
 

 

 

 

Sanju Kumari1* Dr. Satish Chandra2 

w
w

w
.i
g

n
it

e
d

.i
n

 

1447 
 

 Journal of Advances and Scholarly Researches in Allied Education 
Vol. 12, Issue No. 2, January-2017, ISSN 2230-7540 

A Study of Policies and Practices of Rural 
Health Care Management Facilities in India 

 

Sanju Kumari1* Dr. Satish Chandra2 

1
 Research Scholar of OPJS University, Churu, Rajasthan 

2
 Associate Professor, OPJS University, Churu, Rajasthan 

Abstract – The profession of healthcare management is testing and necessitates that people in 
managerial positions at all dimensions of the association have sound theoretical, specialized, and 
relational abilities so as to complete the required managerial elements of arranging, sorting out, staffing, 
coordinating, controlling, and basic leadership. What's more, managers must keep up a double point of 
view where they comprehend the outer and interior spaces of their association, and the requirement for 
development at oneself, unit/group, and association levels. Openings exist for managerial ability at all 
dimensions of a healthcare association, including supervisory, center management, and senior 
management levels. The job of manager is basic to guaranteeing an abnormal state of hierarchical 
performance, and managers are additionally instrumental in ability recruitment and maintenance just as 
progression arranging. Rural Health Care Delivery framework dependent on the Primary Health Care 
Approach was begun route in 1977 in India. Alma Ata revelation of "Health for All" in 1978 was a major 
test to accomplish till India propelled its yearning system of National Rural Health Mission, (NRHM 2005 
– 12) to enhance the health status of its rural community, particularly the women and children of the 
more fragile segment of the general public. NRHM concentrated on working up the infrastructure, 
enhancing the manpower at all dimensions of health care conveyance centers like Primary Health 
Centers, Sub Centers as its center procedure. It stressed the need of a Health Activist for every one of 
the villages, accordingly presenting Accredited Social Health Activist (ASHA) in each village for each 
1000 population. Likewise, it stressed the requirement for community investment and organization with 
the private health care suppliers and NGOs in making awareness about the health care issues 
particularly maternal and child health care through health instruction and distinctive health care 
programs.  
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INTRODUCTION 

India is having spotlight at worldwide front as far as 
its detonating population as well as. Indeed, even 
after India's Independence, its population is as yet 
blending under the scourge of debased health 
system. There are about 716 million rural individuals 
who are continually engaging for fundamental 
healthcare services in their habitat. This condition 
has been bothered by intensifying living states of 
rural living spaces. The hazardous and unhygienic 
states of households, drinking water, living areas 
advances extension of a few diseases in rural areas. 
The dominant parts of rural death are caused by 
transferable, parasitic and respiratory diseases which 
are some place connected with insanitary 
environment. About 2.3 million scenes and more than 
1000 malarial deaths happen each year in India. An 
expected 45 million population are bearers of 
microfilaria, 19 million of which are dynamic case and 
500 million individuals are in danger of developing 

filarial. Moreover, even agribusiness related 
wounds like mechanical accidents, pesticides 
poisoning, snake and insects bites are adding to 
the current rural health issues. This situation is 
intensified through existing acts of neglect going 
ahead in rural health care. The age-old convictions 
of tribals that any infection might be relieved by 
enchantment, have ruled over the psyches of rural 
inborn population of India. Because of this sort of 
idea, the rural areas are affected by different 
superstitions which at last prompts bar in the 
progression of current pathology there. The 
enchantment based treatment is only utilization of 
tantra and serenades by holy people after feeble 
person. Regardless of whether there is accessibility 
of current pathology-based health establishments 
like PHC in their region, yet the inborn individuals 
receive this indigenous enchantment based 
medicine. In any case, the socioeconomic, social 
and political surges, emerging somewhat from the 
unpredictable abuse of human and material 
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resources, have jeopardized the naturally healthy 
environment. One of noteworthy specialists for 
downfall of rural health care is lacking HR in health 
system. The primary dimension health 
establishments like Primary Health Centers (PHC), 
Sub-Center (SC) and Community Health Centers 
(CHC) are confronting an enormous issue of non-
attendance of health experts.  

Most health specialists especially the 'specialists' 
would prefer not to serve in the rural areas because 
of overall infrastructural insufficiency and absence of 
motivations. In an investigation directed by Banerjee 
et. al (2004) on health care conveyance in rural 
Rajasthan, around 45 percent of the specialists were 
discovered missing from PHC and 56 percent from 
sub-focuses. Indeed, even in private sector, rural 
health care service conveyance system isn't free 
from lacunae. A large portion of the practitioners are 
not in any case fit the bill to attempt the calling yet at 
the same time there are quacks. This circumstance is 
heightened through insignificant public consumption 
on health. The public health consumption in India 
has been very insignificant in contrast with that of 
different developing nations. India's public health use 
is just 17.9 percent out of aggregate use on health 
according to registration of 2001. Human in 
worldwide normal perspectives are subject to 
environmental areas, atmosphere and power 
wellsprings of nature. All lives regardless of rural and 
urban areas rely upon all offices of the universe 
which is accessible as environmental preparing 
factors, regular sources, and atmosphere factors, 
area of private, life status, earning fields and feeding 
systems. Human in worldwide common perspectives 
are subject to environmental locations, climate and 
power sources of nature. All lives regardless of rural 
and urban areas rely upon all facilities of the universe 
which is accessible as environmental handling 
factors, common sources, and climate factors, the 
location of residential, life status, earning fields and 
feeding systems.   

Health facilities are possessed and worked revenue 
driven business, philanthropic association, and 
government and sometimes by people with differing 
extents in the nation. India is second biggest 
populated nation, 70% Population is living in semi 
urban and rural areas. Hospitals and health Care 
services are indispensable parts and any very much 
arranged and lady society will unquestionably be the 
beneficiaries of social resources. The hospitals ought 
to be spots of security for the patient, as well as for 
the staff and for the overall population. The issue 
isn't restricted till conveyance yet continues up to 
infant health care too. The Infant Mortality Rate (IMR) 
in rural areas is higher than urban areas. In 2009, it 
was 55 for every 1000 live births. Neo-natal mortality 
in India fluctuates between 60-75 percent in different 
states. The passing of infants in rural areas is caused 
by various elements extending from water-borne 
contaminations, irresistible diseases, lack of healthy 
sustenance, insanitary environment which get 
heightened whenever advanced by poor rural 

healthcare. Contaminations, which are harder to 
manage, incorporate intestinal sickness, filaria and 
kala-azar. More than 85 percent of rural youngsters 
are undernourished in India. As indicated by NFHS - 
III, the IMR in India has been 57 for every thousand 
live births. The underutilization of human and 
material resources at all these dimensions prompts 
inadequate working of rural health system. In this 
manner, it is basic that there might be arrangement 
for up degree of existing rural health system 
dependent on examination of separate weaknesses.  

REVIEW OF LITERETURE: 

Manoj Mohanan (2016) - India's health care part 
gives a wide scope of quality of care, from all 
inclusive acclaimed hospitals to facilities that convey 
care of unsatisfactorily low quality. Endeavors to 
enhance the quality of care are especially tested by 
the absence of dependable data on quality and by 
specialized challenges in estimating quality. 
Continuous endeavors in the public and private 
parts plan to enhance the quality of data, grow 
better measures and comprehension of the quality 
of care, and create imaginative answers for long-
standing challenges. We condense needs and the 
challenges looked by endeavors to enhance the 
quality of care. We additionally feature exercises 
gained from ongoing endeavors to quantify and 
enhance that quality, in light of the articles on 
quality of care in India that are distributed in this 
issue of Health Affairs. The quickly changing 
profile of diseases in India and rising constant 
ailment burden make it critical for state and central 
governments to collaborate with researchers and 
organizations that actualize projects to enhance 
health care to assist the quality plan  

As indicated by Merrell (2016), - e-health in the 
health care sector is a challenge that each nation 
confront today, regardless of the nation 
advancement status. A few parts of e-health that 
compromise system execution in the health sector 
comprise of economic resources, over the top 
expenses of utilization charges, salary differences, 
exorbitant expenses for even primary health 
information systems, deficiency of human 
prepared resources, deficient governmental 
policies which address a very much characterized 
health system that incorporates e-health, social 
perspectives and some contention to the use of 
PCs for health care forms. 

Sudeepa et. al. (2015) - brought up the 
importance of telemedicine in West Bengal 
(Siliguri, Bankura) and Tripura (Udaipur) by 
underlining the limitations like low doctor-patient 
proportion, lack of education among rural masses, 
unqualified staff. The activities taken by different 
government bodies like Directorate of Information 
Technology (DIT), ISRO, and Asia Heart 
establishment were additionally examined. The 
examination researched the effect of telemedicine 
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through internet on basic heart patients amid the 
procedure of infection management. By applying 
foremost segment investigation on the essential 
markers like TH (thrombolytic), DIS (no. released 
patients), TRANS (no. of patients moved from CCU 
to general ward), REF (no. of patients alluded to 
other hospital), EXP (no. of basic patients 
terminated), DORB (No. of balanced out patients 
released on hazard bond), they inferred that out of 
these six markers just initial five have noteworthy 
effect on ailment management. 

Geetha Lakshmi Sreerama (2015) - Context: 
Despite policies to make health care available to all, 
it isn't all around open. Visit assessment of 
obstructions to availability of health care services 
clears way for development. Consequently, present 
examination is attempted to assess the components 
and public health policies impacting health care 
access to rural individuals in Chittoor District, Andhra 
Pradesh, which can be inserted for different locales. 
Points: To survey information, recognitions, 
benefiting of public health care services, hindrances 
to health care access in Chittoor District, Andhra 
Pradesh. Settings and Design: Cross-sectional, 
hospital-based study in the Government Maternity 
Hospital (GMH), Tirupati, a tertiary care center. 
Materials and Methods: Fifty women conveyed 
regularly in GMH through helpful testing system. 
Data gathered on institutionalized genius forma 
according to IMS Institute of Healthcare Informatics.  

Subhagata et. al. (2015)- recommended another 
system for smooth working of telemedicine services 
in Manipal, India. To structure new structure, a 
precise study investigating the possibility at individual 
and authoritative dimensions has been arranged. 
The gathered data from survey was scientifically 
broke down to look at the fulfillment health services. 
The outcomes demonstrated that there is absence of 
ICT support to give health care services and 
authoritative must receive appropriate measures.  

Chakrabarti et. al. (2015)- enrolled real discoveries 
of their investigation as pursues. Initial, a lady with 
more noteworthy instructive capability and self-
sufficiency as far as her capacity to take choices all 
alone, control over family unit resources and finish 
opportunity to move past the bounds of her family 
unit applies a huge impact on the likelihood of 
looking for care. Also, formal care is bound to be 
looked for kids whose moms are more presented to 
the media. Programs formulated to improve use of 
formal health care for youngsters ought to be 
focused to cooking for the necessities of the 
powerless gathering i.e. female youngster, 
overwhelmingly, dwelling in households having a 
place with Scheduled Tribe. Moreover, youngsters 
having a place with Muslim households are at higher 
danger of getting the diseases yet there is no huge 
contrast in their health looking for conduct when 
contrasted with different religious groups.  

Renuka et. al. (2015) - investigated the present 
position of Foreign Direct Investment (FDI) in Indian 
health care area. Different chances and challenges 
in regards to such venture have been recognized. It 
has been recommended that FDI must make 
fundamental infrastructure also improve awareness 
level to give subjective health care services. FDI 
assets can likewise be used to expand the physical 
limit and advancement of forte and super-claim to 
fame centers, up degree of new technology like e-
health services. 

HEALTH CARE: 

Health is a basic part of country's development and 
is essential to the economy development and inner 
dependability of the nation. Guaranteeing an 
insignificant dimension of healthcare to its 
population is a basic constituent of the 
development procedure. Since freedom, India has 
developed a tremendous health infrastructure and 
health work force at primary, secondary, and 
tertiary care in public, voluntary, and private 
sectors. The Indian healthcare system incorporates 
medical care providers, physicians, specialist 
facilities, nursing homes, hospitals, medical 
diagnostic centers, pathology labs, and 
paramedical organizations including Ayurveda, 
Yoga and Naturopathy, Unani, Siddha, and 
Homeopathy (AYUSH) establishments, which have 
been set-up for creating talented human resources 
(Planning Commission Report, 2010). "Life isn't 
mere living however living in health" with this 
words, the Honorable Mrs. Indira Gandhi, the then 
Prime Minister of India, opened her location on 
sixth May 1981 at the Thirty-fourth World Assembly 
meeting in Geneva. She further stated that "the 
health of the person, as of countries, is of primary 
worry to every one of us. Health isn't the 
nonattendance of sickness however a shining 
imperativeness, a sentiment of wholeness with a 
limit with regards to constant scholarly and 
otherworldly development". Life implies Living in 
Health: Health care is an outflow of worry for 
individual human creatures. It is characterized as 
'large number of services rendered to people, 
families or networks by the operators of the health 
services or professions, to promote great health. 
Such services might be staffed, sorted out, 
managed and financed every which way, however 
they all make them thing in like manner: individuals 
are being "Served", i.e., analyzed, helped, relieved, 
taught and restored by health work force.  

CONCEPT OF RURAL AREAS: 

Rural areas will be areas which are not towns or 
urban areas. They are regularly cultivating or 
agrarian areas. These areas are at times called 
"the country" or "countryside". Individuals who live 
"in the country" regularly live in little villages, yet 
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they may likewise live some place where there are 
no different houses adjacent. 

• Rural areas are characterized solidly based 
on: 

• The number of occupants of the region or the 
population density, or the mix thereof (see 
the OECD strategy beneath). 

• the status of the given region, in light of the 
legal norms of the particular country, 

• the character and density of building and the 
architectonic idea of the district, 

• the offer of regular areas or developed areas 
on the overall area of the district, 

• taking into record the infrastructure, civic 
facilities of the region and the accessibility of 
services (from the non-business circle for 
instance training and health facilities, social 
services, cultural and sport facilities), 

• institutional facilities of regions (for example 
a vault or building office, post office), 

• traffic accessibility or the separation from 
larger centers (well available and close 
districts are here and there not considered 
rural areas despite the fact that they have 
low population or low population density), 

• employment in sectors (for example 
agricultural or the primary sector as a rule), 

• commuting to work and schools, 

• the power of housing development 

RURAL HEALTHCARE IN INDIA: 

A rural Health Care service in India is for the most 
part dependent on Primary health care, which 
imagines attainment of healthy status for all. 
Additionally being all encompassing in nature it 
expects to give preventive, promote curative and 
rehabilitative care services. The diverse Health 
Policies and Programs of the country go for 
accomplishing a satisfactory standard of health for 
the all-inclusive community of the country. Keeping in 
accordance with this expansive target, a far reaching 
approach was supported, which included 
improvements in individual health care, public health, 
sanitation, clean drinking water, access to food and 
learning of cleanliness and bolstering rehearses. 
Significance was concurred to lessen aberrations in 
health crosswise over districts and networks by 
guaranteeing access to reasonable health, 
particularly to the more fragile and underprivileged 
like women and children, the more established 
people, debilitated and inborn gatherings. An 

assessment of the performance of the country's 
health related markers delineates that huge 
increases have been made in them for example 
future during childbirth, child and maternal mortality, 
morbidity. Healthcare is the privilege of each person 
yet absence of quality infrastructure, shortage of 
qualified medical functionaries, and non-access to 
fundamental prescriptions and medical facilities 
obstructs its span to 60% of population in India. A 
lion's share of 700 million individuals lives in rural 
areas where the state of medical facilities is terrible. 
Considering the image of grim facts there is a 
desperate need of new practices and techniques to 
guarantee that quality and opportune healthcare 
achieves the denied corners of the Indian villages. 
Despite the fact that a great deal of policies and 
projects are being controlled by the Government 
however the achievement and adequacy of these 
projects is sketchy because of gaps in the 
implementation. In rural India, where the quantity of 
Primary health care centers (PHCs) is constrained, 
8% of the centers don't have doctors or medical 
staff, 39% don't have lab technicians and 18% 
PHCs don't have a pharmacist. India likewise 
represents the largest number of maternity 
deaths. A larger part of these are in rural areas 
where maternal health care is poor. Indeed, even 
in private sector, health care is frequently kept to 
family arranging and antenatal care and don't 
stretch out to progressively basic services like 
labor and delivery, where appropriate medical 
care can save life on account of entanglements. 

 

RURAL DEVELOPMENT OF HEALTHCARE 
IN INDIA: 

India has gained noteworthy ground in enhancing 
health-care, yet there are gigantic difficulties in 
stretching out essential services to the rural 
population. Of the considerable number of 
difficulties India faces, enhancing access to 
fundamental health-care is a noteworthy issue. It 
is maybe a standout amongst the most squeezing 
ones from the human development viewpoint, just 
as to guarantee a strong establishment for future 
economic development. Notwithstanding India's 
amazing later economic performance, far reaching 
poverty implies that malnourishment and 
transferable diseases stay difficult issues. Health-
care markers change generally crosswise over 
states, halfway mirroring the varying dimensions 
of resources accessible to state governments, yet 
one pattern that is absolutely predictable is that 
pointers are much more terrible in rural areas than 
in urban ones. The issue is, as a matter of first 
importance, one of access. India has a 
rudimentary system of public hospitals and 
facilities. Regardless, the government evaluated 
there was a lack of 4,803 primary health centers 
and 2,653 system health centers in 2006; anyway 
the issue is particularly serious in rural areas. 
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Public hospitals are unprecedented outside of large 
102 urban areas a basic issue in a country where a 
couple of 66% of the population still live in the 
countryside. As per an investigation directed by the 
Confederation of Indian Industry, the formal health-
care system achieves just about half of the all-out 
population. 

Facilities or services provided in Rural Health-
Care Centers: Least guaranteed services cover all 
the fundamental elements of preventive, promotive, 
curative and rehabilitative primary health-care. All the 
accompanying services have been delegated 
fundamental (Minimum Assured Services) or 
attractive (which all States/UTs ought to seek to 
accomplish at this dimension of facility. Suitable rules 
for every National Program for management of 
routine and crisis cases are being given to the PHC. 
All the help services to satisfy the goals will be 
reinforced at the PHC level. 

Factors affecting doctors in maintaining service 
in rural areas: There are key explicit complexes of 
factors at the individual dimension, which act for 
maintenance of service providers in rural areas. 
Doctors' choices to stay in rural and remote areas 
over timeframes were driven by fluctuated 
combinations of factors including land affinities, 
individual estimations of service, proficient interests 
and desire, solid associations with partners and on 
account of authoritative doctors, the expectation of 
getting a normal position. A majority of respondents 
had a rural childhood, and emphasized the 
significance of recognition and comfort in village 
environs. For women doctors, the open door for the 
two companions to work and live in a similar location 
particularly rose as a positive factor. 

CHALLENGES FOR THE FACILITIES 
MAINTAINING FOR HEALTHCARE 
PROVIDERS IN RURAL AREAS: 

Due to non-accessibility to public health care and low 
quality of health care services, a larger part of 
individuals in India swing to the neighborhood private 
health sector as their first decision of care. In the 
event that we take a gander at the health scene of 
India 92 percent of health care visits are to private 
providers of which 70 percent is urban population. 
Nonetheless, private health care is expensive, 
regularly unregulated and variable in quality. Other 
than being inconsistent for the uneducated, it is 
likewise unaffordable by low salary rural people.  

To control the spread of diseases and decrease the 
developing rates of mortality because of absence of 
satisfactory health facilities, unique consideration 
should be given to the health care in rural areas. The 
key difficulties in the healthcare sector are low quality 
of care, poor responsibility, absence of awareness, 
and limited access to facilities. 

1. Working conditions: Extreme limitations 
were clear in a few examples, and a few 
doctors announced adapting to deficiencies 
of water, power, space and supplies. 

2. Personnel Shortages: Healthcare workers 
need to stay at work longer than required, 
share duties and some of the time partition 
their time crosswise over at least 2 facilities 
in various locations to defeat staff 
deficiencies in these settings 

3. Access and communication: Issues in 
heading out to inadequately available field 
stations were as often as possible detailed, 
especially in the remoter areas. Absence of 
accessibility of telephonic correspondence 
is likewise an issue, as the doctors need to 
fight with zero portable system inclusion. 

4. Residential facilities: The health staff 
were compelled to take up private lodging 
or live in ineffectively kept up or insufficient 
government facilities. Now and then in the 
event that they are been given the 
government residential facilities they need 
to spend a great deal for the support. 

5. Personal and Family Constraints: Long 
separations from families, a common 
consequence ofbeing located in remote 
and inaccessible areas, were often a cause 
of distress. Contractual doctors, who had 
less choice in determining their locations 
and limited permitted leave of absence, 
reported problems of separation from 
families more frequently. Disturbances in 
spousal relations and estrangements, 
consequent to the problem of separation 
was also reported 

6. Erosion of professional skills: The 
absence of certainty and disintegrations of 
skills specifically corresponded to the 
confinements of resources (clinical facilities 
and equipment) to rehearse an elevated 
requirement of medical care, and the 
absence of chance for further scholastic 
development. This was additionally 
convoluted by risky interface with elective 
information systems and impression of 
health that were bought in to by 
neighborhood populations, making it 
troublesome for the doctors to assemble 
an affinity with network. 

7. Threat of civil strife: The risk of common 
difficulty is inescapable in many parts of 
Maharashtra. Doctors, while being allowed 
to remain and work in these areas, were 
liable to the unforgiving unwritten 
guidelines forced by activists including 
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restricted portability, medical supplies being 
removed and treating sick and harmed 
radicals in the forest camps 

8. Administrative problems of government 
service: A portion of these included late 
payments of pay rates, failure to acquire 
advancements or exchanges to different 
locations, and modifying with nearby 
systemic and societal legislative issues 

9. Contractual Doctors need to battle with 
uncertainties of employment and an 
impression of mediocrity to ordinary 
government doctors. The respondents' looks 
of their needs – reflecting view of changes, 
which would improve their encounters of 
working in rural and remote areas – 
incorporated a scope of changes and 
improvements. 

POLICES AND PRACTICES OF 
GOVERNMENT OF INDIA FOR FINANCING 
OF RURAL HEALTHCARE SERVICES: 

There have been a few systems and missions started 
for improvement in rural health situation. The 
Government has made different strides for 
systematizing the current rural health structure.  

 National Rural Health Mission (NRHM): 
One of key achievements in the area of rural 
health is National Rural Health Mission 
(NRHM). It was begun in 2005 with a plan to 
address sicknesses and issues crosswise 
over primary health care and realize 
improvement in the health system and the 
health status of the individuals who live in the 
rural areas. It gives open, moderate, 
powerful, responsible, and dependable 
healthcare to all subjects and specifically to 
the poorer and defenseless segments of the 
population, predictable with the results 
imagined in the Millennium Development 
Goals and general standards set down in the 
national and state health policies. NRHM is a 
leader plan of focal government to improve 
the arrangement of essential healthcare 
facilities in rural India by attempted a building 
redress in the current healthcare delivery 
system and by advancing great health 
through improvements in sustenance, 
sanitation, cleanliness and safe drinking 
water. Under the NHRM, a few stages have 
been taken for the change of rural health 
infrastructure so debased states of 
infrastructure might be improved. 

 Janani Suraksha Yojana (JSY): Janani 
Suraksha Yojana is a lead program of 
Government of India under NRHM which is 
expected to promote institutional delivery to 
decrease maternal and neo-natal mortality. It 

gives money impetuses to women to convey 
in a government or authorize private medical 
facility (India Rural Development Report, 
2012/13). Under JSY, the ASHA workers 
increment instances of institutional 
conveyances through escorting pregnant 
women, legitimate medical facilities for risk 
natal care. They fill in as interface between 
rural health system and community. The 
examination discoveries of Development 
Research Services (DRS) of UNFPA show 
that 73 percent of the births amid the year 
2008 in Madhya Pradesh and Orissa were 
directed in a health facility. Among these 
institutional conveyances, those led in 
government centers and in licensed private 
hospitals were observed to be 68 percent in 
MP and 67 percent in Orissa. The joined 
evaluations of five states like Rajasthan, 
Bihar, Uttar Pradesh, Orissa and Madhya 
Pradesh showed 55 percent of institutional 
conveyances in 2008 (UNFPA Report, 
2009). Greater parts of the conveyances 
were directed in PHCs in the state of 
Bihar (70 percent), Orissa (58 percent) 
and Madhya Pradesh (42 percent). While 
in the state of Uttar Pradesh and 
Rajasthan around 44-47 percent of the 
conveyances were accounted for in CHCs 
(UNFPA Report, 2009). In Orissa around 
91 percent of the moms were given 
guidance by the ASHAs for institutional 
conveyances, trailed by Uttar Pradesh (84 
percent), Bihar (74 percent) and 
Rajasthan (64 percent). More than 90 
percent of the moms announced having 
their pregnancy enlisted amid the ANC 
time frame with the exception of in Bihar 
where it was generally low at 85 percent. 
By and large, it was discovered that more 
than 66% of the women in Bihar and 
Madhya Pradesh and four out of five 
moms in Orissa, Rajasthan and Uttar 
Pradesh got PNC after childbirth at the 
establishment under the JSY conspire. 
Bihar turns out to be the main state in 
which just 16 percent of the moms 
remained for two days or more at the 
establishment after their delivery. More 
than 90 percent of the recipients, who 
conveyed in an establishment in these 
five states, announced having gotten Rs. 
1,400 as motivator. In the states of Bihar, 
Madhya Pradesh and Orissa, 79-86 
percent of the moms got the motivating 
force money from the establishment in 
which they had conveyed, while in 
Rajasthan and Uttar Pradesh, 40-44 
percent of the moms got the money from 
the organization and got comparable 
extents from different sources (UNFPA 
Report, 2009). 
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 Health Insurance through Rashtriya 
Swasthya Bima Yojana (RSBY): Rashtriya 
Swasthya Bima Yojana (RSBY) is one of 
landmark schemes in the area of Rural 
Health. The RSBY offers a miniaturized 
scale protection product for families assigned 
as "beneath the poverty line (BPL)" and 
intends to conceal to 60 million families all 
through the country throughout the following 
five years (2008-2013). The targets of the 
RSBY are to give monetary assurance to 
families influenced by significant health stuns 
and improve health results for poor families. 
It was propelled in 2008. RSBY guarantees 
BPL families for hospitalization costs and 
enables them to pick among public and 
private hospitals. Recipients must pay an 
ostensible enlistment expense while the 
expense of premium payments is shared by 
the focal and state governments. To start 
with, insurance agencies are chosen by 
aggressive offering in each locale and get a 
premium for each family unit enlisted by 
them in the scheme. 

 Mobile-based Primary Health Care 
System: The Mobile-based Primary Health 
Care System is having vital job in the area of 
rural health. Primary health care services 
dependent on cell phones guarantees 
improved access to primary healthcare. This 
system of portable healthcare which was 
started in 2005, utilizes a cell phone to 
transmit an individual's fundamental signs. 
The health experts might have the capacity 
to remotely screen patients experiencing 
interminable diseases the nation over. This 
infers offering a wide scope of services, for 
example, health instruction, advancement of 
sustenance, fundamental sanitation, the 
arrangement of mother and child family 
welfare services, immunization, disease 
control and suitable treatment for sickness 
and injury). In this undertaking, the activity 
has been taken by a Bangalore-based firm 
called Center for Development of Advanced 
Computing (CDAC). The Software parts a 
work in progress are Patient Database 
management, Interaction among doctors and 
a patient, catch of Medical information 
securing, for example, ECG, pictures of 
heart, lung, eye and so forth and Scheduling 
management. A Central store of Primary 
Health Center management System with a 
Web interface is proposed to be created in 
an Open source database. It likewise gives 
development of Localization Support in 
national and other Indian dialects in mobiles 
by giving interface to interpretation. 

 Indira Gandhi Matritva Sahyog Yojana: 
Indira Gandhi Matritva Sahyog Yojana 

(IGMSY) was begun in 2010 with a reason 
for urging women to pursue Infant and 
Young Child Feeding (IYCF) works on 
including early and selective bosom 
encouraging for initial a half year. IGMSY is 
a halfway supported scheme which would be 
implemented through the State ICDS Cells 
with 100 percent money related help from 
the Ministry of Women and Child 
Development. It has been guided in 52 
locales the nation over. It has been 
implemented through existing area ICDS 
cell. Under this scheme, there is an 
arrangement for money exchanges to every 
pregnant woman and lactating mother in 
chosen regions. It promotes the demand 
for mother and child care services through 
giving motivating forces dependent on 
fulfillment of explicit conditions. Under 
IGMSY, enrollment inside four months of 
pregnancy would be the main achievement 
for accepting money advantages of 
Rs.1500/ - toward the finish of second 
trimester. Each enlisted mother under the 
IGMSY would have a Mother and Child 
Assurance Card (IGMSY Report, Govt. of 
India, 2010). IGMSY would endeavor to 
guarantee the ideal immunization of each 
pregnant woman in close collaboration with 
the health workers. The scheme would 
likewise guarantee getting to provisions for 
advising, press and folic-corrosive 
supplements that are fundamental for the 
health of both the mother and the child 
(IGMSY Report, Govt. of India, 2010). 
Research studies the world over feature 
that all inclusive, the all-inclusive routine 
with regards to restrictive breastfeeding for 
the initial a half year of life decreases 
youthful child mortality by 13 percent 
(IGMSY Report, Govt. of India, 2010). 
Along these lines, this scheme is extremely 
essential to encourage mother and child 
health development. Aside from this, 
money motivations to the Anganwadi 
Workers (Rs. 200/ - ) and Anganwadi 
Helpers (Rs. 100/ - ) would be given which 
would together be Rs.300/ - per recipient. 
Under the general supervision of the ANM, 
the ASHA would bolster all health related 
intercessions under the IGMSY in 
coordination with the AWWs (IGMSY 
Report, Govt. of India, 2010). 

CONCLUSION: 

One of the key determinants of human 
advancement is the capacity to live long and 
healthy life. It is the accessibility of Health Care 
Services at an open separation, with compelling 
and complete use of the Health Care Services 
which assumes a huge role as the noticeable 
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determinant in accomplishing the country's health. 
India lives in it‘s practically 6.5 lakh villages. In the 
event that essential health care does not achieve the 
rural areas, regardless of how much advancement is 
accomplished in the urban and semi-urban areas, the 
general development as a country will be impeded. 
India has gained noteworthy ground in enhancing 
healthcare. Be that as it may, enhancing access to 
fundamental healthcare services to the rural 
population is maybe a standout amongst the most 
squeezing, from a clear human improvement 
viewpoint. This investigation was embraced so as to 
investigate the primary health care in rural areas of 
Maharashtra, its infrastructure, manpower 
accessibility and the acknowledgment and usage of 
such facilities and services by the rural community 
and endeavors of government and the other non-
governmental offices in advancing the health through 
health programs. This examination is a significant 
exercise in understanding the rural community's 
necessity regarding the primary health care require, 
particularly maternal and child health care require. 
The discoveries of the investigation are outlined as 
recorded under. 
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