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Abstract
Building on the gains of the National Health Mission,
India’s Reproductive, Maternal, Newborn, Child and
Adolescent Health (RMNCH+A) Strategy, launched in
2013, was a milestone in the country’s health planning.
The strategy recognised the interdependence of
RMNCH+A Interventions across the life stages and
adopted a comprehensive approach to address inequitable
distribution of healthcare services for the vulnerable
population groups and in poor-performing geographies
of the country. Based on innovative approaches and
management reforms, like selection of poor-performing
districts, prioritisation of high-impact RMNCH+A
healthcare interventions, engagement of development
partners and institutionalising a concurrent monitoring
system the strategy strived to improve efficiency and
effectiveness within the public healthcare delivery system
of the country. 184 High Priority Districts were identified
across the country on a defined set of indicators for
implementation of critical RMNCH+A Interventions and
a dedicated institutional framework comprising National
and State RMNCH+A Units and District Level Monitors
supported by the development partners was established
to provide technical support to the state and district
health departments. Health facilities based on case load
and available services across the High Priority Districts
were prioritised for strengthening and were monitored
by an RMNCH+A Supportive Supervision mechanism to
track progress and generate evidence to facilitate actions
for strengthening ongoing interventions. The strategy
helped develop an integrated systems-based approach to
address public health challenges through a comprehensive
framework, defined priorities and robust partnerships with
the partner agencies. However, lack of a robust monitoring
and evaluation framework and sub-optimal focus on
social determinants of health possibly limited its overall
impact and ability to sustain improvements. Guided by the
learnings and limitations, the Government of India has now
designed the ‘Aspirational Districts Program’ to holistically
address health challenges in poor-performing districts
within the overall sociocultural domain to ensure inclusive
and sustained improvements.

Introduction
Access to adequate, acceptable and quality
healthcare services is important towards
achieving ‘Universal Health Coverage’.1 India

Summary box
►► Based on an inclusive and comprehensive approach,

India’s Reproductive, Maternal, Newborn, Child and
Adolescent Health (RMNCH+A) Strategy aims to
improve outcomes across 184 poor-performing districts of the country.
►► Recognising the interdependence of RMNCH+A
Interventions across the life stages, the strategy prioritised districts for implementation of
evidence-based, high-impact interventions by galvanising support from development partners and establishment of a concurrent monitoring mechanism
for measuring improvements across healthcare facilities in the High Priority Districts.
►► Variable responsiveness of health systems across
the states, over-reliance on partner agencies, lack
of a dedicated monitoring and evaluation framework
and an inability to address social determinants of
health might have limited the impact of the strategy.
►► Learnings and limitations of the strategy have paved
the way forward for designing holistic implementation frameworks by engaging all relevant stakeholders and adopting a systems-based approach
towards improving healthcare service delivery.

has faced the burden of inadequate and poorquality health services for a prolonged period
that has led to high mortality and morbidity
and unmeasurable adverse health outcomes
among the vulnerable population groups.2
According to an estimate (2013), with a large
annual birth cohort of about 26 million live
births and 158 million children in the age
group of 0–5 years, India accounts for the
largest number of deaths in under-five years
age group—nearly 1.5 million annually, of
which around 0.8 million newborns die within
28 days of birth.3
To reduce inequity in healthcare services
and improve reproductive, maternal,
newborn and child health outcomes, India’s
Ministry of Health and Family Welfare
(MOHFW) launched the ‘National Rural
Health Mission’ (2005) and the ‘National
Urban Health Mission’ (2008). These were
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Conceptualisation of India’s ‘Reproductive, Maternal,
Newborn, Child and Adolescent Health Strategy’
Despite the ongoing efforts and progress achieved, the
country’s healthcare system reflected a critical imbalance characterised by high out-of-pocket expenditure
stemming out from the deficiencies in the public sector’s
capacity to deliver basic healthcare. The areas and
population groups having the greatest need for quality
healthcare services could not get an appropriate share
from the existing public health services.7–9 Hence, the
situation demanded a comprehensive vision for public
healthcare services, encompassing both preventive and
curative aspects for a broader range of beneficiaries
and health conditions, and necessitating leveraging of
new resources.10 Building on these aspects, MOHFW in
consultation with stakeholders developed India’s ‘Reproductive, Maternal, Newborn, Child and Adolescent
Health Strategy’ or ‘RMNCH+A Strategy’. The strategy
was launched during the ‘National Summit on Call to
Action for Child Survival and Development’ in February
2013,11 and guided by the central tenets of universal
care, entitlement and accountability, it laid a renewed
emphasis on high-impact health interventions and
addressed strengthening of healthcare services especially
in the poor-performing geographies of the country.12

Approach adopted in the Reproductive, Maternal,
Newborn, Child and Adolescent Health Strategy
India’s RMNCH+A Strategy was unique as it recognised the fact that maternal and child health cannot be
improved in isolation and need to be effectively weaved
with adolescent, family planning and nutrition-based
interventions. The ‘Plus’ within the strategy focused on
continuum of care with linkages between the interventions targeted at various stages of life-cycle from newborn
to the reproductive age, with focus on adolescence as a
distinct life stage. It laid focus on linkages between home
and community-based services to facility-based care, and
between referrals and counter-referrals between and
among the health facilities at the primary, secondary and
tertiary levels.12
The ‘RMNCH+A Strategy’ was based on innovative
approaches and management reforms, like selection of
poor-performing areas and high-impact healthcare interventions, enhancing responsibility of development partners and establishing a concurrent monitoring system
within the healthcare delivery system to improve its efficiency and effectiveness as described in the following
section.
Selection of ‘High Priority Districts’
India is a union of 29 states and seven union territories
(UT) comprising 718 districts with a vast and variable
geographical expanse. The country is characterised
by wide interstate and intrastate disparities in terms of
distribution, availability, utilisation of public healthcare
services and the health status of its citizens contributing towards poor health outcomes.13 14 Under the
‘RMNCH+A Strategy’, underperforming districts named
as ‘High Priority Districts’ were identified to facilitate
focused planning and implementation. To achieve this,
state/UT-wise ranking of districts was done based on
defined sets of mortality and outcome indicators selected
from the most recent evaluation survey findings for the
respective states/UTs. Likewise, ‘Annual Health Survey’
(2012–2013) was considered for nine states, while ‘District
Level Household Survey-3’ (2007–2008) was considered
for the remaining states/UTs (table 1). Within each state,
25% poorest performing districts were selected based on

Table 1 Indicators used for identification of High Priority Districts
Nine states
(Annual Health Survey data)

Remaining states/UTs
(District Level Household Survey-3 data)

Maternal health

►► Maternal mortality ratio
►► % of safe deliveries

►► % of mothers received at least three antenatal care visits
►► % of safe deliveries

Child health

►► Infant mortality rate
►► % of children 12–23 months fully

►► % of children 12–23 months fully immunised
►► % of children aged less than 6 months who are

Family planning

►► Total fertility rate
►► Contraceptive prevalence rate (modern

►► % of births of order 3 and above
►► Contraceptive prevalence rate (modern methods)

Theme

immunised

methods)

exclusively breast fed

UT, union territories.

2
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later merged into the ‘National Health Mission’ with an
overarching objective to strengthen the public healthcare infrastructure and quality of health services and
secure an enhanced financial support for overall health
system strengthening (HSS). Owing to these efforts and
investments in the public healthcare sector, the country
has made steady progress towards curbing the deaths
among mothers and children. The ‘Maternal Mortality
Ratio’ improved by a 5.2% average annual rate of reduction from 600 per 100 000 live births (1990) to 200 per
100 000 live births (2010). ‘Under-Five Mortality Rate’ in
India declined at a much faster pace as compared with
the global average and registered a 3% average annual
rate of reduction from 114 deaths per 1000 live births
(1990) to 61 deaths per 1000 live births (2011), against
the global average of 87 and 57, respectively.4–6

BMJ Global Health

Figure 1

allocation per capita by the state governments for each
‘High Priority District’ under the National Health
Mission (figure 1).
Prioritisation of high-impact Reproductive, Maternal,
Newborn, Child and Adolescent Health Interventions
The ‘RMNCH+A Strategy’ focused on promotion, adoption and context-specific adaptation of evidence-based,
high-impact interventions across different life-cycle
stages including newborn, childhood, adolescence and
the reproductive age groups. These interventions were

High Priority Districts (India).
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the performance of selected health indicators. Additionally, the tribal predominant districts and those affected
by insurgent and rebel groups were also selected. Likewise, 184 ‘High Priority Districts’ were taken up across
the country for focused efforts under the strategy. The
number of targeted beneficiaries in these ‘High Priority
Districts’ comprised nearly 8.3 million pregnant women
and 7.6 million infants annually, accounting for almost
25% of the annual cohort of pregnant women and
infants in India.15 Moreover, the strategy also embarked
on differential planning with 30% additional resource

BMJ Global Health

The Reproductive, Maternal, Newborn, Child and Adolescent Health (RMNCH+A) 5*5 Matrix.

selected based on the available scientific evidence documenting their efficacy and impact on reducing maternal
and child, mortality and morbidity. The interventions
were summarised in the form of ‘RMNCH+A 5×5 Matrix’
specifying five critical interventions in each of the five
thematic areas, viz reproductive health, maternal health,
newborn health, child health and adolescent health.
Additionally, emphasis was also given on five cross-cutting
and five HSS interventions focusing on infrastructure,
human resources, supply chain management and referral
transport measures (figure 2).16
Involving the development partners
The ‘RMNCH+A Strategy’ gave high reliance to partnerships and targeted to leverage and harmonise the
technical assistance across the RMNCH+A spectrum.
Concerted efforts were undertaken to galvanise the state
governments and development partners working at the
national and subnational levels through a series of steps
as follows:15
►► Periodic consultations were organised by the national
ministry for establishing strategic dialogue with the
development partners. The partners were nominated
in technical advisory and resource groups constituted for development and dissemination of training
material and operational guidelines for RMNCH+A
Interventions.
►► At the national level, a ‘National RMNCH+A Unit’
was constituted with support from the US Agency
for International Development supported Maternal
and Child Health Integrated Program (MCHIP)
4

►►

►►

and ‘Vriddhi’ (Scaling up RMNCH+A Interventions)
Projects and was anchored within the MOHFW. It
coordinated technical assistance from the national
and state-level partners, conducted periodic visits to
the health facilities to measure progress and recommend actions, and monitored implementation of
RMNCH+A Interventions in the states/UTs and
‘High Priority Districts’.
In the states, partners providing significant level of
technical support were nominated as ‘State Lead
Partner’ for the respective states. These lead partners were entrusted with the role to constitute and
administer ‘State RMNCH+A Units’ within the state
health departments to coordinate with other partner
agencies working in the states, extend support to
government health officials and staff in rolling out
high-impact RMNCH+A Interventions and monitor
implementation and progress under the overall guidance of the ‘National RMNCH+A Unit’ (figure 3).
In the ‘High Priority Districts’, one ‘District Level
Monitor’ was recruited by the lead partner to work
under the guidance of respective ‘State RMNCH+A
Units’ and support district health departments
in planning and monitoring implementation of
RMNCH+A Interventions.

Gap assessment at public health facilities
Public health facilities in India are categorised into three
levels, viz L1, L2 and L3 based on the availability of antenatal, intranatal and postnatal care service sets (table 2).17
L1 health facilities provide primary care, while L2 and
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Figure 3

Reproductive, Maternal, Newborn, Child and Adolescent Health (RMNCH+A) State Lead Partners.

Table 2 Levels of public health facilities and the services available
Level

Type

Level 1

Health subcentres and non-24×7 primary ►► Deliveries are conducted by skilled birth attendant.
health centres (PHC)
►► Equipped with newborn care unit
►► Minimum of three deliveries conducted every month
►► Provide basic emergency obstetric care (BEmOC) services
Basic level
All 24×7 PHC, and non-FRU community ►► Conducting deliveries and manage complications not requiring
health centres (CHC)
surgery or blood transfusion
►► Equipped with either newborn care unit or newborn stabilisation
unit
►► Minimum of 10 deliveries conducted every month
►► Hospitals with facilities to manage complications, including
Comprehensive level
First referral units (community health
C-section and blood transfusion.
centres, subdivisional hospitals and
►► These are equipped with newborn stabilisation unit or special
district hospitals)
newborn care unit
►► Minimum of 20–50 deliveries conducted every month

Level 2

Level 3

Services

C-section, caesarean section; FRU, first referral unit.
Taneja G, et al. BMJ Glob Health 2019;4:e001162. doi:10.1136/bmjgh-2018-001162
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Institutionalisation of ‘Reproductive, Maternal, Newborn, Child
and Adolescent Health Supportive Supervision’
Various national-level reviews conducted from time to
time identified absence of supportive supervision as a
critical bottleneck in improving the performance of
health staff and quality of healthcare services. The key
challenges underlying this gap included inadequate
number of supervisors within the system, lack of skills
and training, and unavailability of policy and clear guidelines for supportive supervision and concurrent monitoring.12 The RMNCH+A Strategy recognised the need
to strengthen supportive supervision of service providers
to bring integration of primary care services, improve
quality and enhance skills and application. Under the
strategy, a supportive supervision model was institutionalised as an external concurrent monitoring mechanism to
track progress and generate evidence to facilitate actions
for strengthening high-impact RMNCH+A Interventions.
Guided by the MOHFW, the RMNCH+A Supportive
Supervision model was led by the partner agencies and
integrated all five thematic areas for focused support and
on-job facilitation.18–21
Preparations for the institutionalisation of the
RMNCH+A Supportive Supervision were initiated soon
after the launch of RMNCH+A Strategy and involved
development of standardised tools comprising a uniform
supportive supervision checklist (online supplementary
file 1) for use across all High Priority Districts, computer-based (Microsoft Excel) tool for uniform compilation of observations made across the health facilities,
training package for the supervisors and standard operating procedures regarding data collection, compilation,
sharing at various levels, actions taken and follow-up.
The RMNCH+A Supportive Supervision mechanism
was rolled out from January 2015 in all 184 High Priority
Districts and involved periodic visits to the health facilities by the ‘District Level Monitors’ to assess availability
and quality of services using the standardised checklist
and provide on-job mentoring to the concerned health
6

facility staff. The checklist helped data collection on
141 critical RMNCH+A parameters through on-site
assessment, direct observation, record review and interaction with the facility-level staff during the supportive
supervision visits. The supervisor teams also sometimes
comprised state and district government officials and
additional representatives from partner agencies. The
observations made during the visit were first shared with
the facility-level staff followed by facilitation in preparation of facility-level action plans. The visits also entailed
sensitisation and mentoring of the staff about national
guidelines for adoption of correct practices and key
observations and the action points were shared during
the review meetings at district, state and the national
level to initiate required corrective actions (figure 4).
Progress made
Data from RMNCH+A Supportive Supervision visits
conducted over a 2-year period between January 2015
and December 2016 were compiled at the National
RMNCH+A Unit to assess the improvement in terms of
availability of equipment and supplies and healthcare
services at the public health facilities. During this period,
health facilities were prioritised for strengthening based
on the delivery load, services offered, available infrastructure and in discussion with the district health department.
These prioritised facilities were visited more frequently
to follow and facilitate the corrective actions. Therefore,
during analysis, the data pertaining to the health facilities
which were visited for three times or more were disaggregated, and observations made at the time of first visit and
the last visit to these facilities were compared to measure
progress.
Overall, 17 893 supportive supervision visits were
conducted at 6678 health facilities in different categories
during the 2-year period in the High Priority Districts
(table 3).
Out of these facilities, 2348 (35% of total facilities
visited) were prioritised for strengthening including 556
facilities in L1 category, 1354 in L2 category and 438 facilities in L3 category. During the supportive supervision
visits by the District Level Monitors and other representatives to the selected health facilities, on-site support was
provided to the concerned staff in terms of reorientation,
capacity building and to identify gaps and measures to
correct them. During each visit, the standard checklist
was used to capture the concurrent status with respect
to the availability of equipment, amenities and ongoing
practices. The information was collected through direct
observation (eg, availability and functionality of supplies
and equipment, implementation of key practices), review
of records since last visit (eg, labour room records and
filled partographs) and discussion with the staff (eg,
family planning and service delivery at the community
level). This information was computerised into an Excelbased data sheet. These compiled data were analysed on
periodic basis to reveal progress and gaps to guide focused
Taneja G, et al. BMJ Glob Health 2019;4:e001162. doi:10.1136/bmjgh-2018-001162
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L3 categories catering to the major proportion of beneficiary load provide basic and comprehensive obstetric
care services, respectively, and serve as referral facilities.
The ‘RMNCH+A Strategy’ envisaged strengthening of all
three categories of public health facilities.
Before implementation of RMNCH+A high-impact
interventions a gap assessment exercise was conducted in
‘High Priority Districts’ by the respective State Lead Partners to measure the functionality status and readiness of
public health facilities to deliver high-impact RMNCH+A
Interventions. This entailed collection of information
regarding geographical mapping of different categories
of health facilities, availability of health infrastructure
and human resource, and analysis of existing gaps in
terms of availability, accessibility, utilisation and quality
of RMNCH+A services. The findings of the assessment
were used to guide facility-level action planning and
implementation.

BMJ Global Health

actions during the subsequent visits. Thematic area-wise
key outcomes over a 2-year period are summarised in
tables 4–6 (online supplementary file 2).
Learnings
The RMNCH+A Strategy has been a unique example of
adopting a comprehensive and holistic approach towards
addressing the major causes of morbidity and adverse
outcomes among the vulnerable population groups and
geographies having inadequate health services across the
entire country.
Recognising the inclusiveness and interdependence
of RMNCH+A components, prioritisation of poor-performing districts, targeted implementation of evidencebased high-impact RMNCH+A Interventions, active and
coordinated engagement of partner agencies and focused
support to high case load health facilities in the High

Priority Districts through the RMNCH+A Supportive
Supervision mechanism are some novel systems that
were established through the strategy, thereby contributing towards a system-based approach to improve health
outcomes. The progress and issues were tracked using
selected key performance and actionable indicators
instead of broad parameters, which helped in facilitating
specific and focused action plans.
Moreover, for the first time in the country’s healthcare
spectrum, the RMNCH+A Strategy generated shared
objectives and established partnerships through active
engagement of all stakeholders within and beyond the
government structures at the national and state levels.
Specifically, the engagement of development partners
helped leverage human and technical resource for
strengthening healthcare service delivery. An institutional framework administered by the development

Table 3 Health facility level-wise distribution of supportive supervision visits
Public health facilities providing delivery services visited for RMNCH+A Supportive
Supervision
Total supportive supervision visits made
High-delivery case load health facilities, which were visited for three times or more

L1

L2

L3

Total

2911

3088

679

6678

5300
556
(19%)

8866
1354
(44%)

3727
438
(65%)

17 893
2348
(35%)

RMNCH+A, Reproductive, Maternal, Newborn, Child and Adolescent Health.
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Figure 4 Reproductive, Maternal, Newborn, Child and Adolescent Health (RMNCH+A) Supportive Supervision: feedback and
feedforward mechanism. MOHFW, Ministry of Health and Family Welfare.
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52%
72%
40%
44%

Misoprostol (oral)

Pregnancy testing kits

Partographs

Protocol display in labour rooms
↑ 16

↑ 24

↑ 11

↑ 18

60%
48%
84%
36%

Recording fetal heart rate at time of 49%
admission

Using partograph to monitor labour 31%
75%

Administering uterotonic after birth

Using magnesium sulfate to manage 25%
pre-eclampsia
↑ 11

↑9

↑ 17

↑ 11

Practices in the labour room (Source: observations and record review by monitor)

60%

64%

83%

70%

↑ 14

57%

91%

52%

72%

70%

62%

69%

70%

69%

71%

93%

66%

80%

85%

79%

79%

79%

84%

↑ 14

↑2

↑ 14

↑8

↑ 15

↑ 17

↑ 10

↑9

↑ 15

↑ 13

44%

↑ 15

30%

86%

Antihypertensive drugs

73%

↑ 11

54%

39%

Progress in
% points

Magnesium sulfate (injectable)

Last visit

Availability of essential medicines and commodities (Source: observation and record review by monitor)
Oxytocin (injectable)
59%
75%
82%
93%
↑ 16

First visit
(baseline)

Progress in
% points

First visit
(baseline)
Last visit

L2 facilities
(n=1354)

L1 facilities
(n=556)

Progress achieved in maternal health-related parameters

87%

97%

57%

83%

74%

68%

69%

82%

83%

88%

90%

First visit
(baseline)

L3 facilities
(n=438)

90%

98%

72%

90%

92%

83%

83%

92%

94%

93%

98%

Last visit

↑3

↑1

↑ 15

↑7

↑ 18

↑ 15

↑ 14

↑ 10

↑ 11

↑5

↑8

Progress in
% points
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Table 4
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51%

Last visit
↑ 13

79%

Progress
in %
First visit
points
(baseline)

53%
75%
26%

Bag and mask (sizes 0 and 1)

Mucus extractor

Newborn corner adequately equipped

42%

88%

71%

29%

↑ 16

↑ 13

↑ 18

↑6

54%

85%

77%

72%

71%

93%

87%

79%

18%
42%
21%

Administering antenatal corticosteroids in
preterm babies

Provider aware of steps in newborn
resuscitation

Newborn vaccination with first dose of
hepatitis B, oral polio vaccine and BCG
vaccines

26%

63%

30%

83%

39%

65%

68%

27%
59%
60%

60%

Availability of salbutamol (syrup or
nebulising solution)

Albendazole syrup for deworming

Growth monitoring at village-based
Anganwadi centres and during ‘Village
Health & Nutrition Days’
Referral of malnourished children to
nutritional rehabilitation centres

74%

83%

Availability of oral rehydration salts and zinc 76%
tablets

↑8

↑5

↑ 15

↑ 12

↑7

↑5

↑ 21

↑ 12

↑8

61%

58%

81%

58%

76%

67%

63%

38%

76%

69%

69%

89%

65%

80%

80%

74%

58%

83%

↑8

↑ 11

↑8

↑7

↑4

↑ 13

↑ 11

↑ 20

↑7

↑ 17

↑8

↑ 10

↑7

↑ 10

56%

52%

83%

69%

73%

88%

80%

70%

79%

76%

93%

88%

90%

92%

Progress
in %
First visit
points
(baseline)

60%

60%

92%

78%

84%

94%

91%

83%

92%

87%

96%

97%

95%

97%

Last visit

L3 delivery points
(n=438)

↑4

↑8

↑9

↑9

↑ 11

↑6

↑ 11

↑ 13

↑ 13

↑ 11

↑3

↑9

↑5

↑5

Progress
in %
points
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Child health (Source: observation and record review by monitor)

75%

Skin-to-skin contact between mother and
newborn

Newborn care-related practices in the labour room (Source: observations and record review by monitor)

23%

Radiant warmer

89%

Last visit

L2 delivery points
(n=1354)

Availability of functional equipment at newborn care corner (Source: observation by monitor)

Newborn health (Source: observation by monitor)
Availability of functional newborn care
38%
corner inside the labour room

First visit
(baseline)

L1 facilities
(n=556)

Progress achieved in newborn and child health-related parameters

Parameter

Table 5
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9

↑9

↑ 13
60%

64%
55%

47%
↑ 19

↑ 18
72%

55%
36%

54%
63%

47%

50%

30%
Incentives to ASHA for accompanying PPIUCD clients

Incentives to ASHA for promotion of delay or spacing between births

↑ 17

57%
↑ 11
82%
71%
↑ 10
82%
72%
Home delivery of contraceptives by accredited social health activist (ASHA) workers

Community-based service delivery (Source: record review and discussion with facility staff by monitor)

↑ 13

↑ 10
67%

↑ 18
84%
66%
↑ 21
51%
30%
↑6
10%
Postpartum intrauterine contraceptive device (PPIUCD) insertion service available at the
facilities

16%

↑7
73%
Family planning counselling during antenatal visits

Availability of services at health facilities (Source: record review and discussion with facility staff by monitor)

85%

↑ 12

77%

85%

↑8

85%

92%

↑8
64%
56%

↑ 13
↑ 28

↑9
31%
22%
–
–

–

30%

Kits for manual vacuum aspiration

71%

16%
PPIUCD forceps

Emergency contraceptive pills

60%

↑ 14

↑ 14
80%

89%
76%

66%
↑ 11
73%

68%
40%

62%

78%
↑ 17
85%
68%
↑ 15
74%
59%
All three contraceptives (intrauterine contraceptive device, oral contraceptive pills and
condoms)

Availability of essential supplies (Source: observation and record review by monitor)

Parameters

↑ 11

90%

↑ 12

Progress in
Last visit % points
Progress in First visit
% points
(baseline)
Last visit
Progress in First visit
% points
(baseline)
First visit
(baseline)

Last visit

L2 delivery points
(n=1354)
L1 facilities
(n=556)

Progress achieved in reproductive health-related parameters
Table 6
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partners and comprising National and State RMNCH+A
Units and District Level Monitors ensured a dedicated
team and efforts to support need-based facility-level planning, supervision and mentorship of health staff, and
guided the health department take corrective actions.
The RMNCH+A Supportive Supervision exercise led
by the development partners and backed up by national
guidelines and standardised tools emerged as a unique
model to identify gaps in real time and facilitate gap-oriented planning and implementation at the facility level.
The findings of the mechanism showed improvements
in terms of basic infrastructure, availability of essential
drugs, equipment and other supplies, and the service
delivery-related processes followed at the public health
facilities in High Priority Districts. This perhaps also
translated into improved knowledge and quality of care
at the health facilities.
The analysis of information captured during the
supportive supervision visits shows improvement in terms
of the availability of medicines and supplies, the practices followed by the service providers and the upkeep of
facility-level records. From the findings it is evident that
mentoring support, review mechanisms and development
of facility specific action plans translated to improved
leadership and governance resulting in improved service
delivery. Overall, the RMNCH+A Strategy and the
approaches adopted therein contributed in strengthening the WHO HSS building blocks towards an efficient
and responsive public healthcare delivery system.22
Building on the gains and to further intensify efforts,
the list of High Priority Districts was revised in 2017 based
on the findings of National Family Health Survey (Round
4; 2015–2016). Likewise, 209 districts were identified as
high priority based on composite index derived from
status of six indicators, viz proportion of pregnant women
who had four or more antenatal check-ups, proportion of
safe deliveries, fully immunised children, prevalence of
undernutrition, births in third order or more and use of
modern family planning methods.
Limitations
The RMNCH+A Strategy is an initiative of the National
Health Ministry and it specifically focused on actions
across the RMNCH+A spectrum and the progress
achieved. Although the strategy did help in establishing
structures and processes, the desired outcomes have
been variable as demonstrated by the findings from the
supportive supervision mechanism which reveal thematic
area-wise as well as geographic variations.
While the differential improvements as evidenced by
the Supportive Supervision mechanism might be due
to variability in capacity and responsiveness of health
systems across the states of the country, over-reliance on
development partners might be a contributing factor.
This is because while the role of national ministry of
health and partner agencies was defined well the expectations of state governments and district administration
Taneja G, et al. BMJ Glob Health 2019;4:e001162. doi:10.1136/bmjgh-2018-001162
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L3 delivery points
(n=438)
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Conclusion
India’s RMNCH+A Strategy has been a historical milestone in the country’s healthcare planning. The strategy
succeeded in establishing an institutional framework
and a mechanism of facility-level, need-based planning through concerted and coordinated efforts. A
recent review of data suggested that 48 of the 184 High
Priority Districts have improved and hence are no longer
included in the list of these districts.23 However, despite
the improvements and the mechanisms established, gaps
in the design and subsequent implementation make
it difficult to gauge the impact of the strategy thereby
limiting translation of learnings into long-term policy
and planning. It is, therefore, imperative to identify the
weaknesses, opportunities and the learnings gained from
this strategy through assessments and data reviews in the
coming years to guide future programmes better.
In addition, realising the importance of social determinants in fostering overall improvement in January 2018,
the Government of India launched the ‘Transformation
of Aspirational Districts’ initiative in 117 districts across
the country. The initiative focuses on five themes, viz
health and nutrition, education, agriculture and water
resources, financial inclusion and skill development,
and basic infrastructure and operational and implementation components. Within the health portfolio
the initiative builds on the RMNCH+A framework to
improve outcomes in the identified aspirational districts
Taneja G, et al. BMJ Glob Health 2019;4:e001162. doi:10.1136/bmjgh-2018-001162

in a more holistic and comprehensive manner. More in
line with the United Nations’ Sustainable Development
Goals, the initiative targets to improve India’s ranking in
Human Development Index, raising living standards and
ensuring inclusive growth of all sectors.24
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were not very specific. While the efforts of the partners
did result in improved ownership and accountability
within the government system, sustainability might be a
challenge after withdrawal of partner support. Possibly
the results might have been better if the state National
Health Mission (NHMs) and district health authorities
were in leadership capacities with partner agencies functioning as catalysts.
Also, though the strategy recognised adolescents as
an important stakeholder, efforts to improve adolescent
outcomes need further strengthening. The RMNCH+A
Supportive Supervision mechanism which formed the
fulcrum of the entire strategy did not adequately address
adolescent health parameters possibly resulting in suboptimal improvements.
In addition, besides the RMNCH+A Supportive Supervision mechanism, the strategy lacked a defined monitoring and evaluation framework. As process evaluation
was not undertaken, many of the learnings from implementation in widely variable geographies could not be
highlighted. Due to lack of substantial evidence, integration of potential learnings at the policy level is also
questionable.
Moreover, it is now well established that social determinants of health play a defining role in improving health
outcomes, the strategy could have possibly expanded its
scope to address the social determinants resulting in far
more impressive gains across the High Priority Districts.
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