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The pay-for-performance (P4P) Janani Suraksha Yojana (JSY) program
in India consists of supply-side payments to individual community health
workers and demand-side payments to women accessing a continuum
of maternal and newborn health services at government or accredited
private institutions. Its overall goal is to reduce maternal and infant
mortality through increasing institutional deliveries, especially by poor
women and members of scheduled caste/scheduled tribe communities.
Key features of the JSY program include a graded scale for payments;
payments are greater within rural communities and within the 10 states
that have been classified as low performing based on established health
and demographic indicators, including institutional birth rate. In addition,
the program offers a demand-side payment to poor women even for
home deliveries.The JSY program is being implemented in all states,
but each state has the authority to adapt and modify the program
to best fit its local context.This case study provides an example of a
government-led, centrally funded, nation.
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About the P4P Case Studies Series

Acronyms

Pay-for-performance (P4P) is a strategy that links payment to

ANC

Antenatal Care

results. Health sector stakeholders, from international donors to
government and health system policymakers, program managers,
and health care providers increasingly see P4P as an important
complement to investing in inputs such as buildings, drugs, and
training when working to strengthen health systems and achieve
the Millennium Development Goals (MDGs) and other targets
that represent better health status for people. By providing
financial incentives that encourage work toward agreed-upon
results, P4P helps solve challenges such as increasing the quality
of, as well as access to and use of health services.

ANM

Auxiliary Nurse Midwife

ASHA

Accredited Social Health
Activist

AWW

Anganwadi Worker

BPL

Below Poverty Line

CS

Caesarean Section

GOI

Government of India

Many developing countries are piloting or scaling up P4P
programs to meet MDGs and other health indicators. Each
country’s experience with P4P is different, but by sharing
approaches and lessons learned, all stakeholders will better
understand the processes and challenges involved in P4P
program design, implementation, evaluation, and scale-up.
This Health System 20/20 case study series, which profiles
maternal and child health-oriented P4P programs in countries
in Africa, Asia, and the Americas, is intended to help those
countries and donors already engaged in P4P to fine-tune their
programs and those that are contemplating P4P to adopt such
a program as part of their efforts to strengthen their health
system and improve health outcomes.
Annexed to each case study are tools that the country used in its
P4P program. The annexes appear in the electronic versions
(CD-ROM and Health Systems 20/20 web site) of the case study.
Rena Eichler, Ph.D.
Technical Advisor, Pay for Performance
Health Systems 20/20 Project

2

P4P Case Studies - India

HPS	High-performing States
JSY

Janani Suraksha Yojana
(Pregnant Women Safety
Scheme)

IFA

Iron and Folic Acid

LPS

Low-performing States

MOHFW

Ministry of Health and Family
Welfare

ND	Normal Delivery
NMBS	National Maternity Benefit
Scheme
NRHM	National Rural Health Mission
P4P

Pay for Performance

Introduction

This brief case study describes how the Government of India (GOI)

The JSY program, both a
supply and demand side P4P
program, is geared towards
improving maternal and infant
health in India.

implemented and adapted a pay-for-performance (P4P) program to
increase utilization of core maternal and newborn health services at
government and accredited private facilities, with
a primary focus on institutional deliveries targeted
to poor women and members of scheduled caste/
scheduled tribe communities.1 The Janani Suraksha
Yojana (JSY) program, which is both a demand- and
supply-side P4P program, provides payments to
individual community health workers and to women
seeking a continuum of maternal and newborn
health services. Payments are based on a graded
scale determined primarily by geographic location. At
the high end of the payment scale are beneficiaries
residing in rural, low-performing states (LPS) that are
selected based on a set of demographic and health
indicators including institutional birth rate. At the
lower end of the payment scale are beneficiaries in
urban, high-performing states (HPS). JSY is not the first P4P program to
be implemented by the GOI – its design took into consideration past
lessons learned and recommendations. Continual GOI monitoring has
resulted in modifications that have strengthened the JSY program and
will ultimately improve maternal and infant health outcomes.
Scheduled castes and scheduled tribes are population groupings recognized by the
Constitution of India and are communities that have traditionally been underserved.

1
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Background

With its population of over 1.1 billion, India represents a large segment
of the countries that are working toward global and regional targets for
improved maternal and newborn health. India’s maternal mortality rate
was 450 per 100,000 live births in 2005, which accounts for about 20
percent of the global burden, and the neonatal mortality rate was 39 per
1,000 live births in 2004, which means about 25 percent of all neonatal
deaths in the world occurred in India. These indicators show improvement
over those of previous years, but improvement is not happening at a
pace that puts India on track to
meet its Millennium Development
Goals (MDGs) for reduction of
maternal and under-five mortality
rates. In addition, while institutional
deliveries have increased,
approximately 60 percent of
women continue to deliver at
home. Many gaps still exist in
access to and use of core health
services, including family planning
(see Figure 1).
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Gaps in access to maternal and
infant health services continue
to be an obstacle in India’s
pursuit of achieving its MDGS for
reduction of maternal and underfive mortality rates.

Figure 1. Selected Indicators of
Reproductive Health Care in India*
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Source: Bryce et al. (2008)

To help address these gaps, the GOI through the Ministry of Health and
Family Welfare (MOHFW) formed the National Rural Health Mission
(NRHM) in 2005. The NRHM’s goal is to provide accessible, affordable,
and effective health care to all citizens, with specific focus on vulnerable
and poor populations. A core initiative of the NRHM is to provide
improved access to health care at the community level through female
village-level health workers known as Accredited Social Health Activists
(ASHAs). ASHAs serve as liaisons between the community’s health
needs and the government health system and play a critical role in the
JSY program.
Since 2005, the NRHM has managed several maternal and child health
initiatives, including the Janani Express Yojana program, which offers
transport when needed for pregnant women, and the Janani Sahyogi Yojna
program, which accredits private and other non-governmental hospitals
and provides set levels of payment to accredited facilities for the delivery
of selected core maternal and child health services. Separate from the
JSY program, the NRHM uses family planning funding to pay to medical
staff at public facilities individual financial incentives for performing
sterilization. The NHRM also promotes maternal health by funding
administrative costs of maternal care improvements – maintenance etc.
– in public facilities. The funding levels are fixed for state-, district-, and
block-level facilities.
5

P4P Case Studies - India

The MOHFW developed certain maternal and child health strengthening
initiatives prior to the establishment of the NRHM. One of these
initiatives was the National Maternity Benefit Scheme (NMBS) (2001–
05) for nutritional support for pregnant women. It gave a one-time
cash payment per pregnancy of Rs. 500 to below-poverty line (BPL)
pregnant women, 19 years of age or older, for up to two pregnancies
that resulted in live births. When designing the NRHM in 2005, the GOI
and stakeholders took the opportunity to look at the existing efforts to
improve health and explore how those programs could be strengthened.
Based on stakeholder feedback, the GOI felt that nutrition-oriented
NMBS was not addressing safe motherhood comprehensively. To
broaden service delivery and utilization, it proposed the JSY program, an
improved P4P scheme.
The JSY program was introduced in 2005 and the Supreme Court
officially merged the NMBS into JSY. The goals of the JSY program are
to reduce maternal and infant mortality through increasing institutional
delivery and access to quality antenatal and postpartum health care
especially by poor women. Therefore, the program provides a continuum
of care package that includes antenatal care (ANC), institutional delivery,
postpartum care, and family planning, coordinated by the ASHA
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JSY Program Design and
Structure

Scope and Scale of the JSY Program
The JSY program covers all 28 states in India. It is mandatory for states
to implement the program, but they do have authority to modify the
centrally created guidelines to better shape the program to their local
context. As mentioned above, the GOI has divided the states into two
categories; the categories are based on a set of health and demographic
indicators that include the rate of institutional deliveries, infant mortality
rate, maternal mortality rate, immunization rate, total fertility
rate, family size, and per capita income. The 10 states that
Box 1. Low- and Highrank lowest based on these indicators are classified as LPS,
performing States in India
while the remaining 18 states are HPS (see Box 1).
Low-performing States (LPS)
Assam, Bihar, Chattisgarh, Jharkhand,
Madhya Pradesh, Orissa, Rajasthan, Uttar
Pradesh, Uttaranchal, and Jammu and Kashmir
High-performing States (HPS)
Andhra Pradesh, Arunachal Pradesh,
Goa, Gujarat, Haryana, Himachal Pradesh,
Karnataka, Kerala, Maharashtra, Manipur,
Meghalaya, Mizoram, Nagaland, Punjab, Sikkim,
Tamil Nadu, Tripura, West Bengal
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In theory, the JSY program was initiated simultaneously
across the country; in practice, implementation was delayed
in places, due to political and administrative challenges. For
example, in Uttar Pradesh, program implementation was
delayed by issues that included political instability, the large
population, and the lack of infrastructure and staff in the
field. Although there still are some implementation gaps, the
establishment of program management units at the district
and block levels have improved implementation of JSY and
NRHM activities.
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The MOHFW reported that the number of JSY beneficiaries has
increased greatly, from approximately 700,000 in 2005/06 to nearly 8.4
million in 2008/09.2 Many challenges have resulted from this rapid and
large increase in coverage including:
zz Information dissemination to communities about the JSY program;
zz Classification of beneficiaries on the basis of urban/rural background
and LPS/HPS status;
zz Selection, training, and placement of ASHAs;
zz Establishment of the financial distribution system down to the field
level; and
zz Report and record maintenance.

JSY Program Design
As a program of the central-level GOI, the JSY provides overall
guidelines for program development and implementation to all states. In
the central GOI guidelines, the key features of the JSY program are:
zz Early registration and identification of complicated cases;
zz Referral and referral transport when
necessary;
zz Micro-birth plans (Annexes A and B,
respectively, show GOI Guidelines
for Micro-birth plans and an example
of a plan from Assam State);
zz Institutional birth; and
zz ANC visits and postpartum visits.
As noted earlier, each state can adapt
the guidelines to their specific context
and needs. Therefore, program specifics
vary by state. (A later section of this
case study discusses several statespecific differences, based on the states’ implementation needs.)
P4P program payments go to two types of recipient: (1) women
receive demand-side payment for accessing a continuum of maternal
Opening Address at the 5th Asia Pacific Conference in Reproductive and Sexual Health and Rights.
http://www.5apcrshr.org/en/detail.aspx?articleid=091211114040856636 Accessed January 7, 2010.
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Women enrolled in the JSY program
benefit from receiving a package
of maternal and newborn health
services.

and newborn health services at government or accredited private
institutions; (2) individual community health workers receive supply-side
payment.

Demand-side Recipients
Eligibility criteria differ in LPS and HPS. In LPS, all pregnant women of any
caste, age, or income group who deliver in a government or accredited
private health facility qualify for the JSY program and receive the financial
incentive. In HPS, all pregnant women who are members of scheduled
caste/scheduled tribe communities and pregnant women who are BPL
and older than 19 years qualify for the program. It is the responsibility
of health staff at the delivery institution to disburse the payments at
discharge and to file and submit the appropriate documentation for
reimbursement.

Supply-side Recipients
On the supply side, incentives are paid only in LPS, not in HPS. The
primary supply-side beneficiaries targeted are ASHAs. Also eligible for
payments are other “link workers,” such as Anganwadi workers (AWW),
who serve as links to the community. To qualify for JSY benefits they
must fulfill the JSY responsibilities listed below.
Ultimately, each state determines the community-level health workers
who are eligible to receive JSY benefits based on the specific needs
and availability of workers in that state. For example, in Rajasthan, it
was difficult to recruit ASHAs because of the lack of literate, motivated
women at the village level. The state government therefore decided to
give specific JSY responsibilities to another cadre of community health
worker known as Sahyogini. Sahyogini support community mobilization
efforts and in Rajasthan were given specific training to undertake ASHA
functions, including JSY responsibilities. These workers are now known
as ASHA-Sahyogini. Similarly in other states, link workers other than
ASHA are responsible for implementing NRHM activities, including JSY
responsibilities, and receive the appropriate incentives associated with
these responsibilities. In most states, the State Health Resource Center
is responsible for overseeing the identification, training, and performance
of link workers. Each district has a list of link workers.
JSY program responsibilities of ASHAs or other link workers include:
zz Identifying pregnant women as beneficiaries for the JSY scheme;
zz Developing and following birth plans for enrolled women;
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zz Facilitating beneficiaries to receive at least three ANC visits, two
tetanus toxoid immunizations, and iron and folic acid (IFA) tablets;
zz Escorting the beneficiary to a qualified health facility for delivery and
remaining with the beneficiary until she is discharged;
zz Arranging the appropriate immunizations for the newborn;
zz Registering the birth of the child;
zz Conducting a postpartum visit within seven days of birth; and
zz Providing counseling for appropriate breastfeeding and options for
family planning.
Payment is made only if the ASHA or other link worker escorts the
pregnant woman to the delivery facility and stays with her until the
delivery is completed. Sometimes, conflicts arise when a link worker
such as a trained birth attendant escorts the pregnant woman to the
facility and the ASHA arrives later. In such cases, the qualifying link
worker who escorted the pregnant woman to the institution receives
the JSY payment.
The auxiliary nurse midwife (ANM) pays the appropriate link worker.
ANMs themselves are not permitted to receive incentive payments,
even if there is no other link worker and the ANM performs the JSY
responsibilities. In fact, the ANM does not receive any payment under
the JSY program. The funds for the payments are kept in the subcenter
bank account and deposited into the account by the appropriate district
authorities.

How Women are Identified
and Registered
Because the ASHA is embedded within the community, it is expected
that pregnant women will be identified and registered at the respective
subcenter as soon as a pregnancy is confirmed, ideally within the first
trimester. To register the woman, the ASHA or other link worker fills
out a JSY card or form. (See Annexes C and D, GOI Guidelines for JSY:
Model Format for JSY Card and a JSY Card.) To receive the JSY payment,
the woman must present specific documentation, including the JSY card,
at the time of delivery. Other documentation requirements vary by state.
For example, some states require BPL certificates. (See section below
for more information on differences across states.)

10

P4P Case Studies - India

Payment Amounts
The amount of payment to beneficiaries depends on the category of
state (LPS or HPS) as well as the district classification of rural or urban.
The payment package guidelines provided by the GOI are summarized in
Table 1.

Table 1. JSY Payment Packages Recommended
by the GOI
Rural
Mother’s package for ND
ASHA or other link worker’s package

LPS
Rs 1,400
(US$36)
Rs 600
(US$16)

Urban
HPS
Rs 700
(US$18)

LPS
Rs 1,000
(US$25)
200 R
(US$5)

HPS
Rs 600
(US$16)

Note: ND=normal delivery

Beneficiaries in rural districts receive a larger payment package than
those in urban districts to compensate for greater transport costs to a
qualified delivery facility. Women – whether in LPS or HPS – who must
deliver by Caesarian section (CS) receive a payment of Rs. 1,500 to
defray costs. If a poor woman delivers at home, she receives Rs. 500 to
pay for assistance by a trained traditional birth attendant or skilled birth
attendant to provide the delivery and post-delivery services.

Differences in JSY Implementation
Across States
As mentioned above, states have authority under the JSY program to
modify the general GOI guidelines. Table 2 shows some of the variations
– in eligibility criteria, documentation requirements, and amounts paid
for NDs and CSs – between states (Devadasan et al. 2008).
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Table 2. Examples of Differences Across
States under the JSY Program

Eligibility
criteria

Payments

LPS
Chattisgarh
zz All women if they
deliver at home or in
public facilities.
zz In accredited private
facilities, only poor
women qualify.
zz None if the woman
delivers in a
government facility.
A poor woman who
delivers in a private
hospital or at home
must show a BPL
card. She also has to
produce a discharge
summary if she
delivers in a private
institution
zz Rural area:
ND Rs 700
CS Rs 1,400
zz Urban area
ND Rs 600
CS Rs 1,400

Orissa
All women who deliver
at home or in public
facilities.

HPS
Karnataka
Only poor women and
only for the first two
deliveries.

ANC and JSY form

zz Income certificate
zz ANC card and JSY
form
zz A photo of the
parents and the baby

zz BPL card
zz Proof of residence
zz ANC check-up
details
zz Proof of age
zz Discharge summary
zz JSY form
zz All must be produced
within seven days of
delivery

zz ND Rs 1,400
zz CS Rs 1,400

zz ND Rs 1,400
zz CS Rs 1,500 (Rs.
700 for the mother
and Rs 800 for the
attending doctor)

zz ND Rs 700
zz CS in government
hospital Rs 1,500 (Rs
500 to the mother
and Rs 1,000 for the
attending doctor)
zz CS in private hospital
Rs 1,500

Source: Devadasan et al. 2008

Time of Payment
Registered pregnant women should receive payments in one installment
at the time of discharge from the institution where the delivery took
place. It is the responsibility of the ANM/ASHA to ensure disbursement.
The GOI recommends that payments to ASHA and other link workers
are made in two installments. The first installment (Rs 400 in rural
districts and Rs 100 in urban districts) is given at the health facility and
the second (Rs 200 in rural districts and Rs 100 in urban districts) is
paid approximately one month after delivery, when the ASHA or other
link worker has helped with postnatal care, the registration of the birth,
and immunization of the newborn for BCG.

12

Maharashtra
Poor women or
women of scheduled
caste/scheduled tribe
communities.
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Form of Payment
Initially all beneficiaries received payment in cash. However, it was
found that this facilitated fraud, so the GOI now recommends that all
beneficiaries be paid by check. Checks provide another written record
of the disbursement and have indeed helped reduce fraud. Still, some
states issue a mix of cash and checks to beneficiaries, while others
continue paying exclusively in cash. If state policy requires payments in
the form of checks, beneficiaries must have bank accounts, which is a
challenge for some beneficiaries. However, in many cases, beneficiaries
have appreciated the opportunity to create a bank account in order to
receive their JSY check.

Accreditation
Under the centrally developed JSY guidelines, the GOI recognizes the
need for increased choice of delivery facility. For each block (a defined
geographic region within each district), the district government may
accredit two private institutions. The GOI provides general criteria as
an example for accreditation criteria, but it is left to the discretion of
the state and district authorities to specify the criteria. (See Annexes E
and F, Rajasthan State Guidelines for Accrediting Private Facilities under
JSY and Example of a Memorandum of Understanding with a Private
Accredited Facility in Rajasthan.) Under the accreditation criteria, private
institutions may charge up to a maximum of Rs 1,500 for delivery.
Many private institutions noticed a marked decrease in clients who
sought services from accredited government facilities when the JSY
program was initiated. Private institutions sought accreditation status in
hopes of increasing their reputation for quality services, regaining clients,
and exposing new clients to the services offered in hopes that they
would seek additional services in the future.

Start-Up
Each State Health Mission was responsible for forming a JSY
Implementation Committee. The roles of the implementation committee
include:
zz Incorporating a specific plan for JSY into the overall State Action Plan,
which includes the funding requirements per district for the estimated
beneficiaries who are expected to participate in JSY for the relevant
fiscal year;
zz Reporting data and progress to the GOI;
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zz Ensuring dissemination of JSY information to communities;
zz Making available JSY application forms/cards and official JSY Guidelines
for Implementation;
zz Overseeing monitoring of JSY including appropriate completion of
procedures as outlined in the Guidelines for Implementation;
zz Ensuring quality of services in government and accredited facilities
through appointed Nodal officers; and
zz Addressing grievances and legal settlements of JSY cases.
State implementation committees were provided the JSY Guidelines
for Implementation describing the program and have been provided
with updated guidelines as the GOI has made modifications. The State
Institute of Health and Family Welfare organized training of state
trainers. Subsequently, the state trainers trained district training units to
then train ASHA in their respective districts.Various State Support Units
also provide field level implementation support for JSY, such as ASHA
resource centers and state health and resource centers.
Of the central funds provided to the states, about 7 percent is applied
to cover administration costs including monitoring and demand-creation
strategies such as health awareness events to disseminate information
about JSY and the role of ASHA in JSY and engage communities in the
program. At the district level, 1 percent of the funds can be used for
administrative costs; at the facility level, 3 percent.
Overall cash assistance schemes are well received among communities in
India. For the launch of the JSY program, states and districts disseminate
information through large multi-media campaigns: print, radio, television,
village group meetings, and one-on-one interactions. In some instances, it
has been a challenge to provide timely service delivery to keep up with
the demand.
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Strengthening the
JSY Program

Since initiation in 2005, several central-level and subsequent state-level
changes have been made to the JSY program. Many of these changes
were the result of studies of state-level JSY programs. National JSY
Guidelines for Implementation were updated
in November 2006 to expand beneficiaries
to include all pregnant women, not just BPL.
Home deliveries by BPL women in both
rural and urban areas receive Rs 500. ASHAs
initially received Rs 50 for a home delivery
of a BPL woman, but under the revised
guidelines, ASHAs now do not receive any
cash assistance for a home delivery. Since
2005, the payments amounts have also
increased slightly.

The JSY Program continues to evolve
since it’s inception in 2005 and now
considers all pregnant women, not just
BPLs, as eligible beneficiaries.

At the state level, the NRHM Executive
Committee has authority to modify and add
additional components to complement the
JSY guidelines set by the GOI depending on
the specific context of the state. For example,
in Rajasthan state, five liters of butter is also provided to BPL women at
the time of her first delivery.
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Overall, changes recommended by the central government have
strengthened the program, but disseminating information on the changes
and implementation of the changes has been challenging at the state
and district level. During a follow-on study in Rajasthan in 2007 (Center
for Operations Research & Training 2007), one state officer provided the
following feedback regarding the revised national guidelines:

“Improving the guidelines is good for the program but practically
changing now and then creates confusion not only at the field level but
even at program level. Dissemination of previous guidelines by the state
followed a process. Districts were communicated through circulars and
responsible authorities were asked to share the information with staff
members during monthly meetings or similar interactions.Trainers of
ASHAs were informed too and were asked to include in the training
curricula.With the revision, we have repeated this process and have
explained about the changes. However, during field visits, we often hear
about different amounts being quoted. It will take some time for new
guidelines to sink in.”
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Financing the
JSY Program

JSY is centrally funded by the government. Initially, the GOI provided
Districts provide financing
requests to their state
counterparts which are then
channeled to the GOI for
annual budget planning.

funds to all states for the JSY program. To receive central funds now,
states are required to incorporate an appropriate budget based on
project coverage into their annual Project Implementation Plan for
NRHM activities. The central level does not recommend a specific
percentage to allocate for the JSY budget as part of their annual
planning. Each state must decide on
the appropriate JSY budget based on
information including the previous
year’s JSY project expenses. States
receive requests from districts and
incorporate district requests into their
annual Project Implementation Plan.
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Results

Institutional deliveries have increased in India over the past few
years. Figure 2 shows data on the trend of institutional delivery over
several years and includes data from a concurrent assessment of the
JSY program in five states (Bihar, Madhya Pradesh, Orissa, Rajasthan,
and Uttar Pradesh) conducted in 2008 and sponsored by UNFPA
(Development and Research Services Ltd. May 2009).

Figure 2.Trends in Institutional Delivery in
Five States (Bihar, Madhya Pradesh, Orissa,
Rajasthan and Uttar Pradesh )
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Sources: Data for 1992/93 and 2005/06 are from National Family Health Surveys. Data for 2007/08
are from District Level Household Survey
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Of course, many factors contributed to this increase, but it is likely that
the JSY program played a role in increasing the number of institutional
deliveries, as beneficiaries have reported that the payments received
as part of the JSY program do help motivate them to deliver in health
facilities.4
No national-level evaluation of the JSY program has been done. Although
studies have been conducted of the JSY program in particular states
and districts, the lack of quantitative data has been a challenge and many
studies rely on qualitative data from beneficiaries and stakeholders. The
fact that states are allowed to modify and adapt the JSY program makes
comparisons across states more difficult. Some highlights from the larger
studies are discussed below.
A study conducted in 2007 in Rajasthan state (a LPS) by the Center for
Operations Research and Training (2007) on behalf of UNFPA compared
the change in number of deliveries in public sector facilities before and
after the JSY program began. The number of institutional deliveries in the
public sector increased by 36 percent in the first year of the program.
The same study asked mothers about their motivation for institutional
delivery and more than half of the 173 mothers interviewed stated that
the JSY incentive payment was a major factor in their decision to deliver
in a facility (Table 2).

Table 2. Motivation for Institutional
Delivery Among JSY Beneficiaries Who had
Institutional Delivery, Rajasthan, 2007
Factor
Money available under JSY
Better access to institutional delivery services in area
Support provided by ASHA
Previous child was born in an institution
Support provided by health personnel
Safe delivery of child/safety of both mother and child
Others/previous history of still birth/miscarriage
Complicated delivery, had health problem

Total (N=173)*
56.1%
43.9%
22.0%
8.1%
7.5%
7.5%
5.2%
4.6%

* Multiple responses given

In 2007–08, the Population Research Center at Mohanlal Sukhadia
University conducted a study sampling two districts in Rajasthan
state (Sharma and Yojana 2008). Two hundred JSY beneficiaries were
interviewed. Of the two districts sampled, one had a high performance
record of institutional deliveries (Banswara district) and the other
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had a low performance record (Barma district). The study found that
overall the JSY program contributed to increased access to antenatal
and postpartum care as well as to increased institutional deliveries. The
majority of beneficiaries interviewed had access to a trained ASHA in
their village and received the full package of JSY services including: three
ANC visits, use of IFA tablets, delivery with the presence of an ASHA
or other link worker, a postpartum visit, and an appropriate payment
package.

Table 3. Responses from Women Receiving JSY
Benefits in Rajasthan State
Indicator

Trained ASHA available in village
ASHA or link worker approached you
for JSY registration
Registration was done within three
months of pregnancy
Received three ANC visits
Received postnatal check-up
ASHA or other link worker was
present at the time of delivery
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Banswara
(N=100)
93%
79%

Barmer
(N=100)
89%
77%

Total
(N=200)
91%
78%

84%

86%

85%

81%
77%
70%

83%
69%
65%

82%
73%
68%
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Key Challenges and
Lessons Learned

Although overall the JSY program is well received by beneficiaries and
stakeholders, there are several ongoing challenges. Table 4 highlights
suggestions and challenges made by ASHA in Rajasthan state. A total of
173 ASHA were interviewed and 143 gave suggestions for improving the
JSY program and commented on particular challenges.

Table 4.Top Suggestions for JSY Improvement
and Challenges Faced by ASHA in Rajasthan
State, 2007
Total (N=124)

Suggestions made by ASHA for improving the JSY program
Payments should be increased
Should give more complete information during training for ASHA
Should use posters, role play, drama for training ASHA
Should get good/practical training for ASHA
More dissemination/advertise on TV/newspaper/rallies
Challenges faced by ASHA
Other ASHA take away my cases
Village people are not ready for institutional delivery
Women do not listen regarding weighing baby/immunizing child
My husband/family does not like my job
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35.5%
30.6%
26.6%
20.2%
16.1%
24.9%
19.7%
15.6%
11.0%

In addition to the suggestions summarized in Table 4, key challenges
identified in several state-specific studies are discussed below.
zz Limited capacity at health facilities. Health facility staff are often
overburdened and there are not enough health workers to offer
24/7 delivery services. In addition, public health facilities often do
not have the appropriate infrastructure for providing a complete
range of delivery services. Stakeholders specifically mentioned
subcenters as needing improvements in infrastructure and staffing
to provide adequate delivery services. Moving forward, it will be
important to incorporate strategies to strengthen infrastructure and
human resources at government health facilities. In addition, some
stakeholders have proposed encouraging increased participation from
the private sector to better leverage capacity in the private sector.
zz Insufficient mechanisms for timely and consistent payments to beneficiaries.
The current funding flow is complex, differing between states, and this
often results in late payments to beneficiaries. For example, Table 5
summarizes the timing of payments to beneficiaries from a study in
the state of Orissa (Malini et al. 2008). Creating consistent payment
mechanisms for mothers and ASHAs that do not overburden health
workers with document submission and reporting requirements is an
important step in improving the flow of funds.

Table 5.Time Taken in Receipt of JSY Payment
by Mothers in a Sample of Three Districts
(Ganjam, Gajapati, and Kandhamal) in Orissa
Time Taken

Total (N=120)

< 7 days
7 days to 1 month
> 1 month
Not received yet

33.3%
37.6%
23.3%
5.8%

zz Regular monitoring of the program. Improvements that have been
made to the JSY program have been the result of studies conducted
to monitor JSY implementation. It is important that findings from
studies be shared across states. Strengthened systems for ongoing
monitoring and evaluation will help ensure quality services and
increase accountability. A national-level evaluation would be helpful in
informing future JSY improvements.
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Annex A. GOI Guidelines
for JSY: Micro-birth Plan
Step
1

2
3

4
5
•
•

6
7

Activity
Identification and registration of
beneficiary
Filling out the maternal and child card and
the JSY card
zz Inform dates of three ANC & TT
injections
zz Identify the health center for all
referral
zz Identify place of delivery
zz Inform expected date of delivery
Collecting BPL or necessary proof/
certificates
zz Submission of completed JSY card to
the health center for verification by
the authorized medical officer
zz Take necessary steps toward arranging
transport or making cash available to
the beneficiary to come to the health
center
zz Ensure availability of funds to ANM/
ASHA/AWW, etc.
Payment of benefit to the mother and
ASHA
Payment of last installment to ASHA and
settlement of advance pay

Responsibility of
ANM/ASHA/AWW or any link
worker
ANM/ASHA/AWW or any link
worker
ANM/ASHA/AWW or any link
worker

ANM/ASHA/AWW or any link
worker
Medical officer, PHC

Proposed Timeline
At least 20–24 weeks before the
expected date of delivery
At time of registration

At time of registration

Within 2–4 weeks after
registration
At least 2–4 weeks before the
expected date of delivery

ANM/ASHA/AWW or any link
worker
ANM/MO/PHC
ANM/MO/PHC

At the institution

ANM

At sub-center

Source: http://india.gov.in/allimpfrms/alldocs/2384.pdf

For complicated cases or those requiring Caesarean section:
Step
1
2

3
4

Activity

Pre-determine a referral health
Familiarize the woman with the referral center, if necessary bring a
letter of referral from the MO/PHC
Pre-organize the transport to the facility in consultation with family
members/community leader
Arrange for the medical experts if the same is not available in the
referred health center
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Responsibility of
ANM/ASHA/AWW or any link worker
ANM/ASHA/AWW or any link worker

ANM/ASHA/community
MO, PHC

Annex B: Micro-birth
Plan for Assam State
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Annex C. GOI Guidelines
for JSY: Model Format
for JSY Card
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Annex D: JSY Card
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Annex E. Example: Rajasthan
State Guidelines for Accrediting
Private Facilities under JSY
Under Janani Suraksha Yojana there is a provision of facility to avail services of private hospitals/
institutions through accreditation
1. Up to two willing private hospitals/institutions per block are to be accredited at Tehsil or block level.
2. Willing private hospitals/institutions should have casualty services round the clock with availability of:
a. An obstetrician & surgeon
b. Pediatrician & anesthetist (To be accessible either as full time employees or available on-call)
c. Separate outdoor facility for examination of the patient (including PV examination), casualty
room, labor room, operation theater, and at least a 4 bedded ward.
d. Life-saving drugs, IV fluids & blood transfusion facility.
e. Patient transport system within the hospitals/institutions.
f. Power backup in case of electricity failure.
g. Telephone connection with interconnectivity in OPD, causality, labor room, operation theater,
ward and laboratory.
h. Laboratory services for routine investigations.
3. Private hospitals/institutions willing for accreditation should have the following:
a. Emergency obstetric procedures
• Vacuum extraction
• D&C
• Forceps delivery
• LSCS
• Emergency hysterectomy
• Laprotomy
b. Emergency newborn care
• Every delivery is to be attended by staff nurse trained in newborn resuscitation and
pediatrician to be available on call round the clock for emergency interventions.
c. Laboratory services
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d. Hospital/institutions should have 24 hours laboratory investigations including:
• Blood grouping, typing, cross matching,
• All routine investigations such as HB, BT, CT, urine for Alb/sugar and blood sugar.
4. Accredited private hospital/institution will also be responsible for any postnatal complications
arising out of the cases handled by them.
5. 	They should not deny their services to any referred targeted expectant mother.
6. Every month, accredited hospital/institution would prepare a statement of JSY – delivery/ANC/
obstetrics complication handled by them and send report to concerned block PHC along with
JSY Jachha Bachha Raksha card.
7. Pregnant women choosing to deliver in an accredited private hospital/institution will have to
produce the JSY Jachha Bachha Raksha card.
8. It should be made clear to the beneficiary that Government is not responsible for the cost of
her delivery. She has to bear the cost while choosing to go to an accredited private hospital/
institution for delivery. She will only get her entitled cash of Rs. 1400/- belonging to rural area
and Rs. 1000/- belonging to urban area.
9. While mother will receive her entitled cash, the scheme does not provide for ASHA package
for such pregnant women choosing to deliver at an accredited hospital/institution
10. Cash assistance to the beneficiary should be distributed at hospital/institution itself.
11. Disbursement of cash to the mother should be done through ANM/MO– PHC/Block PHC/
CHC of the concerned area. CM&HO of the concerned area will be overall responsible for
payments to the beneficiary.
12. Cash assistance to beneficiary for referral transport in accredited hospital/institution Rs. 300/per delivery.
13. Disbursement of money to expectant mother going to her place of delivery should be done at
the place of delivery. The entitlement of cash should be determined by her JSY Jachha Bachha
Raksha card and her usual place of residence.
14. The accredited institution also needs to agree to charge up to a maximum amount of Rs. 1500/per case from the patient irrespective of the nature of the delivery.
15. Institutions desirous of getting accreditation from the Government for running JSY will need to
enter into MOU with the CM&HO which will lay down the above conditions.
16. The best performing institutions will be provided cash incentive on the basis of measurable
performance indicators decided by the department.
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Annex F. Example of a
Memorandum of Understanding
for a Private Accredited Facility
in Rajasthan
A MOU made this day, the _____________________ between Private Accredited Hospital/Institution
_______________________address ___________________________________ (the first party)
and _____________________________ designation of hiring authority representing District Health
Society, constituted by Government of Rajasthan, the Second Party.
Whereas the first party has agreed to provide delivery services to public at their institution under Janani
Suraksha Yojana of National Rural Health Mission, a Program of India on the terms and conditions herein
after contained.
NOW THESE PRESENT WITNESS AND BOTH THE PARTNERS HERE TO RESPECTIVELY AGREE AS
FOLLOWS
1. The first party should have casualty services round the clock with availability of:
a. An obstetrician & surgeon
b. Pediatrician & anesthetist (To be accessible either as full-time employees or available on-call)
c. Separate outdoor facility for examination of the patient (including PV examination), casualty room,
labor room, operation theater, at least 4 bedded ward & sufficient trained staff.
d. Life-saving drugs, IV fluids & blood transfusion facility.
e. Patient transport system within the hospitals/institutions.
f. Power backup in case of electricity failure.
g. 	Telephone connection with interconnectivity in OPD, causality, labor room, operation theater, ward
and laboratory.
h. Laboratory services for routine investigations.
i. Emergency obstetric procedures
i. Vacuum extraction
ii. D&C
iii. Forceps delivery
iv. LSCS

36

P4P Case Studies - India

v. Emergency hysterectomy
vi. Laparoscopy
j. Emergency newborn care - every delivery is to be attended by staff nurse trained in newborn
resuscitation and pediatrician to be available on call round the clock for emergency interventions.
k. Laboratory services
i. 	Hospital/institutions should have 24 hours laboratory investigations. Investigations facility
including blood grouping, typing, cross matching
ii. All routine investigations such as HB, BT, CT, urine for Alb/sugar and blood sugar
2. First party will also be responsible for any postnatal complications arising out of the cases handled by
them.
3. First party should not deny their services to any referred targeted expectant mother.
4. 	The first party is being accredited on the basis of availability of aforesaid facilities mentioned in point
no. 1-3; if these services are found unavailable the MOU will be terminated by the second party.
5. Every month, first party would prepare a statement of JSY – deliver/ANC/obstetrics complication
handled by them and send report to concerned Block Medical Officer District Office. The first party
will maintain JSY delivery register and other records as required by the second party.
6. Cash assistance to the beneficiary should be distributed at hospital/institution itself as per guidelines
issued by the second party from time to time.
7. Disbursement of case to the mother should be done through block, CMO of the concerned area.
Block Chief Medical Officer will be overall responsible for payments to the beneficiary.
8. Disbursement of money to expectant mother going to her place of delivery should be done at the
place of delivery. The entitlement of cash should be determined by her JSY Jachha Bachha Raksha
card & her usual place of residence.
9. First party agrees to charge up to Rs. 500/- for normal delivery and Rs 1500/- other than normal
delivery per case from patient and it will be displayed in front of its reception.
10. The institution agrees to display an information board detailing the services provided to the
beneficiaries under JSY and will ensure that the beneficiaries will have to stay up to 24 hours after
delivery.
11. The MOU is valid from the one year from the date of signing of MOU i.e. from _______________
or the JSY scheme period whichever is earlier.
12. The second party may extent the MOU after completion of one year, based on evaluation of
performance of the institution during the MOU period.
The first party will abide by spirit and letter of this MOU. In case there is breach of any terms and
conditions of the MOU, the second party may at its discretion terminate the accreditation status of the
first party without asserting any reason whatsoever.
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