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Background: At the initiative of National Health Mission, Chhattisgarh, a workshop was
organised to develop a roadmap for health in Chhattisgarh. External and local experts
participated in the workshop.

Objectives: The objectives of the workshop were explained by Secretary (Health) and
Director (Health Services) Chhattisgarh. The state has made considerable progress over the
last decade on many health indicators but there are still major public health issues requiring
fresh strategies and new interventions. The purpose of the workshop was to create a list of
action-points that the state can take to improve the situation. Further, it was aimed to list
immediately do-able action points along with longer-term strategies.

Some of the key challenges outlined were:

Improving maternal healthcare
Strategies for malaria prevention
Making Chhattisgarh Leprosy-free
Improving Detection Rates of TB
Telemedicine

Future roles of Mitanin
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Free diagnostics ¢ how to move forward?



Schedule: Developing a Road map for Chhattisqgarh 2025

Date- 17""& 18" February 2016

Venue: Hotel Shamrock, Cherikheri, NH 06 Raipur

Day 1: 17" Feb 2016

Sr.N. | Topic Resource Person Time
1. Inauguration of workshop Secretary Health & Family 10.30- 11am
Welfare department, CG
2. Agenda Setting Director Health Services, CG 11-11.10 am
3. Emerging need of comprehensive | Commissioner Health & Family | 11.10- 11.20 am
State Health Policy Welfare department, CG
4, Priorities for the State and way SHRC 11.20¢ 11.11.40 pm
ahead
Tea Break 11.40 ¢ 12 noon
5. Expert group formation NHM Consultant/SHRC 12-1.30 pm
6. Group wise discussion Chairperson 1.30¢ 1.45 pm
Lunch Break 1.45pm ¢ 2.30 pm
7. ‘ Group wise discussion ‘ 2.30 pm ¢ 3.30pm
Tea Break 3.30pm ¢ 3.45pm
8. Group wise discussion & Preparing | NHM consultant to facilitate 3.45pm ¢ 5 pm
presentation
9. Brief overview of the day Expert Group Members 5pm ¢ 5.30 pm
Day 2: 18" Feb 2016
Sr.N. | Topic Resource Person Time
1. Free Drug Diagnostic Scheme Panel discussion 10.30am ¢ 11.30am
2 Strategies for coordination between | Panel discussion 11.30am ¢ 12.30 pm
programme divisions & ensure
implementation of action points to
achieve common goals
Tea Break 12.30pm ¢ 12.45pm
3. Group 1 presentation & discussion 12.45-1.15 pm
4. Group 2 presentation & discussion 1.15-1.45 pm
Lunch Break 1.45pm ¢ 2.30 pm
5. Group 3 presentation& discussion 2.30pm ¢ 3pm
6. Group 4 presentation & discussion 3pm ¢ 3.30 pm
Tea Break 3.30pm ¢ 3.45pm
7. Presentation onFree diagnostic & 3.45pm C4.15 pm
Strategies to bring coordination among
programme divisions
8. Consensus Building and Drafting a Road Presentation by 4.15¢5.30 pm
Map for 2015 (In presence of Secretary Experts
Health)




Group 1: Topic- Improving Maternal healthcare

Dr.Prabir Chatterjee- Chairperson
Dr.SurendraPambhoi

Dr.Alka Gupta

Dr. Ajay Trakru, (Unicef)
Dr.Soniya Daniel (Unicef)
Dr.RohitBaghel
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Group 2: Topic- Telemedicine for providing better access to health services:-

Dr.J.P.Mishra- Chairperson
Dr. Rajesh Sharma
Dr.Kamlesh Jain

Dr. B.K. Das

Dr. Manish Gawande, WHO
Dr.Abhyuday Tiwari
Dr.Ajitendra Kumar (Unicef)
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Group 3:Topic- a. Leprosy elimination and
b. Improving TB case detection

Dr. Anil Kumar- Chairperson
Dr. C M Agrawal

Dr. M A Arif

Dr.Sourabh Jain

Dr. Sunil Gitte

Dr.Mahendra Singh

Mr. Samir Garg

Dr. Roshan Gupta
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Gropu 4: Topic ¢ a. Future Direction of Mitanin Programme &
b. Strategies for Vector Control

Dr. K.R. Antony- Chairperson
Dr. T. K. Agrawal

Dr. S.M.M. Murthy
Dr.KhemrajSonwani

Shri Somshekhar

Ms. RajulNahata

Ms. Shweta Adil
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Key Public Health Challenges in Chhattisgarh

Where do we stand today? Some health indicators:-

Indicator Chhattisgarh India Period Source
IMR 46 40 2013 SRS
Under-5 Mortality Rate 53 49 2013 SRS
MMR 220 167 2013 SRS
Crude Death Rate 7.9 7 2013 SRS
Stunting % (0-59 months) 43 38.7 2014 RSOC

What are people dying of in Chhattisgarh ?
(Source: CBM Report (SHRC 2014) Compilation of death registers kept by VHSNCs, in 2014)

Recorded Suspected Cause No. of Annual Deaths % of total recorded
recorded (rural) deaths (rural)

Fever or Malaria 3962 5.3%
TB 1795 2.4%
Jaundice 1429 1.9%
Diarrhea 949 1.3%
Pneumonia 1199 1.6%
Low Birth weight, Neonatal llinesses 2516 3.4%
Neonatal Asphyxia 1680 2.3%
Maternal Deaths 456 0.6%
Accidents 3722 5.0%




Recorded Suspected Cause

No. of Annual Deaths
recorded (rural)

% of total recorded
deaths (rural)

Suicides 2728

3.7%

Snake/animal bites 703

0.9%

Key Public Health Challenges in Chhattisgarh:-

Infectious Diseases

A
A
A
A
A

Malaria

B

Leprosy

Water borne diseases e.g. Hepatitis E in urban areas

ARIs in Children

Key Public Health Challenges in Chhattisgarh:-

Reproductive and Child Health Issues:

A Reducing Maternal and Newborn mortality and morbidity: Providing services with quality

A Reproductive Health: Meeting unmet demand with quality services

Key Public Health Challenges in Chhattisgarh:-

Non-Communicable Diseases :

A Sickle Cell Anemia

A Providing services to patients with Diabetes, Hypertension

Key Public Health Challenges in Chhattisgarh :-

Other Important Issues:

A Road Accidents

A Suicides

A Social Determinants: Gender, Poverty, Malnutrition, Social Exclusion




Poverty Alleviation @ Compounding Speed

Brief Summary

A.K.Somasekhar
94252 02643

Despite rapid economic growth in the last two decades, huge public spending on education,
health etc, large number of good schemes to alleviate poverty, good intentions of many
political leaders & bureaucrats, the social indicators of the country are still unacceptably
low. It appears that every ingredient required for poverty alleviation is in place, but still the
reaction is not taking place. This book is to suggest a catalyst which can trigger the reaction
to alleviate poverty at compounding speed. The proposal is involve the same poor to help
themselves and their neighbourhood to change towards constructive behaviour by
incentivising them for promoting the right behaviour in a different model.
Why poor are poor?
If a family is poor it is because of the following reasons. We need to address all the below
issues simultaneously.

0 Lack of employable skills due to lack of appropriate education.

0 Lack of health and healthy habits.

0 Lack of awareness and voice to fight for their rights.

0 Lack of access to proper counseling.

0 Lack of financial resources
What is required to educate a child and to keep people healthy?
Schools, teachers, hospitals and doctors, etc. are necessary for the people to be educated
and to be healthy. But they are not sufficient to educate a child or to make people healthy.
School education, preventive health etc. demand behavioural change. Hence, mere
infrastructure and facilities may not suffice. Counseling, nudging and convincing the people
is essential. Behavioural change cannot be influenced by a few publicity camps by super
aGFrNB® LG OFy 06S AYyTf dzSy OSRmindesQ > W LIBSHR I AN
WO 2 dzy & S Wé need febdle amEh@same neighbourhood whose social distance with
the poor is minimum, to counsel, to guide and to nudge them towards constructive

behaviour.



The solution

The proposal is to create a scheme of Social Network Marketing (SNM) where any private

individual can join as a Social Welfare Entrepreneur and earn incentives in a Multi Level

marketing model. The incentives can be paid for notified welfare activities like institutional

delivery, family planning operation etc. and for the sale of products like mosquito nets,

condoms, sanitary napkins etc. Wa A G F yYAY Q LINRPINIYYS Aa | aAyYA
sector. But Mitanin gets incentives in a flat model. There is no Multi Level Marketing model

in it. SNM operates in a multilevel marketing model where in a SWE can sponsor others as

SWEs and can benefit from their business/welfare activity also.

Why multi-level ?
Multilevel marketing is a legitimate business model and has the following advantages over a
flat model.
9 MLM provides a reason and incentive to tell others about the business opportunity
and triggers compounding growth.
T MLM provides a mentor to each SWE and ensures smooth information flow from top
to bottom
1 MLM provides an opportunity to be very rich & successful and hence elite, rich and
intellectuals shall enter the business
9 MLM provides an opportunity for a team of people with different talents to work
towards a common goal
9 The last, but most important advantage of MLM is that it gives an opportunity to the
poor to be rich & successful and hence provides a scope for dreaming to be rich,

within the limited education, skills and resources they have.

Welfare activates that can be incentivised
Welfare activities whose outcome can objectively be measured and less susceptible to fraud
can be identified to incentivize SNM. They include

0 Institutional delivery,



0 Family planning operation,

0 Skill development courses,

0 Winning sports competitions at different levels
0 Small saving,

0 Health, Crop and life insurance

Need of Viral growth to solve problems of one billion people

SNM is nothing but convergence of all existing referral incentive schemes in MLM model to
GFr1S GKS TR@GIyGl 3S 2etusbupRose3000 SHEE statt th Yhedastlzy RA y 3 ¢
month and they sponsor one more SWE per month. Each SWE, including newly joined SWEs
can sponsor one more SWE per month. Can you guess how many months it takes to cover
one billion people? It is just 20 months. Now, let us see linear growth. Suppose, the first
1000 people are trainers and can train another 1000 people per month, each. But the
trained SWEs cannot train others further, restricting compounding growth. Thus, 1000
trainers create one million SWEs in a month.. To reach one billion, they have to work 1000
months i.e. more than 83 years. That is the difference between compounding and linear

growth. SNM, taking the advantage of compounding, grows beyond our imagination.

MLM model enables SNM grow at compounding rate. Wiral growthCannot be expected in
liner models. Today, a good SMS or a video initiated in the morning, reaches millions of
people by the evening, not because one person or agency is sending to millions of people
very efficiently, but because every person is sending to five or ten of his friends. When
messages or videos are forwarded by a few people to a few of their contacts, they are more
targeted and they are more read or watched. Thus, information in MLM model travels at a

compounding speed, in a targeted manner and will be received with trust and hence used.

Problems of one billion people cannot be solved by linier growth models, involving a few
million Government employees or NGOs. We should involve the same millions of poor

people in MLM model.

SNM can be started in the whole State of Chhattisgarh, with a budget of Rs 250 Crores per

anum. The money will be spent only when the desired outcome is achieved. Out of Rs 250
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crores, more than 220 crores shall go to the same poor to solve their own problems. SNM

shal6 S O2y @SNISR a4 WLIS2LX SQa Y2@0SYSyiQ OSNE
within a short span of two to three years.

May kindly see the presentation and the book attached for further details.

Workshop Consensus on network marketing in health sector:

Social Network Marketing- For Public Health Improvement:-

A Appears to be an innovative solution.

A Itis a good case for pilot, but a one day workshop is recommended for a detailed discussion
on implementation with larger stakeholders and other issues before the pilot.

11
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Free Diagnostic Service Initiative

Introduction :-

O Diagnostics are integral part of the health.

0 Out of pocket expenditure on diagnostic tests are high and rising sometime overtaking the
cost of medicine.

O Free of cost diagnostic in public health facilities would not only reduce the burden on the
poor and vulnerable but would also be accessible to section of middle class section facing
financial stress on health care.

Objectives :-

0 Ensure the availability of a minimum set of diagnostic appropriate to the level of care.

0 Reduce high out of pocket expenditure

0 Enable initiation & continuation of appropriate treatment based on accurate diagnosis

0 Use of appropriate diagnostic to screen patients for set of chronic condition so as to enable
secondary prevention measure.

0 Improve overall quality of healthcare and patient experience.

Salient Features :-

0

0

FDSI would be rolled out under NHM

A set of free essential diagnostic service at each facility (SHC,PHC,CHC,SDH,DH) in an assured
mode.

QA for diagnostic would include SOPs, Bio-safety procedures, effective monitoring,
maintenance & Calibration

Encourage to achieve NABL accreditation.
Rational use of diagnostic to prevent wastage & mis-use
Adequate medical equipment and infrastructure to be put

Identification of technology pathways and setting system for capturing, transmission and
reporting of radiological test where in house expertise is not available.

Contracting in of specialist services i.e. Pathologist, Radiologist, microbiologist wherever
feasible

12



Framework for FDSI :-

Diagnostic tests
under FDSI

Test for which

ot fqr Whi-Ch Capacity DO NOT
Capacity exist

exist
e Rt et Digitalize
s A test/Technological/Quality
procurement and _
reporting

maintenance

Free Diagnostic test for DH ¢ List of free diagnostic tests for district hospital
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Strategies for coordination among programme divisions and ensuring
implementation of action points to achieve common goals.

Problem Statement:-

A To achieve the objective of any programme division, the onus is not only with that
programme division, there requires an systematic effort from many programme divisions,

A E.g. to achieve the target of 90% immunizations it requires efforts from infrastructure wing,
vaccine and logistic, training, mitanin programme, HR, referral, transportation, IEC, etc.

A Thisis just to achieve one of the goal of child health programme. Similarly there has to be
integration with the RBSK, RKSK, Maternal health, family planning etc.

Objective:-

A To achieve co-ordination among different divisions.
A To develop common action points.
A To implement those action points.

Processes:-

A Taking the requirements from the programme head about the programme and to ensure
their fulfillment.

A Time-to-time analytical feedback and appraisal to the Programme head to track the progress
of programme in achieving the objectives.

A Facilitate the consultants in implementation of the programme.

Suggestive alternatives:-

A XoXoK
A XXoddK
A XoXdK
A Who will do this mammoth task????

One Practical Idea:
Organise informal meetings fortnightly between NHM and directorate and other health agencies.

Some more strategies:

A Time/bound periodic co-ordination meeting should held with participation from
each programme division. The issues and requirement of the programme divisions
should be shared in this platform.

A This will lead to common action points as per the mandate of the programme and
field inputs.

A A dedicated team to ensure implementation of common action points and strategies
for health system strengthening.

Functions of State Cell

A Ensuring implementation of action points.

A This central cell will review the GOI guideline to modify them as per state
requirement.

14



Restructuring of management cadre.
Service entitlement- facility wise rather than vertical deliveries of programmes in

field.
NHM office and DHS office should be located in same office space.

15



Strategies for Vector control and Future direction of Mitanin Program
Chairperson-Dr. K.R Antony
Members
Dr. T.K Agrawal
Dr. S.M.M Murthy
Dr. Khemraj Sonwani
Shri Somshekhar
Ms. Rajul Nahata
Ms. Sweta Adil
Dr. Chinmay Das
Ms. Priti
Ms. Anju
NVBDCP :-

A In NVBDCP there has been a significant decline, but there are also the challenges, of
resistant strains developing and of sustaining the gains, in a disease known for its cyclical re-
emergence and focal outbreaks of malaria. Dengue and Chikungunya are on the increase,
particularly in urban areas and as of now we do not have effective measures to address
them.

A The National strategy on vector borne disease control has undergone a paradigm shift with
the introduction of new interventions for case management and vector control, namely
rapid diagnostic tests, artemisinin based combination therapy and long lasting Insecticide
impregnated nets. Modern concepts in monitoring and evaluation have also been
incorporated into the programme which take into account of the new interventions

National Health Policy 2002 :-

A Priority for four major disease problems: Tuberculosis, malaria, blindness and HIV/AIDS and
including the objective of reducing malaria mortality by at least 50% from 2002 to 2012.

A Chhattisgarh scenario- 2015:

1. 93% of the total malaria positive cases are contributed by 84 tribal and 2 non-tribal high
endemic blocks.

2. Out of 93% TPC, 67% are from Bastar division and 19% are from Surguja division.

Vector Borne Diseases (2012015) Situation in CG
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CHHATTISGARH API MAP - Year 2015

Dengue Affected Distrcts 2015

No. of distt.

Year Malaria cases | Malaria Deaths | Dengue cases Dengue Chikungunya | with mf rate
deaths cases less than 1% /
under TAS
2012 124006 90 527 8 Nil 9
2013 110145 43 83 2 Nil 9
2014 128993 53 440 9 Nil 9
2015 144698 21 384 1 Nil 9
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Annual Parasitic Incidence 2015 :-

65.61
Sukma 62.11
60.61
Narayanpur 31.23
16.12
Kondagaon 14.67
12.83
Balrampur 10.74
8.39
Kawardha 7.59
6.99
State 5.20
_ 3.98
Gariaband 3.10
. 2.77
Dhamtari 2.10
_ 2.09
Sarguja 2.07
_ 1.42
Raigarh 1.28
= 1.24
Balodae = 1.03
" 071
Mungeli » 0.52
o 0.44
Janjgir ! 0.33
_ 0.12
Raipur 1 0.04 | | | |

0.00 10.00 20.00 30.00 40.00 50.00 60.00 70.00

Source : Annual Report

Indicator Status :-

Status

Indicator
201516

Annual Blood Examination Rate (ABER) i.e. percentage of persons
. 13.57
screened annually for MalariéExpected >10%)

Annual Parasite Incidence (API) i.e. Malaria cases per 1000 popula5 20
annually (<2) '

Sentinel Surveillance Hospital made functional for Dengue & 4
Chikungunya

No. of districts with Mf rate less than 1% out of total endemic district
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Division wise Contribution of Malaria cases (Death) in 2015 :-

9% 90013(12)
90000
80000
70000
60000
50000
40000

30000 24978(0)

20000 14281(5)
10000 9178(2) 6248(2)

Bastar | Surguja Durg Bilaspur = Raipur
Division | Division @ Division | Division | Division

0

" Malaria

cases 90013 24978 14281 9178 6248

Goal to be achieved by 2025 :-

A Chhattisgarh shall no longer be a malaria and other vector borne disease endemic state.

Approach :-

A 1dentify high endemic areas (blocks and districts) by active surveillance
A Differential strategy based on endemicity of area

A Differential deployment of human resources, materials and fund allocation to high endemic
areas rather than uniform district wise allocation.

Strategies to achieve milestone :-

A Source reduction -Vector breeding control

A Vector Control-IRS

A Personal protection

A Diagnosis & Complete treatment including Complications

Improve Inter-sectoral Coordination :-

19



A Advocacy for inter sectoral coordination will be undertaken at all levels of administration.
Sectoral convergence with department of Industry, Urbandevelopment, NAREGA, Mining,
Irrigation, Forest, Railways, PHED, PWD, paramilitary forces .

A Any developmental activity which is hazardous for health of the community, health
department through local Panchayats/urban bodies notify the issue towards concerned
department and given clearance and the initiating department shall be held accountable
for the hazard.

A Establishment of transparent mechanism for giving clearance based on certain pre-defined
to the concerned department/Institution.

Exercising Power:-
A 9ESNODAAAY3T 2F LR6SNI SEAAG AY a¢KS / KKE

A Section 220 - Powers and duties with regard to dangerous, stagnant or unsanitary sources of
water supply

A Section 221 to 231 - (6) Powers for promotion of public health, safety and convenience

Penalisation :-

A Penalising households for presence of any source of breeding of vector (Unclean dessert
coolers, Overhead tanks, etc.) out of negligence or on purpose.

A VHSNC/Panchayat member and MAS/Urban local bodies shall levy the charge and use it for
the purpose of health promotional activity and larvae control activity.

A Panchayat level health functionaries should exert other GP members to take up seasonal
health activities based on calendar.

Decentralization :-

A Decentralization of implementation strategy to panchayats and urban local bodies.

A Block/Local level capacity building through hiring labours experts in spray on daily wages
based on reimbursement policy. Local volunteers/labours should be oriented and trained.

A For IRS pumps shall be purchased locally.

Encourage breeding of larvivorus fish (Gumbusia) through co-ordination with fisheries
department.

Strengthening of Supply management :-

A Prevention of Exposure to mosquito bite: Ensure provision of LLIN to all families without
discrimination in malaria endemic areas.

A Non-availability of LLIN can be overcome by licensing local manufacturers for adequate
production of LLIN.

20
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A Through Social Network Marketing encourage use of ordinary mosquito nets and ensure six
monthly treatment of mosquito nets with Deltamethrin.

A Establishment of mechanism of un-interrupted supply of RD kits and ACTs to ANM, Mitanin
and sub-centers.

A Strengthening of PHC/CHCs with enough supply of medicines like quinine, dextrose solution,
IV saline, anti convulsants etc.

A Re-orientation /skill up-gradation of medical officers at PHC/CHC on case management
especially Complicated Malaria.

BDC and Research :-

A Behaviour development communication (BDC): Through inclusion of individual protection
and prevention strategy at school and college curriculum.

A Research studies on:

1.Impact of LLIN versus ordinary mosquito net to further formulate the implementation
strategy.

2. Susceptibility of vectors to various insecticides

Will serve as base for formulation of implementation strategy and purchase of which
insecticide for spraying (DDT or SP?)

Strengthening of monitoring mechanism:-
A Strong monitoring of supply chain management.
A Block and village level reporting of malaria outbreak
A Syndromic surveillance forms should be verified by ANM/MO.
A

Community report and media reports should be verified as maintained previously by
Rumour Regsiters.

A Data triangulation should be done.

Future Direction of Mitanin Program:-

Increase number of training days

Ensure drug supplies especially anti-malarials in time

Ensure timely incentive payment

Mitanin should be given more training on critical appraisal on social issues like exploitation,

To T Do I

domestic violence, gender inequality etc.
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Road MAP For IMPROVING Maternal Health 2025

1. Dr. Prabir Chatterjee Chair person

Dr. Alka Gupta DD MH

Dr. Abner Daniel Nutrition Specialist UNICEF

Dr. Shandilya Nodal officer Store

Dr. Sonali Daniel State MH Consultant UNICEF

2
3
4. . Dr.S.K. Binjhwar Nodal officer BB/BSU
5
6

N«

Dr. Rohit Baghel State MH Consultant NHM

Maternal Mortality Ratio: India CG comparison

Maternal Deaths : Causes India
HEEE -

< £ £ =< « 8 25
— — * © = T © 4
8" £5 £E% = 23
India/States % Comp d Rate of A I Chang
odisha — Conditions,
Chhattisgarh BT
| Bihar/Jharkhand -5
India -6.2
Labour, 5% Hypertensive
West Bengal 3.4 disorders; 5%
Causes of Maternal deaths in CG
1%_ 1%__ 1% __1% Z}% 1% 0% Severe anaemia
a9, 2% o .
0 Hypertensive Disorders in
pregnancy
23% m Haemorrhage
Sepsis
Obstructed Labour
M Heart diseases
0 M Respiratory diseases
23%

B Embolism
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Key ANC Indicators Chhattisgarh

RSOC 13-14 Chhattisgarh

100 91.2 92.2
90

80
70

68.8

60 52.4
50
10 36.0

30 221
20

10

18.8

ANC Registration First ANCinfirst TTimmunization Received 4 ANC Received or Consumed 100 Received full ANC
trimester purchased 100 or  tablets IFA
more IFA
tablets/Syrup in
Pregnancy

Institutional delivery
INSTITUTIONAL DELIVERY (%)RSOC

100 813 787 7623

80 65.3 556 561

60 % % — = =
0 = E B B B
20 = = = = =
O = = = = =
¥ @ & >
& M % ™ > 3
2 XN o
N R
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At birth RSOC New-born Indicators CG

35%
Preterm —/

Data Source : Liu et all. Lancet 2012 Statistical repor

90 - 82.3
80 1 67.7
70 -
60 -
50
40 -
30 -
>0 | 16.9
10 -
0 I
Children  Children LBW  Breastfed Exclusively
weighed at among within 1 hr  breastfed for
birth weighed 6 months
Major causes of newborn deaths in India
» Prematurity is the
/—Other major cause (35%)
Birth asphyxia Malformations
3 Diarrhea » Neonatal infections
cause 33% of
/~~ Pneumonia neonatal deaths
16% (Pneumonia and
Diarrhoea - 18%, and
Sepsis-15%)
» Intra-partum causes /

Birth asphyxia —
responsible for 20% off
neonatal deaths

The three main causes of newborn deaths all have effective and feasible interventions
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Preterm
birth

Birth
complicatio
ns (and
intrapartum
stillbirths)

Neonatal
infections

<

" AAntenatal corticosteroids*, preterm labor
management

ACare including essential newborn care +

<

<

Kangaroo mother care

" APrevention by skilled attendance and
obstetrics*

ACare including +
L resuscitation*

"~ APrevention,
especially breastfeeding, Chlorhexidine
where appropriate*

ACase management of neonatal sepsis with
antibiotics *

N

71% of newborn deaths preventable actionable now without intensive care
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Knowledge and Skill assessment of Mos from HPDs

100

80 -

60 -

40 -

20 -

0 -

88.3
71.5

Knowledge Score Skill Score

1 Pre test m Post test

Knowledge and Skill assessment of Mos from HPDs

100 -

90 +

80 -

70

60 -

50 -

40

30 -

20 -

10 +

97.7 94.9 95.3 95.5
91.7

NBR Pelvic assessment Partograph Eclampsia Atonic PPH AMTSL
and PV

B Pre test M Post test

Goal to be achieved by 2020 and 2025

By 2020
A 100 % of ANC Registration
A ANC Registration before first trimester of pregnancy 90%
A 70 % of Full ANC by 2016-17
A Increase institutional delivery to 80%
A Reduce MMR 150 per lac live birth
A Reduction of IMR 32 per 1000 live births
A By2025
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A 100 % of ANC Registration
A ANC Registration before first trimester of pregnancy 90%
A 90 % of Full ANC by 2016-17
A Increase institutional delivery to 90%
A Reduce MMR 100 per lac live birth
A Reduction of IMR 25 per 1000 live births
Strategies
A Improving outreach service delivery mechanisms
A Improving facility service delivery
A Monitoring and Supervision mechanisms to be built in.
A skill and Knowledge assessment of doctors and frontline line workers
A Integration of Incentives for pregnant women
A Inter-departmental coordination between DWCD and Social welfare.
A Social networking model implementation
A Mechanisms for establishing Maternal death reviews and Child death reviewes

Quality ANC services: Focus on Full ANC and ensuring investigations
Mitanin tacking of newly wed couple rapport building and interface with public health

system

9 Preconception folic acid supplementation
9 Pregnancy detection with Nishchay kit and linking with ANM for ANC
registration in first trimester.

ANM is the first point of contact for pregnant women mainly in rural areas.

9 Ensuring availability of drugs like FA, IFA, Deworming and calcium with vit d3

9 BP measurement

T {FKfEAQa | . YSGSNI LINRPofSY Aa 6AGK
microl may be tried

9 Hemoque pilot will be carried out in jashpur, Dantewada and Bijapur

1 Weight monitoring is crucial for high risk case identification and this can be
also done through adult MUAC . MUAC less than 21cm is nutritionally at risk
mother.

27
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{IKftAQa 1. YSGSNJ

e Capillary pipette (20 u2, Option)

Quality ANC services: Focus on Full ANC and ensuring investigations
' Additional THR through ICDS for nutritionally at risk mothers.
' One health supervisor male or female will visit each vhnd and help the ANM
in record keeping and reporting on the day of VHNSD. May be named as
Y{glaldKlI {FIOKSOIFI1Q AyadSIR 27F &dzLJSNIA 3
other tests for high risk patient to PHC/CHC and communicate result to
ANM/Patient telephonically
9 Identification of high risk cases using the current guidelines
9 At least one ANC check up by LMO/LRMA/MO/RMA at PHC and further
referral to CHC for complications management
' TNA and capacity building of ANMs through packages in sector/block level
meetings.
T {LIC2 (G2 RS@GSt2L) I UGUNIYAYyAYyITarryauRdz S T
trainings at state level in supportive supervision for them and tracking of
them through JDs at divisional level
Quality ANC services: Focus on Full ANC and ensuring investigations
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1 To ensure consumption of IFA/Calcium by pregnant women DOT may be planned
weekly like for CP of TB treatment.
1 RD kit testing for Malaria for pregnant women and Sickling solubility test for all
pregnant women.
1 Micro-birth planning
 Woman to woman tracking of pregnant women through Mitanin and
ensuring the delivery in institution. By establishing linkages with the health
facilities both public and private for initial stages.
I Tracking through SDM may be tried like in Bageecha block Jashpur.
Facility services: ANC
A Strengthening of Fixed day services
9 Fixed day services(Mahtari laika diwas) should be held in every PHC level
T Male MO&RMA may be providing for ANC services in presence of female
attendant
A FDS may be held in Haat bazaar in LWE districts
Facility Services: Institutional deliveries
9 Block wise mapping of facilities where delivery facilities available including public
(GIS Maps) and private (RSBY/MSBY)
9 Linking of villages with mapped facilities with existing capacity in terms of numbers
9 After mapping and linking separation of facilities can be done for suitability of
delivery with minor infrastructure changes (2020)
1 Category wise listing and mapping the areas which needs additional construction
new health facilities (2025)
9 Birth waiting homes in hard to reach difficult areas
9 JSY and JSSK implementation
9 NBCC and NBSU to be given priority in operationalization as 75% Neonatal mortality
can be reduced by this.
1 Operationalization of MCH wings
BSU and BB
9 Continuous un-interuppted availability of blood at BSU and BB especially in areas like
dantewada bijapur, Sukma, balrampur etc.
9 Online-Linking of BB/BSU public and private for ensuring availability of blood in
banks
9 Campaign may be organized in the beginning of financial year
Operationalization of FRUs
9 Timely placement of CEmMONC and LSAS trained doctors
 Timely placement of Postgraduate trained doctors (OBS and Anesthetist) should be
posted through the counselling
9 CPS courses in the State level on priority to in-service doctors.
Ensuring availability of drugs at grass root level
1 Availability of
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IFA
Calcium+VitD3
Injection Oxytocine

> > D> >

Tab. Misoprostol

Should be ensured by CGMSC through timely procurement as per requirement also rate
contract

9 Drug testing should be done in fast track
9 Review of availability of IFA blue colored
9 Door step delivery of drugs/consummables upto SHCs.

Monitoring and Supervision
' Regional joint directors be made responsible and accountable for the division.
Revenue block and health block should be same
ANC and PNC monitoring should be done by mitanin
Name wise tracking of PNC cases by Mitanin as she is going for HBNC
Mitanin trainer should attend PHC level meeting

= =4 4 4

Block level post of Assistant rural health officer responsible only for implementation
of outreach services. (Like in karnataka and Maharashtra)
Emergency ambulance services
1 Ensuring referral through 102 express and high risk cases through 108
1 Mapped delivery point should be provided to 102 and 108 operating agency
Capacity building
9 Training of Divisional JDs, CMHOs and CS in new guidelines released time to time C
may be organized quarterly who will be responsible for training BMOs.
9 Skill and Knowledge assessment of Mos/SN/ANM and accordingly building the
training packages.
9 Operationalzation of Skill lab at SIHFW and at divisional levels.
Strengthening of sector meetings
9 Sector meeting should taken by MO/RMA
1 Topic related to maternal health-High Risk, PPH, Eclampsia and other presentation
should be done in every meeting
 Record and Reporting
9 Reporting of Delivery, C-section, Abortion and MDR from Pvt hospitals under Nursing
home act
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Incentives

T

)l
)l

All incentive should be clubbed under one umbrella

A Like JSY, Prerna Scheme, Bhagini prasuti sahayata Yojana of labor depart. CG
100% Community Based Maternal Death Review

100%Child death review

Suggestion from the Group during discussion

T

Dr S.K. Binjhwar APD CGSACS-Suggested that the district nodal officer should not be
involve in so many programme

Posting of skilled ANM at the SHCs

Dr T. K. Agrawal JD Raipur- Suggested that workload of the ANM should be assessed
and should be curtailed

Institutional delivery may be shifted from Sub health centres to Primary health
centres

Or every sub centre should have 2 ANMs

DD maternal health-Suggested that DEO may go to VHNDs day and collect data and
do the data entry at the PHCs

Dr SMM Murty SPO training suggested that PHC&SHC if it is same place should be
merged and designated as on centre as PHC
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Improving TB detection in Chhattisgarh

17-18 February 2016

Dr V Jaiprakash, Rugaiya Bano, Samir Garg, Roshan Gupta
The Gap in detection

CATEGORY NO OF TARGET DETECTED NO. OF
CASES CASES

New smear +ve 22300 14240 8000
New Smear cve 22300 9859 12500
Extra Pulmonary 4400 3879 500
Retreatment 11100 5600 5500
TOTAL

60000 33500 26500

Expected Vs Detected TB Cases -
2015

22309 22309
B Expected W Detected

Missing 42% Cases

Missing 56% Cases

New Smear Positive New Smear Negative Retreatment Extrapulmonary

80/lac/year 80/lac/year 40/lac/year 16/lac/year

Trends in referrals
A Active door to door primary screening through Mitanins for last couple of years.

A Regular review (monthly & quarterly) by the district & state

A Reaching the people
T Aligning Tuberculosis Units with Block level (86 to 130)
T Increase in number of Microscopy Centres (356 to 379)
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Referrals for sputum detection have increased from around 1.1 lakh per year to

around 1.81 lakh per year.
We need around 2.20 lakh referrals (800 per 100000 population)
Propose two rounds per year of door to door screening campaign
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Strategies to improve detection
A Improve Contact Tracing (every 6 months)
A Improve screening and referral for children through Mitanins, through RBSK school
health. (In 2015, only 5% of the new cases detected were 0-14 years)
A Confirmatory services need to improve to sustain above
A Increasing the Reach
T DMCin all the PHC with LTs
A Coordination with NPCDCS
T Screening of TB among Diabetic patients
Improving confirmation
Prepare Standard Guidelines for MOs for clinical diagnosis
Training of MOs on protocols to improve implementation
Training of Lab Technicians and STLS to improve quality of microscopy
Oprationalize CBNAAT (Cartridge Based Nucleic Acid Amplification Test) for Pediatric,
EP, HIV cases in at-least 9 locations across state. Train DMCs for taking samples, get

To Do To I

referrals from private sector
Other measures
A Training of Mitanins for guiding patients on quality sputum collection
A Improve follow-up of smear negative suspects to turn up after antibiotic treatment
of 2 weeks (this can help in improving detection amongst smear negative suspects)
A Monitor proportion of total adult OPD in each centre referred for sputum test
(should be around 2-3%)
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Roadmap for Leprosy Elimination in Chhattisgarh
17-18 February 2016
Dr Anil Kumar, Dr MA Arif, Dr Saurabh Jain, Dr Sunil Gitte, Dr Mahendra Singh, Dr CM
Agrawal, Dr V Jaiprakash, Ruquiya Bano, Samir Garg, Roshan Gupta
Goals
A By 2025, elimination of Leprosy in each block of the state
A Prevent Disability due to Leprosy
A End social stigma
How to achieve goals?
A Early detection
T 100% population contacted
T 100% suspects examined for confirmation
A Prevention of Disability by following up each case till age of 60. Any cases with
beginning of disability to be referred for treatment to prevent disability.
Primary Screening
A Mitanins carrying out once a year screening campaign for a few years
A State detects around 8000 new cases per year. In current year it is likely to reach
around 11000 due to stronger campaign
A Issue 1: Women get covered but Men difficult to be covered by Mitanins. Need to
find men volunteers to carry out screening for men. Can be men from Mitanins
family, students, ward Panch etc
A Issue 2: Large number of child cases getting missed, need to include as a separate
category under RBSK/school health, training of RBSK mobile teams for screening,
should not club together all skin ailments together
A Issue 3: High disability rate ¢ shows cases getting detected with delay, poor follow-
up after treatment
A Need to cover entire state. Tribal areas getting missed.
Contact Tracing
A Contact Tracing (family contacts nine times more likely than others to have infection)
A Can cover neighbors too
Improving confirmation and treatment
RMAs, MOs need to be trained in clinical diagnosis of Leprosy
They also need training on correct treatment for preventing disability
Utilising RLTRI as a resource for training, careful selection of Master Trainers
Fight stigma using better designed/field-tested IEC, integrating with overall work on
disability in human rights framework

To To To I
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Telemedicine for providing better access to health Services
Why Telemedicine

To To To To o Do

To increase access to health care particularly for inaccessible areas.
To reduce out of pocket expenditure.

¢2 SELIYR D2@SNYYSyiQa NBruftkostt G YdzOK ¥l a

Online real time monitoring of system performance.
Electronic patient record can be generated & maintained for individual patient.
It help to reduce paper work.

Three levels of Implementation

A) Community Level-
a. Entrepreneur model for areas without health infrastructure/worker
b. Sub centre based model
B) PHC/CHC- Establish telemedicine platform
C) Specialized care- establish telemedicine platform connecting public & private
sector specialists

Community Level

A

A

A
A

In far flung areas without infrastructure/ANM, telemedicine programme may be
launched through professional organization having prior experience in this field.
Areas where infrastructure/ANMs are in placed can be linked to PHC/CHC through
telemedicine platform.

Payment- Based on the performance (Consultations provided)

Challenges:- Availability of medicines, diagnostics & Net connectivity at community
level

Sector/Block Level

A

A

To To To

A

Establish telemedicine platform linking sector PHCs to block CHC where doctors have
been pooled.

Assign CHC doctors for telemedicine duty by rotation so that RMAs can access CHC
for online/video consultation.

District Hospitals/Medical College Hospitals should be added to the platform so that
block level MOs can consult specialists there.

Subcentres can also be connected to the telemedicine centre at block CHC.
Telemedicine platform should be established through PPP.

Payment:- To the platform operator: Linked to volume of consultation & subject to
minimum up time. To the doctors at DH/MCH on per consultation basis (None for
Block PHC doctors)

Challenge:- Availability of medicine & higher diagnostics at sector level.

Specialized care level

A

In subsequent phase, specialists in the private sector may be allowed to join the
telemedicine platform.
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A The network can also be connected with existing private sector telemedicine

network such as for ICU/Cancer care.

Challenges:- Incentive system will be needed for specialist at DH and Medical college
hospital for providing consultation to other lower level public facilities. Similarly, suitable
two way incentive system for public and private specialist.

Medical Private
College/Private Hospital
Hospital

District

Hospital

Block PHC/CHC

Community Sub centre-
Based centre RHC B ANM
Milestone
S.N Activities to be done Timeline

1 Identification and mapping of areas 201617

2 Selection of partners for implementing community level mo{ 201617

3 Selection .o.f.partner for setting telemedicine platform for pu 201617
health facilities

4 Devglop & notify mcenpve system for Specialist of DH & 201617
Medical College Hospital
Develop suitable PPP for drug & diagnostic for improving

5 . ) . ) 201617
medicaland diagnostic service at sector level.

6 Open the telemedicine centre for private Hospital/Specialis{ 201718
Develop and announce incentive system for public sector

7 . . : 201718
doctors accessing private sector and vice versa.

8 Mid term review for enhancement /Strengthening of service 201920

9 Roll out to chus areas entire state with robust monitoring & 20202025
documentation (In phased manner)
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