points

incentive

States where data doesn't match: 5

points penaltY

RtS. Line listing af

HMI$

75% (in Non EAG) and

NE) of the PHCs having 3 or more star

rating: 5 points incentive

50% (in Non EAG) and 40% (in EAG and

NE) PHCs having 3 or more star rating: ?

points incentive

Less than 40Yo (in Non EAG) and 30% (in

EAG and lrlE) of PHCs having 3 or more

star rating to be penalized: 5 points

(60% in EAG and

$tar rating of PHCs (both

Urban and rural) based

on inputs and Provision of

the service Package

agreed
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