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Abstract 

Background: Tuberculosis (TB) and poverty have a symbiotic relation, impoverishment 

worsens the disease and tuberculosis lead to further impoverishment. Evidence suggest 

pharmacological treatment of TB should be accompanied by nutritional support.  To 

address this, the Government of India launched a direct benefit transfer (DBT) scheme, the 

‘Nikshay Poshan Yojana’(NPY), to provide nutritional assistance to patients enrolled in 

National Tuberculosis Elimination Programme. This study tried to understand the coverage 

and effectiveness of this scheme. 

Methodology: A cross sectional study design was used for the study with a sample size of 

250 patients who had started the first line anti –TB drugs regime between 1 April 2018 to 

30 September 2019 in Kollam, Kerala. In-depth interviews were done with healthcare 

providers to explore the implementation challenges related to Direct benefit Transfer.   

Result: Out of 250 participants, 67 (26.8 percent) received full payment,107 (42.8 percent) 

received part of payment and 76 (30.4percent) did not received any payment till the date of 

the survey. Most participants (86 percent) knew the purpose of the beneficiary amount, but 

only 37 percent participants used it for nutrition.  Monetary benefits are more likely to be 

used for purchasing food households facing any form of food insufficiency (Odds ratio 3.69 

as compared to 1.51 in households without food insufficiency).  The main implementation 

challenge behind payment delays was rectification of documentation related to bank 

accounts.  

Conclusion:  

Over half of the study population received at least one instalment of the NPY monetary 

benefit. The programme is functioning well in Kollam district, staff are generally motivated 

and adhering to programme guidelines. The amount may be insufficient to meet the needs 
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of the poorest people. The programme needs to take cohesive steps at all levels to prevent 

payment delays and to inform beneficiaries to make appropriate dietary modification
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Chapter 1 

Introduction 

1.1 Background 

Tuberculosis, though a disease that has been prevailing for a very long time, is still a 

dreadful disease and continues to cause thousands of deaths every year. Tuberculosis 

mostly affects the poor, vulnerable, poorly nourished and marginalised populations (WHO, 

2018). India is a country with high TB burden, having an estimated incidence of 

211/100000 (around 1 in every 473) population and around 1400 deaths per day. TB 

patients experience increased expenses from their pocket due to tuberculosis care even 

though free TB care is obtainable in almost all regions. World Health Organization (WHO) 

has introduced “End TB Strategy” which targets to reduce TB incidence, death due to TB 

and to eliminate the catastrophic costs faced by TB affected families. In line with this, India 

has drafted the ‘National Strategic Plan for Tuberculosis Elimination 2017-25’. Various 

social protection initiatives including cash transfer are initiated to prevent catastrophic 

costs. The WHO (2013) in its guidelines ‘Nutritional care and support for patients with 

tuberculosis’ recommends assessment of food insecurity among TB cases and addressing 

the same with suitable packages including food assistance. The Ministry of Health and 

Family Welfare (MOHFW), Government of India (GOI) has launched the Direct Benefit 

Transfer (DBT) scheme, provides nutritional support under the Nikshay Poshan Yojana for 

patients with TB. Financial assistance is provided to the patients during the entire course 

of their TB treatment. This is also to keep a check on treatment adherence and to alleviate 

expenditure on the patient’s side afflicted by this disease. The DBT method was utilised in 

this scheme so that funds reach the recipients at proper time without any delay. The 

programme is new and there are challenges in implementing this scheme which demands 
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an assessment and understanding of the coverage of this scheme (Patel et al., 2019). As 

India has one of the biggest burden of TB and one of the largest TB control programs in 

the world, it is crucial to evaluate the coverage of DBT, status of implementation of the 

scheme in programmatic settings and understand the enablers and challenges perceived by 

the providers and the perceived benefits of the scheme by the beneficiaries.  

1.2 Rationale  

• India is a country with high TB burden having an estimated incidence of 

211/100000 population. 

• ‘National Strategic Plan for Tuberculosis Elimination 2017-25’ under GOI intent to 

eradicate TB by 2025. With the view to achieve such a huge task, new schemes are 

being introduced (Yadav & Rawal, 2019).  

• A Direct Benefit Transfer scheme called “Nikshay Poshan Yojana” was launched 

from 1st April 2018 by the Government to support the nutritional challenges faced 

by a TB patient. 

• Financial incentive is provided to each patient notified with TB, for the entire period 

of their anti-TB treatment (Patel et al., 2019).  

• The perception of beneficiaries and the challenges of providers and actual patient 

experiences and practice of this new scheme need to be explored.  

The NPY is one of a kind scheme and the first of its kind in India that provides financial 

assistance to cover wage loss (Yadav et.al, 2018). A DBT approach which is specific to TB 

is being enforced in India for the first time. Understanding the hurdles and various 

difficulties involved in the programme will help us implement it more effectively and 

efficiently (Nirgude et al., 2019). Since the implementation is recent, literature review 
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suggests this area is understudied. In Kerala, there was no study done on Nikshay Poshan 

Yojana. Understanding the implementation challenges of the scheme will strengthen the 

delivery of the program. 

1.3 Gaps in research 

A literature search on PubMed 

Keywords used: “Tuberculosis” “Nikshay poshan yojana”, “Food security” “Cash transfer 

program” “Nutrition” 

Using keywords in different combinations yielded only two studies (full texts) which 

addressed the objectives of my study. One abstract article was also found. 

1.4 Purpose of Nikshay Poshan Yojana 

One of the most important idea behind the evolution of this plan was to make the patients 

able to take care of themselves and not burdened by the disease. The provision of cash as a 

support strategy has benefitted the patient and also in the overall treatment plan of the 

disease as this strategy has increased awareness, follow up visits and patients seem to 

remain bonded to the programme with the intention of completion (Patel et al., 2019). 

Additionally, there exists a social angle to this. TB patients are ostracised by society even 

now. They are seen as a burden and incompetent to work. Providing them with money shall 

help them during these harsh times.  
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1.5 Study Objectives 

1.5.1 Research question 

1.What is the coverage of direct benefit transfer (DBT) cash incentive scheme (Nikshay 

Poshan Yojana) among patients with tuberculosis notified under national TB program and 

initiated on first-line anti-tuberculosis drugs in Kollam district? 

2.What are the enablers and challenges for the implementation of the scheme perceived by 

the providers and beneficiaries? 

3.What is the impact of DBT in assuring food security to the TB affected population? 

1.5.2 Objectives 

Among patients with tuberculosis notified under national TB program and initiated on first-

line anti-tuberculosis drugs between April 2018 to September 2019 in Kollam district 

Primary Objectives 

• To estimate the coverage of Direct Benefit Transfer under Nikshay Poshan Yojana. 

• To understand the patient perspectives about the enablers and challenges in 

receiving the cash incentives under DBT and pattern of utilization 

• To understand the effectiveness of Nikshay Poshan Yojana in ensuring food 

security to TB patients. 

Secondary Objective 

To explore the implementation challenges related to DBT and possible solutions from 

provider’s perspective 
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Chapter 2 

Literature review 

2.1 Tuberculosis 

Tuberculosis is a disease which nonidentically affects the poor, unprotected, malnourished, 

and marginalized communities (Bhargava et al., 2014) and is among the foremost cause, 

among the infectious diseases of mortality and morbidity rate worldwide. Every year nearly 

1.5 million deaths are reported as a result of TB infection. Tuberculosis (TB) is a 

preventable and curable chronic communicable disease which spreads through droplet 

transmission and thus affects the lungs most commonly. Pulmonary tuberculosis (PTB) 

presents with the symptoms of cough, loss of appetite, fever, night sweats, weight loss, 

weakness and blood in sputum. Extrapulmonary TB (EPTB) can affect almost any site with 

peripheral lymph nodes being the most commonly affected (Sharma & Mohan, 2004) 

Tuberculosis is among the leading causes of death from a curable infectious disease, caused 

by Mycobacterium tuberculosis (Dye, 2006). Once infected, the individual is at the highest 

risk of developing TB disease within the first two years but can stay at risk for their lifetime 

(Houben & Dodd, 2016). Tuberculosis was historically known by various names such as 

pthisis, consumption, the king’s- evil and white plague (Barberis et al., 2017). The disease 

has been common in India from ancient times, and Ayurveda named it as yakshma or 

rajayakshma (Debnath et al., 2012). Hippocrates mentioned TB as a disease of the lung, 

and Aristotle and Galen had discussed it as contagious. Laennec was one of the first 

contributors to the extensive knowledge of the pathology of the disease. J. L. Schönlein 

first used the term ―Tuberculosis in 1834 and Hermann Brehmer in 1853 used the term 

tuberculosis of the lungs in his doctoral thesis. Robert Koch discovered Mycobacterium 
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tuberculosis, the infectious agent causing tuberculosis in 1882 and presented his discovery 

society on March 24 (world tuberculosis day) (Barberis et al., 2017). TB was defined as 

"Captain of All These Men of Death" because of its epidemic proportions in Europe and 

North America, determining one in four deaths (Jones, 2001). Following this discovery, 

tuberculin skin tests developed by Pirquet and Mantoux, Albert Calmette and Camille 

Guerin discovered (BCG) vaccine, streptomycin and other anti-tuberculous drugs were 

developed by Selman Waksman (Barberis et al., 2017).  

Drug resistance tuberculosis is an unnatural issue created by man and its main cause being 

mismanagement of tuberculosis. Though 100 percent cure can be achieved for tuberculosis, 

it is quite difficult to manage the condition of  multidrug resistance TB (MDR TB). In 

addition to this, further mismanagement of the condition such as providing improper, 

insufficient and substandard aid or treatment has paved pay for a recently developed form 

of drug resistance TB. Extensively drug resistance tuberculosis (XDR-TB) (Jain & Dixit, 

2008) 

Socioeconomic inequalities, increased population mobility, fast urbanization, the surge in 

population growth are the main structural determinants of the epidemiological picture of 

TB. This is said so because these conditions lead to an imbalance in the distribution of 

certain important social factors which are considered to be the key determinants of TB. 

These social factors include unavailability of food leading to malnutrition, improper 

housing, obstacles to access healthcare facilities due to financial, regional, and cultural 

barriers. All these increase the risk of TB. 

Lack of adequate ventilation and overcrowding at residences, workplaces and society, may 

result in a healthy individual getting exposed to TB infection.  Also, poverty and hunger 

are also precipitating factors which again increase the risk of TB infection and cause an 
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increased clinical outcome. Many people who have chest infection symptoms find it 

difficult to seek health care due to various socio-economic barriers such as lack of 

transportation, fear of stigmatization, and due to the absence of social support when they 

fall ill (Hargreaves et al., 2011). 

The burden of expense that the disease lays on a family is high. The NPY scheme tries to 

help patients with this aspect too. Procedural formalities may make the scheme 

cumbersome. A critical assessment will help better implementation (Patel et al., 2019)  

2.2 Global status 

Globally, Tuberculosis has found its place in the top ten causes of death. It is also a major 

cause of death from a single infectious agent (WHO, 2018.). The count of people affected 

with TB continues to be millions as each year passes. It is disproportionately higher in HIV 

positive persons. On gender analysis it was understood that among the 10.0 million people 

(range, 9.0–11.1 million) affected with TB disease in the 2017, 5.8 million were men while 

3.2 million of the people were women and the rest consist of children. Although all 

countries and age groups had reported cases of TB, two thirds  of the cases were confined 

in eight countries namely, India (27 percent), China (9 percent), Indonesia (8 percent), the 

Philippines (6 percent), Pakistan (5 percent), Nigeria (4 percent), Bangladesh (4 percent) 

and South Africa (3 percent). These along with 22 other countries has been enlisted as the 

WHO’s 30 high TB burden countries and account for 87 percent of all cases worldwide. It 

was noted that among cases of MDR-TB studied in the year 2017, 8.5 percent of the cases 

were determined to have considerable drug-resistant TB (XDR-TB). Nearly 1.7 billion 

people which amount to 23 percent of the population of the world, are believed to possess 

a dormant TB infection. In fact these people are at a risk of commencing an active TB 

disease during anytime of their life (Bhargava et al., 2014).       
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2.3 TB status in India 

Tuberculosis (TB) continues to be among India’s severest health crisis. The nation has been 

committed in activities related to control of Tuberculosis (TB) from the past 50 years 

(Glaziou et al., 2013).  Significant activities of the program included mandatory notification 

of all the cases of TB, integrating the program with the general health services (National 

Health Mission), diagnostics services expansion, programmatic management of service 

expansion related to drug-resistant TB (PMDT), TB-HIV cases single-window service, 

national drug resistance surveillance and revision of partnership guidelines (Purty, 2018). 

The National Strategic Plan (NSP) 2017-2025 is built on the success and learnings of the 

previous NSP. It summarizes strategies needed to eliminate TB in India by 2030. It was 

developed in line with approaches of other health sector and global efforts for example, the 

World Health Organization’s (WHO) End TB Strategy, the Sustainable Development 

Goals of the UN and the draft National Health Policy 2015. 

2.3.1 The National Strategic Plan for TB elimination 2017 -2025 

The second phase, during 2006–11 showed an improvement in the quality and magnitude 

of services of RNTCP which functioned to obtain global case detection and cure targets. 

By 2007-08, they were able to accomplish these targets. Undiscovered and illtreated cases 

continued to propel the TB epidemic, despite these achievements. National Strategic Plan 

for Tuberculosis was implemented in this period for the attainment of the long-term vision 

of a “TB free India” (RNTCP-NHP, 2015). 

2.4 TB Control in India 

The National TB Programme (NTP) was launched by the Government of India in 1962 

with BCG vaccination and TB treatment. The NTP was launched by the GOI in 1962 with 

BCG vaccination and TB treatment. The programme was revised as Revised National TB 
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Control Programme (RNTCP) in 1993 after evaluation by GOI (Govt Of India) , WHO 

(World Health Organisation) and SIDA  (Swedish International Development Agency) 

(RNTCP-NHP, 2015). 

The large-scale implementation of RNTCP-I begun in 1997 and it could cover the entire 

nation by March 2006. During this period, RNTCP evolved as RNTCP II for consolidating 

the gains achieved in RNTCP I, and also for initiating services to address TB/HIV, MDR-

TB and to extend RNTCP to the private sector. The Directly Observed Treatment Short 

Course (DOTS) strategy proposed by WHO was made used by RNTCP which reaches over 

a billion people in 632 districts/reporting units. DOTS was officially launched in 1997 as 

the RNTCP strategy (Kanabus,2020). 

The estimated incidence of TB in India was approximately 28,00,000 which accounted for 

about a quarter of the world’s TB cases as per the Global TB report 2017 (WHO, 2018). In 

2017, India’s national figures of the burden of Tuberculosis were re-estimated by including 

information from a broad range of sources which is thus more precise than previous 

estimates. The private sector notifications seen throughout the country were the major 

additional information source along with interventions targeted at private sector 

notification in certain project locations of TB (Kanabus,2020) 

2.5 TB status in Kerala 

As per, National Family Health survey -NFHS4 (2015-2016 Kerala) the statistics in Kerala, 

369 per one lakh persons were estimated to have undergone medical treatment for 

tuberculosis. This is based on reports received from household respondents in the state. A 

higher prevalence of medically treated tuberculosis is seen among men (552 per 100,000) 

than among women (192 per 100,000). Also, the prevalence of the same is higher in rural 

areas (401 per 100,000) when compared to the urban areas (332 per 100,000), in older 
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persons of 60 years of age or more (999 per 100,000) and in households where solid fuel 

(561 per 100,000) is used for cooking. Among the respondents, almost all have heard of 

tuberculosis which consists of 97 percent of women and 88 percent of men. Among these, 

86 percent of women and 78 percent of men have been experiencing either coughing or 

sneezing (Mazumdar et al., 2019). The misinterpretations regarding how tuberculosis 

spreads prevail more among women (21 percent) when compared with men (11%). 

Majority of the people (83% women & 84% men) are aware of the fact that tuberculosis is 

curable, and only a small percentage (16 percent of women and 13 percent of men) still 

claim that if a family member is affected with tuberculosis, they prefer to maintain it 

confidential. TB incidence of Kerala is estimated to be 67 cases per 100,000, which is less 

than half the incidence pan India (138 per 100,000 -2017 RNTCP figures) 

The annual risk of tuberculosis infection (ARTI) in Kerala is found to be one percent. The 

ratio of the number of new smear-negative to the number of new smear-positive cases in 

India ranges from 0.7 to 0.9 while that of Kerala varies within 0.5 to 0 .7. Based on ARTI, 

in Kerala, 50 new smear-positive cases are reported per one lakh population. This is the 

lowest when compared to any other states of India. On an average, nearly 24 tuberculosis 

suspect cases are needed to be examined for a smear-positive case to be brought to a definite 

diagnosis in Kerala (Government of India, 2013), which is the highest in the country. On 

comparing the three-month sputum conversion rate, it is found to be 88 percent in Kerala 

which is lesser than the national average of 90 percent. But on analysing the composite 

indicators which were composed to analyse the performance of the program in each state, 

it is seen that a case-finding effort in Kerala is only 48 percent (Government of India,2013) 

(Kanabus, 2020) 
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2.6 DOTS   

In 1993, the WHO's Global Tuberculosis Programme (GTB) announced TB as a global 

emergency and GTB started to assist the Styblo's strategy under the name of DOTS 

(Mazumdar et al., 2019). 

DOTS strategy had 5 integral parts: 

1. Political will which included the administrative commitment (C) 

2. Diagnosis by quality microscopic examination of the sputum sample (M) 

3. Adequate drug supply (S) 

4. Treatment under direct observation (O) 

5. Accountability – systematic monitoring of the cases (A) (WHO, 2018)  

Through this programme, the duty for the cure was transferred from the patient to the health 

system – a feature emulated by  RNTCP (Kanabus, 2018). 

Another significant public health problem which is emerging recently is the connection 

between multidrug-resistant tuberculosis (MDR TB) and diabetes mellitus (DM). This 

trend is noticed predominantly in the developing countries where TB is endemic and DM 

cases have an epidemic growth. According to WHO, the prevalence of diabetes in the next 

19–20 years it is likely to double. The rising incidence of presentation of DM and TB 

together needs to be studied as India is one among the developing country with a high 

incidence of TB and large number of diabetes cases (Sandhu, 2011). 

2.7 Food insecurity and TB  

The clinical course of TB is modified by many risk factors including food insecurity. The 

condition in which the dietary needs of all people for a healthy life is met by physical, social 
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and economic access to sufficient safe and nutritious food at all times is termed as food 

security. The converse condition of food security, i.e., unavailability or lack of access to 

food of sufficient quantity and quality can be called as food insecurity.  

Even if, the term ‘food insecurity’ may indirectly invoke several other terms such as 

“hunger” or “malnutrition, they cannot be used synonymous to ‘food insecurity’ (Hadley 

and Crooks, 2012) . A lack of food causing an uncomfortable sensation termed hunger, may 

result as the by-product of food insecurity and may also end up in malnutrition over a period 

of time. A diet with nutrient inadequacies can result in malnutrition. The most obvious 

sequelae of food insecurity, which includes malnutrition and hunger form just one part of 

a larger paradigm of the association of food insecurity and ill health. A remarkable 

proportion of TB patients in poor resource settings experience food insecurity. Only ten 

percent of the TB patients resided in food-secure households, according to the African Food 

Security Network (AFSUN) 2008-2009 survey of HIV/TB patients in 11 southern African 

cities.  

The association of TB with access to food and nutrition has been recognized for a long 

period of time. Even though, the relationship between the nutritional pathway of food 

insecurity, specifically undernutrition and TB has been studied well, other potential 

pathways through which food insecurity may affect the risk of TB and TB outcomes still 

remain under-researched. As there is a connection between food security, nutrition and TB, 

specific nutritional guidelines have been prepared to combat this  (Balinda et al., 2019). 

2.8 Nutritional support programmes for TB 

A study conducted in Mozambique reported that among tuberculosis patients absence of 

nutritional changes (dietary modification) was one of the barriers to tuberculosis services 

(De Schacht et al., 2019). Another Ethiopian study described patient receiving nutritional 
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support were more satisfied with Tuberculosis services (Getahun & Zethu, 2017). A paper 

from Afghanistan stated that the patients, their families and providers observed the food 

assistance nutritional status is very important and vital element in Nation Tuberculosis 

control strategy. Supported by the World Food programme, the TB control programme 

gives take home rations of food for six persons, irrespective of family size, sex, 

socioeconomic status and type of TB. But they had issues with regular supply, storage in 

the clinic and repacking for distribution (Pedrazzoli et al., 2016). An economic modelling 

study from patient perspective to compare two types of cash transfer strategies reported 

there were two types of nutritional support programmes – TB sensitive programmes and 

TB specific programmes. In TB sensitive programme benefit is given to all households at 

risk of developing TB – e.g. poverty reduction scheme in Brazil; in a TB specific 

programme, the benefit transfer is made once a household has got a TB diagnosis e.g. 

CRESIPT project in Peru (Rudgard et al., 2017).  

2.9 Food security schemes in India 

In India, food security is a matter of prime importance. A considerable population of hungry 

and malnourished people still exist in the country. Effective execution of public distribution 

system (PDS) can lessen the hunger levels in India, though it may not be possible to phase 

out malnutrition and childhood morbidity or mortality immediately  in India. National Food 

Security Act has prioritized food security by advocating a life cycle approach. The 

Antyodaya Annapoorna scheme which was introduced by PDS supply highly subsidised 

foods to the poor in India. This scheme has covered 75 percent of the rural population, and 

around 50 percent of the urban population (George & McKay, 2019). It also assigns 

financial support and proper nourishment to pregnant and lactating women. The Integrated 

Child Development Services and Mid-Day Meal Schemes shelters children aged between 

6 months and 14 years. The endowment of  a legal standing in accordance with the 
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fundamental right to good health and nutritious food to India’s food safety network was a 

major landmark for National Food Security Act (George & McKay, 2019). 

Kerala has several nutritional support schemes. Cooked food supplementation through 

community kitchen is launched by State government in Kerala with the help of 

Kudumbasree units and Local government bodies  in the crisis of  Covid-19 (Raghunath A, 

2020). First 1000 days programme for Tribal infants is another which provides the parents 

of tribal infants with essential food for 1000 days by the  World Food Programme (WFP) 

and the Government of Kerala (Sumra, 2017). All other Central government’s nutritional 

programs are performing well in Kerala.  

2.10 India’s Nikshay Poshan Yojana 

TB and malnutrition hold a two-sided relationship with each other. In an undernourished 

person the risk of developing TB increases. So is the chance of progressing a TB infection 

to an active TB disease (Bhargava et al., 2014). TB can, in turn, cause malnutrition and 

this, in turn, can, at the time of diagnosis of active TB increase the risk of TB relapse and 

finally result in death due to TB (WHO, 2013.). 

World Health Organization proposed the ‘End TB strategy’ aiming to end the TB epidemic 

by the year 2035. India has also enforced its support by reducing the timeline to 2025 

(WHO, 2013). In 2013, guidelines for nutritional care and support of patients with TB has 

been established by WHO. This provides an assessment of the nutritional status, 

counselling, and support as vital measures in the management of TB. It also provided 

country-specific guidelines.  

It was in 2017, that India declared its guidance document incorporating the guidelines 

issued by the WHO. These guidelines suggested that an individual’s nutritional status 

should be classified based on their body mass index (BMI). This was applicable for adults 
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and children aged between 6-18 years. Since anaemia plays a major role in the morbidity 

and poor functional status of TB patients, haemoglobin count was checked as a baseline 

(WHO, 2013) 

In April 2018, the Ministry of Health & Family Welfare (MOHFW) under the Government 

of India launched a direct benefit transfer (DBT) scheme under the name ‘Nikshay Poshan 

Yojana’. The primary aim of this program was to overcome the malnutrition and 

expenditure among TB patients. Each TB patient will be provided with 500 INR every 

month until the course of the treatment ends. The Nutritional status was assessed by taking 

a nutrition-oriented history, followed by a nutrition-oriented examination which included 

anthropometric measurements of the body such as weight and height (GOI-PIB, 2019). As 

per the statistics available, out of 20.94 lakhs eligible beneficiaries, 8.78 lakh (42 percent) 

have received the benefit under the scheme, as on 1st January 2019 (MoHFW, 2019)   

A few reports of slow progress of NPY implementation exist (Yasmeen A, 2018). Out of 

the total registered patients, only nine lakh patients submitted the bank account details to 

the Central TB division, a major reason being that the majority of the people are from a 

rural area and do not possess a bank account or are migrant patients, whose bank accounts 

are difficult to be obtained. There are no separate funds set aside for the DBT scheme under 

NPY. But available funds can be used for all activities which have approval under the State 

plans. The States are asked to collect the bank account details of all registered patients 

under their respective jurisdiction (Yasmeen A, 2018). 

2.10.1 Transfer to blood relative: 

The State TB officials are asked to transfer the benefits of NPY to the patient’s blood 

relative (spouse, parents, siblings) in case he/she do not have a bank account in his/her own 

name. An undertaking is needed from the beneficiary the benefits can be transfer to a family 
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member (spouse, parents, brother/sister /blood relatives) who has a bank account. 

(Yasmeen, A, 2018)  

2.10.2 “Nikshay Poshan Yojana” -Details of the scheme 

All TB patients who have notified on or after 1st April 2018 along with all existing TB 

patients under treatment are eligible to receive the benefits of the scheme. The patient must 

be registered\notified on the NIKSHAY portal. Financial support will be given for each 

patient notified with TB as long as they take the treatment. The payment will be distributed 

DBT preferably through Aadhaar enabled bank accounts. States that are already 

distributing in-kind may do so such that the value of the food basket being distributed must 

not be less than Rs. 500 per month. This is the first time a DBT approach specific to TB is 

being executed in India.  

NPY is a centrally sponsored scheme under National Health Mission (NHM).  The scheme 

has been implemented across all States and UTs in India.  

2.11 Direct Benefit Transfer (DBT) Mission 

Direct Benefit Transfer (DBT) was implemented on 1st January 2013.The aim was to 

develop a simpler and faster flow of information and funds and to ensure that the eligible 

beneficiaries are identified and to prevent any duplication and fraud information. DBT was 

transferred to the Department of Expenditure in July 2013 and continue to function till 

September 2015, after which it was placed in Cabinet Secretariat under Secretary. 43 

districts were first provided with the DBT during the first phase. 78 more districts were 

added later on. There were 27 schemes based on scholarships, women, child and labour 

welfare. DBT further expanded across the country by 12th of December 2014. In addition 

to the above 7 new scholarship schemes and Mahatma Gandhi National Rural Employment 
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Guarantee Act (MGNREGA) was also brought under DBT. This was done in 300 districts 

along with Aadhaar enrolment (Sabherwal et al., 2019). 

Electronic Payment Framework was also implemented. While Aadhaar is not mandatory in 

DBT schemes, the beneficiaries were encouraged to have Aadhaar as it provided a unique 

identity and was useful in identifying the targeted population. As JAM i.e. Jan Dhan, 

Aadhaar and Mobile help in enabling DBT, the presence of more than 22 crore Jan Dhan 

Account, 100 crores of Aadhaar and about 100 crores of Mobile connections ensure the 

adequate chance to implement DBT in all welfare schemes all over the country 

(Vikaspedia-DBT, 2013). DBT is believed to bring more efficiency & effectiveness along 

with the necessary transparency and accountability in the Government system and thus 

build the confidence of the citizen in the governance. 

2.12 Implementation Challenge 

There shall always be criticisms to any programme from the public. Some may regard them 

beneficial while others feel that they have not been given proper care while creating such 

programmes. Sometimes the patients may not follow the stipulated norms and requirements 

which make the policy implementation difficult. Many studies provide information 

regarding this. A study in South India showed that pregnant women who had TB would not 

follow their health workers instructions (Vijayageetha et al., 2019). Another study in Peru 

reported patient’s unwillingness to provide their bank account details and their unhappiness 

over the health workers visiting them at their homes (Wingfield et al., 2017). 

Another comparable study led in south India portrayed the DBT inclusion was low and 

there were generous postponements. Study results shows of 417 patients, 208 (49.9%) got 

endorsements for installment and 119 (28.7%) got paid by 1 December 2018. Explanations 

behind not getting DBT included  and   (i) not having a bank account particularly among 
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transient workers in urban zones, (ii) refusal to benefit DBT by rich patients and those with 

privacy concerns, (iii) absence of information and (iv) that cash was too less to even 

consider meeting the requirements. The median (IQR) delay from analysis to installment 

was 101 (67-173) days. Barriers were identified with the unpredictability of procedures 

requiring different layers of endorsement and paper-based documentation which 

overburdened the staff, mass handling once-a-month, poor internet facilities and issues 

identified with NIKSHAY and Public Finance Management System gateways (Nirgude et 

al, 2019) 

2.13 National Level Conditional Cash Transfer Scheme 

Dhanlakshmi 2008, Janani Suraksha Yojana (JSY) 2005 supported completely by the 

Government of India (Ng et al., 2014), Balika Samridhi Yojana 1997, National Programme 

for Education of Girls at elementary –level under the Sarva Shakti Abhiyaan (SSA)2003, 

Kasturba Gandhi Balika Vidyalaya Scheme, 2004 (Ng et al., 2014)  

 In 1980s, Kerala started old age pension schemes in different occupational categories. It 

includes pension for elderly, widows, the destitute, agricultural workers, workers of 

informal sectors, etc (Sato, 2004). The Government of Kerala implemented DBT from 1 

April 2018. 
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Chapter 3 

Methodology 

3.1 Study design 

The study design was a cross-sectional survey (Quantitative) for the primary objectives. 

In-depth interviews were done for the secondary objective (Descriptive Qualitative study). 

The qualitative component documented the challenges on executing Direct Benefit 

Transfer from the health providers' perspective and reasons or factors related to the lag 

(delay) in the payment (first installment) to an extent. 

3.2 Study setting 

General setting: Kollam District, Kerala 

• Outline of the study setting: Kollam is a district located in the southern part of Kerala. 

This town is reasonably significant for the state's trade and commerce. It is the focal point 

of nation's cashew exchanging and handling industry and marine items industry. As per the 

2011 census, the total population of this district was 2,635,375. Here the Revised National 

Tuberculosis program was initiated in the year 2000 and has broadened since then to cover 

all hospitals in the government sector and also some major private hospitals in the urban 

area of the district. 

Specific setting:  Five tuberculosis units in Kollam district. 

Tuberculosis Units 

1. District tuberculosis unit 

2. Nedungolam 

3. Punalur 

4. Kottarakkara 
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5. Karunagappally 

• All Five tuberculosis units were covered in the present study. 

• The units and personnel under study are as follows: Each Tuberculosis unit has a medical 

officer (MO-TC), senior treatment supervisor (STS) and a senior TB laboratory supervisor 

(STLS) who support the remote health centres under each TU. 

3.3 Time frame 

• Data were collected from the period of 1st December 2019 to 28th February 2020. 

3.4 Study population 

For Quantitative study 

Target population: TB patients registered under RNTCP in Kollam district 

Source population: Patients who have started the first line anti –TB drugs regime between 

1 April 2018 to 30 September 2019 in Kollam district, Kerala 

Study population: Tuberculosis patients notified under the national TB program and 

initiated on first-line anti-tuberculosis drugs between April 2018 to September 2019 in 

Kollam district, Kerala 

For Qualitative study 

• Key informants- Program staff who are working in the TB control program - TB health 

visitor, Senior treatment supervisor, Laboratory technician, (STLS), Data entry operator, 

District Tuberculosis Officer, and the District accounts manager (PFMS). 

3.5 Sample size estimation 

Sampling Frame: All the newly diagnosed patients notified between 1 April 2018 to 31 

September 2019 

• Sampling Technique: Single-stage cluster sampling 

• Sample Size: 250 

The sample size was assessed using OpenEpi 3.01 



21 
 

The sample size was then calculated using the proportion of 28.7% (AS Nirgude et al) with 

99 percent confidence interval and an assumed design effect of 1.5. 

The estimated sample size was 222. The calculated sample size was rounded off to 250. All 

those who declined to participate were replaced by the next eligible patient in the list, as 

per the TB register at the district level. 

• District divided into five tuberculosis units. From the list of TB patients registered under 

each TU, 50 patents were randomly selected from TUs. 

• For Qualitative study 

Selected six program staff working in the DBT implementation process. 

3.6 Sample selection procedure 

3.6.1 Quantitative sampling: The study used a single-stage cluster sampling arrangement 

From each tuberculosis unit, fifty participants were selected randomly. If the participants 

were not available or died, the next immediate one was selected. 

3.6.2 Qualitative sampling: The sampling method used was Purposive sampling. 

Healthcare providers (program staff) employed in the execution of DBT scheme were the 

key informants to find the obstacles for DBT implementation and possible resolutions for 

it. Interviews were conducted on six staffs to cover all levels of TB control programme. 

Key informants, one (Officer) and four (lab supervisor) working in the program with an 

experience of three years, key informant two, working in the account session for last 15 

years. Key informant three, who is working as a treatment supervisor in the past six years. 

Key informant five, who is a health visitor has been working in this field with an experience 

of ten years. Key informant six, working in the data management system in the last two 

years. 
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3.7 Inclusion and Exclusion Criteria. 

3.7.1 Inclusion criteria 

 All TB patients notified as having started treatment between 1 April 2018 to 30 

September 2019 

 The patient must be registered/notified on the Nikshay Portal. 

 The patient must be a resident of the Kollam district. 

 Patients those who can give the response to the questionnaire 

3.7.2 Exclusion criteria 

 Patients who are not willing to participate in the study. 

 The patient who died in between or after the treatment. 

 Lost to follow-up 

 Transferred out 

For the in-depth interviews, all the informants were consented for the audio recording. The 

people who were included in the qualitative component of the study has been referred as 

informants. 

Replacements and plan for non-respondent analysis 

 Patients who did not gave their consent were not recorded. In such a case, the respondent 

was replaced by the next immediate one (TB patient satisfying the inclusion criteria). Basic 

information and reason(s) for non-participation were sought from all those who were 

contacted to be a part of the study. A record of every single such substitution was kept. 

3.8 Operational Definitions 

Lag in diagnosis: The time interval from the first contact with a health provider until the 

diagnosis of tuberculosis of more than 17 days (based on median). 

 Food insufficiency: Presence of any one of criteria based on Bickel et al., 2002 and 

Agarwal S, 2019; the details are given under the study tool section 
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3.9 Data collection techniques                                                                                                                                                                                                   

After necessary clearances from the health system/program, the participants were identified 

from the Nikshay portal. Initial verbal consent to be contacted by the investigator was 

obtained by the program staff/ health field staff monitoring the patient’s treatment. Written 

informed consent was obtained from respondent before the interview. Privacy and 

confidentiality of all the knowledge was ensured. The technique selected for the data 

collection was interview schedule with pen-and-paper documentation of responses. The 

interview was conducted in Malayalam. Information like socio-demographic details, TB 

diagnosis, treatment status, household food security, knowledge about Nikshay Poshan 

Yojana was captured in the interview. The interview was carried out by the principal 

investigator herself for all the participants. The interview happened at the participant’s 

home itself or at a place as suggested by the participant with minimal distractions and 

discomfort for the participants. The data collection period was from 1 December 2019 to 

28 February 2020.  

The principal investigator (PI) conducted in-depth interviews for key informants with the 

assistance of a structured field-tested interview guide. The interviews were conducted in 

Malayalam once getting the informed consent from the participant and at a date, time and 

place convenient to participants. The interviews were audio-recorded (with written 

consent). Besides the participant and investigator, no other person was present at the time 

of the interview. The normal duration of the interview was 15 minutes for key informants.  
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3.10 Study tool 

The cross-sectional survey was conducted using an interview schedule which was 

developed for this study based on the reviewed literature and the previous studies 

conducted. The interview schedule was developed in English, then translated into 

Malayalam. Malayalam interview schedules were used during the study. 

Interview schedule for Participants includes 5 sections. 

Section 1: Socio-demographic details 

 Place of residence, occupation, marital status, APL/BPL status 

Section 2 & Section 3: Information on Tb confirmation and treatment. 

 Details from the Tb treatment card (age, diagnosis, comorbidities, treatment status 

outcome) 

 Details from the participants (initial symptoms, Dots center, treatment adherence, 

addictions) 

Section 4: Assessing household food insufficiency 

 Main components are Quality, Quantity, Hunger 

• (The study adapted the questionnaire from full food security module (Bickel et al., 2000) 

and has been validated in prior research (Briefel & Woteki, 1992). It was validated in Hindi 

in urban slums of Delhi by Agarwal S et al. (2009)) It was not used as a scale to quantify 

food security, but the questions can be used to categorize households as having any food 

insufficiency or not. 

Section 5: Information on Nikshay Poshan Yojana and the impact of Direct Benefit 

Transfers. 

Key informants interview guidelines were used for in-depth interview. 
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3.11 Data entry 

Quantitative data were entered into Microsoft Excel. Qualitative data were transcribed 

verbatim and translated to English. 

3.12 Data analysis and statistical methods 

3.12.1 Quantitative analysis was undertaken with SPSS software for analysis (version 25). 

Mean and standard deviation (SD) or median as applicable were used to summarize the 

continuous data. Categorical data were summarized as proportions. Univariate analysis was 

run with cross-tabulation (chi-square/ Fisher ‘s exact test). DBT coverage and patient 

perspective about DBT scheme were analysed. (proportions reported). Bivariate and 

multivariate analysis were done to find the associated factors. Data were analysed 

quantitatively to identify important factors related to patient perspective about the DBT 

scheme (simple frequencies) and self-reported dietary modification (pattern of utilization). 

Further analysis was done to determine the factors associated with the dietary changes.  

Factors influencing the food insufficiency (any form of food insufficiency) and lag in 

diagnosis were also explored to look for possibility of interaction/ mediation.  

3.12.2 In-depth interviews were coded looking for reasons for the lag in notification, lag 

in payment and health system-related (provider-related) challenges against effective 

implementation of DBT scheme was explored qualitatively. Simple open coding was 

followed by coding categories (Parent code/Categories) that emerged. This was followed 

by reorganizing and binning of these parent codes deductively into themes were based on 

SEIPS model. SEIPS model - extension of the Donabedian framework (Structure, 

Process, Outcome). Systems Engineering Initiative for Patient Safety - SEIPS was 

originally meant for patient safety - but can be adapted for other aspects of work 

systems.(Carayon et al., 2006). Person, Tasks, Tools and Technologies, Physical 
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environment and Organizational conditions are the five components of the work system. 

According to this model, a person (could be a healthcare provider or employee of a 

healthcare institution) carry out a variety of tasks using various tools and technologies. The 

implementation of these tasks happens within a certain physical environment and under 

specific organizational conditions. All these five components interact with each other and 

influence each other generating various outcomes. Subthemes were derived using 

taxonomies. Here we have used EPOC and ITAX taxonomy (Schulz et al., 2010), and 

Theory-based taxonomy recommended by Leeman J et al (2007).   

3.13 Data storage, transfer, and management 

Data were collected and stored safely in an external storage device. The data was collected 

ensuring the privacy of the participants and was stored by exercising extreme care to 

maintain its confidentiality. The research scholar was the sole custodian of the data, and all 

identifiers linking the data to its source were protected by the scholar, and destroyed 

immediately after use. 

3.14 Ethical considerations 

The study was undertaken after getting the approval and clearance from the Institutional 

Ethics Committee (IEC) of Sree Chitra Tirunal Institute for Medical Sciences and 

Technology (IEC/1442 dated on November 14/2019) 

Informed consent 

Written informed consent was acquired from the respondents after clarifying the objectives 

and purpose of the study and potential advantages and risks of participating in the study 

before data assortment. The participants were also consented for audio recording of in-

depth interviews. 

Confidentiality 
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The identity of the participant was kept anonymous. Each participant had a unique 

identification number. Their demographic details or any other information were not used 

to identify the individual. The information given by the participants were not disclosed with 

health workers, family members or any others. 

After all the procedural requirements of this academic work are complete, a summary of 

the report will be sent to the District TB Centre and the State TB cell 
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Chapter 4 

Results 

This section consists of findings of the study. It includes the summary of data collection 

process, DBT coverage and turnaround time, programmatic aspects, perspectives on 

enablers and challenges and impact on nutritional aspect. The chapter includes a description 

of the appropriate bivariate and multivariate analysis carried out against the identified 

independent variables 

4.1 Summary of data collection process 

There were total of 2712 (Public-2276, Private-446) eligible Tuberculosis cases notified 

under National Tuberculosis programme from April 2018 to September 2019 in Kollam 

district. Out of these, 272 were approached through National Tuberculosis Elimination 

Programme health care provider for participating in the study. Twenty-two were excluded 

because of different reasons (paediatric Tuberculosis=5, died= 8, Seriously ill= 3, not 

willing to participate= 6). The final sample had 250 Tuberculosis patients. In-depth 

interviews were done on six programme staff. Direct Benefit Transfer process was divided 

in to three stages: 

1. time from first visit to diagnosis of Tuberculosis – reflection on socio-demographic 

and treatment seeking characteristics – analysed quantitatively 

2. time from diagnosis to notification in Nikshay portal – reflection on overall 

programme performance – described 

3. time from notification to first receipt of the monetary benefit – reflection on 

programmatic aspects specific to NPY– analysed qualitatively 
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Of the interviewed persons, 34.4 percent were from households facing some form of food 

insufficiency, and 228 (91.2 percent) had their own bank account. The remaining 8.8 

percent participants used the account of a first degree relative. 

4.1.1. Sociodemographic and clinical characteristics of sample 

population  

Of the 250 interviewed participants, 201(80.1 percent) were from rural areas. Mean (SD) 

age of the participants was 49.7 (16.3) years and 176 (70.4 percent) were male. Only 2 

percent were under ST category. Mean number of persons living in a family (family size) 

is 4.16 (+1.28). Majority 199 (79.6 percent) were Below Poverty Line (BPL) patients, with 

38.8 percent being manual workers. All patients knew their Diabetic status and 59 (23.6 

percent) were diabetic. Most patients had pulmonary TB (184, 73.6 percent). Only males 

reported use of alcohol or tobacco. A detailed profile of the patients is presented in annexure 

I supplementary table 4.1  

4.2 Nikshay Poshan Yojana Coverage and turnaround time 

The coverage of the payment as percentage of people who received full payment, part of 

the payment and who do not receive any payment during each quarter is depicted in the 

table 4.1 

Table 4.1 Coverage of direct benefit transfer among tuberculosis patients in Kollam 

District, Kerala from April 2018 to September 2019 

Quarter N 
Full payment 
received 

Part of payment 
received Not received 

April 2018 – June 2018 27 21 (77.8%) 5 (18.5%) 1 (3.7%) 

July 2018 – September 2018 38 27 (71.1%) 8 (21.1%) 3 (7.8%) 
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October 2018 - December 2018 46 12 (26.1%) 32 (69.6%) 2 (4.3%) 

January 2019 – March 2019 54 3 (5.6%) 38 (70.4%) 13 (24%) 

April 2019 – June 2019 57 2 (3.5%) 19 (33.4%) 36 (63.1%) 

July 2019 – September 2019 28 2 (7.1%) 5 (17.9%) 21 (75%) 

  Total 250 67 (26.8%) 107 (42.8%) 76 (30.4%) 

N – Total Number 

Overall, 107 (42.8 percent) patients had received part of instalment of Direct Benefit 

Transfer, 67 (26.8 percent) of whom received all instalments. Study period was divided 

into six quarters. In the first three quarters coverage was relatively better than the last three. 

The data collection period was from December 2019 to February 2020. This means that 

those registered in 2018 would have completed the treatment, but even then, coverage was 

not complete and some were yet to receive even the first instalment. Supplementary figure 

4.1 in the annexure I show flowchart of coverage of direct benefit transfer.  

The State Government is providing Rs.1000/ month as pension for the Tuberculosis 

patients, who are in BPL category or in APL category with financial distress. Overall, 155 

(62 percent) patients had received financial assistance from both the Nikshay poshan yojana 

and the Kerala Govt pension scheme, 9.4 percent patients received only NPY (APL 

patients) and 25.6 percent patients received only the State Government benefit (till date of 

interview). Also, 20 percent of respondents got financial assistance and food 

supplementation. 
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Figure 4.1 Representation of Stages and mean duration in days of each stage of Direct 

Benefit Transfer process with 95 percent Confidence Intervals (CI)  

 

Mean turnaround time from notification in Nikshay portal to receipt of payment is 96.77 

days (+77.42) with a median of 74 days. The value ranges from 13 to 530. 

4.3 Programmatic aspects - Implementing stakeholders 

The process and time requirements from diagnosis of TB to first instalment were explored 

qualitatively. In the first step open coding was done for the six transcribed interviews. In 

the second step, forty parent codes were generated from open codes. These parent codes 

were reorganised and deductively grouped into themes based on the SEIPS model. 

SEIPS model - extension of the Donabedian framework (Structure, Process, Outcome). 

Systems Engineering Initiative for Patient Safety - SEIPS was originally meant for patient 

safety - but can be adapted for other aspects of work systems. Person, Tasks, Tools and 

Technologies, Physical environment and Organizational conditions are the five 

components of the work system. According to this model, a person (could be a healthcare 
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provider or employee of a healthcare centre) carry out a variety of tasks using various tools 

and technologies. The implementation of these tasks happens within a certain physical 

environment and under specific organizational conditions. All these five components 

interact with each other and influence each other generating various outcomes (Carayon et 

al., 2006).  Supplementary figure 4.2 in the annexure I shows SEIPS model of 

Programmatic aspects of NPY - Adaptation of the SEIPS model by Carayon, et al.  

4.3.1 Work system or structure  

4.3.1.1 Persons 

All key informants were aware of the Direct Benefit Transfer scheme processes. All the 

interviewees reported nutritional assistance as the main purpose of Nikshay Poshan Yojana. 

(quotes 1-2). 

1.“This is a new scheme for TB patients. The monetary benefit of 3000 rupees for 6 months 

is giving to the patient for nutritional support. That is 500rs per month. Actually, it is good 

to support patients. Because of the disease, they couldn’t go for a job and all.so this money 

is very helpful to...One main feature of this scheme is the benefit is for all TB patients means 

APL and BPL” (KI1) 

2. “This Nikshay poshan yojana is a nutritional assistance scheme. Means for better health, 

we have to make good food... Actually 2/3rd of patients are manual workers. We the health 

staff insist on them not doing heavy works. So, they need money for their food and all. So 

govt is providing rupees.500 per month to them. We know it is not compensating for their 

daily wages. But as support, this pension will help them” (KI3) 
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Most of the interviewed staff were experienced health workers in the same field. All 

informants were well aware of their roles in NTEP. Programme staff have commitment to 

the current position (quote-4). 

4. “One thing that people are not that much fast. Sometimes the diagnosis date and 

notification date are different., a huge difference in dates will see. Every time we are 

pushing them to do it at the proper time” (KI1)  

 All were dedicated staff and working hard to improve the programme(quote-3).  

3.“We have a group of officials committed to providing selfless service to the needy 

patients” (KI2) 

District TB Officer had been conducting monthly meetings to evaluate their work and to 

discuss the pros and cons of the scheme (quote5).  

5. “Monthly meetings will be conducted in the district TB office. All the 5 STSs and STLS, 

TBHVs other office staff will be there for the meeting.” (KI5) 

 A very well-coordinated team is working under DTO. Even the TB health visitors were 

coordinating programmes(thoovalaviplavam). All the interviewed informants are 

experienced and dedicated but some of them mentioned their work load(quote22). 

22.“For key informant (4), Nikshay entry will be a task, because lab staff have lots of work 

in the lab. So better to appoint a Staff for this Nikshay related works, monitoring of the 

scheme will be a part of it. Also, there is no incentive for lab staff to do this extra work” 

(KI4) 
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4.3.1.2 Organization 

The Nikshay poshan Yojana is a new initiative of the Central TB Division for TB patients. 

Central TB division releases the fund to NHM. State TB cell and NHM are in-charge of 

this scheme in each state. District programme officer of NHM, District TB officer, PFMS 

staff (District accountant), Senior treatment supervisor, Senior treatment lab supervisor, TB 

health visitors and data entry operator are the main persons to deliver this programme. This 

is the organizational structure of implementing this scheme (Quote 6,7,8,9).  

6. “It is a pension scheme by Central Govt for TB patients. It is for nutritional support. The 

money transfer is through the online system, PFMS. When a bill comes with the supporting 

documents, through DDFS” (KI2)  

7. “NTEP staff are assigned to deliver the programme” (KI5) 

8. “The main objective of this scheme is all the patient should come for treatment” (KI5)  

9.“The district authority is the district collector is indeed the society chairman. DMO is 

the convener and DTO is the secretary and DPM acts as the vice-chairman along with 

some committed members. All the STS, STLS, TB health visitors, office staff are also 

included in this programme. (Scheme)” (KI2) 

All the staff are working together to achieve the goal. All the respondents told about the 

team effort to minimise the challenges faced. (quote10). 

10.“everybody working under this TB control programme should be work together to 

minimize the delay in the transfer of money” (KI5) 

District TB officer had been doing her best in supervising all aspects of the program 

including PFMS, initiating meetings, verifying reports, solving problems and 
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intercommunicating with NHM, State TB officers and NGO’s.  According to the 

interviewees, Intersectoral commitment is good in their centre. The higher authority is 

doing her maximum to solve the Bank related issues. (quote 11,12,13).  

11.“They can open a zero-balance account using PM’s Jan Dhan Yojana Scheme. Central 

Govt informed all the banks about the TB patient's zero balance account. If the patient will 

face any problem, I will contact the Bank and gave them a confirmation letter” (KI1) 

12. “The next one is some of the patients have cooperative bank accounts, that the bank 

doesn’t have an online transaction, then we have to tell the patient to make another 

account.” (KI1)  

13. “I 've found another problem in banking, i.e. Money credited SMS notification will 

come only for 5000 or above money deposit in most of the banks” (KI5)  

Also, there is a good relation with finance department for the release of funds. (quote14). 

14.“The funding will be obtained directly by the state. Fund shortage is another issue” 

(KI5). 

 National health mission and Non-governmental organisations evaluate the scheme in 

regular manner. (quote 15,16) 

15.“They will release the fund to NHM. State TB cell and NHM are the main in charge of 

this scheme in a state” (KI1) 

16.“External evaluation is done by NHM and some other NGOs.” (KI2) 

4.3.1.3 Tools and Technology 

Nikshay software 
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Data entry and notification of all TB patients was being done on the Nikshay software. 

Then bank account details and Aadhaar numbers of beneficiaries were seeded on the portal. 

Later mapping of PFMS agency code and Verification of Mobile numbers of all Nikshay 

users was done. The interviewees faced challenges like software is slow and errors during 

transactions. Some of the issues were resolved but they hoped for some software updates 

also. (quotes17, 18,19)  

17.“The first thing is Nikshay software is always slow. So always it will take a long time to 

complete the data entry.” (KI3) 

 18.“Actually, we need corrections in Nikshay software. Every year its version is changing, 

so it is very difficult for us to study things” (KI5)  

19. “The software has to be up updated” (KI6) 

PFMS is a very easy online transaction system according to 3 respondents. For that the 

documentation should be proper. (quote 20). 

20. “this PFMS cash transfer is an easy process. If all the documents are pakka (exact), 

cash transfer through PFMS is very easy” (KI1) 

One of the major challenges of PFMS was absence of all the bank details.   

4.3.1.4 Tasks 

Each health providers have tasks specific to Nikshay Poshan Yojana. District TB officer 

supervise all the aspects of programme including PFMS, initiate meetings, verify reports, 

problem solving, intercommunicating with NHM, State TB officers and NGO’s. This 

commitment or dedication of the staff to the programme is a facilitator (quote28). But two 
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interviewed staff told about workload. Data entry was perceived as extra workload for the 

Lab staff in addition to their routine works. (quote 22).  

22.“For us, Nikshay entry will be a task, because we have lots of work in the lab. So better 

to appoint a Staff for this Nikshay related works, monitoring of the scheme will be a part 

of it. Also, there is no incentive for us to do this extra work” (KI4) 

Staff has to rectify some documentation errors. For mismatch rectification, collecting the 

consent forms from the patient is a task for them (quote 23) 

23.“Another problem is the collection of consent forms from the patients who have no bank 

account. Last five-six months I am fed up with this thing. Because of this delay in getting 

consent forms, cash transfer also getting delayed (KI3) 

Sometimes the patient will give incorrect address and finding them is very difficult. This is 

a barrier for the health system/ provider (quote27). 

 27. “Sometimes the patient will not give the correct address or phone number. Then for 

further follow-up, we have to face so many difficulties to find them” (KI5) 

4.3.1.5 Environment 

This is a properly functioning District Tuberculosis Centre with adequate staff. There was 

excellent working environment because of proper monitoring and supervision. A healthy 

patient staff relation is also found from the interviews. The hospitals have posters and signs 

to increase the knowledge about the scheme and the programme. Moreover, they are 

conducting screening and awareness classes to the public to increase the reachability of the 

programme (quote 30). 
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30.“we are giving IEC classes to the patients, in that also we are mentioning the pension 

schemes” (KI5)  

4.3.2 Processes 

The processes involved in implementation of this schemes are Registration, Information 

flow, Documentation, Making the payment, Verification, Cash transfer and Evaluation. 

Examples for the representative quotations: 

24.“I will sanction the payment and further move the bill to DTO and DPM for approval 

again. After getting the sanction, the bill is directed to the bank.” (KI2)  

25.“Then I will check the entries. We will make a batch of 50 /100 patients according to 

the date of notification... If there are any mismatches seen, I will select those names and 

send them to STS for correction” (KI6) 

4.3.3. Outcomes 

Outcomes were categorized under employee or organizational outcomes and beneficiary 

outcomes. Overburden, time consumption, delay in work and unsatisfied job comes under 

organizational outcomes. Lag in first receipt comes under beneficiary outcome. 

4.4 Implementation facilitators and barriers 

The barriers and facilitators of the programme have been described based on EPOC 

taxonomy, ITAX taxonomy (Schulz et al., 2010) and Theory-based taxonomy 

recommended by Leeman J et al (2007). 
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4.4.1 Financial benefit transfer – Perspectives from programme staff 

Role expansion:  

Most staff in the programme accepted their expanded role in the implementation of NPY 

optimistically - STS has lots of work, but accepts the new tasks, rectifying the mismatches 

(collection of consent forms). Expanded DEO role is verification of batch list thoroughly. 

 Barrier: Lab staff are not motivated enough and apprehensive about increased work 

load regarding their role expansion  

 Facilitator: District TB Officer is encouraging the other staff for doing their tasks 

at highest level. 

Communication between providers 

 Facilitator: Good communication through meetings among programme staff as well 

as meetings with other stakeholders like field staff in PHCs.  

Increase coordination to manage interdependence 

There is a lot of interdependence in the NPY process. Interdependence exists within various 

programme staff for running the NPY process. Interdependence also exists between the 

DTC, NHM and staff under the DMO.  For some specific tasks issues, there are linkages 

with the District Administration and other sectors like Banking.  District level programme 

is coordinated by DTO. DTO will find out solutions for departmental problems like 

clarification of matters, DBT scheme discussion and problems of field visits.  

 Facilitator: Good team work. Things functions well because of a good team. 

Without an efficient team, there is no mechanism for the interdependent actions to 

continue unhindered. 
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 Barrier: The DTO seeks approval of the beneficiaries from DPM, NHM as a batch. 

Hence issues with few beneficiary details in a batch delays processing of the whole 

batch. 

Health information systems/ Modified medical record system 

Facilitators: The Nikshay portal is a web empowered patient administrative framework for 

TB control under the National Tuberculosis Elimination Programme (NTEP). Nikshay is 

utilized by health functionaries at various levels across the country both in the public and 

private sector, to enrol cases under their consideration, request different sorts of tests from 

labs the nation over, record treatment subtleties, screen treatment adherence and to transfer 

cases between care suppliers.         

The accounting system PFMS is an easy online transaction process (Less time-consuming 

process). Beneficiary's Bank details (entered in Nikshay), are sent to Public Finance 

Management System (PFMS) for validation/ registration  

 Facilitators – Web based software permits health functionaries at different levels to 

fulfil their data related responsibilities in time. 

 Barriers: Nikshay software changes (version changes) affect the whole programme. 

Sometimes the software is slow. 

Policies to reduce corruption   

Corruption is less likely in the NPY. This direct benefit Transfer is intended to reduce 

corruptions because money is directly transferred to beneficiaries account.  

 Facilitator: A computerized audit trail is available for verifying all transactions from 

registration to transfer of money.  

 Barrier: The procedures lead to delayed realization of benefits meant for nutritional 

supplementation.  
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Ownership 

NPY has a dual Programme ownership. This is a centrally sponsored scheme under 

National Health Mission (NHM). In the studied district, the stakeholders work efficiently 

and that facilitates the NPY. In a district, the programme will suffer if the coordination is 

not optimal. 

Facilitator: The dual ownership facilitates consensus for issues – as seen in the next point. 

Local consensus processes 

This is a requirement for NPY implementation.  For example, there was a destitute home 

(poor home) here and the needy patients there did not have a bank account or even identity 

proof. Therefore, for them as per the special order of the Collector, the money is transferred 

in the name of the Superintendent. 

Facilitator: As seen above, some such processes facilitate implementation of NPY. 

Managerial supervision / Workgroup oversight 

 Facilitator: Health staff has field visits as duty. TB health visitors and STS has field 

visits. Patient – staff relation is healthy here. DTO, STS, TBHV are doing routine 

supervision visits. 

Reminders  

 Barriers: The system does not have electronic reminders to Programme staff for 

mismatch/ duplication etc. 

Routine patient-reported outcome measures  

 Barrier: Patient reported outcome is restricted to the PFMS details of the 

transaction. Actual receipt and utilization by patients are not documented.  
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Scripting 

The lack of scripted procedure is with respect to verification of receipt from the patient 

side. According to one interviewee, “it is difficult to follow up on the patient’s cash 

transaction details to them, because money credited SMS is not coming to the phone. Also, 

it is very difficult to convince patients about pensions”. Passbook verification is the proof 

for money transfer at the patient side. Otherwise, most procedures are well scripted. An 

example is given below how a scripted procedure helps the programme. 

 Facilitator: For patients without bank account, they can open a zero-balance account 

using PM’s Jan Dhan Yojana Scheme. Central Govt have informed all the banks 

about the TB patient's zero balance account. If the patient faces any problem, DTO 

can contact the bank and will give them a confirmation letter. 

Adaptability 

Some modifications are possible, but they require the permission of the District 

Administration (Collector/ District Magistrate) as in the case of the Destitute home. 

Otherwise the procedure is rigid. 

 Barrier: PFMS linkage to bank account for NPY is practically a one-time activity 

for each beneficiary – if account details change, there can be some issues. 

4.4.2 Financial benefit transfer – Perspectives from patients 

Conditional cash transfers 

 Barrier: One of the major barriers was unavailability of a valid identity proof for 

opening bank account for patients especially homeless. Some patients had co-

operative bank account. Online fund transfer is not possible with these. For some 



43 
 

patients their bank accounts were not working, therefore transfer was not possible 

or mismatches between account holder’s name and the beneficiary’s name.  

 Barrier: Numerous patients felt that the sum given under this scheme was deficient 

to address their issues. The providers also stated the same, who felt that the 

advantage ought to be multiplied 

Patients’ rights   

 Facilitator: Most patients reported that they were aware of Nikshay poshan yojana 

and its purpose. (See table 4.4 below) Also, Programme personnel were aware of 

the scheme very well. They are trying maximum to help the patients in every way. 

The patients and health staffs are in good relation. For instance, one interviewee 

who was a senior treatment supervisor said “We are giving details about this scheme 

and the Kerala govt pension scheme. If the patients are not getting money on time, 

they are calling us continuously. “What about my pension? When it will come to 

the account? Like that, so many questions are coming to us. I will give some answers 

to them…wait for some days ...like that” 

 Barrier: Delayed realization of benefit. Also, patients were not receiving any 

message from bank or Nikshay about the benefit transfer. 

4.5 Impact on nutritional aspect  

4.5.1 Self-reported dietary modification post TB diagnosis 

Patients were asked whether they have bought any food which they considered as nutritious 

during TB treatment. In this sample of 250 patients, 129 participants (51.6 percent, 95 

percent CI 45.3-57.9) added nutritious food in their diet during Tuberculosis treatment. 

Most of them added more milk, egg and fruits in their food while some of them added nuts, 

meat and pulses in their diet as extra food. But only 37 percent of the participants reported 
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having received monetary benefit used it for nutrition. This may be because in many of the 

cases, the monetary fund was received only after the completion of their treatment.  

4.5.2 Bivariate analysis of self-reported dietary modification 

Table 4.3 and Table 4.4 show the results of bivariate analysis with self-reported dietary 

modification as the outcome. 

The variable Living alone is very significant but excluded as there are insufficient numbers 

for analysis. Ten participants are living as single; nobody is taking extra nutritious food in 

their diet. Other variables like educational status, occupation, socioeconomic status, and 

caste which are sound to be significantly related to self-reported dietary modification in the 

univariate analysis are considered in the multivariate analysis. 

Classical TB symptoms are cough, fever, weight loss and blood in sputum. Most common 

co-morbidities of the TB patients are coronary heart disease, cancer, hypertension, low back 

ache, cholesterol, skin disease. Of the 127 ever-smokers 88 (69.3 percent) participants 

reported they stopped smoking after the diagnosis of Tuberculosis. 

Table 4.2 Demographic characteristics  

Variable Categories N Added 
nutritious food 

p value 

Age group (in years) Up to 39 73 52 (71.2%) <0.001 
40-59 96 38 (39.6%) 
60 and above 81 39 (48.1%) 

Sex of the subject Male 176 83 (47.2%) 0.03 
Female 74 46 (62.2%) 

Place of Residence Rural 201 106 (52.7%) .525 
Urban 49 23 (46.9%) 

Living alone No 240 129 (53.8%) 0.001 
Yes 10 0 (0.0%) 

Educational level Up to high school 177 73 (41.2%) <0.001 
Higher secondary and above 73 56 (76.7%) 

Occupational 
category 

Others 186 82 (44.1%) <0.001 
Salaried employment/ Student 64 47 (73.4%) 
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Patient is breadwinner No 119 74 (63.2%) 0.001 
Yes 131 55 (42.0%) 

Socioeconomic status Poorest of the poor 23 3 (13.0%) <0.001 
Others 131 126 (55.5%) 

Caste General 96 63 (65.6%) <0.001 
OBC 103 51 (49.5%) 
SC/ST 51 15 (29.4%) 

N- Total number, OBC- other backward class, SC- Scheduled caste, ST- Scheduled Tribe 

Table 4.3 Personal habits, clinical, health seeking related variables 

Variable Categories N Added 
nutritious food 

p value 

Smoking status Never smoker 122 79 (64.8%) <0.001 
Past smoker 104 46 (44.2%) 
Current smoker 24 4 (16.7%) 

Habitual consumption 
of alcohol 

No 131 86 (65.6%) <0.001 
Yes 119 43 (36.1%) 

Initial presenting 
symptoms  

Others 59 30 (50.8%) 0.895 
Classical TB symptoms 191 99 (51.8%) 

Type of TB Pulmonary 184 93 (50.5%) 0.577 
Extra-pulmonary 66 36 (54.5%) 

Diabetic status Not diabetic 191 102 (53.4%) 0.305 
Diabetic 59 27 (45.8%) 

Other comorbidities No 219 114 (52.1%) 0.702 
Yes 31 15 (48.4%) 

State Insurance 
Scheme Coverage 

Yes 220 113 (51.4%) 0.840 
No 30 16 (53.3%) 

Initial health facility 
visited 

Government primary 77 36 (46.8%) 0.763 
Private primary/ AYUSH 12 7 (58.3%) 
Government higher level 92 49 (53.3%) 
Private – higher level 69 37 (53.6%) 

N – Total number, AYUSH- Ayurveda, Yoga & Naturopathy, Unani, Siddha and Homoeopathy 

Potential Mediators 

In the study we identified that household food insufficiency, lag in diagnosis as potential 

mediators by comparing logistic regression models. In the annexure I supplementary table 

4.2 to 4.5 shows the factors associated with these potential mediators. 
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Table 4.4 Potential mediators and NPY programme related variables 

Variable Categories N Added 
nutritious food 

p value 

Household food 
insufficiency 

No food insufficiency 164 109 (68.5) <0.001 
Any form of food insufficiency 85 20 (23.3) 

Time from first visit 
to diagnosis 

Up to median (17.25 days) 188 100 (53.2) 0.381 
Above median 62 29 (46.8) 

Received monetary 
benefits 

Yes (Completely/Partially) 176 103 (58.5%) 0.001 
No 74 26 (35.1%) 

Reported purpose of 
the amount 

For buying nutritious food 216 120 (55.6%) 0.004 
Don’t know 32 9 (28.1%) 

Main information 
provider (on NPY) 

ASHA/TBHV 97 38 (39.2%) 0.002 
Doctor/ STS/ Other health staff 153 91 (59.5%) 

N- Total number, ASHA- Accredited Social Health Activist, TBHV- tuberculosis Health Visitor, 

STS- Senior Treatment Supervisor 

4.5.3 Multivariate modelling – predictors of self-reported dietary modification  

Age group (in years), Sex of the subject, Educational level, Occupational category, Patient 

is breadwinner, Socioeconomic status, Caste, Smoking status, Habitual consumption of 

alcohol, received monetary benefits, Reported purpose of the amount, Main information 

provider (on NPY). These are the variables taking forward to multivariate modelling.  

Logically arranged hierarchical model building exercise was undertaken with backward 

conditional binary logistic regression and enter method, putting variables which showed 

statistical significance in univariate analysis to get adjusted odds ratios with 95 percent 

confidence intervals. First backword conditional method to adjust for socioeconomic status 

and gendered variables like smoking and alcohol. Then in model 2, household food 

insufficiency was added. 

Model 1 – BACKWARD CONDITIONAL with the following variables 

Age group (in years), Sex of the subject, Educational level, Occupational category, Patient 

is breadwinner, Socioeconomic status, Caste, Smoking status, Habitual consumption of 
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alcohol, Received monetary benefits, Reported purpose of the amount, Main information 

provider (on NPY) 

Model 2 – ENTER METHOD 

The variables retained in the earlier step (Sex of the subject, Educational level, 

Occupational category, Patient is bread winner, SES, Smoking status, alcohol status, 

received monetary benefit, Main information provider and household food insufficiency 

was added. Logistic regression was run again with Enter method  

Table 4.5 Adjusted Odds Ratios (AOR) from multivariate models  

  Model-1 Model-2 
Variable Categories AOR  

(95% CI) 
p 
value  

AOR  
(95% CI) 

p value  

Sex of the 
subject 

Male Reference 0.104 Reference 0.108 
Female 0.45  

(0.17-1.18) 
0.44  
(0.17-1.20) 

Educational 
level 

Up to high school Reference 0.010 Reference 0.06 
Higher secondary and 
above 

2.56  
(1.25-5.23) 

2.01  
(0.96-5.69) 

Occupational 
category 

Others Reference 0.004 Reference 0.028 
Salaried employment/ 
Student 

3.21  
(1.45-7.09) 

2.51  
(1.11-5.69) 

Patient is 
breadwinner 

No Reference 0.009 Reference 0.026 
Yes 0.38  

(0.18-0.79) 
0.42  
(0.20-0.90) 

Socioeconomi
c status 

Poorest of the poor Reference 0.059 Reference 0.107 
Others 3.73  

(0.95-14.59) 
3.20  
(0.78-12.87) 

Smoking 
status 

Never smoker Reference  Reference  
Past smoker 1.08  

(0.35-3.31) 
0.891 1.05  

(0.33-3.35) 
0.931 

Current smoker 0.22  
(0.05-1.02) 

0.052 0.29  
(0.06-1.42) 

0.126 

Habitual 
consumption 
of alcohol 

No Reference 0.062 Reference 0.135 
Yes 0.37  

(0.13-1.05) 
0.44  
(0.15-1.29) 

Received 
monetary 
benefits 

No Reference 0.045 Reference 0.02 
Yes (Completely/ 
Partially) 

2.01  
(1.02-3.98) 

2.33  
(1.14-4.77) 
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  Model-1 Model-2 
Variable Categories AOR  

(95% CI) 
p 
value  

AOR  
(95% CI) 

p value  

Main 
information 
provider (on 
NPY) 

ASHA/TBHA Reference 0.004 Reference 0.005 
Doctor/ STS/ Other 
health staff 

2.51  
(1.34-4.69) 

2.53  
(1.33-4.84) 

Household 
food 
insufficiency 

No food insufficiency -  Reference <0.001 
Any form of food 
insufficiency 

-  0.26  
(0.13-.54) 

AOR- Adjusted Odds Ratio, CI- Confidence Interval, ASHA- Accredited Social Health Activist, 

TBHV- tuberculosis Health Visitor, STS- Senior Treatment Supervisor 

While all other odds ratios moved closer to one in model 2, the adjusted odds ratio for those 

who received monetary benefits moved away from one.  

Table 4.6 Factors associated with household food insufficiency 

Multivariate model – factors associated with household food insufficiency 

Variable Categories Crude OR (95% CI) Adjusted OR (95%CI) 
Age group (in 
years) 

Up to 39 Reference Reference 
40-59 5.19 (2.44-11.04) 2.79 (1.11-7.00) 
60 and above 3.14 (1.43-6.90) 1.33 (0.48-3.70) 

Living alone No Reference@  
Yes 19.05 (2.37-153.06)  

Educational 
level 

Up to high school Reference Reference 
Higher secondary and 
above 

0.13 (0.06-0.30) 0.26 (0.10-0.67) 

Occupational 
category 

Others Reference Reference 
Salaried employment/ 
Student 

0.17 (0.07-0.38) 0.31 (0.12-0.84) 

Caste General Reference Reference 
OBC 1.92 (1.02-3.61) 2.12 (1.04-4.35) 
SC/ST 4.71 (2.26-9.83) 3.09 (1.30-7.36) 

Smoking 
status 

Never smoker Reference Reference 
Past smoker 2.19 (1.23-3.89) 1.68 (0.87-3.21) 
Current smoker 8.15 (3.07-21.64) 6.80 (2.22-20.77) 

@ Not included for multivariate due to small sample size. OR- odds Ratio, CI Confidence 

Interval, OBC- other backward class, SC- Scheduled caste, ST- Scheduled Tribe 
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Summary: 

Factors significant in model-2 were educational status, occupational status, patient is bread 

winner, monetary benefits received and main information provider of NPY. They were the 

independent predictors of dietary modification. Factors significant in model-1 are 

significantly associated with household food insufficiency. The effect of those variables on 

the outcome (dietary modification) is mediated by household food insufficiency. Adjusted 

Odds Ratio of occupational category is brought closer to one from model-1 (3.2) to model-

2 (2.5). This means that some of the effect of occupation can be explained by the food 

insufficiency. But regarding the received monetary benefits it seems that effect of 

household food insufficiency increases the AOR from model-1 to model-2.  It means when 

adjusted for household food insufficiency, the monetary benefits are more likely to be used 

for purchasing nutritious food. The relationship of monetary benefit to dietary modification 

was explored after stratifying for household food insufficiency. (Tables 4.7 and 4.8) 

Table 4.7 Receipt of monetary benefit and nutritious food addition in households 

without food insufficiency 

Variable  Categories N Added nutritious 
food n (%) 

Odds ratio 
(95% CI) 

Received monetary 
benefits 

Yes (Completely/ 
Partially) 

115 85 (73.9) 1.51 (1.11-
2.05) 

No 49 24 (49.0) Reference 

Table 4.8 Receipt of monetary benefit and nutritious food addition in households 

with food insufficiency 

Variable  Categories N Added nutritious food 
n (%) 

Odds ratio 
(95% CI) 

Received monetary 
benefits 

Yes (Completely/ 
Partially) 

61 18 (29.5) 3.69 (0.92-
14.73) 

No 25 2 (8.0) Reference 
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4.5.4 Perspectives on nutritional supplementation from the qualitative analysis 

Mode of contact with participant 

 At times of contact, health staff were orally instructing for nutritional change during 

TB treatment. 

Sensitivity to participant characteristics 

 During in-depth interviews programme staff mentioned patient’s situation while 

taking treatment. “This Nikshay poshan yojana is a nutritional assistance scheme. 

Means for better health, we have to make good food. In the case of Tb patients at 

the time of treatment, most of them are not going for work. Actually 2/3rd of patients 

are manual workers. We the health staff insist on them not doing heavy works. So, 

they need money for their food and all. So govt is providing rs.500 per month to 

them. We know it is not compensating for their daily wages. But as support, this 

pension will help them." 

 Kerala govt is giving an amount of Rs.1000/ month to BPL patients through post 

office. In some cases, the Medical officer can give a letter to APL patients for this 

pension. If the patient is facing any financial crisis or suffering with any other 

illness, programme staff will help them for getting Kerala govt pension scheme. 

Raise Awareness of the Practice Change 

 Awareness that the money is for food is good among patients. (86 percent) 

Programme staff also said that Programme is reaching all the patients. At the time 

of treatment initiation, the health workers are explaining this scheme to the patients. 

So, patients have knowledge about this scheme. Also, they are giving IEC classes 

to the patients. (DTO, TBHV, STS) 
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Persuade individuals for behaviour change 

 Actually, TB medical officer, STS, TBHV all are giving a detailed session about 

the dietary changes to the patient. NGO’s or persons offer some food kits to the TB 

centre. If the patient is coming from a food insecurity household, the staff will help 

them by providing food kit or cash. According to one interviewee (5) “It is a 

nutritional assistance scheme. The scheme is available for both BPL and APL 

patients. We are telling T patients to take good nutritious food. So, the pension 

scheme exclusively for nutritious food.” This supports the patient reports that TB 

programme staff told them to take good food including milk, banana, green gram 

while taking the medicine. 

4.6 Summary of the results 

1. Among patients who have started the first line anti –TB drugs regime between 1 

April 2018 to 30 September 2019 in Kollam District DBT coverage was as follows: 

full amount received – 67 (26.8 percent); part received - 107(42.8 percent); not 

received – 76 (30.4 percent) 

2. Overall, 155 (62 percent) patients had received financial assistance from Nikshay 

poshan yojana and Kerala Government pension scheme. Out of 250, 20 percent 

respondents got both financial assistance and food supplementation. 

3. Majority of the participants (81.6 percent) knew that they were qualified to get an 

advantage of INR 500 and the procedure involved in that. 

4. About half (51.6 percent) respondents made dietary modification, but only 37 

percent participants who received the beneficiary amount used it for nutrition 

5. Having received monetary benefit was an independent predictor of dietary 

modification. The monetary benefits are more likely to be used for purchasing food 
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in households facing any form of food insufficiency (Odds ratio 3.69 as compared 

to 1.51 in households without food insufficiency)  

6. Key facilitators of this scheme were inspiration from Tuberculosis officer for doing 

expanded roles of other staff, Good communication between providers through 

meetings, efficient team work and coordination, web based software, computerized 

audit trial (for verification of all transactions), dual ownership enables the local 

consensus process (such processes facilitate the NPY), healthy patient-staff 

relation, well scripted procedures for implementation, health staff and patients   

have better knowledge about the scheme and its purpose  

7. Main barriers are related to documentation errors and their rectification – these 

result in delays in payment. Other barriers are unlikely to cause substantial delay. 

8. Health system challenges reported by health providers were staff are not motivated 

enough and apprehensive about increased work load regarding their role expansion, 

management of interdependency (Non approval of beneficiaries by DPM), delayed 

realization of benefit because of lengthy process, Nikshay software related issues, 

absence of electronic reminders to Programme staff for mismatch/ duplication batch 

processing, lack of routine patient reported outcome measures, issues related PFMS 

– bank account linkage (one- time activity). Patient related challenges were 

unavailability of a valid identity proof for opening bank account for patients 

especially homeless, inadequate money to meet their needs, patients with co-

operative bank account, non-working account or mismatches between account 

holder’s name and the beneficiary’s name, delayed realization of benefit (no receipt 

for cash transfer), absence of message from bank or Nikshay related to cash transfer. 
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Chapter 5 

Discussion 

In this study, a combination of both quantitative cross-sectional survey and qualitative in-

depth interviews was embraced. Using either a quantitative or qualitative study design, 

would have only illustrated a part of our objectives. While the quantitative component 

would well describe the DBT coverage, food insufficiency in TB patients, patients’ 

perspectives on this cash incentive- and pattern of utilization and factors related to self-

reported dietary modification, it would not have explained the challenges related to 

implementation of Direct Benefit Transfer and possible solutions from the provider's view 

point. Hence a mixed method research was premeditated as the most appropriate here to 

get the comprehensive picture of the study in a structured manner. The implications of the 

study findings in terms of window of cash delivery from system, nutritional status of the 

TB patient and analysis of associated factors will be discussed further in this chapter.  

Validity of the findings 

While understanding the findings, it is also essential to understand the possible biases that 

possibly had influenced them. The possible biases of importance that we have anticipated 

in this study are selection bias of district and participants and measurement bias 

(observation bias) in self-reported dietary modification.   

The study required support and permission from State TB division department of Kerala 

and then the programme officials at District and lower levels. Selecting Kollam district and 

implementing the study was acceptable and easy. A district with a well-running programme 

and good stewardship is likely to process external requests and facilitate smooth conduct 

of the study. A random district selection might have selected districts without this bias. 
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However, it was beyond the scope of the study to go for random selection of districts. Only 

patients enrolled in the Nikshay portal were considered for this study. This raises possibility 

of a selection bias as the study sample represents the patients registered in the Nikshay 

portal alone. Definitely the study cannot be extrapolated to TB patients who do not get 

notified. Fixing the objective of Nikshay Poshan Yojana coverage automatically excludes 

these patients. However, it is possible some such patients may be migrants or extremely 

poor and may have serious food insufficiency. These two biases however are unlikely to 

affect the study result much as among the districts in Kerala. Kollam is one of the districts 

with the highest reported number of TB patients (Rao M, 2018). As per the programme 

staff, monetary benefit transfer through Public Finance Management System is being 

followed by Kollam District only. Kerala is a state with strong efforts for complete 

notification of TB and the people who get left out will be a small minority. Now since 

surveillance of TB is good in Kerala and with clear cooperation of private sector hospitals, 

the Nikshay portal is the most comprehensive data set available to study about TB 

elimination measures of Kerala. Compliance to treatment protocol of TB is very high in 

Kollam. Almost every TB control activity in the state are pursued well here as per senior 

program officials. Hence this district is best suited for the study – an overall strong 

programme is needed to study the challenges raised by a new component.  

If the study was done in another Indian district or state, or a place with slum a lot of 

population or tribal population or other marginalised societies the findings would have 

given a different picture altogether. The axes of vulnerability will vary and programme 

functioning also will be different. Poverty and hunger in marginalised in Kerala is very less 

due to various social protection schemes compared to other parts of the country. Kerala is 

a better performing state in the National TB control program. The health system is more 

robust in general. Additionally, high education rate in Kerala may help the patients 
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negotiate their care and benefits better. In the study sample, tribal and slum dwellers were 

too little. In Kollam district, health workers were actively screening vulnerable groups once 

in a month. So, miss outs is likely to be less.  

The programme staff initiated the meetings with patients. The selection could have been 

biased in that programme staff would suggest people who are more compliant than not. The 

interviews were carried out assuring the secrecy of data to participants. However, this is 

unlikely as the coverage from the shortlisted patients was very high. Some of the addresses 

were incorrect and phone numbers were missing. A few of the participants were from 

remote areas and programme staff contacted them and interviews had to be arranged in the 

nearby PHC. Such issues are expected in the field situation. An orchestrated list is unlikely 

to cause such real problems.  

Social desirability and fear of people that benefits may be withdrawn or even poor quality 

of treatment in future are likely to be common among participants in program evaluation 

survey. The investigator took help from programme staff mainly for setting up meeting 

with patients.  In this study self-reported dietary modification could have been biased. The 

actual proportion of patients having modified the diet could have been less. But even after 

adjusting for strong associated factors like household food insufficiency the Adjusted Odds 

Ratio of having purchasing food remained significant. Considering the logical consistency 

of associations across socio-demographic variables it can be assumed the observed 

relationship between household food insufficiency and dietary modification is actually 

possible.  

Implications of the findings 

Only 37 percent of the participants reported having received monetary benefit used it for 

nutrition. This may be because in many of the cases, the monetary fund was received only 

after the completion of their treatment. Still, in this study we can see that the monetary 
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benefit and dietary modification are interconnected. Results shows those who received 

monetary benefits are more likely to report purchasing nutritious food.  In Nikshay poshan 

Yojana, the cash incentive is mainly for dietary modification with nutritious food (Kumar 

et al., 2020). This is the key feature of this scheme. 

Majority of patients affected with TB were manual labourers. The disease has an impact on 

the whole family especially when the breadwinner is affected. Patient hailing from a 

household facing any form of food insufficiency, is undeniably struggling to move their 

day today activities. In this study half of the participants were took some kind of dietary 

modification in their food during TB treatment time.  

Medicines are free for all the patients. But other expenditures, related to travel and dietary 

changes is huge for them.  So, this monetary benefit always helps the patient in one way or 

another. One of the key informants stated the amount Rupees 500 is probably too less to 

address their requirements. But it would definitely be an assistance to all the needy patients. 

In this study socioeconomic variables like education, occupation, patient is bread winner 

were associated with self-reported dietary modification mediated by food insufficiency. 

Whole study shows a pattern of the poorest poor households facing some form of food 

insufficiency, longer lag in diagnosis and are less likely to report modification in their diet 

during TB treatment.  

India has other DBT programs like LPG subsidy, pension payments etc. Most of the 

subsidies are intended for citizens living below poverty line (Joy, 2018). But Niksahy 

Poshan Yojana is for both APL and BPL patients. Many nutritional supports for TB patients 

generally do not distinguish the rich patient from the poor patient. A study from 

Afghanistan reported provision of  the same rations/benefit irrespective of socio-economic 

status (Pedrazzoli et al., 2016). But countries like Afghanistan have higher poverty levels 

than India. India can consider more affirmative action in the scheme, with more benefits 
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for the poorest. However, the Kerala Government scheme can be considered as a top-up on 

the NPY that achieves this end. 

Malnutrition and Tuberculosis  

In this study we found that 34.4 percent households were facing some form of food 

insufficiency. Several studies shows  Tuberculosis (TB) and poverty have a symbiotic 

relation, Impoverishment worsens the disease and TB lead to further impoverishment 

(Padmapriyadarsini et al., 2016). Evidence suggest pharmacological treatment of TB 

should be accompanied by nutritional support. An auxiliary assistance is required for the 

subgroups instead of ‘equal for all’ food or cash assistance benefits according to a study by 

Reshma Ayiraveetil et al on Tuberculosis and household food insecurity. Determining such 

target groups may not be a simple effort as income is not reported most often (Ayiraveetil 

et al., 2020). Our study also found that food insufficiency is a potential mediator for the 

outcome.  

The ‘End TB Strategy’ launched by The World Health Organization in line with United 

Nations health-related Sustainable Development Goal 3 (Good health and well-being) 

aiming to end the TB epidemic by the year 2035. India has also enforced its support by 

reducing the timeline to 2025 (WHO, 2014). In 2013, guidelines for nutritional care and 

support of patients with TB has been established by World health Organization. This 

provides an assessment of the nutritional status, counselling, and support as vital measures 

in the management of TB (WHO, 2014). 

A study performed with the aid of Yogesh Jain et.al and Bhargava et.al concluded that 

dietary support should be considered for severely underweight patients with pulmonary TB 

to lower their chance of mortality. Malnutrition is an extremely prevalent co-morbidity 

associated with higher risk of death in TB patients. So, health providers should give more 

emphasis to nutritional improvement (Bhargava et al., 2013) . Another study stated the gaps 
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in nutritional evaluation at the level of provider which includes a lack of awareness in BMI 

calculation and interpretation by the primary care staff in the field. To deal with the 

difficulties in dietary evaluation, TB program added a cellular (mobile)-based app called 

N-TB app for BMI calculation, knowledge on balanced diet etc (Bhargava et al., 2019). 

While comparing those findings with our observation, we discovered that providers were 

not calculating the BMI of the patients for nutritional assessment instead they are using 

weight as the measure of dietary status. In addition to that there is no option for BMI 

calculation within the TB card. Generally, height of the patient is not taken in the routine 

check-up. Results indicate that majority of patients had not used the financial assistance for 

nutritional purpose. Hence proper nutritional evaluation, counselling and appropriate care 

is need of the hour. 

Direct Benefit Transfer 

In our study, we found that 26.8 percent participants received full payment and 42.8 percent 

participants received at least one payment. Health system challenges reported by health 

providers were lack of proper motivation of the staff and apprehension about increased 

work load regarding their role expansion, management of interdependency (Non approval 

of beneficiaries by DPM), delayed realization of benefit because of lengthy process, 

Nikshay software related issues, absence of electronic reminders to Programme staff for 

mismatch/ duplication batch processing, lack of routine patient reported outcome measures 

and issues related PFMS – bank account linkage (one- time activity). Patient related 

challenges were unavailability of a valid identity proof for opening bank account for 

patients especially homeless, inadequate money to meet their needs, accounts without 

online transaction (co-operative bank), non-active account or mismatches account holder’s 

name and the beneficiary’s name, delayed realization of benefit (no receipt for cash 

transfer) and lack of message from bank or Nikshay related to cash transfer 
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Similar studies were done at Dakshina Kannada District (Karnataka), Vadodara city 

(Gujarat), and Delhi. The Karnataka study by A S Nirgude Et al found that, of 417 patients, 

208 (49.9 percent) received approvals for instalment by PFMS and 119 (28.7 percent) got 

paid by date.  Non availability of financial balances for transient workers, refusal to fiscal 

advantage by rich people, lack of awareness about the scheme, discernment that related 

barriers advantage was too little to even consider covering their day by day compensation 

were the explanations behind not receiving the DBT. Health system delays were related to 

the difficulty of processes and documentation which was put-upon the staff, bulk 

processing and issues related to technology used (Nirgude et al., 2019). 

The results from Gujarat study by B H Patel et.al was 771 (42.2 percent) patients had 

received at least one instalment of Direct Benefit Transfer, 578 (75.0 percent) of whom 

received all instalments (Patel et al., 2019). Another study by Rajesh Kumar et. al found 

that out of 119 patients enlisted under RNTCP program, Delhi, 57 (47.9 percent) patients 

were interviewed. Of which, 30 (52.6 percent) had received advantage for two months in 

the fourth and fifth month of treatment. The health providers stated increased activities, 

absence of training and multifaceted nature of reporting data as principle hindrances in 

execution of the plan. The patients detailed non-openness of bank accounts and unlinked 

bank account with Aadhar card as difficulties to receive NPY through DBT (Kumar et al., 

2020). 

Comparing our study with other studies related to Nikshay Poshan Yojana, the 

programmatic barriers for implementation of the scheme were almost same. 

Implementation processes are same in the studied states. So, challenges will be almost 

similar. When compared with these studies, our study has shown that only a small 

percentage of patients affected with TB utilizing the fund they received as direct benefit 

transfer for nutritional modification of diet. Hence along with the incentive, providing 
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additional food packages like wheat/millet, pulses, ground nut, milk powder, edible oil and 

eggs in the form of ration can be suggested for the patients.  Studies shows that in Kerala, 

TB programme functions efficiently compared to other states. Also, from the in-depth 

interviews, we found that the training regarding this DBT implementation was good in 

Kerala. Heath workers and patient’s awareness about the scheme was satisfactory.  DBT 

coverage were almost similar in studies. The main reason for the slow progress of the 

scheme may be similar in all states. Food insecurity and dietary modification were analysed 

only in our study.  

Comparison to other Benefit Transfer Schemes 

A study by Rajarajan et.al discussed Janani Suraksha Yojana. In India, under this scheme 

the qualified pregnant ladies (underneath destitution Line) get money advantage for 

institutional delivery. The main aim of this scheme is to increase the institutional delivery 

and thereby reduce the mortality rate of new born. In a study from South India, 46 percent 

of eligible mothers received cash benefits, and the average time to receive the benefit was 

96 days (IQR 60–120 days) (Rajarajan et al., 2016). The main challenges of this scheme 

was unavailability of bank accounts and Aadhar number. Also, there were lag in cash 

transfer. The urban mothers were more likely to receive the benefit. A qualitative study 

done in three states of India described various obstacles for conditional cash transfer which 

includes insufficient resources, substandard transport facility, bad quality of health care and 

approach of health providers (Gupta et al., 2018). 

NPY in the larger context of nutritional support programmes for TB 

patients  

A study done at Singapore related to grocery voucher incentive scheme for poor 

tuberculosis patients reported higher treatment completion rate. In this DOT and shop 

scheme, grocery vouchers were distributed to TB patients, who have been adherent to the 
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directly observed therapy. It is a scheme sponsored by a local non - governmental 

organization. Most of the patients reported that the voucher scheme was beneficial to them 

(Chua et al., 2015). This model may work in Kerala too as there is a good Public 

Distribution System. Malpractice will be less since vouchers are given directly to patient’s 

hand during each visit to the clinic. 

In Tamilnadu, they are providing free breakfast to TB patients. TB patients with farmer 

card receive Rupees 1000, Uzhavar Pathukapu Thittam (Farmer's benefit scheme) per 

month additionally during the treatment time. Some of the NGO’s offer food supplements 

to TB patients with low socioeconomic status. This resulted in improved treatment 

adherence. During 2010-2011 Kasaragod TB centre had distributed 101 food 

supplementation kits to 101 TB patients, who were coming from food insecure households 

(Padmapriyadarsini et al., 2016). 

Brihanmumbai Municipal Corporation (BMC), Mumbai, gave calorie-rich nourishment, as 

Upma to all multi drug resistant and extensively drug resistant (MDR and XDR) TB 

patients which received a satisfactory reaction however a couple of patients had expressed 

some sort of dislike to the provided food. So, they are planning to provide food 

supplementation either as prepared food or extra month to month rations for TB patients 

(Padmapriyadarsini et al., 2016). 

States are implementing several initiatives for TB control. The main aim of all 

these schemes is to improve the adherence to treatment. Kerala Government pension 

scheme is an example. We found that Kollam district utilize this scheme to 

the most. Studies from different states assert the effect of food supplementation in TB 

patients. Our study reported that the utilization of monetary funds to nutrition was less. One 

of our suggestions to the State is to provide food kits or cooked food to 

the poorest of poor TB patients which may result in positive treatment outcomes.  
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Direct Benefit Transfer is a TB specific scheme, that is the cash transfer may provide money 

to pay their TB related cost with confirmed TB diagnosis (Rudgard et al., 2017).  

If we adopt TB sensitive cash transfer scheme to Kollam district, it explains providing cash 

incentive to increase the annual income of all poor households with high TB risk. It has 

extensive effects on persons, health promotion, disease prevention, and poverty reduction. 

Also, system has to find out high TB risk population, it is a hurdle. Rise the annual income 

of all poor households who has high risk of TB, requires more financial budget. At present 

the State has fund shortage. 

But in the present situation in Kollam, with more TB cases need immediate reduction of 

TB cases. So, TB specific schemes are better to bring patients in to the program. By this 

approach we can modify the current schemes for better results. But in this approach all 

patients are receiving same amount of monetary fund, this will be a disadvantage. 

General food security schemes 

Mid-day meal program, ICDS nutritional programs, Public Distribution System, Tribal 

nutrition program, community kitchens are some of the food security schemes in Kerala 

(Sreedevi, 2015).  

The food security schemes were devised and programmed to battle the rising problem of 

food insecurity in the country and also in the process to reduce the extent of poverty. It also 

encompassed various components of food insecurity as propounded at the World Food 

Summit in 1996 which included—food availability, food access, food utilization and food 

stability. These helped create programs that are specific, targeted and helped the vulnerable 

people in the country. The Integrated child development scheme and the Mid-day meal 

scheme were initiatives directed especially for children and school going students. These 

were huge steps taken by a country like India to help the children. Apart from providing 

nutritious food to the children, this also reduced the burden on the family and helped 
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promote education thus increasing literacy rates. Besides this, nutritional support for 

pregnant women, children, destitute persons and homeless person are also provided by the 

Govt. For pregnant women will also receive maternity benefit of Rupees.6000 (Kasim & 

Kumar, 2018). 

The Public Distribution System is considered one of the poverty relief programmes which 

provide food to the vulnerable population in urban as well as rural areas. These outlets 

provide food at subsidized rates to the poor and to certain target populations thereby 

reducing their economic burden and relieving them of a huge tension in their lives. The 

mental distress and insecurity that arises out of not being able to eat or have to worry about 

the next meal are thus alleviated by such programs (Kasim & Kumar, 2018)  

Community kitchens are the State Government’s new initiative for cooking and distributing 

food to Covid-19 home quarantine and needy people. This is yet another specific and 

innovative program from the government that has been helpful (Raghunath A, 2020.).  

Thus, India has several programmes trying to achieve food security and Kerala has 

implemented these and similar programmes very well. 

Summing up 

Tuberculosis is mainly related to undernutrition. Along with medication, the patient has to 

take good nutritional food. To achieve the TB elimination goal, the state can adopt these 

models for TB patients. Or even districts can start any of these models to find out the 

effectiveness. At national level NPY is the best option, but states with good social 

infrastructure can think of other options. There have been many studies deciding the 

advantages of money interventions on results among TB patients universally. A deliberate 

survey joining this proof derived that cash interventions in low-and middle- income nations 

contributed in positive clinical results among TB patients (Boccia et al., 2016). A variety 

of cash interventions in terms of  direct bank transfer of cash, cash in hands and non-cash 
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in the form of food vouchers were provided. However direct cash transfer into TB patient 

accounts was substantiated as the best method to attain the desired outcome by authors 

from a study in Peru which reported poor acceptability and availability for food vouchers 

(Wingfield et al., 2015). 

In Kerala earlier health providers were providing food kits to the poorest patients. Some 

NGO’s or persons have offered this food supplements. But now cash pension schemes from 

the Central Government and State Government are the options. So, the distribution of food 

kits has reduced. A main issue with food kits is that it will get spoiled if not distributed in 

time. This is the disadvantage of food supplementation. Food vouchers are another way to 

reach the money to needy patients. But one can expect malpractice by this type of pension 

scheme. Sometimes it will not reach the hand of the beneficiary. Money through the bank 

or directly to hand seems to be a better option. Here in Kerala, the state is providing Rupees 

1000/ to the BPL patients and APL patients with poverty through the post office. But it has 

some procedures before that. The patient has to do submit necessary documents to Village 

Office and Taluk Office. In Kollam District, this pension reaches hands in beneficiaries on 

time.  

Direct Benefit Transfer remains a relatively easy process with money released directly to 

the patient’s account. Health providers may prefer the account transfer mechanism as they 

do not have to handle money.  However, the role of public distribution system to offer more 

rations to the poorest TB patients or Community kitchens to serve food to the homeless, 

needy TB patients are also probably important.  

Limitations of the study 

The results have constrained generalizability past the locale, since the study was performed 

distinctly in one district. A question of recall bias might possibly arise although effort was 

made to keep down the bias by checking the records. Sample size of the study was 
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inadequate to study special vulnerable groups like schedules tribes. Some of the findings 

are based on self-reported data, so there is chance of socially desirable responses, hence it 

can lead to response bias. Key informants were healthcare providers only and patient 

perspectives were not explored.  

Conclusion 

This study on the coverage, perspectives and effectiveness of Direct Benefit Transfer found 

that over half of the study population received at least one instalment. The programme is 

functioning well in Kollam district, staff are generally motivated and adhering to 

programme guidelines.  Presently, this financial benefit component of program has been 

operational in the past two years, however, there is often deferral in transferring the 

advantage to the patient's account. However, whether it is sufficient to meet the nutritional 

needs of most vulnerable people needs more focused research. Most of the patients 

interviewed were aware of the benefits of this scheme and its purpose.  

The main health system barriers for the execution of Nikshay Poshan Yojana were 

documentation errors and their correction related administrative paper works.  From the 

patient’s perspective the main challenges were delayed realization of advantage due to non-

functional bank account, mismatch between beneficiaries and account holders name, 

having cooperative bank accounts or pre-existing food insufficiency. The barriers appeared 

to disproportionately affect the neediest patients. For the smooth conduct of the program, 

we need to address the health system challenges and patient difficulties. It was also noted 

that household food insufficiency is related to dietary modification. Monetary benefit is 

bound to be utilised for nutritious nourishment of patients coming from food insecure 

households. Effective implementation of the Nikshay Poshan Yojana may require good 

coordination at all levels, documentation and processing systems that do not delay 

payments and consistent advice to patients to improve the diet quality.  
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ANNEXURE I 

Supplementary table 4.1 Sociodemographic, socioeconomic, clinical characteristics, 

co-morbidities of the sample population 

 Variable Categories Frequency (%) 

1 Age group (in years) 

20-39 73(29.2%) 

40-59 96(38.4%) 

60and above 81(32.4%) 

2 Area of residence 
Rural 201(80.4%) 

Urban 49(19.6%) 

3 Gender 
Male 176(70.4%) 

Female 74(29.6%) 

4 Marital status 

Married 198(79.2%) 

Unmarried 39(15.6%) 

Others 13(5.2%) 

5 Family size ≤4 138(55.2%) 

≥5 112(44.8%) 

6 Bread winner of the 
family 

Subject  131(52.4%) 

others 119(47.6%) 

8 Caste ST 5(2%) 

Others 245(98%) 

9 
Educational status 

Up to high school 177(70.8%) 
Higher secondary and above 73(29.2%) 

10 
Occupation 

Employed 89(35.6%)  
Manual workers 97(38.8%) 
Unemployed 64(25.6%) 

11 
Ration Card(colour) 

Pink_ blue_ white 227(90.8%) 
Yellow _ No RC 23(9.2%) 

12 
Initial symptoms  

Classical symptoms of Tb 
 
Others 

191(76.4%) 
 
59(23.6) 

13 
Classical symptoms of 
Tb 

Cough 
Fever 
Weight loss 
Blood in sputum 
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14 Disease Classification PTB 
 
EPTB 

184(73.6%) 
 
66(26.4%) 

15  
EPTB site 

Lymph node 
Abdomen 
Pleural effusion 
Brain and meninges 
Spine 

24(9.6%) 
11(4.4%) 
23(9.2%) 
2(.8%) 
6(2.4%) 

16 Diabetes Mellitus Diabetic 
Non diabetic 

59(23.6%) 
191(76.4%) 

17 Any Co-morbidities YES 
NO 

31(12.4%) 
219(87.6%) 

18 Co-morbidities CHD 
Cancer 
Hypertension 
LBA 
Cholesterol 
Skin disease 

13(5.2%) 
1(.4%) 
7(2.8%) 
3(1.2%) 
3(1.2%) 
3(1.2%) 

ST- Scheduled tribe, RC- Ration Card, PTB – Pulmonary tuberculosis, EPTB - Extra pulmonary 

tuberculosis HIV – Human immune Virus (No HIV cases) CHD- Coronary Heart Disease, LBA – Low 

Back Ache 

Category others in caste include Scheduled caste, general, ezhava, other backward classes Category 

‘Others’ in symptoms included are pain, swelling, breathing difficulties, vomiting, head ache, loss of 

appetite.  

Quantitative analyses of potential mediators 

Supplementary table 4.5 Potential Mediator I - Any form of food insufficiency  

Variable Categories N Any form of food 
insufficiency n (%) 

p value 

Age group (in years) Up to 39 73 11 (15.1%) <0.001 
40-59 96 46 (47.9%) 
60 and above 81 29 (35.8%) 

Sex of the subject Male 176 68 (38.6%) 0.030 
Female 74 18 (4.3%) 

Place of Residence Rural 201 71 (35.3) 0.534 
Urban 49 15 (30.6) 

Staying alone No 240 77 (32.1%) <0.001 
Yes 10 9 (90.0%) 

Educational level Up to high school 177 79 (44.6) <0.001 
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Higher secondary and 
above 

73 7 (9.6) 

Occupational 
category 

Others 186 79 (42.5%) <0.001 
Salaried employment/ 
Student 

64 7 (10.9%) 

Patient is breadwinner No 119 32 (26.9%) 0.017 
Yes 131 54 (41.2%) 

Socioeconomic status Poorest of the poor 23 15 (65.2%) 0.017 
Others 131 54 (41.2%) 

Caste General 96 21 (21.9%) <0.001 
OBC 103 36 (35.0%) 
SC/ST 51 29 (56.9%) 

State Insurance 
Scheme Coverage 

Yes 220 73 (33.2%) 0.272 
No 30 13 (43.3%) 

Smoking status Never smoker 122 28 (23.0%) <0.001 
Past smoker 104 41 (39.4%) 
Current smoker 24 86 (34.4%) 

Habitual consumption 
of alcohol 

No 131 30 (22.9%) <0.001 
Yes 119 56 (47.1%) 

Initial presenting 
symptoms  

Others 59 14 (23.7%) 0.048 
Classical TB 
symptoms 

191 72 (37.7%) 

Type of TB Pulmonary 184 71 (38.6%) 0.020 
Extra-pulmonary 66 15 (22.7%) 

Initial health facility 
visited 

Others 181 69 (38.1%) 0.045 
Private-higher level 69 17 (24.6%) 

 

 

Supplementary table 4.6 Multivariate model – factors associated with household 

food insufficiency 

Variable Categories Crude OR (95% CI) Adjusted OR (95% 
CI) 

Age group (in 
years) 

Up to 39 Reference Reference 
40-59 5.19 (2.44-11.04) 2.79 (1.11-7.00) 
60 and above 3.14 (1.43-6.90) 1.33 (0.48-3.70) 

Sex of the 
subject 

Male Reference  
Female 0.51 (0.28-0.94)  

Place of 
Residence 

Rural Reference  
Urban 0.81 (0.41-1.58)  

Living alone No Reference@  
Yes 19.05 (2.37-153.06)  
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Educational 
level 

Up to high school Reference Reference 
Higher secondary and 
above 

0.13 (0.06-0.30) 0.26 (0.10-0.67) 

Occupational 
category 

Others Reference Reference 
Salaried employment/ 
Student 

0.17 (0.07-0.38) 0.31 (0.12-0.84) 

Patient is 
breadwinner 

No Reference  
Yes 0.52 (0.31-0.90)  

Socioeconomic 
status 

Poorest of the poor Reference  
Others 0.24 (0.10-0.60)  

Caste General Reference Reference 
OBC 1.92 (1.02-3.61) 2.12 (1.04-4.35) 
SC/ST 4.71 (2.26-9.83) 3.09 (1.30-7.36) 

State Insurance 
Scheme 
Coverage 

Yes Reference  
No 1.54 (0.71-3.34)  

Smoking status Never smoker Reference Reference 
Past smoker 2.19 (1.23-3.89) 1.68 (0.87-3.21) 
Current smoker 8.15 (3.07-21.64) 6.80 (2.22-20.77) 

Habitual 
consumption 
of alcohol 

No Reference  
Yes 2.99 (1.74-5.16)  

Initial 
presenting 
symptoms  

Others Reference  
Classical TB symptoms 1.95 (1.0-3.79)  

 
 

Type of TB Pulmonary Reference  
Extra-pulmonary 0.47 (0.25-0.90)  

Initial health 
facility visited 

Others Reference  
Private-higher level 0.53 (0.28-0.99)  

@ Not included for multivariate due to small sample size. 

Supplementary table 4.7 Potential Mediator II - Lag in diagnosis 

Lag is defined as a diagnosis made 17 days or more (Median=) after the reported first 

visit for the illness. This does not necessarily imply belated diagnosis. 

 

Variable Categories N Lag in diagnosis 
n (%) 

p value 

Age group (in years) Up to 39 73 22 (30.1%) 0.329 
40-59 96  24 (25.0%) 
60 and above 81 16 (19.8%) 

Sex of the subject Male 176 41 (23.3%) 0.396 
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Female 74 21 (28.4%) 
Place of Residence Rural 201 54 (26.9%) 0.126 

Urban 49 8 (16.3%) 
Living alone No 240 59 (24.6%) 0.470* 

Yes 10 3 (30.0%) 
Educational level Up to high school 177 46 (26.0%) 0.498 

Higher secondary and above 73 16 (21.9%) 
Occupational 
category 

Others 186 51 (27.4%) 0.102 
Salaried employment/ Student 64 11 (17.2%) 

Patient is breadwinner No 119 26 (21.8%) 0.303 
Yes 131 36 (27.5%) 

Socioeconomic status Poorest of the poor 23 10 (43.5%) 0.029 
Others 131 52 (22.9%) 

Caste General 96 19 (19.8%) 0.311 
OBC 103 30 (29.1%) 
SC/ST 51 13 (25.5%) 

State Insurance 
Scheme Coverage 

Yes 220 54 (24.5%) 0.801 
No 30 8 (26.7%) 

Smoking status Never smoker 122 31 (25.4%) 0.329 
Past smoker 104 28 (26.9%) 
Current smoker 24 3 (12.5%) 

Habitual consumption 
of alcohol 

No 131 29 (22.1%) 0.306 
Yes 119 33 (27.7%) 

Initial presenting 
symptoms  

Others 59 28 (47.5%) <0.001 
Classical TB symptoms 191 34 (17.8%) 

Type of TB Pulmonary 184 33 (17.9%) <0.001 
Extra-pulmonary 66 29 (43.9%) 

Diabetic status Not diabetic 191 54 (28.3%) 0.025 
Diabetic 59 8 (13.6%) 

Other comorbidities No 219 54 (24.7%)  
Yes 31 8 (25.8%) 

Initial health facility 
visited 

Government primary 77 15 (19.5%) 0.367 * 
Private primary/ AYUSH 12 5 (41.7%) * 
Government higher level 92 24 (26.1%) 
Private – higher level 69 18 (26.1%) 

*Exact test 

Supplementary table 4.8 Multivariate model – factors associated with lag in 

diagnosis 

Variable Categories Crude OR (95% CI) Adjusted OR 
(95% CI) 

Age group (in years) Up to 39 Reference  
40-59 0.77 (0.39-1.53)  
60 and above 0.57 (0.27-1.20)  
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Sex of the subject Male Reference  
Female 1.31 (0.71-2.41)  

Place of Residence Rural Reference  
Urban 0.53 (0.23-1.21)  

Living alone No Reference  
Yes 1.32 (0.33-5.25)  

Educational level Up to high school Reference  
Higher secondary and 
above 

0.80 (0.42-1.53)  

Occupational 
category 

Others Reference  
Salaried employment/ 
Student 

0.56 (0.27-1.13)  

Patient is 
breadwinner 

No Reference  
Yes 1.36 (0.76-2.42)  

Socioeconomic status Poorest of the poor Reference Reference 
Others 0.39 (0.16-0.93) 0.26 (0.10-0.67) 

Caste General Reference  
OBC 1.67 (0.86-3.22)  
SC/ST 1.39 (0.62-3.10)  

State Insurance 
Scheme Coverage 

Yes Reference  
No 1.12 (0.47-2.66)  

Smoking status Never smoker Reference  
Past smoker 1.08 (0.60-1.96)  
Current smoker 0.42(0.12-1.50)  

Habitual 
consumption of 
alcohol 

No Reference  
Yes 1.35 (0.76-2.40)  

Initial presenting 
symptoms  

Others Reference Reference 
Classical TB symptoms 0.24 (0.13-0.45) 0.21 (0.11-0.41) 

Type of TB Pulmonary Reference  
Extra-pulmonary 3.59 (1.94-6.63)  

Diabetic status Not diabetic Reference Reference 
Diabetic 0.40 (0.18-0.89) 0.44 (0.19-1.01) 

Other complications No Reference  
Yes 1.06 (0.45-2.52)  

Initial health facility 
visited 

Government primary Reference  
Private primary/ 
AYUSH 

2.95 (0.82-10.61)  

Government higher level 1.50 (0.70-3.03)  
Private – higher level 1.50 (0.67-3.18)  
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ANNEXURE II 

Supplementary figure 4.1 Flow chart of Coverage of direct benefit transfer among 

tuberculosis patients in Kollam District, Kerala from April 2018 to September 2019 
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Supplementary figure 4.3 SEIPS model of Programmatic aspects of NPY - 

Adaptation of the SEIPS model by Carayon, et al. 

 

 

Adaptation of the SEIPS model by Carayon, et al. The work system includes five factors: tools 

and technology, organization, environment, person, and tasks. These affect related processes and 

outcomes. Direct Benefit Transfer programmatic aspects 
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Annexure III 

Achutha Menon Centre for Health Science Studies, 
Sree Chitra Tirunal Institute for Medical Sciences & Technology, 

Trivandrum, Kerala, 695011  

Interview schedule for participants 

INTERVIEW SCHEDULE 

  

 

 

Section 1: Sociodemographic details 

Variable 
name 

Question Response Remark 

 
1.1 Place of residence 1.Rural  

2. Urban   

3. Tribal  

4. Costal 

4.Urban slum  

 

1.2 What is the highest level of 
education you have attained? 

1. No formal schooling  

2. Primary school  

3. Secondary school  

4. Higher secondary school  

5. Degree and above  

6. Other  

    (Specify)………... 

7. Refused to answer  

 

1.3 What is your current Marital 
status? 

1. Married  

2. Unmarried  

3. Divorced  

4.Widowed  

5. Other  

     (Specify)…………. 

 

1.4 What is your current Occupation  1.Govt. employee   

TU ID: 

UNIQUE ID: 

SL. NO: 

NIKSAHY ID: 

DATE: 

PH NUMBER: 
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2.Private employee  

3.Self-employed  

4.Farmer  

5. Manual Labourer  

6.Homemaker   

7.Student  

8.Unemployed  

9.Other 

     (Specify)…………… 

10. Refused to answer  
1.5 Was this your occupation before 

the diagnosis of Tb? Any change? 

 

1. Yes  
2. No  
If no, Specify……. 

 

1.6 Who is the breadwinner of the 
family? 

1.Subject  
2.Other  
     (specify)……………. 

 

Multiple 

1.7 How many persons including you 
live in this household?   

1.8 Colour of Ration card 1.Yellow  

2.Pink  

3.Blue  

4.White  

5.No ration card  

 

1.9 Caste/Tribe 1.Scheduled Tribe  

2. Scheduled Caste  

3. General   

4. Other backward classes  

5. Refused to answer  

 

1.10 Do you have any health insurance 
scheme? 

1.KASP  

2.Nil  

3.Other  
      (Specify)…………. 
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Section 2: Information from TB treatment card and Nikshay portal 

2.1 Age (completed in years)   

2.2 Gender 1.Male  

2.Female  

3.Transgender  

 

2.3 What is your DOTS Provider 

designation? 

  

2.4  Which is your DOTS center?    

2.5 Disease Classification 1. Microbiologically confirmed 

pulmonary TB  

2. Clinically diagnosed pulmonary 

TB   

3. Microbiologically confirmed 

Extrapulmonary TB  

4. Clinically diagnosed 

extrapulmonary TB  

 

2.6 Extrapulmonary site 1. Lymph nodes (Specify site) 

2. Abdomen   

3. Pleural effusion  

4. Bones/Joints  

5. Brain/meninges  

6. Other  

    (Specify)………… 

7. Not applicable  

 

2.7 Date of the first diagnosis of Tb   

2.8 Date of notification of Tb in 

Nikshay portal 

  

2.9 Date of diagnosis written in Tb 

card 

  

2.10 Date of treatment initiation   
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2.11 Details of X-ray/Histopathology 

/CBNAAT/Culture 

  

2.12 Smear status at the start of 

treatment and follow-up visits 

1. 

2. 

3. 

Skip if 2.5 is 

2/3/4 

2.13 Weight at the start of treatment 

(first visit) (Date) 

Weight: ………kg 

Date:  ………. 

 

2.14 Weight at the second visit (Date) Weight: ………kg 

Date: ………. 

 

2.15 Weight at the time of third visit 

(Date) 

Weight: …………kg. 

Date: ………. 

 

2.16 Diabetes mellitus status  1.Diabetic  

2.Nondiabetic  

3.Not entered  

 

2.17 If diabetic Fasting Blood Sugar / 

Random blood sugar value at (in 

mg/dl) 

1._____ 

2. Don't know  

 

 

2.18 HIV status, 1.Positive  

2.Negative   

3.Unknown  

 

2.19 Any Other Comorbidity 1.Yes  

2.No  

 

2.20 If yes, Specify 1. 

2. 

3. 

4. 

 

2.21 TB Treatment outcome 1. Cured  

2. Treatment completed   

3. Died  

4. Treatment discontinued  

5. Treatment Failure 

6. Treatment continuing  

7.  Not recorded  

 

2.22 Any adverse events reported in the 

TB Card? 
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Section 3: Information from patients about symptoms, diagnosis, and treatment 

 

3.1 What were the initial 

symptoms/complaints with 

regard to disease? 

1.Cough  

2.Fever  

3.Weight loss  

4.Blood in sputum  

5.Other  

   (Specify)………. 

Multiple 

options 

possible 

3.2 Date of the first visit to any healthcare 

facility for any of the above symptoms? 

  

3.3 Type of health-care facility first visited 

for any of these symptoms 

1.PHC  

2.CHC  

3.District/Taluk Hospital  

4.Medical College- 

Govt/Private  

5.Private hospital  

6.Private practitioner 

7.Alternative system  

8. Others  

      (specify)……… 

 

3.4 How much is the distance of the DOT 

center from your residence? (In 

Kilometre) 

………….km Approximate 

2.23 The present condition of the 

patient 

1.Bedridden  

2.Wheelchair-bound  

3.Stable 

4.Others  

(Specify)…………. 
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3.5 Reason for coming to the current center 

for treatment 

…………….  

3.6 Mode of transport 1. Walking  

2. Vehicle  

3. Both vehicle and walking 

 

3.7 Did you miss any dose during 

treatment? 

1.Yes 

2. No 

If 2 jumps to 

3.13 

3.8 Any missed doses 

during treatment? 

1. In the first two months 

(specify no.) 

2.In the last 4 months (specify 

no.) 

3.Both 

4. No missed doses  

5.Not recorded  

6.Others 

      (Specify) ……… 

 

3.9 Retrieval action by 

whom? 

 

1.Dot provider  

2.Other  

 (specify)…………… 

3.Not recorded  

 

3.10 Any retrieval action for missed doses 1.Yes for each missed dose 

2.For some missed doses  

3.No action  

4.Not recorded  

 

3.11 The approximate number of missed 

doses 

…………..  

3.12 Reason for the missed dose (Specify)………..  

3.13 Have You ever smoked any tobacco 

product such as 

beedi/cigarette/pipe/other? 

1.Yes   

2.No  

3.Refused to answer  

 

If 2/3 jump to 

3.15 

3.14 Which of the following best 

suits your status concerning smoking 

tobacco products?? 

1.Stopped before the diagnosis 

of TB  

2.Stopped after diagnosis of 

TB  
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3.Continued to smoke during 

treatment (specify how 

frequently) ………… 

4.Refused to answer   

3.15 Have You ever consumed alcoholic 

drinks like beer, wine, whiskey, 

toddy, locally prepared alcohol? 

1.Yes  

2.No  

3.Refused to answer  

 

If 2/3 jump to 

3.17  

3.16 Which of the following best 

suits your alcohol consumption status? 

1.Stopped before the diagnosis 

of TB  

2.Stopped after diagnosis of 

TB  

3.Continued to consume 

during treatment 

(How frequently) ………. 

4.Refused to answer  

 

3.17 Have you ever been treated differently 

from the community because of your 

disease status? 

1. Yes  
2. No  

 

3.18 If Yes, can you tell me more about it?   

 

Section 4: Food Security 

    
4.1 In the past 12 months, you did not 

have sufficient money to buy enough 
or more food. 

1. Mostly true  

2. Sometimes true 

3. Not at all true 

4. don’t know/didn’t answer  
 

 

4.2 For the last 12 months, you are not 

financially able enough to buy 

balanced diet. 

By a balanced diet, I mean a 
combination of milk, egg, meat, fruits, 
potato, pulses, plenty of water 

1.Mostly true   

2. Sometimes true  

3. Not at all true  

4. don’t know/didn’t answer 
 
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4.3 How often did you & your family 

members did not receive any food or 

sufficient food, due to lack of money? 

1. Almost every month  

2. Few months – Not every 

month  

3. 1 or 2 months  

4. Never  

 

4.4 In the past 12 months did lack money 

prevent you from taking food 

even though you were hungry or you 
starved? 

 

1. Yes  

2. No  

 

 

4.5 In TB treatment time, did you buy any 

food that you  

considered as nutritious? 

1.Yes  

2.No  

 

4.6 If yes, specify the food items?   
4.7 How did you find the money for the 

extra expenditure? 
  

 
Section 5: Nikshay Poshan Yojana and Direct Benefit Transfer 

 

5.1 During TB treatment, did you have any 

beneficiary help made available to you? 

1. Yes  

2. No   

If 2, go to5.4 

5.2  If yes, which kind of beneficiary help 

(financial assistance/food supplements) 

      1.Financial assistance  

      2. Food supplement  

      3. Both  

      4. No assistance 

      5. Others  

             (Specify)……… 

 

5.3 In which source you are getting financial 

assistance 

1. Nikshay poshan yojana 

 

2. Kerala Government  

3. Both  

4. Others  

  (specify)……… 

 

5.4  If No, are you aware of any schemes in TB 

treatment?  

      1.Yes   

      2. No    

     If 2, no 

further 

questions 

5.5 If Yes, are you aware of Nikshay Poshan 

Yojana? 

1. Yes  

2.  No  
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5.6 Have you received monetary benefit from 

Nikshay Poshan Yojana? 

1. Received the entire 

amount.  

2. Received part of the 

amount 

3. Received no money. 

 

5.7 If No, the reason for not as part of the 

scheme 

1. No Aadhar Number  

2. No bank accounts  

3. Other  

   (specify)………. 

 

 
  
 

5.8 Do you know how much money you are 

getting as the beneficiary amount from the 

government for TB patients? 

…………Rs  

5.9 Do you know the purpose of this beneficiary 

amount? 

1.Yes  

    (Specify)………… 

2. No  

 

5.10 How did you come to know about the 

beneficiary scheme from the government for 

TB patients? 

1. ASHA  

2. JHI / JPHN 

3. Senior Treatment 

Supervisor 

4. TB health visitor 

5. Doctor 

6. Media 

7. Others  

(Specify……) 

 

5.11 When did you receive the first payment after 

initiation of treatment? 

Date:  

5.12 When did you receive the last payment? Date:  

5.13 How did you spend the money received 

through this scheme? 

 

1. Food  

2. Travel expenses  

3. Household 

activities/family support 

4. Others 

5. Don’t know   

If 1, go to 

5.14 

If 2/3/4 

go to 5.15 
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5.14 Have you bought any specific food with the 

money you received? / 

What foods have you bought with the 

money received? (Specify) 

  

5.15  If you have no bank account, in whose 

account is the money credited to? 

1. I have account  

2. Other accounts (Specify 

who) ……. 

 

5.16 Do you have any proof for this money 

transfer? 

      1.Yes (Specify)………. 

       2.No 

 

5.17 Have you had any trouble in withdrawing 

the received amount? (If yes, specify?) 

1. Yes  (Specify) 

2. No   

 

5.18 Did you find this scheme beneficial? 1. Yes  

2. No    
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ANNEXURE IV 

Interview Guidelines                                                       

1. Personal information 

a. Tell me something about yourself  

b. How many years have you been working in this field? 

c. Could you please elaborate on your working background?  

d. Please describe your role in Tb control program? 

2. Can you please explain the details of Nikshay Poshan Yojana, the nutritional 

beneficiary scheme under the TB control program? 

a. What do you feel are the key features of this program? 

3.  How is the Tb control division organized to deliver this program? 

Who is in charge/ who are mainly responsible? 

4.  Could you please explain to me the steps in the implementation process of this 

program?   

a. How long does it take for completing each step?  

b. Do you find any difficulty in implementing this program? Can you please 

explain to me what you mean when you say _________ is a difficulty? 

5. How visible are the activities of this cash transfer scheme to Tb patients?  

a. Do you think that the patient can follow up their enrolment process in this 

scheme? Please clarify? 

b. Is it sufficient to convince patients about the transparency of the scheme? 

Please explain 

6. Did you undergo any training or orientation program for getting a better 

understanding of the nutritional assessment in Tb patients? 

ID NO: 
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a. What were the objectives of the training? 

b. What did you learn? 

c. How has the training helped you in your work since then? 

d. What about Nikshay Poshan Yojana? 

e. What information did you receive about it in the training? 

7. How is the monitoring of the NPY done? Who is responsible? Are there any external 

evaluations done about the implementation of NPY? 

8.  Are there any gaps in the current program?  

a. How do you feel it could be improved? 

9. Do you feel that this program reaches to all those in need?  

a. If not, why do you feel so? 

P.S.: The questions above are for all participants. There may be some questions which are 

guided by participants’ responses that are not listed in the interview guideline. 
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ANNEXURE V 
 

Sree Chitra Tirunal Institute of Medical Science and Technology 
Thiruvananthapuram, Kerala 

 

 “Assessing the Implementation of Direct Benefit Transfer Scheme 

(DBT) for Patients with Tuberculosis Notified under the National TB 

Program in Kollam” 

INFORMATION SHEET FOR PARTICIPANTS 

Namaskaram! I am Rajalakshmi S, doing Masters of Public Health course at Achutha 

Menon Centre for Health Science Studies (AMCHSS), Sree Chitra Tirunal Institute for 

Medical Sciences and Technology (SCTIMST) Trivandrum. As a part of my thesis work, I 

am doing a study on “Assessing the Implementation of Direct Benefit Transfer Scheme 

(DBT) for Patients with Tuberculosis Notified under the National TB Program in 

Kollam” 

 Purpose of the study  

The role of a nutritious diet is imperative in the fight against Tb. So, taking into account 

these problems which are obstructing the overall treatment outcome in TB cases, the GOI 

has launched ‘Nikshay Poshan Yojana’ - An Aadhar linked direct benefit transfer (DBT), 

cash transfer scheme.  

The purpose of this study is to assess the status of implementation of the scheme and 

understand the enablers and challenges perceived by the providers and to capture the pattern 

of utilization of the funds received by the beneficiaries. 

Description of the study  

I will be conducting interviews with the TB patients registered/notified on the Nikshay 

portal on or after 1st April 2018. Total of 250 interviews from 5 tuberculosis cells will be 

done in Kollam for a period of two to two and a half months. In-depth interviews will be 

conducted among healthcare providers to represent the different cadres involved in DBT 

implementation process.  
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The ethics approval for this study has been obtained from the Institutional Ethics 

Committee of Sree Chitra Tirunal Institute for Medical Sciences and Technology. 

 Your contribution 

 Your contribution involves answering some questions regarding your socioeconomic 

status, disease status including diagnosis, actions taken by you/patient while seeking 

care/treatment, Nikshay poshan yojana and cash transfer scheme. If you agree to participate 

in this study, it will take twenty to thirty minutes. This will include the time of reading the 

information sheet, signing of the consent form and the interview. The information given by 

you will be documented. After the interview, you may be contacted again only if it is found 

that information document is either incomplete or if any further clarification is needed. 

 Benefits from the study  

The study will not provide any direct benefits for you also will not affect your treatment 

and services. But the information collected from you and other participants will help in 

further research and policymaking which may benefit the society as a whole. 

Risks and discomforts 

Some of the data will be collected from the Tb treatment card. And some of the questions 

will be of a personal nature which may make you uncomfortable if you are not willing to 

answer the questions you are allowed to skip those questions. If still, you are not willing to 

answer further questions, you will be free to terminate the interview without any obligation. 

The collected data will be only used for the research purpose. 

Confidentiality of your data  

I hereby assure you that the information collected from you will be kept confidential. The 

accessibility of information collected from you will be restricted to me and my research 

guide only. Your details will not be shared with anyone at any stage. Only the data other 

than your identifiers will be used for the analysis of the study and the results of the study 

will be presented and published. 

Contact Information  

Is there any query or doubt you want to ask? I will try to clarify it to the best of my ability.  

Name of the Principal Investigator: Rajalakshmi S 
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Signature of Principal Investigator: 

Contact No. of Principal Investigator: 9633313357  

Email: rajalakshmi4ever@gmail.com 

If you have any doubt/ query on the authentication of this study or wish to verify my 

credentials, you may contact, Dr. Mala Ramanathan, Institutional Ethics Committee 

Secretary, Sree Chitra Tirunal Institute for Medical Sciences &Technology (SCTIMST), 

Trivandrum-695011, Kerala, India, office number: 0471-2524234.  

Mail id: iec.mem.sec@sctimst.ac.in 

Voluntary participation 

 Your participation in this study will be completely voluntary which means that you can 

decide whether to participate in the study or not. You are free and have the right to withdraw 

from the study at any time. You will continue to get all your current benefit/ services. If 

you have decided to participate, kindly sign the enclosed informed consent form.  

Date:                                                                             Signature of the investigator                                                              
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ANNEXURE VI 

 

Sree Chitra Tirunal Institute of Medical Science and Technology 
Thiruvananthapuram, Kerala 

 

“Assessing the Implementation of Direct Benefit Transfer Scheme (DBT) for Patients 

with Tuberculosis Notified under the National TB Program in Kollam” 

Information Sheet for In-depth Interview participants 

 Namaskaram! I am Rajalakshmi S, doing Masters of Public Health course at Achutha 

Menon Centre for Health Science Studies (AMCHSS), Sree Chitra Tirunal Institute for 

Medical Sciences and Technology (SCTIMST) Trivandrum. As a part of my thesis work, I 

am doing a study on “Assessing the Implementation of Direct Benefit Transfer Scheme 

(DBT) for Patients with Tuberculosis Notified under the National TB Program in 

Kollam” 

The role of a nutritious diet is imperative in the fight against Tb. So, taking into account 

these problems which are obstructing the overall treatment outcome in TB cases, the GOI 

has launched ‘Nikshay Poshan Yojana’ - An Aadhar linked direct benefit transfer (DBT), 

cash transfer scheme.  

The purpose of this study is to assess the status of implementation of the scheme and 

understand the enablers and challenges perceived by the providers and to capture the pattern 

of utilization of the funds received and the perceived benefits of the scheme by the 

beneficiaries for the effective implementation of the scheme in terms of delivery and 

utilization. 

In this regard, I will be conducting in-depth interviews among healthcare providers to 

represent the different cadres involved in DBT implementation process. This included a 

laboratory technician (maker), two medical officers (checker), three Senior TB Laboratory 

Supervisor (STLS) or Senior Treatment Supervisor (STS), one Tuberculosis Health visitor 
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(TBHV) of a Medical college, the data entry operator at district level, the district accountant 

(DTC), the district programme manager (at approver level), and the district accounts 

manager (PFMS). 

 I humbly request you to participate in this study. Participation involves sharing some of 

your personal information and your knowledge about this program. Also, I am trying to 

collect the information regarding the implementation challenges related to DBT and its 

possible solutions. In this process, your name or identity will not be revealed. 

The ethics approval for this study has been obtained from the Institutional Ethics 

Committee of Sree Chitra Tirunal Institute for Medical Sciences and Technology. 

 

The study will not provide any direct benefits for you also will not affect your professional 

work. But the information collected from you and other participants will help in further 

research and policymaking which may benefit the society as a whole. 

Some of the questions may be about difficult situations you have seen concerning Nikshay 

Poshan Yojana which may make you mildly uncomfortable. You have the right to withdraw 

your participation at any time without any explanation. The interview will take 

approximately 30-45 minutes. I would like to record this interview to make sure that I 

remember accurately all the information you provide. I will keep these recordings safely. 

They will only be used by me. The interview recordings will not be shared with anyone. 

Only the aggregated data from the interviews (which will have no identifiers) will be 

shared. If you do not consent for the recording, I shall take notes instead. 

I hereby assure you that the information collected from you will be kept confidential. The 

accessibility of information collected from you will be restricted to me and my research 

guide only. Your details will not be shared with anyone at any stage. Only the data other 

than your identifiers will be used for the analysis of the study and the results of the study 

will be presented and published. 

Contact Information  

Is there any query or doubt you want to ask? I will try to clarify it to the best of my ability.  

Name of the Principal Investigator: Rajalakshmi S 

Signature of Principal Investigator: 
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Contact No. of Principal Investigator: 9633313357  

Email: rajalakshmi4ever@gmail.com 

If you have any doubt/ query on the authentication of this study or wish to verify my 

credentials, you may contact, 

 Dr. Mala Ramanathan, Institutional Ethics Committee Secretary, Sree Chitra Tirunal 

Institute for Medical Sciences &Technology (SCTIMST), Trivandrum-695011, Kerala, 

India, office number: 0471-2524234. Mail id: iec.mem.sec@sctimst.ac.in 

Voluntary participation 

 Your participation in this study will be completely voluntary which means that you can 

decide whether to participate in the study or not. You are free and have the right to withdraw 

from the study at any time. There will be no penalty for the withdrawal. If you have decided 

to participate, kindly sign the enclosed informed consent form.  

Date:                                                                             Signature of the investigator     
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ANNEXURE VII 
 

Achutha Menon Centre for Health Science Studies 
Sree Chitra Tirunal Institute for Medical Sciences & Technology, 

Trivandrum, Kerala, 695011 

Initial consent form 

 

Rajalakshmi S, Master of Public Health student of Achutha Menon Centre for Health 

Science Studies (AMCHSS) of the Sree Chitra Tirunal Institute for Medical Sciences and 

Technology, Trivandrum, is doing a study on “Assessing the Implementation of Direct 

Benefit Transfer Scheme (DBT) for Patients with Tuberculosis Notified under the National 

TB Program” in Kollam district. The objectives of her study are to understand the patient 

perspectives about the enablers and challenges in receiving the cash incentives under Direct 

Benefit Transfer and pattern of utilization and to understand the effectiveness of Nikshay 

Poshan Yojana in ensuring food security to TB patients. You are selected for her study. She 

has obtained permission from the concerned authority for conducting this study.  She wants 

to ask you a few questions which will take around 20 minutes  

 Patient response 

Yes, I am willing to be contacted for the study _______ 

No, I am not ________ 

 

Signature of the person obtaining consent: 

Name and Designation: 

Date: 
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ANNEXURE VIII 

Achutha Menon Centre for Health Science Studies 
Sree Chitra Tirunal Institute for Medical Sciences & Technology, 

Trivandrum, Kerala, 695011 

 

                                                 Written informed consent 

 

I, ___________________________________________________ have read/heard and 

understood all the information provided in the ‘Research subject information sheet' and I 

have clarified all my doubts. I realize that the study is unlikely to cause any harm to me and 

I have no direct benefits from taking part in the study. By signing/putting thumb impression 

I confirm my voluntary participation in this study. I agree to be contacted again if any 

missing information or further clarification is needed. I understand my right to withdraw 

from the interview anytime without any obligation. I also understand that my identity will 

not be revealed in any published or released information from this study. 

Name of the participant ____________________________. 

Signature of respondent/Thumb impression _______________________________ . 

Date: 

Place: 
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ANNEXURE IX 

 

Achutha Menon Centre for Health Science Studies 
Sree Chitra Tirunal Institute for Medical Sciences & Technology, 

Trivandrum, Kerala, 695011 

 

Informed Consent for In-depth Interview 

I __________________________________have read/heard all the 

information given on study subject information sheet. I have clarified all my 

doubts and I confirm my voluntary participation by signing/putting thumb 

impression. I understand that I can withdraw from the interview at any time 

without any explanation, if I wish to do so. I permit/ do not permit the 

researcher to record the interview. I also understand that my identity will not 

be revealed in any published or released information from this study  

 

Name of the respondent _____________________________________  

Signature of respondent/Thumb impression  

Date:  

Place: 
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ANNEXURE X 

അഭിമുഖ േചാദŖാവലി 
 
 
 

     

 

 

വിഭാഗം 1: സാമൂഹികവും ജനസംഖّാപരവു 
മായ വിവര׹ൾ 

നآർ 
 

േചാദّം ْപതികരണം പരാമർശിുׯ
ക 

1.1 താമസിر ؗുׯലം 1.ْഗാമം   

2.പ؂ണം 

3. ആദിവാസി േമഖല 

4.തീരേദശ േമഖല  

5.നഗര؋ിലുت േചരി ْപേദശം 
 

  

1.2 നി׹ൾ േനടിയ ഏئവും ഉയർؗ 

വിദّാഭّാസ നിലവാരം എؓാണ?് 

1. ُٕൂ ളിൽ േപായി؂ിب 

2. ْപാഥമിക ُٕൂ ൾ  

3. െസׯൻഡറി ُٕൂ ൾ  

4. ഹയർ െസׯൻഡറി ُٕൂ ൾ  

5. ബിരുദം /ബിരുദാനؓര ബിരുദം 

6.മتുئവ 

    (വّװമാുׯക) ……… ... 

7. ഉ؋രം നൽകാൻ നിരസിുׯക 

  

1.3 എؓാണ ്നി׹ളുെട നിലവിെല 

ൈവവാഹിക നില? 

1. വിവാഹിത/ വിവാഹിതൻ  

2. അവിവാഹിത /അവിവാഹിതൻ 

3. വിവാഹേമാചിതർ  

4. ഭർ؋ാവ് /ഭാരّ മരി׺ത് 

5. മتുئവ 

     (വّװമാുׯക) …………. 

  

TU ID: 

UNIQUE ID: 

തീയതി: 

േഫാൺ നآർ: 

ْകമനآർ: 

നിײയ ഐഡി: 
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നآർ 
 

േചാദّം ْപതികരണം പരാമർശിുׯ
ക 

1.4 നി׹ളുെട നിലവിെല െതാഴിൽ 

എؓാണ?് 

1. ഗവ. ജീവനׯാരൻ  

2.സٔകാരّ ജീവനŚാരൻ  

3. സٔയം െതാഴിൽ  

4. കൃഷിׯാരൻ  

5. ൈകെ؋ാഴിൽ   

6. വീ؂ുേജാലി  

7. വിദّാർ،ി  

8. െതാഴിലിب  

9. മتുئവ 

     (വّװമാുׯക) …………… 

10. ഉ؋രം നൽകാൻ നിരസിുׯക  
 

  

 യേരാഗംײ 5 .1
നിര്ണയിׯെؚടുؗതിനു മുൻപ് 
നി׹ളുെട െതാഴിൽ ഇത് 
തെؗയായിരുേؗാ   

1. അെത   
2. അب  

     (വّװമാുׯക) …………….  

  

1. 6 കുടുംബ؋ിന്െറ വരുമാന൦ 
നൽകുؗത് ആരാണ്?  

1. പെ׸ടുؗുׯ വّװി  

2. മتുئവ 

     (വّװമാുׯക) ……………. 
  

ഒؗിലധികം 
വّװികൾ  

1. 7 നി׹ൾ ഉൾെؚെട എْത േപർ ഈ 

വീ؂ിൽ താമസിുؗുׯ? 

    

1. 8 േറഷൻ കാർഡിന്െറ നിറം 1. മ؁  

2. പി്׸  

3. നീല  

4. െവت 

5. േറഷൻ കാർഡ് ഇب   

  

1. 9 സാമൂഹിക വിഭാഗം 1. ആദിവാസി േഗാْതം  

2. പ؂ിക ജാതി  

3. ജനറൽ   

4. മുئ പിേؗാׯ ജാതി  

5. ഉ؋രം നൽകാൻ നിരസി 
 .ു׺

  

1.1 0 നി׹ൾ്ׯ എെؓ׸ിലും ആേരാഗّ 

ഇൻഷുറൻസ് പؑതി ഉേ؇ാ? 

1. േകരള ആേരാഗّ സുരײാ പؑതി(KASP) 
 

2. ഇب  

3. മتുئവ 

      (വّװമാുׯക) ………… . 
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വിഭാഗം 2: ײയേരാഗ ചികി؏ കാർഡിൽ നിؗുت 
വിവര׹ൾ 

 
2.1 വയ്ش (പൂർ؋ിയാׯിയ വർഷ׹ളിൽ )     

2 .2 ലിംഗേഭദം 1. പുരുഷൻ  

2. സ്ْതീ  
3. നപുംസകം 

  

2.3   നി׹ളുെട േഡാ؂്സ് െْപാൈവഡെറ 
ആേലാചിുׯക.അവർ ഏത ്പദവി 
വഹിؗുׯവരാണ?്   

 ……………………………   

2.4 നി׹ളുെട േഡാ؂്സ് െസന്റർ ഏതാണ്? 
  

 ………………………..   

2.5 േരാഗ വർ״ീകരണം 1.ൈമേْകാബേയാളജിׯൽ 
പരിേശാധന വഴി  ശٔാസേകാശ؋ിെല 

  ു׺ിരീകരിر യേരാഗײ

2. ചികി؏ാപരമായി 

ശٔാസേകാശ؋ിെല ײയേരാഗ 

േരാഗനിർ؉യം  

3. ൈമേْകാബേയാളജിׯൽ 
പരിേശാധന വഴി  ശٔാസേകാശ؋ിന് 
പുറ്ײ ؋യേരാഗ رിരീകരിു׺  

4. ചികി؏ാപരമായി 

ശٔാസേകാശ؋ിന് പുറ്؋ 
 യേരാഗ േരാഗനിർ؉യം ײ

  

2.6 ശٔാസേകാശ؋ിന് പുറ്؋ എവിെടയാണ് 
േരാഗം ബാധി׺ിരിؗുׯത്? 

1. ലിംഫ് േനാഡുകൾ (رലം 

വّװമാുׯക) ………..  

2. അടിവയർ  
 റൽ എഫّൂഷൻ ൂ؛ .3

4. അرികളുെട / സؖികൾ  

5. തലേ׺ാറ ്/ െമനി؀സ്  

6. മتുئവ 

    (വّװമാുׯക) ………… 

7. ബാധകമب  

  

 ിന്െറ ആദّ േരാഗനിർണയ؋യേരാഗײ 2.7

തീയതി 
  

 തീയതി:   

2.8 നിײയ ്േപാർ؂ലിൽ ײയേരാഗ؋ിന്െറ 
അറിയി്ؚ തീയതി 
  

 തീയതി:   

 യേരാഗ ചികി؏ാ കാർഡിൽײ 2.9

എഴുതിയിരിؗുׯ േരാഗനിർണയ തീയതി 
  

 തീയതി:   

2.10 ചികി؏ ആരംഭി׺ തീയതി 
  

 തീയതി:   

2.11  എ٧്ع- േറ /ഹിേزാപാേ؋ാളജി / CBNAAT / 
കൾച൪ വിശദാംശ׹ൾ  

    

2.12 ചികി؏യുെട 
ആരംഭ؋ിലും തുടർؗുت സؕർശന׹ളിലും 
ُ٣ിയർ നില 
എ׹ിെനയാണ്?  

1. 
2. 
3. 

2.5, 2/3/4 

ആെണ׸ിൽ 

ഒഴിവാുׯക 
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2.13 ചികി؏ ആരംഭിുׯേآാൾ ഭാരം (kg) (ആദّ 

സؕർശനം) (തീയതി)  

ഭാരം: ………kg 

തീയതി:   ………. 

  

2.14 ര؇ാമെ؋ സؕർശന؋ിെല ഭാരം(kg) 
(തീയതി)  

ഭാരം: ………kg 

തീയതി: ………. 

  

2.15 മൂؗാമെ؋ സؕർശന സമയ്؋ ഭാരം 

(kg)(തീയതി)  

ഭാരം: …………. 

തീയതി: ………. 

  

2.16 ْപേമഹം നില 1. ഉ؇്  

2. ഇب  

3. നൽകിയി؂ിب  

  

2.17 ْപേമഹം ഉെ؇׸ിൽ ര؋װിെല 

പ؀സാരയുെട മൂലّം (mg / dl ൽ)  

1._____________mg/dl 

2. അറിയിب  
  

  

2.18 എ്׺ ഐ വി നില 1. േപാസിئീവ്  

2. െനഗئീവ്  

3. അറിയിب  

  

2.19 മേئെത׸ിലും േരാഗ׹ൾ ഉേ؇ാ?  1. ഉ؇്  

2. ഇب   

  

2.20 ഉെ؇׸ിൽ, വّװമാുׯക 1. 
2. 
3. 
4. 

  

 ി؋യേരാഗ ചികി؏ാ ഫലം 1. സുഖെؚടുײ  2.21

2. ചികി؏ പൂർ؋ിയായി  

3. മരിു׺
4. ചികി؏ നിർ؋ി 
5. ചികി؏ പരാജയം  

6 . ചികി؏ തുടരുؗു  

7. േരഖെؚടു؋ിയി؂ിب  
  

  

 യേരാഗ ചികി؏ാײ 2.22
കാർഡിൽ എെؓ׸ിലും ْപതികൂല സംഭവ׹ൾ 

റിേؚാർ؂് െചإെؚ؂ി؂ുേ؇ാ?  

    

2 .2 3 േരാഗിയുെട ഇേؚാഴെ؋ അവ1 ر. കിടؚിലാണ ് 

2. വീൽെചയർ ബؖിതമാണ്  

3. ആേരാഗّവാനാണ ്   

4. മتുئവ (വّװമാുׯക) 

  

 

വിഭാഗം 3: േരാഗലײണ׹ൾ, േരാഗനിർണയം, 
ചികി؏ എؗിവെയുׯറി്׺ േരാഗികളിൽ നിؗുت 

വിവര׹ൾ 

  
3. 1 േരാഗവുമായി ബؖെؚ؂്  എؓാ 

യിരുؗു ْപാരംഭ 

ലײണ׹ൾ? 

1. ചുമ  

2. പനി  
3. ഭാരനذം 

4.               

5. മتുئവ 

   ( വّװമാുׯക ) ……… ..  

ഒؗിലധികം  ഉ
 ൾ׹ര؋
തിരെ؁ടുׯ
വുؗതാണ ്
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3. 2 േമൽؚറ؁ ഏെത׸ിലും 

ലײണ׹ൾ്ׯ േവ؇ി ആദّമായി 

ആശുപْതി സؕർശി׺ തീയതി ? 

   ഏകേദശ 

തീയതി   

3. 3  ആദّം സؕർശി׺ ആശുപْതി 1. ْപാഥമിക ആേരാഗّ േകْؕം  

2. കൂّأണിئി െഹൽ്؋ െസനറ്ർ  

3. ജീب / താലൂ്ׯ ആശുപْതി  

4. െമഡിׯൽ േകാളജ് –( ഗവ / 

സٔകാരّ)  

5 സٔകാരّ ആശുപْതി  

6. ഇതര ചികി؏  

7.മتുئവ(വّװമാുׯക) ……… 
  

  

3. 4 നി׹ളുെട വസതിയിൽ നി്ؗ േഡാ؂്സ് 
െസന്ററിേലتുׯ ദൂരം 

എْതയാണ?് (കിേലാമീئറിൽ) 

 ………….km   

3.5 ചികി؏യ്ׯായി നിലവിെല 

േകْؕ؋ിേല്ׯ വരുؗതിനുت 

കാരണം എؓാണ്    

 (വّകതമാുׯക)   

3. 6 ചികി؏ാ േകْؕ؋ിേല്ׯ 
എ؋ിേ׺രുؗതിനുت ഗതാഗത 

മാർ״ം ഏതാണ?് 

1. നട്ؗ  

2. വാഹന൦  

3. വാഹനവും നട؋വും   

  

3. 7 ചികി؏യ്ׯിെട എെؓ׸ിലും ഒരു 

േനരേتുׯ؋ മരു്ؗ  
കഴിׯാതിരിേׯ؇ി വؗി؂ുേ؇ാ?  

1. ഉ؇്  

2. ഇب   

ഉ؋രം2 

എ׸ിൽ 3.1 3 
േല്ׯ 
േപാകുക 

3.8 ഉ؇് എ׸ിൽ എْത ْപാവിശّം മരു്ؗ  
കഴിׯാതിരിേׯ؇ി വؗി؂ു ؇് 

1 . ആദّ ര؇് മാസം (എْത ْപാവിശّം -

വّװമാുׯക ) ……. 

2. കഴി؁ 4 മാസ׹ളിൽ (എْത 

ْപാവിശّം -വّװമാുׯക) ………… 

3. ര؇ും  

4 . നذെؚടു؋ിയിب  
 
5.േരഖെؚടു؋ിയി؂ിب  

6 . മتുئവ  

      (വّװമാുׯക) ……… 
  

  

3.9 വീെ؇ടുׯൽ നടപടി 

 ആരാണ് െചേإ؇ത് ? 
  

1. േഡാ٧്ؾ ദാതാവ്  

2. മتുئവർ (വّװമാുׯക) 

3.േരഖെؚടു؋ിയി؂ിب 
 

  

3.1 0 നഷ് ടമായ േഡാസുകൾׯായി ഏെത
 ൽ നടപടിׯിലും വീെ؇ടു׸
െചᅃٝി؂ുേ؇ാ? 

1. നഷ് ടമായ ഓേരാ േഡാസിനും 

2. ചില നഷ് ടമായ േഡാസിന്  

3. ഒരു നടപടിയും സٔീകരി׺ിب  

4.േരഖെؚടു؋ിയി؂ിب  
  

  

3.1 1 നഷ് ടമായ േഡാസുകളുെട ഏകേദശ 
എ؉ം  

    

3.1 2 നഷ് ടമായ േഡാസിനുت കാരണം  (വّװമാുׯക) ………   

3.1 3 നി׹ൾ പുകയില, 
േപാലുت അേത    ബീഡി / സിഗര്ئ / 

1.  ഉ؇്  

2. ഇب  

3. ഉ؋രം നൽകാൻ നിരസിു׺  

ഉ؋രം 2/3 

എ׸ിൽ  3.1 5 
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കുഴൽ / മെئെؓ׸ിലും 

ഉപേയാഗിുؗുׯേ؇ാ??  

 
  

േല്ׯ 
േപാകുക 

3.1 4 പുകവലി ഉൽؚؗ׹ളുമായി 
ബؖെؚ؂് നി׹ളുെട നിലയ്്ׯ അനു
േയാജّമായത് ഏതാണ ്?? 

 യേരാഗײ .1
നിർണയ؋ിന് മു്آ നിർ؋ി  

 ിന്  േശഷം؋യേരാഗ നിർണയײ  .2
നിർ؋ി   

3. േരാഗനിർണയ؋ിനുേശഷം 
പുകവലി തുടർؗു 
(വّװമാുׯക)………………. 

4. ഉ؋രം നൽകാൻ നിരസിു׺    

  

3.1 5 നി׹ൾ ബിയർ, ൈവൻ, വിُിٕ, 

കت,് ْപാേദശികമായി 

തإാറാׯിയ മദّം  കുടിׯാറുേ؇ാ?  

1. ഉ؇്  

2. ഇب  

3. ഉ؋രം നൽകാൻ നിരസിു׺  
 
  

ഉ؋രം 2/3   

3. 17 േല്ׯ 
േപാകുക 

3. 16 ഇനിؚറയുؗവയിൽ 

നി׹ളുെട മദّപാന നിലയ്്ׯ അനു
േയാജّമാേണാ ? 

നിർ് آിന് മു؋യേരാഗനിർണയײ1
 ി؋

 ിന്  േശഷം؋യേരാഗ ഗനിർണയײ  .2
നിർ؋ി  

3.ചികി؏യ്ׯിെട തുടർؗു 

(എْത തവണ) 

4. . ഉ؋രം നൽകാൻ നിരസിു׺  

  

3. 17 േരാഗാവر കാരണം താ׸ൾ്ׯ 
എേؚാെള׸ിലും സമൂഹ؋ിൽ നി്ؗ 

എെؓ׸ിലും വിേവചനം 

അനുഭവെؚ؂ി؂ുേ؇ാ ?  

1. അെത  

2. ഇب    

  

3.18 ഉെ؇׸ിൽ, വّװമാുׯക     

 

വിഭാഗം 4: ഭّײ സുരײ 

  

4.1 കഴി؁ 12 മാസ؋ിൽ ആവശّ؋ിന് 
അെ׸بിൽ കൂടുതൽ ഭײണം വാ׹ാൻ 

നി׹ൾ്ׯ മതിയായ പണമിبാ؋  അവر 
ഉ؇ായി؂ുേ؇ാ ?. 

1. കൂടുതലും ശരിയാണ്  

2. ചിലേؚാെഴാെׯ സതّം  

3. ഒ؂ും ശരിയب  

4. അറിയിب / ഉ؋രം  നൽകിയിب  

  

4.2 കഴി؁ 12 മാസŮിൽ നി׹ൾ്ׯ 

സമീകൃതാഹാരം വാ׹ാനുت സാ؋آികം 
ഉŪായിരുŹിലī. ഈ വാചകം ശരിയാെണŹ് 
കരുതുŹുേŪാ? 

സമീകൃത ആഹാരം എŹ് വŢാൽ - പാൽ, മുŨ, 

ഇറŢി, പഴšൾ, ഉരുളŚിഴš്, പയർ 

വർŝšൾ  എŹിവ അടšിയ ഭŜണരീതി   

1. കൂടുതലും ശരിയാണ്  

2. ചിലേؚാെഴാെׯ സതّം  

3. ഒ؂ും ശരിയب  

4. അറിയിب / ഉ؋രം നൽകിയിب   
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4.3 പണ؋ിന്െറ അഭാവം മൂലം നി׹ൾുׯം 

നി׹ളുെട കുടുംബാംഗ׹ൾുׯം എْത 
മാസ׹ളിൽ ഭײണേമാ  അെ׸بിൽ 
മതിയായ ഭײണേമാ ലഭിׯാൻ 
ബുؑിമു؂ു؇ായി? 

1. മിׯവാറും എبാ മാസവും  

2. കുറ്׺ മാസ׹ൾ - എبാ 

മാസവും അب  
 

3. 1 അെ׸بിൽ 2 മാസം  

4.ഒരിׯലും സംഭവി׺ി؂ിب  

  

4.4 കഴി؁ 12 മാസ׹ളിൽ എേؚാെഴ׸ിലും 

പണ؋ിന്െറ അഭാവം കാരണം നി׹ൾ്ׯ 
വിശുؗുׯെ؇׸ിലും  പ؂ിണി കിടേׯ؇ 

സാഹചരّം ഉ؇ായി؂ുേ؇ാ? 

  

1. ഉ؇്  

2. ഇب  

  

  

 ൾ׹നി ,്؋യേരാഗ ചികി؏ാ സമയײ 4.5

േപാഷകസമൃؑമാ യി താ׸ൾ്ׯ േതാؗിയ 
എെؓ׸ിലും ആഹാര׹ൾ ْപേതّകമായി  
വാ׹ിയി؂ുേ؇ാ ? 

 

1. ഉ؇്  

2. ഇب  

  

4.6 ഉെ؇׸ിൽഎ്ؓ തരം ആഹാരമാെണؗു 
വّװമാുׯക 

    

4.7 അധികെ׺ലവിനായി നി׹ൾ എ׹െനയാണ് 
പണം കെ؇؋ിയത?്   

 

  

  

 

വിഭാഗം 5: നിײയ ്േപാഷണ േയാജനയും േനരിت؂ു 

ആനുകൂലّ ൈകമാئവും 

  

 ,؋യേരാഗ ചികി؏ സമയ്ײ 1 .5

എെؓ׸ിലും ഗുണേഭാൃװ 

സഹായം നി׹ൾ്ׯ ലഭّമാേയാ? 

1.അെത  

2.ഇب   

2ആെണ׸ിൽ, 5.4 

േല്ׯ േപാകുക 

5.2 ലഭّമാെയ׸ിൽ എ്ؓ തര؋ിലുت 
ഗുണേഭാൃװ സഹായം ആണ് 
ലഭി׺ത ് ( ധനസഹായം / ഭّײ 

വസ് തുׯൾ) 

1.സാ؋آിക സഹായം  

2 . ഭײണ വസ് തുׯൾ  

3. ര؇ും  

4. സഹായമിب  

5. മتുئവ 

  (വّװമാുׯക) ………  

  

5. 3 എവിെട നിؗാണ ് നി׹ൾ്ׯ 

സാ؋آിക സഹായം ലഭിؗുׯത ്

1. നിײയ ്േപാഷണ േയാജന  

2.േകരള സർׯാർ  

3.               

4.മتുئ 
 (വّװമാുׯക) ………  
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5.4 5.1 ന്െറ ഉ؋രം ഇب എؗാെണ׸ിൽ , 

 യേരാഗ ചികി؏യിെലײ

ഏെത׸ിലും പؑതികെളുׯറി്׺ 

നി׹ൾׯറിയാേമാ? 

 1. അറിയാം  

  2.ഇب    

     2 ആെണ׸ിൽ, 

കൂടുതൽ 

േചാദّ׹െളാؗു
മിب 

5. 5 അറിയുؗുെ؇׸ിൽ, നിײയ ്

േപാഷൻ 

േയാജനെയുׯറി്׺ നി׹ൾ   േക؂ി؂ു
േ؇ാ?  

1.ഉ؇്  

2.ഇب  

  

5.6 നിײയ് േപാഷൻ േയാജനയിൽ നി്ؗ 

നി׹ൾ്ׯ ധനസഹായം 

ലഭി׺ി؂ുേ؇ാ ? 

1.മുഴുവൻ തുകയും ലഭിു׺ .  

2.തുക ഭാഗികമായി ലഭിു׺  

3.പണെമാؗും ലഭി׺ിب.  

  

5.7 5.5 ന്െറ ഉ؋രം ഇب എؗാെണ׸ിൽ 

ഈ പؑതിയുെട 

ഭാഗമാകാ؋തിനുت കാരണം 

എؓാണ?് 

1.ആധാർ നآർ             

2.ബാ്׸ അׯൗ؇് ഇب  

3മتുئവ 
(വّװമാുׯക) ……….  

  

 ാരിൽׯസർ تുׯയേരാഗികൾײ 5.8

നിؗുت ഗുണേഭാൃװ തുക എْത രൂപ 

ആണ?്  

……………………Rs   

5.9 ഈ ഗുണേഭാൃװ തുകയുെട ഉേؐശّം 

നി׹ൾׯറിയാേമാ ? 

1. അറിയാം  

 (വّװമാുׯക) ………… 

2. ഇب 

  

5.10 ടിബി േരാഗികൾتുׯ സർׯാരിൽ 
നിؗുت ഗുണേഭാൃװ പؑതിെയുׯ
റി്׺ നി׹ൾ എ׹െന മനشിലാׯി ? 

1.ആശ വർׯർ  
2. JHI/JPHN 

3.സീനിയർ ചികി؏ 
 സൂؚർൈവസർ  

 യേരാഗ ആേരാഗّ സؕർശകൻ ײ.4

5.േഡാعർٚ 
6.             . 
7. മتുئവ  

      (വّװമാുׯക) ………  

  

5.11 ചികി؏ ആരംഭി׺തിന് േശഷം 

നി׹ൾ്ׯ ആദّ ഗടു (തുക ) 

എേؚാഴാണ ്ലഭി׺ത?് 

…………..  ഏകേദശ 

തീയതി 

5.12 അവസാന  ഗടു (തുക)നി׹ൾ്ׯ 
എേؚാഴാണ ്ലഭി׺ത?് 
  

 ……………..  ഏകേദശ 

തീയതി 

5.1 3 ഈ പؑതി ലൂെട ലഭി׺ പണം നി׹ൾ 

എ׹െന െചലവഴിു׺? 
  

 1.ആഹാരം വാؗു׹തിന്  

2. യാْത െചലവുകൾ്ׯ  

3.വീ؂ിെലആവശ്ّׯ׹  

4മتുئവ 

(വّװമാുׯക) ……….. 

5.അറിയിب   
  

1 ആെണ׸ിൽ,  

5.14 േല്ׯ 

േപാകുക 

2/3/4 എ׸ിൽ 

5.15 േല്ׯ 

േപാകുക 

5.14 നി׹ൾ്ׯ ലഭി׺ പണം ഉപേയാഗി്׺ 
എെؓ׸ിലും ْപേതّക ഭײണം 

വാ׹ിയി؂ുേ؇ാ? / 

ലഭി׺ പണം ഉപേയാഗി്׺ നി׹ൾ ഏത ്

ഭײണമാണ് 
വാ׹ിയത?് (വّװമാുׯക) 
  

    

5.15 താ׸ൾ്ׯ ബാ്׸ അׯൗ؇് 
ഇെ׸بിൽ,ആരുെട 
അׯൗ؇ിേലׯാണ ്ഈ തുക 
വരുؗത.് 
 

1. എനി്ׯ അׯൗ؇് ഉ؇്   
 
2.മتുئവ  

(ആരുേടെയ്ؗ വّകതമാുׯക) 
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5.16 ഈ തുക  അׯൗ؇ിൽ 
എ؋ിയതിന്െറ എെؓ׸ിലും 
െതളിവുകൾ താ׸ളുെട പׯൽ 
ഉേ؇ാ? 

1.അׯൗ؇് ബുׯിൽ പതിു׺ 
കി؂ിയി؂ുേ؇ാ   

2.എസ് എം എസ് (SMS) വؗി؂ുേ؇ാ  

3. മتുئവ  (വّകതമാുׯക) 

 

5.17 തുക ബാ׸ിൽ നിؗും 
പിൻവലിؗുׯതിന്   താ׸ൾ്ׯ 
എെؓ׸ിലും ബുؑിമു؂് 
ഉ؇ായി؂ുേ؇ാ ?  

1.ഉ؇്   
2.ഇب  
 

 

5.18 ഈ പؑതി ْപേയാജനകരമാെണؗു 
താ׸ൾ്ׯ േതാؗുؗുേ؇ാ? 

1.ഉ؇്   
2.ഇب  
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ANNEXURE XI 

                 

 

അഭിമുഖ  മാർŝനിർേųശšൾ 

1. വŖśിഗത വിവരം 

a.  താŠെളŚുറിŢƧ  എെŵŠിലും സംസാരിŚാേമാ? 

b. ഈ രംഗŮ് താŠൾ എŗത വർഷമായി ŗപവർŮിŚുŹു? 

c. താŠളƧെട ŗപവർŮന പƆാŮലം വിശദീകരിŚാേമാ ? 

d. Ŝയേരാഗ നിയŗŵണ േŗപാŗഗാമിെല താŠളƧെട പŠ് ദയവായി വിവരിŚുക? 

2. Ŝയേരാഗ നിയŗŵണ േŗപാŗഗാമിŀെറ കീഴിൽ വരുŹ നിŜയ േപാഷĻ േയായാന 
േപാഷകാഹാര ഗുണേഭാśൃ പŴതിെയŚുറിŢ താŠൾ ദയവായി 
വിശദികരിŚാേമാ? 

a. ഈ േŗപാŗഗാമിŀെറ ŗപധാന സവിേശഷതകൾ എെŵാെŚയാെണŹ് 
പറയാേമാ? 

3. ഈ േŗപാŗഗാം  എലīാവരിലും എŮിേŢരുŹതിനായി ടിബി നിയŗŵണ 
വിഭാഗം എšെന ŗകമീകരിŢിരിŚുŹു ? 

     ആെരാെŚയാĻ ചുമതലയുƄവർ ? 

4.  ഈ പŴതി നടżിലാŚാനുƄ ഘŨšൾ താŠൾ ദയവായി വിശദികരിŚാേമാ? 

a. ഓേരാ ഘŨവും പൂർŮിയാŚുŹതിനായി ഏകേദശം എŗത സമയം േവŪി 
വരും? 

b. ഈ േŗപാŗഗാം നടżിലാŚുŹതിൽ താŠൾŚ് എെŵŠിലും ബുŴിമുŨ് 
േതാŹുŹുേŪാ? _________ ഒരു ബുŴിമുŨാെണŹ് നിšൾ പറയുേƀാൾ 
താŠൾ എŵാĻ ഉേųശിŚുŹെതŹ് ദയവായി എനിŚ് വിശദീകരിŚാേമാ? 

5.  ഈ സാƀŮിക സഹായ പŴതിയുെട ŗപവർŮനšൾ Ŝയേരാഗം 
നിŇണയിŚെപŨവർŚു എŗത മാŗതം സുതാരŖമാĻ? 

a. ഈ പŴതിയിൽ േരാഗികൾŚ് ഈ ŗപŗകിയയുെട വിവിധ ഘŨšൾ 
പിŵുടരാനാകുെമŹ് താŠൾ   കരുതുŹുേŪാ? ദയവായി വŖśമാകുക? 

b. പŴതിയുെട സുതാരŖതെയŚുറിŢ് േരാഗികെള േബാധŖെżടു Ůാൻ  
കഴിയുŹുേŪാ? ദയവായി വിശദീകരിŚുക 

6. Ŝയേരാഗികളിെല േപാഷക വിലയിരുŮലിെനŚുറിŢ് നŹായി 
മനƋിലാŚുŹതിŀ താŠൾ എെŵŠിലും പരിശീലനം അെലīŠിൽ ഓറിയŀേറഷൻ 
േŗപാŗഗാമിŀ വിേധയമായിŨƧേŪാ ? 

a. പരിശീലനŮിŀെറ ലŜŖšൾ എŵായിരുŹു? 

b.  താŠൾ എŵാĻ മനസിലാŚിയļ? 

c. അതിനുേശഷം താŠളƧെട േജാലിയിൽ ഈ പരിശീലനം താŠെള എšെന 
സഹായിŢƧ? 

d. നിŜņ േപാഷണ േയാജനെയŚുറിŢƧ താŠൾŚു അറിയുŹ കാരŖšൾ 
പറയാേമാ? 

ŗകമ നƀർ: 
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e. പരിശീലനŮിൽ ഇതിെനŚുറിŢ് താŠൾŚ് എŵ് വിവരമാĻ ലഭിŢļ? 

7. നിŜņ േപാഷĻ േയാജനയയുെട നിരീŜണം എšെനയാĻ െചƂƧŹļ? ആരാĻ 
േമൽേനാŨം വഹിŚുŹļ?  നിŜņ േപാഷĻ േയാജന നടżാŚുŹതിെനŚുറിŢ് 
എെŵŠിലും ബാഹŖ വിലയിരുŮലുകൾ നടŮിയിŨƧേŪാ? 

8. നിലവിെല േŗപാŗഗാമിൽ എെŵŠിലും വിടവുകേളാ/ കുറവുകേളാ ഉേŪാ? 

a. ഇļ െമŢെżടുŮാൻ കഴിയുെമŹ് താŠൾŚ് എšെന േതാŹുŹു? 

9. ഈ േŗപാŗഗാം ആവശŖമുƄ എലīാവരിേലŚും എŮുെമŹ് താŠൾŚ് 
േതാŹുŹുേŪാ? 

a. ഇെലīŠിൽ , എŵുെകാŪാĻ താŠൾŚ് അšെന േതാŹുŹļ? 

  

PS: മുകളിലുƄ േചാദŖšൾ പെŠടുŚുŹ എലīാവർŚുമുƄതാĻ.  അഭിമുഖ 
മാർŝനിŇേദശŮിൽ പŨികെżടുŮിയിŨിലīാŮ ചില േചാദŖšൾ കൂടി ഉŪാവുŹതാĻ 
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ANNEXURE XII 

ْശീ ചി؋ിര തിരുനാൾ ഇൻزിററ്ّൂ؂ ്ഓഫ് െമഡിׯൽ സയൻസ് 
ആൻഡ് െടക്േനാളജി ,തിരുവനؓപുരം, േകരളം 

പെ׸ടുؗുׯ ആളിന്െറ അറിവിനുت വിവരണ പْതിക 

 

നമസ് കാരം ! ഞാൻ രാജല٣ظി എസ്, അചുത േമേനാൻ െസന്റർ േഫാർ െഹൽ്؋ സയൻസ് 
 ൽׯേഫാർ െമഡി ിറ്റّൂ؂്زശീ ചിْത തിരുനാൾ ഇൻْ ,്(എസ്׺എഎംസിഎ) ഡീസ്ز
സയൻസസ് ആൻഡ് െടക്േനാളജി (എസ് സിടിഎ ംടി) തിരുവനؓപുര്؋ മാേ٧്ٌز ഓഫ് 
പؠിക് െഹൽ്؋ േകാഴ് സ ് െചുؗുإ . എന്െറ ഗേവഷണ؋ിനെ്റ ഭാഗമായി, 
 പؑതി ئആനുകൂലّ ൈകമാ تായി േനരി؂ുׯേരാഗികൾ تയേരാഗമുײ “
(ഡിബിടി) നടؚാؗുׯത ് വിലയിരുുؗു؋ ” എؗ വിഷയ؋ിൽ ഞാൻ ഒരു പഠനം 
നടുؗു؋ . 

പഠന؋ിന്െറ ഉേؐശّം 

 ിന്െറ؋ണײിൽ േപാഷകസമൃؑമായ ഭ؋ിെനതിരായ േപാരാ؂؋യേരാഗײ
പ്׸ അനിവാരّമാണ്. അതിനാൽ, ײയേരാഗികളുെട െമാ؋؋ിലുت ചികി؏ാ 
ഫലെ؋ തടشെؚടുؗു؋ ഈ ْപٍ׹٠ൾ കണׯിെലടു്؋  ഗവെ؊ന്റ ് ഓഫ് ഇّؓ  
'നിײയ ്േപാഷൻ േയാജന' - ഒരു ആധാർ കാർഡ് ഉപേയാഗിتു׺ േനരിت؂ു ആനുകൂലّ 
ൈകമാئ പؑതി (ഡിബിടി) / സാ؋آിക സഹായ പؑതി ആരംഭിു׺. 

ഈ പഠന؋ിന്െറ ലّײം പؑതി നടؚിലാؗുׯതിന്െറ നില വിലയിരുു؋കയും 
ദാതാׯൾ ുׯ؇ാകുؗ ബുؑിമു؂ികെളയും െവുبവിളികെളയും മനസിലാുׯകയും 
ഗുണേഭാװാׯൾ്ׯ ലഭി׺ ഫ؇ുകളുെട വിനിേയാഗ؋ിന്െറ രീതി മനشിലാുׯകയും 
െചുإക എؗതാണ ്. 

പഠന؋ിന്െറ വിവരണം 

2018 ഏْപിൽ ഒؗാം തീയതി മുതൽ നിײയ് േപാർ؂ലിൽ സാّײെപടു؋ിയിت؂ു/ 
രജിزർ െചᅃٝിײ ت؂ുയേരാഗ ബാധിതെരയാണ് ഞാൻ അഭിമുഖം െചؗുإത.് ആെക 250 
അഭിമുഖ׹ൾ െകാبം ജിبയിെല 5 ײയ േരാഗ ചികി؏ാ േകْؕ ׹ളിൽ നി്ؗ ര؇ു 
മുതൽ ര؇ര മാസം കാലാവധിയിൽ പൂർ؋ിയാുׯം. േനരിت؂ു ആനുകൂലّ ൈകമാئ 
പؑതിയുെട നടؚാׯൽ ْപْകിയയിൽ ഉൾെؚ؂ിت؂ു വിവിധ തല׹ളിൽ േജാലി െചؗുإ 
ആേരാഗّസംരײണ ദാതാׯളിൽ ആഴ؋ിലുت അഭിമുഖ׹ൾ നടു؋ം. 

ْശീ ചിْത തിരുനാൾ ഇൻزിറ്റّൂ؂് േഫാർ െമഡിׯൽ സയൻസസ് ആൻഡ് 
െടക ്േനാളജിയുെട ഇൻزിറ്റّൂഷണൽ എ؋ിക് സ ്കأിئിയിൽ നി്ؗ ഈ പഠന؋ിനുت 
അംഗീകാരം ലഭിു׺. 

നി׹ളുെട സംഭാവന 

നി׹ളുെട സംഭാവനയിൽ നി׹ളുെട സാമൂഹിക സാ؋آിക നില, േരാഗനിർണയം 
ഉൾെؚെടയുت േരാഗാവر, പരിചരണം / ചികി؏ േതടുേآാൾ നി׹ൾ 
/ േരാഗി സٔീകരി׺ നടപടികൾ എؗിവ സംബؖി׺ ചില േചാദّ׹ൾ്ׯ ഉ؋രം 
നൽകുؗത് ഉൾെؚടുؗു. നിײയ് േപാഷൻ േയാജനേയയും സാ؋آിക സഹായ 
പؑതിേയയും കുറിتു׺ േചാദّ׹ൾ ഉ؇ായിരിؗുׯതാണ.് ഈ പഠന؋ിൽ 
പെ׸ടുׯാൻ നി׹ൾ സأതിുׯകയാെണ׸ിൽ, ഇരുപത ് മുതൽ മുؚത് മിനി്ئ വെര 
സമയം  എടുുׯം. വിവര പْതിക വായിؗുׯ സമയം, സأതപْതം ഒؚിടൽ, അഭിമുഖം 
എؗിവ ഇതിൽ ഉൾെؚടും. നി׹ൾ നൽകിയ വിവര׹ൾ േരഖെؚടുു؋ം. അഭിമുഖ؋ിന് 
േശഷം, വിവര׹ൾ അപൂർ؉മാെണ്ؗ കെ؇؋ിയാൽ അെ׸بിൽ കൂടുതൽ വّװത 
ആവശّെമ׸ിൽ നി׹െള വീ؇ും ബؖെؚടുؗതായിരിുׯം 

പഠന؋ിൽ നിؗുت േന׹؂ൾ 
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പഠനം നി׹ൾ്ׯ േനരിت؂ു േന׹؂െളാؗും നൽകിب , ഇത ്നി׹ളുെട ചികി؏െയയും 
േസവന׹െളയും ബാധിുׯകയിب. എؗാൽ ഈ പഠന؋ിെല ഫല׹ൾ ഒരു സമൂഹെ؋ 
മുഴുവനായും ْപേയാജനׯ؋വ؉ം ഭാവിയിൽ ഒരുപാട് ഗേവഷണ׹ൾുׯം, പുതിയ 
നയ׹ൾ െകാ؇ുവരുؗതിനും സഹായകരമാകും. 

പഠന؋ിൽ നിؗുമുت ْപയാസ׹ളും ബുؑിമു؂ുകളും 

നി׹ളുെട േരാഗവുമായി ബؖെؚ؂ കുറു׺ വُٝു തകൾ ײയേരാഗ ചികി؏ാ കാർഡിൽ 
നിؗും എടുؗുׯതാണ്.     

ചില േചാദّ׹ൾ നി׹ൾ്ׯ അസുഖകരമായി േതാؗാവുؗതാണ ്    എ׸ിൽ ആ 
േചാദّ׹ൾ നി׹ൾ ഒഴിവാുׯക. കൂടുതൽ േചാദّ׹ൾ്ׯ ഉ؋രം നൽകാൻ നി׹ൾ 
തإാറെ׸بിൽ, ഒരു ബാധّതയുമിبാെത അഭിമുഖം അവസാനിؚിׯാൻ നി׹ൾ്ׯ 
സٔാതّْؓമു؇്. േശഖരി׺ അടിرാന വിവര׹ൾ   ഗേവഷണ ആവശّ؋ിനായി 
മാْതേമ ഉപേയാഗിൂׯ. 

നി׹ളുെട വിവര׹ളുെട രഹസّസٔഭാവം 

താ׸ളിൽ നി്ؗ േചാദി׺റിയുؗ വിവര׹ൾ എ്ؓ തെؗ ആയാലും അവ വളെര 
സുരײിതമായി സൂײിുׯകയും അവ എനിുׯം എന്െറ േമലധികാരിുׯം മാْതം 
ലഭّമാകുؗതാണു്. നി׹ളുെട  വിശദാംശ׹ൾ ഒരു ഘ؋؂ിലും ആരുമായും 
പ׸ിടിب. നി׹ളുെട വّװിഗത വിവര׹ൾ ഒഴിെകയുتവ മാْതേമ പഠന؋ിന്െറ 
വിശകലന؋ിനായി ഉപേയാഗിൂׯ. കൂടാെത പഠന ഫല׹ൾ അവതരിؚിുׯകയും 
ْപസിؑീകരിുׯകയും െചുإം . 

ബؖെؚടാനുت വിവര׹ൾ 

നി׹ൾ േചാദിׯാൻ ആْഗഹിؗുׯ എെؓ׸ിലും േചാദّേമാ സംശയേമാ ഉേ؇ാ? എന്െറ 
കഴിവിന്െറ പരമാവധി അത് വّװമാׯാൻ ഞാൻ ْശമിുׯം. 

 ْപധാന അേനٔഷകന്െറ േപര്: രാജല٣ظി എസ് 

ْപധാന അേനٔഷകന്െറ ഒ്ؚ: 

ْപധാന അേനٔഷകന്െറ ബؖെؚേട؇ നآർ: 9633313357 

ഇെമയിൽ: rajalakshmi4ever@gmail.com 

ഈ പഠന؋ിന്െറ ആധികാരികതെയുׯറി്׺ നി׹ൾ്ׯ എെؓ׸ിലും സംശയം / 
അേനٔഷണം ഉെ؇׸ിൽ, അെ׸بിൽ എന്െറ േയാഗّതാപْത׹ൾ പരിേശാധിׯാൻ 
ആْഗഹിുؗുׯെവ׸ിൽ, ഇൻزിററ്ّൂഷണൽ എ؋ി٧്ع കأിئി െസْക؂റി േഡാ. മാല 
രാമനാഥൻ, ْശീ ചിْത തിരുനാൽ ഇൻزിറ്റّൂ؂് േഫാർ െമഡിׯൽ സയൻസസ ്
& െടകേ്നാളജി (SCTIMST), തിരുവനؓപുരം- 695011, േകരളം, ഇّؓ, ഓഫീസ് നآർ: 0471-
2524234 നി׹ൾ്ׯ ബؖെؚ ടാവുؗതാണ്. 

സٔേമധയാ പ׸ാളി؋ം 

ഈ പഠന؋ിെല നി׹ളുെട പ׸ാളി؋ം പൂർ؉മായും സٔേമധയാ ഉتതാണ,് 
അതിനർ،ം പഠന؋ിൽ പെ׸ടുׯേണാ േവ؇േയാ എ്ؗ നി׹ൾׯ ്
തീരുമാനിׯാം. നി׹ൾ്ׯ എേؚാൾ േവണെമ׸ിലും പഠന؋ിൽ നി്ؗ പിؘാറാനുت 
അവകാശമു؇്. നി׹ളുെട നിലവിെല എبാ ആനുകൂലّ׹ളും േസവന׹ളും നി׹ൾ്ׯ 
തുടർؗും ലഭിുׯം. പെ׸ടുׯാൻ നി׹ൾ തീരുമാനി׺ി؂ുെ؇׸ിൽ, അറിയിتു׺ 
സأതപْത؋ിൽ ദയവായി ഒؚിടുക. 

തീയതി:                                                                         അേനٔഷകന്െറ ഒ്ؚ               
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ANNEXURE XIII 

 ْശീ ചി؋ിര തിരുനാൾ ഇൻزിറ്റّൂ؂് ഓഫ് െമഡിׯൽ സയൻസ് 
ആൻഡ് െടക്േനാളജി തിരുവനؓപുരം, േകരളം 

അഭിമുഖ؋ിനായുت ْപതികരണ വിവര പْതിക 

 

നമസ് കാരം ! ഞാൻ രാജല٣ظി എസ്, അചുത േമേനാൻ െസന്റർ േഫാർ െഹൽ്؋ സയൻസ് 
 ൽׯേഫാർ െമഡി ിററ്ّൂ؂്زശീ ചിْത തിരുനാൾl ഇൾൻْ ,(എസ്്׺എഎംസിഎ) ഡീസ്ز
സയൻസസ് ആൻഡ് െടക്േനാളജി (എസ് സിടിഎ ംടി) തിരുവനؓപുര്؋ മാേ٧്ٌز ഓഫ് 
പؠിക് െഹൽ്؋ േകാഴ് സ് െചുؗുإ . എന്െറ ഗേവഷണ؋ിന്െറ ഭാഗമായി, 
 പؑതി (ഡിബിടി) ئആനുകൂലّ ൈകമാ تായി േനരി؂ുׯേരാഗികൾ تയേരാഗമുײ “
നടؚാؗുׯത് വിലയിരുുؗു؋ ” എؗ വിഷയ؋ിൽ ഞാൻ ഒരു പഠനം നടുؗു؋ . 

 ിന്െറ؋ണײിൽ േപാഷകസമൃؑമായ ഭ؋ിെനതിരായ േപാരാ؂؋യേരാഗײ
പ്׸ അനിവാരّമാണ് . അതിനാൽ, ײയേരാഗ േരാഗികളുെട െമാ؋؋ിലുت ചികി؏ാ 
ഫലെ؋ തടشെؚടുؗു؋ ഈ ْപٍ׹٠ൾ കണׯിെലടു്؋ ഗവെ؊ന്റ ് ഓഫ് ഇّؓ  
'നിײയ ് േപാഷൻ േയാജന' -  ആധാർ കാർഡ് ഉപേയാഗിتു׺ േനരിت؂ു ആനുകൂലّ 
ൈകമാئ പؑതി (ഡിബിടി) / സാ؋آിക സഹായ പؑതി ആരംഭിു׺. 

 ഈ പഠന؋ിന്െറ ലّײം: പؑതി നടؚിലാؗുׯതിന്െറ നില വിലയിരുു؋കയും 
ദാതാׯൾുׯ؇ാകുؗ ബുؑിമു؂ികെളയും െവുبവിളികെളയും മനസിലാുׯകയും, 
ഗുണേഭാװാׯൾ്ׯ ലഭി׺ ഫ؇ുകളുെട വിനിേയാഗ؋ിന്െറ രീതി മനشിലാുׯകയും 
െചുإക എؗതാണ്.  

 പؑതി ئആനുകൂലّ ൈകമാ تേനരി؂ു تേവ؇ിയു ുׯ؏യേരാഗ ചികിײ
നടؚാׯൽ ْപْകിയയിൽ ഉൾെؚ؂ിت؂ു വിവിധ തല؋ിലുت ആേരാഗّസംരײണ 
ദാതാׯളിൽ ആഴ؋ിലുت അഭിമുഖ׹ൾ നടു؋ം. ഇതിൽ ഒരു ലേബാറ؂റി െട٠عീഷّൻ, 
െമഡിׯൽ ഓഫീസർമാർ (െചׯർ), സീനിയർ ടിബി ലേബാറ؂റി 
സൂؚർൈവസർ (STLS) അെ׸بിൽ സീനിയർ ْടീ്ئെമന്റ ്
സൂؚർൈവസർ (STS) , ഒരു െമഡിׯൽ േകാേളജിെല ഒരു ײയേരാഗ ആേരാഗّ 
സؕർശകൻ ,ജിبയിെല ഡാئാ എൻْടി ഓؚേറئർ, ജിبാ അׯൗ؇ന്റ ് (ഡിടിസി), ജിبാ 
േْപാْഗാം മാേനജർ (അംഗീകാര തല؋ിൽ), ജിبാ അׯൗ؇് മാേനജർ 
(പിഎഫ്എംഎസ്)    ഉൾെؚടും. 

ഈ പഠന؋ിൽ പെ׸ടുׯാൻ ഞാൻ താٌ٣േയാെട അഭّർ،ിുؗുׯ. ഈ 
അഭിമുഖ؋ിലൂെട താ׸ളുെട കുറു׺  സٔകാരّവിവര׹ളും , ഈ പؑതിെയ കുറി്׺ 
താ׸ൾتുׯ അറിവും, ഇത ് നടؚിലാകൂന؋ിൽ േനരിേട؇ി 
വരുؗ  െവുبവിളികെളയും അതിന്െറ സാധّമായ പരിഹാര׹െളയും കുറിتു׺ 
വിവര׹ൾ േശഖരിׯാൻ ഞാൻ ْശമിുؗുׯ . ഈ ْപْകിയയിൽ താ׸ളുെട േപേരാ 
സٔകാരّ വിവര׹േളാ െവളിെؚടുؗു؋തب. 

ْശീ ചിْത തിരുനാൾ ഇൾൻزിറ്റّൂ؂് േഫാർ െമഡിׯൽ സയൻസസ് ആൻഡ് 
െടക ്േനാളജിയുെട ഇൻزിറ്റّൂഷണൽ എ؋ിക് സ ്കأിئിയിൽ നി്ؗ ഈ പഠന؋ിനുت 
അംഗീകാരം ലഭിു׺. 

 പഠനം താ׸ൾ്ׯ േനരിت؂ു േന׹؂െളാؗും നൽകിب, മാْതമب ഇത ് നി׹ളുെട 
െْപാഫഷണൽ േജാലിെയ ബാധിുׯകയുമിب. എؗാൽ ഈ പഠന؋ിെല ഫല׹ൾ ഒരു 
സമൂഹെ؋ മുഴുവനായും ْ പേയാജനׯ؋വ؉ം ഭാവിയിൽ ഒരുപാട ്ഗേവഷണ׹ൾുׯം, 
പുതിയ നയ׹ൾ െകാ؇ുവരുؗതിനും സഹായകരമാകും . 

ചില േചാദّ׹ൾ താ׸ൾ്ׯ അസുഖകരമായി േതാؗാവുؗതാണ ്    എ׸ിൽ ആ 
േചാദّ׹ൾ താ׸ൾ ഒഴിവാുׯക. കൂടുതൽ േചാദّ׹ൾ്ׯ ഉ؋രം നൽകാൻ താ׸ൾ 
തإാറെ׸بിൽ, ഒരു ബാധّതയുമിبാെത അഭിമുഖം അവസാനിؚിׯാൻ താ׸ൾ്ׯ 
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സٔാതّْؓമു؇്. േശഖരി׺ അടിرാന വിവര׹ൾ   ഗേവഷണ ആവശّ؋ിനായി 
മാْതേമ ഉപേയാഗിൂׯ.  

അഭിമുഖ؋ിന് ഏകേദശം 30-45 മിനി്ئ എടുുׯം. താ׸ൾ നൽകുؗ എبാ വിവര׹ളും 
ഞാൻ കൃതّമായി ഓർുؗുׯെവ്ؗ ഉറؚാؗുׯതിന് ഈ അഭിമുഖം െറേׯാർഡുെചإാൻ 
ഞാൻ ആْഗഹിുؗുׯ. ഞാൻ ഈ െറേׯാർഡിംഗുകൾ സുരײിതമായി 
സൂײിുׯം. അവ ഞാൻ മാْതേമ ഉപേയാഗിൂׯ. അഭിമുഖ െറേׯാർഡിംഗുകൾ 
ആരുമായും പ׸ിടിب. അഭിമുഖ׹ളിൽ നിؗുت വിവര׹ൾ മാْതം (അതിൽ താ׸ളുെട  
സٔകാരّ വിവര׹ളിب) പ׸ിടും. െറേׯാർഡിംഗിന് നി׹ൾ സأതിؗുׯിെ׸بിൽ, 
പകരം ഞാൻ കുറിؚുകൾ എടുؗുׯതായിരിുׯം. 

താ׸ളിൽ നി്ؗ േചാദി׺റിയുؗ വിവര׹ൾ എ്ؓ തെؗ ആയാലും അവ വളെര 
സുരײിതമായി സൂײിുׯകയും അവ എനിുׯം എന്െറ േമലധികാരിുׯം മാْതം 
ലഭّമാകുؗതാണു്. താ׸ളുെട  വിശദാംശ׹ൾ ഒരു ഘ؋؂ിലും ആരുമായും 
പ׸ിടിب.  താ׸ളു െട വّװിഗത വിവര׹ൾ ഒഴിെകയുتവ മാْതേമ പഠന؋ിന്െറ 
വിശകലന؋ിനായി ഉപേയാഗിൂׯ. കൂടാെത പഠന ഫല׹ൾ അവതരിؚിുׯകയും 
ْപസിؑീകരിുׯകയും െചുإം  

ബؖെؚടാനുت വിവര׹ൾ 

താ׸ൾ േചാദിׯാൻ ആْഗഹിؗുׯ എെؓ׸ിലും േചാദّേമാ സംശയേമാ ഉേ؇ാ? എന്െറ 
കഴിവിന്െറ പരമാവധി അത് വّװമാׯാൻ ഞാൻ ْശമിുׯം. 

 

 ْപധാന അേനٔഷകന്െറ േപര്: രാജല٣ظി എസ് 

ْപധാന അേനٔഷകന്െറ ഒ്ؚ: 

ْപധാന അേനٔഷകന്െറ ബؖെؚേട؇ നآർ: 9633313357 

ഇെമയിൽ: rajalakshmi4ever@gmail.com 

ഈ പഠന؋ിന്െറ ആധികാരികതെയുׯറി്׺ താ׸ൾ്ׯ എെؓ׸ിലും സംശയം / 
അേനٔഷണം ഉെ؇׸ിൽ, അെ׸بിൽ എന്െറ േയാഗّതാപْത׹ൾ പരിേശാധിׯാൻ 
ആْഗഹിുؗുׯെവ׸ിൽ, ഇൻزിററ്ّൂഷണൽ എ؋ി٧്ع കأിئി െസْക؂റി േഡാ. മാല 
രാമനാഥൻ, ْശീ ചിْത തിരുനാൽ ഇൻزിറ്റّൂ؂് േഫാർ െമഡിׯൽ സയൻസസ ്
& െടകേ്നാളജി (SCTIMST), തിരുവനؓപുരം- 695011, േകരളം, ഇّؓ, ഓഫീസ് നآർ: 0471-
2524234 നി׹ൾ്ׯ ബؖെؚ ടാവുؗതാണ്. 

സٔേമധയാ പ׸ാളി؋ം 

ഈ പഠന؋ിെല താ׸ളുെട പ׸ാളി؋ം പൂർ؉മായും സٔേമധയാ ഉتതാണ,് 
അതിനർ،ം പഠന؋ിൽ പെ׸ടുׯേണാ േവ؇േയാ എ്ؗ താ׸ൾ്ׯ 
തീരുമാനിׯാം.  താ׸ൾ്ׯ എേؚാൾ േവണെമ׸ിലും പഠന؋ിൽ നി്ؗ പിؘാറാനുت 
അവകാശമു؇്. പിൻവലിׯലിന് പിഴയിب. പെ׸ടുׯാൻ നി׹ൾ 
തീരുമാനി׺ി؂ുെ؇׸ിൽ, അറിയിتു׺ സأതപْത؋ിൽ ദയവായി ഒؚിടുക. 

തീയതി:                                                                                  അേനٔഷകന്െറ ഒ്ؚ   

 

 

 



115 
 

ANNEXURE XIV 

ْപാരംഭ സأത പْതം 

  

ْശീ ചിْത തിരുനാൾ ഇൻزിററ്ّു؂ിെല   അചّുത േമേനാൻ െസന്റര് േഫാർ െഹൽ്؋ 

സയൻസിൽ മാزർ ഓഫ് പؠിക് െഹൽ്؋ പഠിؗുׯ രാജല٣ظി എؗ വിദّാർഥിനി 

േദശിയ ئി ബി പؑതിയുെട കീഴിൽ വരുؗ ײയേരാഗമുتവർുׯ േനരിت؂ു 

ആനുകൂലّ׹ൾ നൽകുؗ പؑതിെയുׯറിു׺ പഠനം നടുؗു؋. വിദّാർ،ിനിയുെട 

പഠനലّײം ഈ സാ؋آിക സഹായം ലഭിؗുׯതിന് േനരിേട؇ി വരുؗ 

ബുؑിമു؂ുകെളയും, ഈ പؑതി  മുഖാؓരം ഭّײസുരײ ഉറؚു വരു؋ാൻ 

കഴിയുؗുേ؇ാ എؗും പഠിുׯക എؗതാണ.്താ׸ൾ ഈ പഠന؋ിനായി 

തിരെ؁ടുׯെؚ؂ി؂ു؇് . ആേരാഗّവകുؚിൽ നിؗും ഈ പഠനം നടؗു؋തിന് 

അനുമതി ലഭി׺ി؂ു؇് .ഗേവഷകൻ താ׸േളാട് ചില േചാദّ׹ൾ േചാദിؗുׯതാണ് 

.ഇതിനു േവ؇ി ഇരുപത് മിനു്ئ സമയം എടുؗുׯെതയിരിുׯം.  

 

േരാഗിയുെട ْപതികരണം 

 

അെത, പഠന؋ിനായി ബؖെؚടാൻ ഞാൻ തإാറാണ് _ ______ 

ഇب, ഞാൻ തإാറب ________ 

  

  

സأതം േനടിയ വّװിയുെട ഒż് : 

സأതം േനടിയ വّװിയുെട േപരും رാനവും: 

 

തീയതി: 
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ANNEXURE XV 

 അഭിമുഖ؋ിനായുت സأതപْതം 

 

ഞാൻ, ___________________________________________________ “പെ׸ടുؗുׯ ആളിന്െറ 

അറിവിനുت വിവരണ പْതിക” നൽകിയിت؂ു എبാ വിവര׹ളും  വായിുׯകയും 

േകൾുׯകയും മനشിലാുׯകയും െചᅃٝു, എന്െറ എبാ 

സംശയ׹ളും  ഞാൻ വّװമാׯിയി؂ു؇്. പഠനം എനി്ׯ ഒരു േദാഷവും 

വരു؋ാൻ സാധّതയിെുؗبം പഠന؋ിൽ പെ׸ടുؗുׯതിൽ നി്ؗ എനി്ׯ േനരി؂ ്

േന׹؂െളാؗുമിെുؗبം ഞാൻ മനشിലാുؗുׯ . ഒؚി؂ുെകാ؇്   / െപരുവിരൽ അടയാളം 

ഇ؂ുെകാ؇് ഈ പഠന؋ിെല എന്െറ സٔേമധയാ പ׸ാളി؋ം ഞാൻ 

 തേയാװതിേനാ കൂടുതൽ വّؗുׯൾ േശഖരി׹നഷ് ടമായ വിവര . ുؗുׯിരീകരിر

ആവശّെമ׸ിൽ വീ؇ും ബؖെؚടാൻ ഞാൻ സأതിുؗുׯ . ഒരു 

ബാധّതയുമിبാെത എേؚാൾ േവണെമ׸ിലും അഭിമുഖ؋ിൽ നി്ؗ പിؘാറാനുت 

എന്െറ അവകാശം  ഞാൻ മനشിലാുؗുׯ.  ഈ പഠന؋ിൽ നി്ؗ ْപസിؑീകരി׺ 

അെ׸بിൽ പുറു؋വി؂ ഏെത׸ിലും വിവര׹ളിൽ എന്െറ വّക് തിപരമായ 

വിവര׹ൾ  െവളിെؚടു؋ിب എؗും ഞാൻ മനشിലാുؗുׯ  

പെ׸ടുؗുׯയാളുെട േപര് _ ___________________________. 

ْപതികരിؗുׯയാളുെട ഒ്ؚ / െപരുവിരൽ അടയാളം _______________________________. 

തീയതി: 

 :ലംر
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ANNEXURE XVI 

അഭിമുഖ؋ിനായുت സأതപْതം 

 

ഞാൻ …………………………………………   പഠനവിഷയ വിവര പْതികയിൽ  നൽകിയിരിؗുׯ എبാ 

വിവര׹ളും വായി׺ി؂ു؇്/ േക؂ി؂ു؇്.എന്െറ എبാ സംശയ׹ളും ഞാൻ 

വّװമാׯിയി؂ു؇്. ഒؚി؂ുെകാ؇്/ െപരുവിരൽ അടയാളം പതിؚിു׺ െകാ؇് ഞാൻ 

സٔേമധയാ പ׸ാളി؋ം رിതീകരിുؗുׯ.ഞാൻ ആْഗഹിുؗുׯെവ׸ിൽ ഒരു 

വിശദീകരണവുമിبാെത എനി്ׯ എേؚാൾ േവണെമ׸ിലും അഭിമുഖ؋ിൽ നി്ؗ 

പിؘാറാൻ കഴിയുെമ്ؗ ഞാൻ മനസിലാുؗുׯ. ഗേവഷണ ആവശّ؋ിനായി അഭിമുഖം 

െറേׯാർഡ് െചؗുإതിന് ഗേവഷകെന ഞാൻ അനുവദിുؗുׯ/ അനുവദിؗുׯിب. 

കൂടാെത എന്െറ വّװിപരമായ വിവര׹ൾ അതീവരഹസّമായി സൂײിുׯെമؗും 

മനസിലായി. 

ഉ؋രം പറയുؗ ആളിന്െറ  േപര്: 

ഒ്ؚ/ വിരാടലയാളം : 

തീയതി: 

 :ലംر
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ANNEXURE XVII 

PLAGIARISM CHECK REPORT 

This is to confirm that the dissertation titled “Assessing the implementation of direct 

benefit transfer scheme (DBT) for patients with tuberculosis notified under National 

TB program – Kollam” has undergone plagiarism check as per order R&P 

Cell/PDS/SCTIMST/Oct 2019/002 dated 10/10/2019 using the Plagiarism Detection 

Software – URKUND provided through the Information and Library Network centre 

(INFLIBNET) under the aegis of Ministry of Human Resource Development. The 

document has a similarity of 3% (screenshot appended).  
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