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Preamble

India has achieved impressive improvements in the health sector over the past decades. This is reflected in improved health indicators like reduction in IMR, MMR, TFR and increase in life expectancy at birth. Rapid strides have also been made in setting up a health delivery infrastructure and training of skilled manpower. The range of technologies available in the health sector in India equals any developed country. India also has one of the most advanced pharmaceutical industries, manufacturing almost everything related to modern medicines, the related machinery and other accessories. It also has a vast pool of human resources in technology and basic sciences.


Despite these improvements and an impressive public health infrastructure, it is a cause of concern that only about 20%  of health care services are being provided by the public health sector, while the private sector provides the balance 80%.Studies demonstrate that curative services largely favour the rich over the poor. Existence of sharp disparities in key public health indicators and inequities, even among better performing States, pose challenges to India’s health sector.  It is estimated that health related expenditure is the major cause for rural indebtedness and out of pocket expenditure on hospital care causes almost 25% of hospitalized Indians to fall below the poverty line. 


The National Rural Health Mission (NRHM) was launched on 12th April 2005 as an overarching umbrella to rejuvenate the health delivery system and provide accessible, affordable, accountable, effective and reliable primary health care facilities, especially, to the poor and vulnerable sections of the population.  NRHM acknowledges that shortage of qualified manpower is the most important problem and the most difficult bottleneck which needs to be remedied before architectural correction being undertaken to rejuvenate the health system can become a reality.  


The NRHM also notes that simultaneously and ironically, the country also faces a historical burden of unqualified, self-styled practitioners of health care who exist in very large numbers in rural areas. In a majority of cases these informal rural practitioners are not qualified and do not have the requisite legal sanction to do what they are engaged in.  These persons have diverse backgrounds. Some have no qualifications at all while some others have diplomas in paramedical sciences. A large percentage of such practitioners of health care pick up basic skills relating to diseases, symptoms and treatments through varying durations of apprenticeships at similarly qualified / semi / unqualified peers or mentors. It is estimated that over 500,000 such practitioners exist in India although there has been no authenticated census of these persons and the numbers may vary from State to State. 

Notwithstanding the obvious vacuum of legal sanction, these Unlicensed rural healthcare providers are the first point of contact for most of the rural patients, and are often the only link the poor have with medical care. A similar mismatch between what is legally permissible and what actually exists is seen elsewhere in health sector. For instance the drug industry in India produces a vast number and range of products not really suitable to the disease profile of the community. It is common knowledge that even some qualified doctors prescribe therapies and investigations which may not be strictly warranted. Aggressive marketing by pharmaceutical companies and over the counter availability of  even scheduled drugs also play a role in the use of irrational and hazardous drugs.  This is accentuated by the medical profession’s poor prescription practices and in turn allows un/semi qualified practitioners to advise prescription drugs and other therapeutic interventions with impunity. Over the counter availability of prescription drugs, overuse and abuse of medication, needless resort to expensive investigations and radical procedures, ineffective mechanisms to check mal praxis and unsupervised medical practice by unqualified healthcare providers – all these represent the grey areas of the growing healthcare sector. The problem of unsupervised rural healthcare providers in particular is the direct consequence of unmet demand from rural areas. 

Given the inadequate access to healthcare in rural areas, it is necessary to devise a strategy to optimally utilize all available players in the health delivery system  while ensuring adequate training and supervision to protect the health of the rural population. If the informal rural health providers could be identified and trained to deliver a set of predefined activities in a regulated, supervised environment, it would take some load off the health system also help regulate an otherwise illegitimate trade. Most importantly, this would help prevent the avoidable damage to health of the citizens who depend on such service providers. The Task Group to examine accreditation, training and integration of Private rural Medical Practitioners was accordingly set up under NRHM with a mandate to designing strategies for engagements with informal rural practitioners and their constructive facilitation cum regulation under NRHM. This Group was envisaged to give its recommendation on issues including :

· Methodology of training the Rural Practitioners. 

· Curriculum & duration of training

· Accreditation process

· Defining  the geographical area where rural practitioner could provide healthcare

· Defining the type of services which rural practitioner could dispense after training

· Legal framework which would have to be put in place for this purpose.

· Regulatory framework for a complaint redressal mechanism 

· Process for de-registration if deemed necessary.


The group held its first meeting on 11th May 2006. The core mandate of the group was to design a system to smoothly fit the vast market reach of informal rural practitioners into a satisfactory regulatory and monitoring system. 

The Group, after detailed discussion, came to three broad and unambiguous conclusions in its first meeting.  The subsequent deliberations and outcomes were founded on these basic premises.  First, the Group recognized that quackery or unscientific, unregulated medical practice is all too common in the country.  Unsuspecting, often poor, rural people are subjected to dangerous drug administration and ‘interventions’ at enormous cost to their health, and at times lives.  The efforts of government to enhance healthcare access should not be used as a ploy to legitimize quackery, or permit unsafe, dangerous and unscientific practices and use of drugs.

Second, quality health care accessible to all citizens irrespective of means should be the fundamental goal of the state.  The state cannot abdicate from this vital responsibility.  Any effort to improve healthcare access should not create two classes of people – one getting high quality care, and the other receiving poor, unscientific, unsupervised care.  Short-term measures to utilize the services of rural health providers should be fully integrated with sound, scientific, safe, universal healthcare system.

Third, as a one-time, transitional mechanism, the untrained, unsupervised, unregulated informal rural health providers should be trained, supervised regulated and integrated with the formal healthcare system.  Such healthcare providers, under proper supervision, should be enabled to offer limited health services to meet the demand – supply gap in rural areas, and to protect and promote the health of the community.


Keeping in view these parameters, the group set out to define boundaries of engagement with the vast group of individuals who are presently engaged in the business of delivering health services in rural areas albeit in violation of existing statutes. The purpose was to design a system which would retain the  reach of these persons while eliminating irrational therapeutic adventures which they  are inclined to adopt.. The engagement would require the local health provider to ensure, in appropriate cases, timely referral and at the same time allow him or her freedom to deliver care in other cases under the supervision of a qualified physician. The system would make available trained providers but simultaneously weed out those who are either unfit or unwilling to be trained and supervised.  Chapter - 1

National Rural Health Mission – The Paradigm

The primary health care infrastructure in India has recorded impressive expansion since Independence leading to better accessibility of health care, including in remote areas of the country and resulting in improved health of millions of citizens. The network consists of 1,45,000 Sub-centres, 22,700 Primary Health Centres and 3222 Community Health Centres. These facilities are envisaged to generally service populations of 5,000, 30,000 and 1,00,000 respectively (and 3000, 20,000 and 80,000 population in tribal and desert areas).  The infrastructure is presently serviced by 1,33,194 ANMs, over 20,000 Doctors at PHCs and over 3500 specialists at CHCs. 

2.
The National Common Minimum Programme (NCMP) of the United Progressive Alliance (UPA) Government identifies Health as one of seven important thrust areas. At 0.9% of GDP, which translates into Rs.200/- per capita, the total investment on Health in India is among the lowest in the world.  In fact, the allocation for Health have decreased from 1.3% of GDP in 1990 to 0.9% in 1999.  Even this outlay is not being effectively utilized and access to healthcare services is not uniform due to inefficiencies of the public health system, poor maintenance of public health infrastructure, manpower problems, lack of accountability, unregulated private sector health costs and multiplicity of vertical programmes, which dissipate energies at the operational levels. 

3.
The NCMP mandates an increase in expenditure in the health sector, with the main focus on Primary Health Care from the current level of 0.9% of GDP to 2-3% of GDP over the next five years.  The National Rural Health Mission (NRHM) which is the main vehicle for giving effect to the above mandate was launched on 12.4.05 by the Hon’ble Prime Minister . It is being operationalized throughout the country, with special focus on 18 states which includes 8 Empowered Action Group States (Bihar, Jharkhand, Madhya Pradesh, Chhattisgarh, Uttar Pradesh, Uttaranchal, Orissa and Rajasthan), 8 North-East States, Himachal Pradesh and Jammu & Kashmir.

4.
The main aim of NRHM is to provide accessible, affordable, accountable, effective and reliable primary health care facilities, especially, to the poor and vulnerable sections of the population.  It also aims at bridging the gap in Rural Health care services through creation of a cadre of Accredited Social Health Activists (ASHA) and improved hospital care, decentralization of programme to district level to improve intra and inter-sectoral convergence and effective utilization of resources.  The NRHM further aims to provide an overarching umbrella to the existing programmes of Health and Family Welfare including RCH-II, National Vector Borne Disease Control Programme (NVBDCP), National Leprosy Eradication Programme (NLEP), Revised National Tuberculosis Control Programme (RNTCP), National Iodine Deficiency Disease Control Programme (NIDDCP), National Blindness Control Programme (NBCP) and Integrated Disease Surveillance Project (IDSP).  Further, it addresses the issue of health in the context of a sector-wide approach addressing sanitation and hygiene, nutrition and safe drinking water as basic determinants of good health in order to have greater convergence among the related social sector Departments i.e. AYUSH, Women & Child Development, Sanitation, Elementary Education, Panchayati Raj and Rural Development.  

5.
The Mission covers a population base of over 740 million (as per 2001 census). The Mission has an ambitious work plan which seeks to set up over 1,75,000 Sub Health Centres on population, distance and work load norms staffed by 3.5 lakh ANMs, 27,000 PHCs and 7000 C H Cs. These are to be staffed with 81,000 nurses at PHCs and another 63,000 at CHCs. The Mission would need the services of 40,500 Medical officers in PHCs and 49,000 Specialists in CHCs. The last mile connectivity in the sector is envisaged to be through voluntary community link workers called Accredited Social Health Activists which are proposed to be placed one each for 1000 rural populations in the high focus states. An ASHA is envisaged to be  primary resident of her respective village preferably with formal education upto Class VIII and in the age group 25-45. She would be selected by the Gram Sabha following an intense community mobilization process. She would be fully accountable to the Panchayat and would reinforce community action for universal immunization, safe delivery, newborn care, prevention of water-borne and other communicable diseases, nutrition and sanitation.

6.
The National Rural Health Mission (NRHM) acknowledges shortage of qualified manpower as the most important problem and a difficult bottleneck which needs to be redressed before the architectural correction being undertaken to rejuvenate the health system can become a reality.  A plethora of strategies are being proposed under NRHM for addressing this problem. These strategies broadly fall into the following categories:

(a) Increasing the capacity to train qualified manpower.

(b) Systemic corrections in Medical education including compulsory rural postings for all medical graduates.

(c) Recruiting and retaining qualified manpower in the Public Health delivery System- Improving service conditions.

(d) Rationalising the placement of qualified manpower at places where they are needed and not where it is convenient to place them.

7.
All these strategies need variable preparatory periods from the time of firming up of strategy to its implementation. All the strategies also have variable gestation periods and it is only after that period will the strategy be able to show any results at all in a field situation.  Also, these strategies have variable and multiple stakeholders from the Medical Council of India to State and Local Governments, medical colleges and Universities to Employees Associations etc. These stakeholders are not always aligned together for a smooth and amicable engagement. The situation has become all the more complex because the strategies also have large number of variable and multiple collateral determinants like political will, social acceptability, economic viability etc. 

Engagement with Rural Health Practitioners under NRHM

8.
The approved Implementation framework of NRHM acknowledges the crucial role played by the unorganized sector in the health delivery system. Under the Drugs and Cosmetics Act 1940 only those persons who have the requisite qualifications and are registered with the Medical Council of India are authorized to prescribe drugs to patients. Notwithstanding the law, self-styled doctors continue to prescribe and administer allopathic medicines. This is happening even when the service provider has no formal qualification in allopathy from a  recognized institution. This clearly amounts to actionable negligence  on the part of the service provider.  Yet a very large number of such persons continue to be in the business of health care delivery. Notwithstanding the illegality involved, the business of a large number of such self styled doctors is not only economically viable but has also sustained the concept of friendly neighbourhood quacks for generations in rural India.

9.
The proliferation of the un/semi qualified persons delivering health care is substantially due to unmet demand for heal the services, and laxity in monitoring and application of existing statutes. Sporadic cases of bogus practitioners being booked under the law are reported from several states. But most such efforts have been ineffective, and have not reduced the spread and reach of the local informal  practitioners.  These informal providers have emerged as critical links in the health care system. There is a huge  mismatch between the needs of the vast majority of the rural population and the inclinations of the medical profession which congregates in and around urban areas. The un/semi qualified practitioners engaged in commerce of health care delivery service are the first contact points for most rural people, who do not have access to any other facilities. They have effectively occupied the space which has remained vacant because of lack of qualified medical practitioners in rural areas. 

10.
Qualified doctors often do not like to go to rural areas.  This lacuna has been much discussed, and its causes are well-known. The infrastructural inadequacies and poverty in villages meant that  highly educated professionals are unlikely to establish residence and practice in rural areas. Thus, even those with rural up surging tend to become urban, once they acquire education and skills. There is also strong urban bias which qualified medical graduates have as they do not relate to the rural milieu. The medical curriculum is not designed to enlarge focus on health care requirements of the rural population and  tends to focus on sophisticated diagnostic techniques and costly interventions associated with high end health care at the cost of primary and secondary care.  Past experience suggests that the strong urban bias amongst medical graduates is not likely to change in the near future.  Therefore the role of informal private providers who are semi qualified (either through some paramedical course or through apprenticeship with some practitioner) in the provision of rural health care cannot be ignored. 

11.
The need of the hour therefore is to train and integrate informal, un/semi qualified persons who are engaged in health service delivery into the formal health system in a seamless manner and to train them to deliver some parts of basic primary health services. This integration would involve  identification of suitable persons, training them for effective delivery of a range of specific services and interventions, activities  certification to facilitate limited service delivery, and  supervision of a qualified doctor. 

12.
Regulation of Private Sector providers including informal rural practitioners to ensure quality service at reasonable costs is one of the Supplementary Strategies under the NRHM.  The Framework for Implementation of NRHM seeks to explore mechanisms for integration of informal un/semi qualified practitioners into mainstream public system for delivery of health care services.  The detailed Implementation Framework of NRHM envisages that informal rural practitioners with basic functional literacy and whose skills can be improved through orientation be identified  trained upgraded and  accredited.  The Guidelines for preparation of the Integrated District Health Action Plan prescribe that the district should map the service providers including the informal rural practitioners while planning the creation of health infrastructure. The Framework also seeks to strengthen the service delivery at the Public Health facilities by associating such providers with National programmes. 

To sum up, several stated NRHM and National Rural Health Policy goals and objectives all in alignment with practical and viable strategy of enhancing the skills and effective integration of rural health providers into our health delivery system. 

· Regulation of private health sector under local control 

· Strengthening sound local health traditions and effective utilization of local health resources

· Local ownership of public health programmes 

· Better utilization of government health facilities and maximization of the effectiveness of physicians’ time and resources

Strengthening the capacity for local data collection and disease surveillance for assessment and review for planning, monitoring, supervision and training. 

· Chapter -  2

SUMMARY OF CONCLUSIONS DRAWN BY THE GROUP

The Task Group took note of the glaring and significant disparities in the health scenario in rural areas of the country vis-à-vis those available in urban areas.  These disparities are manifest in the key health indicators – for example, higher IMR, MMR and lower overall health and life expectancy in rural areas.  The Task Group acknowledged the need to redress this situation through innovative, urgent and practical measures.  This would necessarily require a multi-pronged strategy, an important component of which would be the need to acknowledge, train and regulate the lakhs of un/semi qualified rural health providers who are today providing health care in rural areas in the absence of medical qualified practitioners.  This strategy, it is expected, would result in creation of trained service providers linked to and regulated by the formal health system and equally importantly prevent irrational, illegal and often dangerous practices in which the health providers are presently engaged because of lack of any formal training or supervision. 

2.
The main components of such a strategy are as follows:

(a) To identify those rural health providers who would be most suitable for undergoing training.  There will be need to prescribe both age and other eligibility criteria to facilitate such identification.

(b) To decide on curricula for training, duration of the training and its venue.

(c) Providing an institutional framework subsequent to their training (and certification by an appropriation institution) to ensure that these providers clearly know the scope and limitations of services  which can be provided by them.

(d) The regulatory mechanism required to supervise and regulate the activities of the trained rural health providers.

3.
After discussions, the Task Group has concluded that the interface for engagement with informal providers shall be their eligibility to enter into a supervisory contract with a qualified Medical practitioner. This eligibility would be earned by the applicant after undergoing a training programme followed by internship. This eligibility would not be life long and will have to be renewed every two years. 

4.
The task group has reasoned that this eligibility shall provide the operational legitimacy of rural health providers within bounds of law, and safeguard the health of the community. This positive engagement with the practitioners would address a dangerous problem while creating a pool of trained service providers linked to the healthcare system. In view of the prevailing situation in the country the Group felt this to be an unavoidable through temporary necessity.

Chapter - 3

Log of the proceedings of Task Group

The constitution of the task group was as follows:

	Sl. No.
	Name and Address
	Remarks

	1
	Dr. Jayaprakash Narayan, Lok Satta
	Chairperson

	2
	Dr. Abhay Bang,

Society for Education, Action and Research in Community Health (SEARCH)
	Member

	3
	Dr. Rani Bang, SEARCH 
	Member

	4
	Dr. Rajanikant S. Arole

Comprehensive Rural Health Project, Jamkhed
	Member

	5
	Prof. Imrana Qadeer

Centre of Social Medicine and Community Health, School of Social Sciences, Jawaharlal Nehru University, 
	Member

	6
	Dr. B.S. Garg

Head, Department of Community Medicine

Mahatma Gandhi Institute of Medical Sciences, Wardha,
	Member

	7
	Dr. S.D. Gupta,

Director, Institute for Health Management Research, Jaipur
	Member

	8
	Dr. Alok Mukhopadhyaya

Voluntary Health Association of India
	Member

	9
	Dr. Swapan Maji,

Indian Public Health Association, Kolkatta 
	Member

	10
	Prof. S.B. Arora,

Director, Health Sciences Department, IGNOU. 
	Member

	11
	Mrs. Vineeta Rai,

Member Secretary, Administrative Reforms Commission
	Member

	12
	Roger Growe,

Consultant: International Federation for Family Health
	Member

	13
	Dr. C.S. Pandav

HoD, Department of Community Medicine, AIIMS.
	Member

	14
	Representative from Department of AYUSH
	Member


The Task Group conducted two full fledged meetings. In the intervening period, deliberations were continued in smaller sub groups to which subtopics were allocated. The final report of the Task group covers recommendations of various sub groups as well as inputs received from individual members during the meetings and through E Mail.  The Task Group found the subject matter contentious but also saw opportunity for action in it. It was appreciated that any engagement with informal service providers could run into serious legal bottlenecks. There is also no justification for bypassing existing legal safeguards, which are intended to protect the interests of the consumers in this sensitive sector.  The Task group therefore took into account this important factor, coupled with operational manpower and executing ground realities, while arriving at its recommendations.

The first meeting of the Task group was held on 11th may 2006 during which a need was felt for further work and discussions in area of developing options for integration of the RHPs in Public Health. A smaller sub group was accordingly set up under the Task Force. The members included:  

1. Ms Vineeta Rai, Member Secretary, Administrative Reforms Commission as Chairperson

2. Dr H. Sudarshan, Bangalore as co-Chairperson

3. Dr R.S. Arole, CRHP, Jamkhed

4. Dr Abhay Bang, SEARCH, Gadchiroli

5. Dr C.S. Pandav, Prof. & Head (Community Medicine) AIIMS

6. Dr T.K. Jana, IGNOU

7. Dr S.K. Maji, Vice President, IPHA, Kolkata

8. Mr. Roger Growe, Programme Development Officer, IFFH

9. Mr. Sunil Nandraj, WHO India Country Office

10. Ms Banusri, Advocate

11. Dr. Tarun Seem, Convener 

This sub group had the following mandate:

1. Greater clarity on role of the Union and State Government – both, constitutionally and administratively in respect of regulating the persons engaged in the commerce of health care delivery in rural areas. 

2. Nature of regulatory package and roadmap

3. Best means of accountability and mechanisms for implementation

4. Curriculum 

5. Training modules 

6. Testing of various models 

7. Possibility of graded certification and roadmap for administration

8. Linkages with other existing structures (e.g. JSY) and plans for the future

9. Costing for establishment and implementation of the proposed system / mechanism 

The Sub group delegated specified topics for further consideration to two smaller groups in the following manner:

1.
A subgroup comprising Mr. Sunil Nandraj, Mr. Roger Growe and Ms. Banusri was constituted to prepare the framework for accreditation and Integration of the RHPs through executive orders. The subgroup was envisaged to examine the existing framework available under the various statutes and prepare a operations manual for integration of RHP.

2. 
A Sub group comprising Dr. TK Jena, Dr SK Maji and Dr. Bhatnagar was set up to design the strategy for training of the RHPs. This group was mandated to inter alia address the following issues:

· Define the training requirements

· Design the 

Implementation strategy for training of RHPs.

Curriculum for training of the RHPs.

Protocols for testing and examinations

Protocols for accreditation 

· Prepare the Manual for training of trainers, 

· Identifying training locations, mentoring institutions,  

· Proposing the financing mechanism for the training/testing and accreditation of RHPs.

The Sub group held meetings on various dates and finalised its deliberations during its meeting held on 4th October 2006.  The recommendations of this Sub group were discussed in the meeting of the Task Group on 14th November 2006 before finalizing the final recommendations of the Task Group. 

The recommendations of the group are chapterised in the following manner:

Recommendation Regarding Contours of Engagement with RHPs

Recommendation Regarding Identification, Training and Accreditation of RHPs

Recommendation Regarding Regulatory Framework for RHPs

Recommendation 

Regarding 

Contours of Engagement with RHPs

Chapter - 4

Recommendation Regarding Contours of Engagement with RHPs

The Task Group recommends the following contours for the constructive engagement with private practitioners in the health sector who are not registered with the Medical Council of India or any of the State Councils under Allopathic or Indian systems of medicine because they lack the required qualifications to practice medicine.

1. The name of the target group should be “Rural Health Providers” or RHPs. This would maintain the identity distinct from the RMPs or other acronyms which have hitherto been used for informal health providers.

2. The RHPs are to be integrated into the health delivery system through a system of identification, training and certification through executive orders under the existing statutes. The engagement would therefore not require any new statute for the purpose . 

3. The process of identification and  training followed by the certification of the RHPs shall be a one time exercise and only those persons who enroll upto a pre specified date shall participate in the training. This would ensure that the cadre turns into a sun-set group and persons desirous of establishing a health delivery setup in future come through the mainstream formal training courses.

4. The RHPs would be identified for training and certification on the basis of basic literacy, qualifying age and duration of their practice. The antecedents and qualification of the applicants shall be recommended by the community organisations, including health workers, NGOs and local governments before they are enrolled for the training. 

5. The training would be over a period of one year and successful completion of the same shall entitle the RHPs to a certificate of participation.

The enrolled RHPs would attend a part time training course comprising distance learning, classroom sessions, and hands on training at designated training centres followed by an internship period at a health facility. The training would be over a period of one year and successful completion of the same shall entitle the RHPs to a certificate awarded by the educational institution.

6.
The candidates who successfully complete the training and receive their certificate shall be eligible then enter into a supervisory contract with a qualified Medical practitioner in the Public or private sector. This service contract shall create a domain framework within which the certified RHP shall be free to carry out his business of delivering health care services under supervision of the Supervising doctor. There would be no occasion for the RHPs (trained or other wise) to deliver health care to the community on their own without supervision.

7.


8.
A National level standing Committee may be set up to mentor the process of integrating the RHPs into mainstream Public Health system. Parallel mentoring groups should also be constituted in the states for handholding the initiative. The groups may have representation from the members of the Task Group, NGOs, Institutions of repute, State Governments, representatives of RHPs and other stakeholders. These Advisory Committees would provide inputs for consideration of the Health Missions at National and State levels. 

9.

The various National Programmes and schemes may build in Incentives which may be given to RHPs for participation in service delivery/counseling /motivating the community for utilisation of services like Cataract operations, adoption of family planning methods, providing DOTs therapy, etc.

10.

A study of the best practices in the area of accreditation and Integration of the RHPs (Indian as well as Foreign) be compiled to assist the task group to finalize a model best suited for Indian requirements and aligned with the overall goals of the National Rural Health Mission. 

12.
The existing laws regarding persons permitted to deliver health care services should be strictly enforced. While the health system would develop its capacities to provide for the health care requirements of the citizens of the country, there can not be any justification for allowing unqualified persons to inflict therapies on sick citizens even in the intertwining period.  The unqualified and self styled quacks have to be ruthlessly weeded out of the system.

13.

Government of India may design the guidelines with regard to the engagement with the RHPs but the necessary executive orders should be issued by the respective state Governments.

14.

The scheme for engagement of RHPs may be piloted in a few states / Districts before undertaking a countrywide rollout. The rural facilities and areas under some of the Institutions like AIIMS and Medical College Wardha may be the ideal locations for field testing the strategies before full rollout
15. Dr Arole who was member of the Subgroup made the following analysis of the need to train the RHPs :

“Most Indian villages have a population of 1500 and less. These communities are exclusively served by rural medical practitioners, practitioners of Homeopathy, Ayurveda and Yunani etc. For the past several years they continue to be the mainstay of health care of the rural India. Most allopathic doctors are not found in these villages, but are often in prosperous, semi-urban areas. After speaking with various groups, I found that they are humble and ready to learn. Major health problems among the poor of India are insufficient food intake and communicable illnesses caused by degraded environment. Nearly 80% of infants die of hunger coupled with gastro intestinal infections. These illnesses can be easily prevented and treatments are inexpensive. Specially health problems among tribals, dalits, nomads and marginalized groups are not complex enough to need services of highly trained experts or complicated diagnostic procedures. There are not only nutritional and environmental determinants of health but there are also significant number of social determinants. Commercialized medical profession is pushing for medicalization of the society. We should aim at health and not medical care.”

Extract Quoted from the email of Dr Arole

Full text of the Email is placed as Annexure 1.

Recommendation 

Regarding 

Contours of 

Identification, Training and Accreditation of RHPs 

Chapter - 5

Recommendation Regarding Identification, Training and Accreditation of RHPs

Identification of trainers

The Task Group interacted with the National Institute of Open Schooling (NIOS), which expressed its willingness to be associated with the initiative and made a presentation before the sub group in October 2006. A copy of this presentation is annexed as Annexure-2 of this document.  

Keeping in view the substantial experience of the NIOS in the field of training, including training in the health sector, the Sub group recommends that NIOS be mandated to run the training course through its accredited institutions which may be in private or in public health facilities. The design of the training course and training materials could be through a collaboration of experts from leading Community Medicine and health education institutions so the most reliable training methods and materials can be employed for each area of instruction. The NIOS may be mandated to design and handhold the training protocol and the Certificate of participation may also be issued by the NIOS. Partnerships between training institutions and health facilities in the public sector shall be encouraged so that the patient load in public facilities can be utilized for the “hands-on” part of the training.

Identification of Trainees

The RHPs shall be enrolled for training on the basis of pre defined criteria. The person eligible for the training and accreditation should :
1. be at least 25 years of age 

2. be  a resident of the village 
3. be engaged in the delivery of health services within three kms of the village  for at least five years and 
4. have basic literacy and ability to read and write including reading basic English 
5. The enrollment application will need to be recommended by one of the following :

· Rogi Kalyan Samiti of the health facility located nearest to the place where the RHP is practicing or 

· Gram Panchayat of the village where the RHP is resident or
· A reputed  voluntary organization working in the area where the RHP is resident or
· Qualified doctor licensed to practice medicine who is practicing as a  private practitioner or working in a Government Health facility within 10 km of the place where the RHP is practicing.

6. The recommending agency shall verify the antecedents of the RHP as well as the educational qualifications and shall mentor the RHP after the training and certification.

7. There is no restriction regarding the number of RHPs that may be recommended from a village.

8. The practitioners who have been earlier trained by  voluntary organizations may be encouraged to take further skills development training.

Numbers to be Trained

The initiative to identify and train semi/unqualified persons presently engaged in delivery of health care services in rural areas is felt necessary in view of the ground realities of the country. The semi/unqualified persons under reference are often the first point of contact for the citizens. They are the only option for a vast population which lives in areas which are otherwise underserved by the public health delivery system or qualified private practitioners. The overall, long term vision under NRHM is to make available a vibrant health delivery system where every citizen is linked to a functioning health facility and a qualified medical practitioner is available to address the immediate requirements and also provide referral assistance if and when required. A trained and accredited rural health provider is not intended to be solution in perpetuaity. In view of the changing demography and disease profile of the country, the trained rural health providers are envisaged to be a temporary, stop gap arrangement to fill in the critical supply gap. 
In view of  the above discussion, the group feels that there need not be a limit to the numbers of RHPs who may be trained. All RHPs in all the states with valid applications and supporting documentation as on the pre decided date may be enrolled for the training. However, after the designated date the enrollment shall be stopped. This would ensure gradual weeding out of the unqualified practitioners from the system  under pressure of the market realities.
Venue for Training 

The National Institute of Open Schooling (NIOS) shall accredit appropriate centres for training through out the country. These may be private training centres, private health facilities ,public health facilities, NGOs, vocational training centres etc. The RHPs shall receive hands-on training in health care at the health facility with which the training centre shall have prior arrangements. 

Training Norms

A Sub group was constituted within the Task Group to deliberate upon the contours of the curriculum for training of the RHPS. This subgroup met at IGNOU and made the following recommendations :

A sub group within the task group deliberated upon the format of training. This group was facilitated by the IGNOU. An open vocational education Programme called Certificate Course in Community Medicine (Jan Swasthya) run by the NIOS was also discussed by the Curriculum sub committee and may be used as an input for designing the curriculum. The detailed syllabus and training methodology shall be developed in consultation with the NIOS in collaboration with experts from leading Community Medicine and health education institutions.  However, in view of logistics constraints, there would be common training package irrespective of the prior qualifications of the participating RHPs. Modifications may be examined in later phases. The Training duration would be minimum of one year during which contact sessions, distance learning as well as hands on training techniques shall be used. 
The training period would be followed by a six month internship under a qualified physician who should at least have graduate level qualifications in allopathic medical practice. During the internship the trainee would be exposed to hands-on skills. In later phases modular training materials may be used.  

The NIOS would prepare a flexible training protocol so that the participants are able to optimally utilize the patient load of the health facility so that no training opportunity should be lost for the sake of accommodating the training design.

Broad frame work for curriculum 

The detailed syllabus and training methodology shall be developed in consultation with the NIOS.  

The training of the RHP shall cover the following broad topics :

1. Matters relating to all National Health Programmes (with emphasis on IMNCI, Immunisation, Family Planning, Malaria, Tuberculosis, etc.). They will be trained to provide DOTs, distribute anti malarial drugs without taking blood smear, organize immunization camp without actually giving vaccinations, Nutrition management as declared in national guidelines.

2. Management of Infections and Communicable diseases including ORT, simple viral fever management. Emphasis on area specific illnesses and health related issues shall be ensured.

3. First Aid for Burns, Convulsions, Poisonings, Injuries (including crepe bandage, splint application), dog bite, snake bite, altered consciousness, transport of injured, etc

4. General Physical Examination (Pulse, B.P, Respiration, temperature recording, Anthropometry, etc.)   

5. Universal Precautions including cleanliness, asepsis, Waste disposal etc.

6. Medical Ethics, Record keeping (simple recording of patients and case management), Reporting

7. Referral identification and link with nearest health facilities where appropriate services for various conditions are available.

8. History taking, Communication with Patients and relatives.

9. Counseling and non-medical therapy in  Chronic Morbidity situations (cancer, TB, Hypertension, etc.) 

10. Matters relating to Safe drinking water and sanitation, environmental Issues (Food borne disease, Water Borne disease, breeding of mosquito, etc.) 

11. Orientation on Antenatal and post natal issues, High risk Screening in Pregnancy.

12. Minor Procedures– wound treatment

13. The administration of essential drugs listed by the WHO. ?? 
14. Rational drug use. Know that all drugs are potential poisons, particularly if negligently used.

15. Disease Surveillance.

16. A brief knowledge of Anatomy and Physiology 

The Sub group also recommended  that an expert group be asked to deliberate on the feasibility of training the RHPs regarding parantaral Drug administration and antibiotic usage (especially for treatment of ARI). 

NIOS may consider tailoring the hands-on-training methods to suit the requirements of RHPs. The  NIOS would identify Accredited Vocational Institutes (AVI) to which a group of RHPs would be attached.  The group-learning component (theory classes, demonstrations, learning on models, etc.) would be carried out at AVIs where as the individual skill practice would be carried out under the supervision of MBBS doctors identified by the AVIs.  Each MBBS doctor will be allowed to retain a maximum of 5 RHPs having a fixed day attachment for each of them.  So, every RHP practices the skills only one day a week under the supervision of the doctor and does self-practice in his own work environment for the remaining six days for which he will have to maintain records.  On the day of supervisory practice, the RHP will report and discuss the activities done by him in the previous week.  This type of skill-practice under supervision followed by self practice at his own set up and reporting of self activity and feedback would continue cyclically for the whole duration of the training.  The one-to-one mentoring would not only take care of the individual pace of learning but also facilitate clearing all doubts and help in confidence building.

Every RHP who successfully completes the one-year training under NIOS will have to identify a doctor to undergo a 6 month internship under him.  It could be the same doctor under whom the RHP did his supervisory skills training or another MBBS doctor of his choice.  However, the hands-on-skill practice would continue in the same process as followed during the one-year training.  

Testing protocols

The training centre will evaluate the RHPs who  are enrolled with it.  The certification shall be by the NIOS and will detail the activities which the RHP is mandated to perform. .  Development of a testing protocol could however be considered to ensure independent appraisal of the skills training process.

Financial Norms

The RHPs shall be required to pay a rational fee for enrolling into the course. The quantum of this fee shall be decided in consultation with the NIOS and shall comprise a component for the NIOS and a component for the training centre. The NIOS shall prepare the training material and disseminate it  in sufficient quantities to the training centres. The training centres shall use the services of their own staff or recruit additional resource persons specifically for the training. The associated funding could be made part of the NRHM funding to the states.

Recommendation 

Regarding 

Contours of 

Regulatory Framework for RHPs

Chapter - 6

Recommendation Regarding Regulatory Framework for RHPs

The framework for regulation of RHPs can be operationalised through executive orders issued by the state Governments under existing statutes without creating the need for any new law.  In this regard, the provisions  of the Medical Council Act, Drugs and Cosmetics Act and Rules, Indian Medical Council Rules; Indian Medical Council (Professional conduct, etiquette and ethics) Regulations and other statutes relevant to medical practice shall have to be observed. 

2.
The group discussed a draft Contract which is proposed to be executed between the RHPs and the Supervising Medical Practitioner (who should at least have graduate level qualifications in allopathic medical practice). This contract was seen as a robust method for monitoring, supervision and regulation of the RHPs. It was felt that the contract between the qualified medical practitioner and a trained RHP would not be violating any of the legislations and would be a sound method of ensuring that the RHPs performed under the supervision of the qualified practitioners with a referral linkage. Appropriate changes could be made in the contract to embed the roles of various existing stakeholders in the Public Health delivery system into the contractual relationship. 

3.
The policy of establishing limits as to the number of RHP's that can be supervised by a single supervising doctor should be set locally,   duly taking into account local conditions and needs, and the capacity of the physician to guide and monitor RHPs.
4.
A  short Internship (say for one month) at a local CHC or any private or public health facility as decided by the state concerned may be considered mandatory before renewal of contract with the Supervising Doctor. Similarly refresher courses may be designed for the RHPs who have completed the one year training. 

5.
The voluntary contract between a supervising doctor and a un/semi qualified person who gives effect to the directions of the qualified doctor is based on the fact that the practice of medicine is divided into essential and nonessential functions.  

(a)  
Diagnosis and the development of a treatment plan are highly professional, complex tasks involving knowledge, skill and judgement, and only a qualified Medical Practitioner can undertake them..   They cannot be passed on to any other lower level of health worker  who can only be expected to deal with simple, common  illnesses requiring medications which are available over the counter (OTC).  

(b)  
Carrying out "Doctor's orders" can be accomplished by the doctor himself or be assigned (as is the tradition) to a large array of paramedical workers i.e.: nurses, therapists, pharmacist, etc. These players in the health delivery matrix are adequately trained to do their designated works and take care of the activities which can be delegated by the doctor. In fact, activities like dispensing medications, providing injections, and data collection for use in diagnosis etc. are non-essential functions because they can be delegated.  

(c)  
Doctors can and traditionally do leave standing orders and develop  protocols and standing instructions that are applied on a case by case basis orwhenever the situation warrants.  

(d) 
Even in the case of Tele-Medicine, the orders of non-attendant physicians are the legal and paramount directives for the paramedical worker. There is no independent practice of health care delivery by the paramedical workers.  

(e) 
The whole medical system depends on this tradition and legal practice.  

(f)
The spread of modern telecommunications, especially mobile phones and increasingly broad band and computers, makes monitoring and supervision of RHPs by trained and licensed physicians more feasible and practical than ever before. 
6.
This has allowed the medical establishment to create new peri/paramedical workers and provides the legal framework for their work i.e. Nursing Assistant, X-ray Technician, E.C.G. Technician, Dialysis Technician, Paramedical Ophthalmic Assistant, and Gamma Camera Technician were all created as the need became apparent.  All these trained health workers are an integral part of the health delivery system, and their services are in consonance with the laws and regulations relating to medical practice.  

7.
An agreement between the physician and the peri/paramedical worker binds the two in a legal working relationship.  This is usually an employment agreement because paramedical workers are normally employees of hospitals or clinics, but in the case of diagnostic laboratories, pharmacies, etc., a written prescription is the legal instrument.  Contracts are also employed in many of these arrangements.  

The contract recommended by the Task Group:  

(a)  
Describes the scope of work and responsibilities of both parties.  

(b)  
Will be registered through normal channels of civil law, i.e. District Registrar.

(c) 
Will also be registered through the Rogi Kalyan Samiti, so it can be monitored as part of the resource mapping of the district.  

(d) 
Provides dissolution procedures. 

(e)
Mandates local control through arbitration and oversight by the local Rogi Kalyan Samiti.  

(f)
Does not violate existing laws.

8.
The proposed Supervisory Contract  would come up for renewal  every two years. A check list is to be prepared to examine all renewal claims. There should be a separate system for disciplinary derecognition.  The Disciplinary derecognition powers may be exercised by the Rogi Kalyan Samiti of the CHC in the jurisdiction of which the medical practitioner and RHP are operating.

9.
The Rogi Kalyan Samitis were seen as good arbitration entities under the contract. The District Health Mission was seen as an overall supervising entity in this contractual relationship.  It was also considered appropriate to engage the doctors in the public system to be supervisors for RHPs in the catchment area of the public health facility. Appropriate incentives may be provided by    the Government. The group examined the argument that RHPs should be permitted to have only supervisory contracts with doctors in the Public System  to prevent emergence of a tout culture in private health sector. On the other hand, in many areas there are not enough government doctors for supervisiong RHPs, and most RHP's already have longstanding relationships with private doctors.  On balance, The group felt that the provision of a contractual relationship between the private doctor and the RHP would standardize referral practices and would be a positive force to decrease the commercialization of referrals.  The group also felt that similar contracts may be  considered for ANMs also so that the list of services which they can deliver to the patients can be expanded and standardized.  The draft contract between the Supervising doctor and the RHP is placed as Annexure 3 to this document.

Chapter - 7

Conclusion

Engagement with the Associated Stakeholders

The Group recommends parallel dialogue with the Indian Medical Association (IMA), Training Institutions as well as State Governments, on the issues of identification, certification and training of RHPs. These organisations are crucial players in the process of standardizing  the framework of engagement with RHPs.  

2.
The recommendations of the Task group may be discussed with various state Governments   before finalization and experts and stakeholders may be involved in these discussions. 

3.
 

4.
Detailed discussions are also required with NIOS for preparing the framework for selection, training and certification of the RHPs. The involvement of the accredited institutions in the training process is crucial. In this regard the NIOS may be requested to draft guidelines for accreditation. This process should be equitable towards various stakeholders including NGOs, Private training centres and hospitals.  The PHCs and CHCs may be involved  in the training process under the over all supervision of the NIOS. Basic infrastructure required for training of RHPs in PHCs, CHCs  and District Hospitals. This would also facilitate future up scaling of advanced modules of training for RHPs. 

5.  Curriculum development for training RHPs should be entrusted to professional institutions with public health orientation. Specific treatment protocols for common ailments may be prepared by an expert group drawn from leading Community Medicine and health education institutions which has the capacity to monitor and evaluate the effectivness of the program over time.  Based on such expert advice, associated diagnostic and management skills may be included in the curriculum. Centre for Community Medicine in AIIMS, the Health Sciences Department of IGNOU, Department of Community Medicine at Mahatma Gandhi Institute of Medical Sciences, and Institute for Health Management Research are some of the institutions which have been identified for involvement, collaboration and expert guidance in this task. Other such institutions should be identified and involved in the development, implementation and follow-up of this programme. 
6. The states will be free to include additional topics in the curriculum depending upon local requirements, and disease incidence. 
Annexures
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Annexure 1

Complete text of the email message from Dr Arole to the members of the Sub Group (email dated18 August 2006)

Suggestions for Task Force for exploring the development of a system for the Accreditation, Training and Integration of private Rural Medical Practitioners

By Dr R S Arole

Most Indian villages have a population of 1500 and less. These communities are exclusively served by rural medical practitioners, practitioners of Homeopathy, Ayurveda and Yunani etc. For the past several years they continue to be the mainstay of health care of the rural India. Most allopathic doctors are not found in these villages, but are often in prosperous, semi-urban areas. After speaking with various groups, I found that they are humble and ready to learn. Major health problems among the poor of India are insufficient food intake and communicable illnesses caused by degraded environment. Nearly 80% of infants die of hunger coupled with gastro intestinal infections. These illnesses can be easily prevented and treatments are inexpensive. Specially health problems among tribals, dalits, nomads and marginalized groups are not complex enough to need services of highly trained experts or complicated diagnostic procedures. There are not only nutritional and environmental determinants of health but there are also significant number of social determinants. Commercialized medical profession is pushing for medicalization of the society. We should aim at health and not medical care. 

Objectives:

1. The goal of training these practitioners should be to reduce infant mortality and child malnutrition. 

2. To reduce maternal mortality. 

3. Improve health of women and adolescent girls. 

4. Eliminate chronic illnesses like tuberculosis, malaria, HIV AIDS and Leprosy. 

Strategy

1. Concentrate on women and children of marginalized groups,

2. Emphasize holistic health

3. Eliminate discrimination against women and other groups based on caste, ethnicity, class and geographical considerations. 

Training method:

1. 50% of the time should be spent on technical aspect and 50% time on making them aware of reality of life and provide universal modern values. 

2. There should be 40% theory and 60% hands on practical demonstration. 

Training contents:

Women

Reproductive System

Menstruation,  Diagnosis of pregnancy, Progress up to 9 months, Nutrition in pregnancy, High risk pregnancy, Safe delivery

Referral for 

Malposition, Hemorrhage,, Dystocia, Infection

Post Partum Care

Women’s Health

Nutrition, Violence, Chronic Illnesses including , STDs and HIV, Cancer 

Family Planning

Temporary methods, Permanent methods, Cafeteria approach, FP Vs Population control, Spacing Vs Sterilization

Children : Breast feeding

Supplementary feeding “ Balanced diet 

Growth chart 

Clinical Malnutrition : Wasting , Various vitamin deficiencies, Anemia

Immunization :  Schedule, Vaccine preventable childhood ,  illnesses

Common Childhood illnesses 

Diarrhea, ORS and other fluids , Respiratory infection & treatment , Fever and treatment, Skin, Eye, Ear infection, Intestinal parasites 

Emergencies : Foreign bodies, Burns , Drowning, Injuries , Convulsion

Environment

Water supply : Methods of purification ,Disposal of waste, Waterborne infection

Sanitation : Disposal of solid waste, Toilets, Soak pits, Composting, Vermiculture

Air Pollution

Effects of smoke on health, Chronic respiratory illnesses , Eye problems

Duration:

Between 1 – 2 years, using both hands on training as well as distance learning. 

Recommendation:

A central body should be established to prepare a syllabus and to set the duration of the course. There should be ongoing monitoring and re-registration of doctors after every five years. There practitioners will be based in rural area and available 24 hours a day and 7 days a week. They will undertake to carry on national health programs. 

These are a few of my thoughts. I look forward to the consideration of the body. Once again thank you for including me in this important national endeavor for health. 

Dr. R. S. Arole

Director 

Comprehensive Rural Health Project, Jamkhed

Transcript of E Mail dated 14th Nov 2006 from Dr Arole

In India 300 million people existing below poverty line, residing only in remote villages and 90 million tribal communities are the main target our study. Major causes of morbidity and mortality in this population are not intricate to need highly trained doctors or any highly sophisticated equipment for diagnosis. What are needed are trained personnel to intervene as soon as health problem arises. Most of these health problems are preventable. Harmful traditions and practices and discrimination based on gender and caste cause or aggravate these problems.

University trained doctors and health professionals have not been able to improve the health conditions of these vulnerable groups for various reasons. Therefore many NGOs have trained their own health personnel and some individuals have acquired skills to practice among these masses. It is estimated that 100,000 grassroot workers, mostly women are providing basic health care to rural communities in India through NGOs. They are actively involved in mother and child care and contributing to lower IMR, MMR, birth rate and directly or indirectly participate in national health programs. These workers are constantly monitored and have periodic ongoing training. Over the years they have learned new skills to deal with different health problems. There is another group working for these communities. It self made and often go through formal training. These RHPs are mainly engaged in curative practices. For both of these groups we need to provide knowledge and skills to deal with health problems of women and children, nutrition, infections, injuries and life threatening emergencies. In addition to medical technology they need social skills to deal with determents in health. 

Though these grassroot workers will be working under supervision yet at times they will have to deal with medical and obstetrical emergencies. It is therefore necessary to provide them skills and knowledge to deal with life threatening emergencies. Within the existing legal framework they will learn skills such as giving intramuscular injections, mouth to mouth breathing, first aid of injured patients, managing emergencies like burns, drowning etc. 

These RHPs may come from various educational backgrounds. We have not found much difficulty in training them together in one class. What is important is provision of training accordingly to the needs of the area. Those working in remote areas who often have no one to help may need to acquire more skills than those who are working in urban area. There has to be flexibility in curriculum. There may be additional time allocated to train people in remote areas. It may be necessary to have more than one level of accreditation depending upon the situation. 

It is essential that pilot program be taken in 3 – 4 settings such as remote tribal areas in North East, rural areas of UP and rural areas of other states.  The existing NGOs may be interested with testing the curriculum in their areas. 

The RHP program is dependant on mentors. This mentor may be individual MBBS Doctor or it may be an NGO. There should be some criteria for selecting these mentors. Mentoring is a slow process. One must refrain from training large numbers without ensuring quality and therefore my plea would be not to go for mass production but go slowly, learn from mistakes and correct them.

Each solution brings it’s new problems and therefore let us be on the lookout for the problems that these solution will create and be prepared to face them. 

Annexure 2

Copy of Presentation by the National Institute of Open Schooling

Secondary and Senior Secondary Education
·   NIOS offers 26 courses in the six mediums for Secondary Examination
NIOS offers 24 courses in English, Hindi and Urdu mediums for Senior Secondary Examination
· More than 2000 study centres

Objective for Vocational Education Programme 
· Educational opportunities for development of vocational skills and know how are provided for wage or self employment.

Vocational courses are offered at 
· Pre-secondary –( Neo literate or 5th pass )

· Secondary -
(8th pass)

· Senior secondary
-(10th pass)

· Post senior secondary level –(12th pass.)

Flexibilities in Open Vocational Education Programmes
· Round the Year Admission

· No age limit

· Evaluation twice a year

· Practical training centre at their own choice of place

· Choice of medium

· Flexibility of taking one vocational subject with academic subjects
Range of Vocational Courses
· 6 Months Certificate Courses

· 1 Year  Certificate Courses

· Package Courses

· Two Year Courses

· Courses in combination with Academic Subjects

Broad Vocational Areas
· Agriculture

· Home Science
· wBusiness and Commerce 

· Computer Science
· wEngineering and Technology

· Health and Para-Medical
· wTeacher Training

· Miscellaneous
· Life Enrichment Courses
Course Transaction
· Using the existing infrastructure of Partner Institution (called AVIs)

· Government bodies

· ITIs,

· NGOs, 

· Private institutions like polytechnics

· KVK

· Jan Sikshan Sansthan

· Hospitals ,Nursing Homes and other  health institutions 

Role of AVIs
As partners with NIOS, AVIs play a vital role . 

· Conduct the Personal Contact Programmes / Training Sessions.

· Conduct internal assessment

· Guidance and Counseling services.

· Sell prospectus ,Register students ,Distribute study material

· All documentation related to evaluation i.e. (Collection of the examination  fees and conduction of examination ,distribution of date sheets, mark-sheets, certificates and other such  documents)

Process of Accreditation

· Apply on prescribed Performa

· Screening to see suitability in terms of infrastructure and manpower

· Constitution of Inspection team

· Inspection of the institution by the inspection team consisting of experts 

· Inspection reports are put up before Accreditation Advisory Committee

· Decision by NIOS on accreditation based on the report

· Signing of MOU 

SELF LEARNING MATERIAL

· Teacher in print

· Objective driven

· Simple to complex

· Inbuilt Text Question

· Student assignment

· Activity based learning

· Summary 

PERSONAL CONTACT PROGRAMME

· Face to Face interaction

· Problem solving session

· Group discussion

· Difficult terms/process are addressed

Training

· Practical/ Workplace learning

· On the job training

· Entrepreneurial skill

Evaluation of Vocational Education Courses

· Candidates are allowed to appear in one, two or more subjects and credits are accumulated till the certification criteria are fulfilled.  

· As many as nine chances to appear in public examinations during the entire registration period of 5 years. 

· Credit of stand - alone vocational subjects(depending upon the level) is transferred to the four academic subjects for secondary/senior secondary certification. 

· Due weightage is given to practical and skill assessment.                                                                                            

MOU signed with IMA for Para-Medical Courses

· Courses formulated with experts suggested by IMA 

· Joint inspection for accreditation

· Internal assessment and practical examination by IMA 

· Theory component assessed by NIOS

· Joint certification

Community Health worker (Jan swasthya ) 

Course is of 1 year  duration 

Eligibility :

10th pass 

Weightage :    
Theory –40%




Practical –60%

Objectives
The health worker will have 

· Ability to  create  health awareness, knowledge of healthy environment 

· Practical  knowledge of health and hygiene and first aid .

· Ability to provide guidance on maternal and child health care including family planning and immunization

Course Content

I - Basic Life Sciences 

· Basic anatomy & Physiology

· Natural Health, Hygiene & Health Promotion

· Home Care

· Nutrition & Breast Feeding  

II - Maternal child health care including family planning and immunization

· Maternal and Child Health Care

· Family Planning and immunization

· National Immunization (Immunization Schedule, Cold Chain & Complications)

· Communication and Duties of Health Worker (According to WHO)

III - Diseases and its prevention and First Aid

· Communicable Diseases and Prevention

· Table of organisms, Symptoms and Prevention Measures 

· Introduction of Non communicable & Life Style Diseases, (Hypertension, Diabetes and Obesity)
· Sexual Diseases

· Cancer (smoking/Alcohol) & Occupational Hazards

· First Aid

· Pharmacy and Drug Reaction 

Theory Session ( P.C.P)– 

30 Session
= 60 Hours

(1 Sessions = 2 hours)

Practical Session – 90 Session
= 180  Hours

Total Hours( Practical )

= 240 hours

 Minimum Self study hours 
= 160 hours

50 students in one batch

A group of 10 students/teacher



Annexure 3 

DRAFT

Supervisory Contract

Between:

The Supervising Doctor (Party of the First Part)

· and -

The Rural Healthcare Provider (Party of the Second Part)

THIS CONTRACT is made at ……... on this ....... day of …………. between Mr. A of ……….. residing at ……….... hereinafter referred to as the Party of the First Part and Mr. B of ………... residing at …………………. hereinafter referred to as the Party of the Second Part. The Supervising Doctor is a registered doctor capable of practicing in the field of medicine having his professional practice in the same state as that of the Rural Health Care Provider.

Rural Health Care Provider (RHP) is the person who meets all the applicable requirements of education and training in the standard protocol and certified as Rural Health Care Provider by NIOS.

A.  Effective Date: This contract will be effective upon registration with the appropriate authority. The date of registration will be the date of commencement of the contract. The validity period will be calculated from the date of above registration.

B. Period of validity: The Supervisory contract will be valid for two years from the effective date unless otherwise the contract is terminated by any of the manner given in this contract.

C. Scope of the contract: The written supervisory agreement shall be for services the Supervising Doctor generally provides to his or her patients in the normal course of clinical medical practice. Doctors licensed to practice medicine may enter into supervisory contract with no more than 5 Rural Health Care Providers under the guidelines given in this contract. This contract addresses permissible activities of the Rural Health Care Provider, imposes strict requirements for a written agreement between the RHP and the Supervising Doctor, and requires the Supervising Doctor to assume several obligations in supervising and overseeing the RHP.

General rule. A medical doctor may delegate to a health care practitioner or technician, the performance of a medical service if:

1.
The delegation is consistent with the standards of acceptable medical practice embraced by the medical doctor community in this Country. Standards of acceptable medical practice may be discerned from current medical literature and texts, medical teaching facilities publications and faculty, expert practitioners in the field and the commonly accepted practice of practitioners experienced in the field.

The medical doctor should assure that the individual person or technician to whom the delegation is being given has sufficient education, training and competency so that they know how to perform the service safely. Accordingly, the medical doctor would be obligated to determine whether the delegatee is competent to perform the procedure. This may be accomplished by determining whether the delegatee is certified by the National Institute of Open Schooling that he possesses documented education and training related to the service. 

2.
The delegation is not prohibited by any law of the land.

3.
The medical doctor should not delegate any of his essential function namely diagnosis and determination of treatment.

RHPs are not independent practitioners; they work under the supervision of a supervising doctor.  

D. Responsibilities of the Supervising Doctor:  

This contract would direct the medical doctor who is supervising the Rural Health Care Provider to provide the level of supervision and direction appropriate to the circumstance surrounding delivery of the medical service. The supervising doctor retains the responsibility for performance of the services whether the doctor performs it himself or directs another to do so. The cardinal responsibilities he shoulders from this contract are as follows;

1.
He formulates orders or guidelines for Rural Health Care Provider and approves them. He periodically reviews such orders and the services provided to patients under such orders are to be in accordance with standard protocols accepted by the National Rural Health Mission and NIOS. 

2.
He is available whenever necessity arises to provide medical direction and consultation; and 

3.
He is available through telecommunications/telephone for consultation on medical problems, treatment protocol, complications, or emergencies or patient referral.

4.
There is adequate provision for direct communication between the RHP and Supervising Doctor and the distance between the two should not be so great as to prohibit or impede appropriate support services.

5.
If the primary Supervising Doctor is unavailable to supervise the RHP due to reasons other than termination of contract or completion of validity period without renewal, he shall make appropriate arrangements for substitute supervision during such period of his absence. The substitute Supervising Doctor is required to ensure that supervision is maintained in absence of the primary Supervising Doctor.

6.
The Supervising Doctor will visit the satellite location whenever necessity arises and devote enough time on-site to provide supervision and personally review the records of patients seen by the RHP in this setting.

7.
He maintains professional relationship with RHP at all times and is cognizant and abides by standards and guidelines laid down by the various laws and rules governing medical practice and delivery of health services in our country.

E. Rights of the Supervising Doctor:

1.
The Supervising Doctor shall have access to medical records of all patients attended to by the Rural Health Care Provider.

2.
The Supervising Doctor may monitor the work of RHP and also conduct surprise inspections to satisfy him/herself about competence of the RHP.

4.
The Supervising Doctor may report violations if any to scope of practice by RHP to reviewer and arbitrator as per the agreement entered into by both parties in this contract.

F. Duties and Responsibilities of Rural Health Care Provider:
A Rural Health Care Provider shall not undertake the performance of a medical task unless he has complied with all of the requirements of this contract and conforms to the contractual obligation that the task is done with authority of Supervising Doctor. A medical care task assigned by the Supervising Doctor to the RHP shall not be delegated by him to another person.
Prior to performance of a medical task, the Rural Health Care Provider shall determine each of the following:

1.
That the task is within the standard protocol;
2.
That the task is indicated for the patient;

3.
That he has the appropriate level of supervision required by the Supervising Doctor;

4.
That no law prohibits the delegation;

5.
That the task can safely be performed according to exact, unchanging directions given in the standard protocol or doctor’s instructions;

6.
That the task, if performed improperly, would not present life threatening consequences or the danger of immediate and serious harm to the patient.

7.
That only functions specifically listed in the standard protocol shall be performed by RHP.

8.
That dispensing of a drug shall be entirely based on the standard protocol/doctor’s direction and not beyond the limits of the same. Notwithstanding the foregoing, any drug dispensing orders for an emergency situation shall be approved by Supervising Doctor for the specific patient prior to being issued or carried out. 

9.
That he shall report to the Supervising Doctor about the patient data regularly to enable constant review.

10.
RHP shall consult with Supervising Doctor (or another qualified health care practitioner in case of emergency) regarding any task or procedure which he determines exceeds his or her level of competence and shall refer such cases to Supervising Doctor or another appropriate practitioner. 

11.
That if any management decision was taken by way of Tele consultation the Instruction Charts must be countersigned /approved by the supervising Doctor within reasonable time.

12.
That the Supervising Doctor and the RHP shall preferably remain connected at all times by telephone.

13.
That the responsible Supervising Doctor is promptly informed of any significant change in the patient's condition; whenever an unusual or unexpected finding is observed and is promptly referred to him or other facility for appropriate management.

14.
He maintains professional relationship with the Supervising Doctor at all times and is cognizant and abides by the standard protocol and does not act or omit in derogation to any of the laws and rules (existing and forth coming) relevant to medical practice in our country. (Medical Council Act,1956; Drugs and Cosmetics Act,1940; Drugs and Cosmetics Rules,1945; Indian Medical Council Rules; Epidemic Diseases Act,1897; Drugs and Magic Remedies(Objectionable Advertisements) Act,1954; MTP Act, 1971; Pre-conception and Pre-natal diagnostic techniques ( prohibition of sex selection) Act,1994; Transplantation of Human Organs Act,1994;  Indian Medical Council (Professional conduct, etiquette and ethics) Regulations 2002  etc.).   Any violation to this contract shall result in violation of the provision of the above relevant statutes and the RHP can be prosecuted for such act or omission.

Permissible Functions of RHP to be performed strictly within the limits of the standard protocol prescribed by the training program imparted by the NIOS:

Accordingly he can:
· Screen patients to determine need for medical attention.

· Review patient records to determine health status.

· Take patient history & perform physical examination.

· Perform developmental screening examination on children.

· Record pertinent patient data.

· Make decisions regarding data gathering and appropriate management and referral of patients being seen for the initial evaluation of a problem or the follow-up evaluation of a previously diagnosed and stabilized condition.

· Prepare patient summaries.

· Initiate requests for commonly performed initial laboratory studies.

· Collect specimens for and carry out commonly performed blood, urine and stool analyses and cultures.

Identify normal and abnormal findings on history, physical examination and commonly performed laboratory studies.

Initiate appropriate evaluation and emergency management for emergency situations, for example, cardiac arrest, respiratory distress, injuries, burns , poisoning and hemorrhage before the emergency transport.
· Perform other procedures as directed by Supervising Physician or other consulting licensed physician so long as such directions and procedures violate no law. 

In doing the above activities the RHP should ensure that :

1.
The RHP acts with in limits of set protocol and subject to terms and conditions of this supervisory contract.

2.
The RHP stay in contact with the Supervising Doctor at all times.

4.
The RHP shall report any violation of the terms and conditions agreed upon by the Supervising Doctor to the reviewer and arbitrator.

I. Role of the Rogi Kalyan Samiti (at PHC/CHC level) as the reviewer of the RHP:
The Rogi Kalyan Samiti (at PHC or CHC level) or any other authority determined by the Rogi Kalyan Samiti shall have the power to review the functioning of the RHP periodically. If any minor violation is observed by the reviewing authority disciplinary action can be taken and in case of major violation the Supervisory contract can be cancelled. 

J. Identification and Notice Requirements:
A RHP may not render medical services to a patient until the patient (or the patient’s legal guardian) has been informed that: the RHP is not a ‘Doctor’ and he performs the service as directed by the Supervising Doctor; and the patient has the right to be treated by the doctor if desired.

The sign board plainly visible to patients must be posted in a prominent place explaining that he is a "RHP". The name of the Supervising Doctor and the period of validity of the supervisory contract must also be displayed. The RHP is required to conspicuously display the training certificate in his work place.

The District Rural Health Mission/Rogi Kalyan Samiti(at PHC or CHC level) shall direct or through any of its authorized person rectify the inconsistencies in the contents of the sign board. District Rural Health Mission/Rogi Kalyan Samiti has the power to pull down the sign board if the contract is to be terminated due to violation of the standard protocol or if the RHP is functioning without a valid supervisory contract.

K. Renewal of the supervisory contract:
On expiry of the validity period of the supervisory contract the same can be renewed with the same Supervisory Doctor or any other eligible Doctor by re-entering into such contract agreement again (provided the RHP  completes at least 12 hours per year of continuous medical education as envisaged by the National Rural Health Mission/ another one month internship under the supervising doctor or any other eligible doctor and additional condition if any prescribed by the NRHM).

L. Violation of terms & conditions laid in the supervisory contract:

Any form of crossing the limits of standard protocol, any act or omission in contravention to the terms agreed upon by the parties hereto is a violation. Incase of any minor violation reported by the Supervising Doctor, the reviewer is authorized to place the RHP on probation requiring constant supervision and mandatory daily reporting. If any minor violation is observed by the reviewing authority disciplinary action can be taken and in case of major violation the Supervisory contract can be cancelled. 

Any dispute arising between the parties as to the interpretation, operation, or effect of any clause in this supervisory contract or any other difference arising between the parties due to violation of the terms and conditions, which cannot be mutually resolved, shall be referred to the arbitration of the reviewing authority appointed by the District Rural Health Mission/Rogi Kalyan Samiti. The decision of such an arbitrator shall be binding on the partners.

ARBITRATION CLAUSE

AGREEMENT OF REFERENCE TO A COMMON ARBITRATOR

THIS AGREEMENT is made at ... this ... day of …………. between Mr. A of ……….. residing at ……….... hereinafter referred to as the Party of the First Part and Mr. B of ………... residing at …………………. hereinafter referred to as the Party of the Second Part. 

AND WHEREAS the said agreement provides that in the event of any dispute or difference arising between the parties the same shall be referred to arbitration of a common arbitrator who will be the reviewer of the supervisory contract and appointed / authorized by the District Rural Health Mission/Rogi Kalyan Samiti. The Arbitration shall be governed by the provisions of the Arbitration & Conciliation Act, 1996. 

The said Arbitrator shall allow the parties to file their respective claims and contentions and to file documents relied upon by them within such reasonable time incase any dispute regarding violation of the terms of the supervisory contract is referred to him. 

The Arbitrator will not be bound to take any oral evidence including cross examination of any party or person. 

The said Arbitrator shall make his Award within a period  of one month from the date of reference of the dispute by any of the parties hereto provided that, the Arbitrator will have power to extend the said period from time to time with the consent of both the parties.

The Arbitrator will not make any interim award. 

Subject to the provisions of the Arbitration & Conciliation Act 1996 the award will be binding on the parties hereto. 

IN WITNESS WHEREOF the parties have put their respective hands the day and year first hereinabove written. 

SIGNED by the within named 

Mr. A ... in the presence of 

Signed by the within named 

Mr. B... in the presence of 

M. Registration of the supervisory contract:
Once the terms and conditions of the supervisory contract are agreed by both the parties thereto, the document requires mandatory registration under the appropriate authority  at district level(Sub-Registrar / Registrar of firms).The date of registration is the date of commencement of validity of the  supervisory contract.

On the completion of registration formality either party shall provide a copy of the registered document to the reviewer and arbitrator District Rural Health Mission/Rogi Kalyan Samiti.

The second copy of the same shall be furnished to the District Rural Health Resource Center by either of the parties to this contract.

N. Termination of the Supervisory Contract:
The Supervisory Contract can be terminated in any of the following mode and manner

1.
On the date of completion of period of validity of the contract if it is not renewed as per the conditions laid down as above

2.
On the date of termination of the supervisory contract incase a three months prior notice has been issued by either the Supervising Doctor or the RHP addressed and communicated to the other party.

3.
On the date of the arbitration settlement when any dispute arising from the violations of the terms and conditions set forth in the supervisory contract is referred to the reviewer and arbitrator appointed by the District Rural Health Mission. 

Reporting of the termination by any manner stated above is to be informed by both the parties to the District Rural Health Mission and District Rural Health Resource centre /Rogi Kalyan Samiti.

O. No Third Party Beneficiaries: 

This Agreement shall not be construed as creating rights in or obligations to any third party. It is the intent of the parties solely to fulfill the requirements of the Supervisory Contract which regulates the mechanisms to be used by Supervising Doctor and the RHP.

Signed 

1.The Supervising Physician 

Registration No

Address                                                        

Dated

2. The RMT / RHCP                                    

Address                                                      

Dated                                                          

3. Independent witness no.1

Address                                                      

Dated                                                          

4. Independent witness no.2

Address                                                      

Dated                                                          
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