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About RLTRI

Regional Leprosy Training and Research Institute (RLTRI), Raipur established in the year 1979, is one of the
3 RLTRIs in the country, established with the aim to provide speciatiaezito the leprosy casag)dertake
research in the field of leprosy addvelop specialized manpower by imparting training to vertical leprosy staff,
deployed all over the country.

At present in the changed scenario i.e. after integration of Leprosy services with General Health Care Servi
this institute has been given pessibility to provide training to the District Health Authorities in Disability
Prevention and Medical Rehabilitation (DPMR) at this Institute as well as in the District HQ. We are als
conducting Reconstructive Surgeries in the Institute regularly arydobganizing ReConstructive Surgery
camp at district HQ. A 55 beded hospital is functioning forahevementionedpurpose and we are treating
leprosy patients suffering from problematic ulcer, reaction etc. also.

The Govt. of India has now approved tt#th Plan for NLEP. In the plan it was proposed that Central Leprosy
Teaching and Research Institute (CLTRI), Chengalpattu and Regional Leprosy Teaching and Research Insti
(RLTRI) Raipur are to continue to provide support to the programme durin@thepthn period. It was also
proposed to upgrade the RLTRI, Raipur to the level of comprehensive rehabilitation Institutes.

Historical & Milestones in the DevelopmeniRegional Leprosy Training and Research Institute has been
designated as Regional Direcite of Health and Family Welfare for the State of Chhattisgath some
additional functioning.

Infrastructure: Buildings (Indicating Floor area), Hostels/Residential Quarters, Canteens etc. of RLTRI,
Raipur. (a)Administrative bloebirector office, Audiorium, Seminar Room,(b)Hostel Blo@8 double beded
rooms with common toilet facility with Kitchen and dining hall facility. (c)Hospital biét¢lpresent 3 wards
functioning (55 beds), OPD Cubicles, Laboratory for Leprosy patients, Laboratory for NVBD®&Rstarted

from July 2008), Pharmacist room, StoresiR&y unit, Physiotherapy unit, Operation Theatre ( Presently under
renovation) Remark$ ward given to State Tuberculosis Training cum Demonstration Center under RNTCP.
(d)Staff QuartersType-A-19, Type-B-33, TypeC-4, TypeD-5, TypeE-3. RemarksTwo Type E quarters given

to Malaria unit of ICMR.



Vision, Mission, Value and Goals

VISION

Vv

To be center for excellence for training and research with special focus on Neglected tropical diseases

(NTDs) of National importance

MISSION
V To develop competent workforce for public health personnel throughbassd quality training
V To conduct operational research in the field of NTDS
V To develop workforce for effective surveillance and data reporting
V Universal coverage for NTDs related services
V To develop networking with national and international partners
VALUES
V To promote quality services with continuous improvement, innovations and transparency, equality in tf

health with protection of humarght and social justice

GOALS

Vv

\%
\%
Vv
Vv

Imparting competencipased training of high quality on NTDs in line with FETP

To introduce certificate courses of UGs, PGs and nursing students

To conduct research for new sight and innovation solutions for curtails NTDS

Information, education and communication about NTDS in the community and public health facilities.
Assessment and evaluation of effectiveness, acceptance and quality of personal and pbpatdion

health services.

Organogram Institute



Director of RLTRI and Sr Regional Director of

ROHFW
RLTRI ROHFW Establishment
(PH) Head of Office,DDO,
Co-ordination,Liaoningwith Accontant,Cashior &
CG, FieldBased monitoring Assistant (Vacant),
of NHP and other special Jr Steno(1/1)
activities, MDA, LLIN, IRS LDC(2/4)
Client verificationetc
Epidemiology Health Education DPMR Hospital Lab Statistician
(PHS) (HE Vacant) (Orthopedicspecialisy (GDMO) (Microbiologis Vacant Done by PHY
v
DPMR, OPD,IPD,
Physiotherapy, Physiotherapy, - -
Institute Field Training Institute based RCS Counselling Institute Field based
Recording | | based Calendaiased In Ec(’:sst ':;:n?c’!c;"t"aft'rict SSS .CBC, Quality
and Regular house trainings, level P Urine, Blood assurance of
reporting, g\onlitor!ng and DLO. AMO. Combrehensive suger, field lab,
tion,
Data based S;g;;.on Rehabilitation Institute Molecular
activatedike,
LCDC,

Institute based

Field (Need based)

Officer Profile




Dr Aparna Pandey, (MD, DCH, MPHM),Director
Area of Interest: Epidemiolog}{ of CD and NCD, NTD

Dr R N Sabat,MBBS CMO ( HAG)
Area of Interest: Leprosy, Public Health Administration

Dr K M Kamble, MS ( Ortho),Consultant (Orthopedic)
Area of Interest: Reconstructive Surgeries in leprosy (Eye, Hand, Feet) and other locomotor disabilities,
Clubfoot correction, Orthothosis and Prosthesis and Rehabilitation

Dr Sunil Vilasrao Gitte, MD (PSM),DHA, JointDirector (Epi)
Area of Interest: Epidemiology of Communicable and Noncommunicable disease, GIS,



Dr Ashish B Chakraborty, MD(PSM),Assistant Director (Epi)
Area of Interestt RMNCHA, Leprosy, TB, Public Health Finance

Dr Chaitanya Nigam, MD ( Micro), Assistant Director (Micro)
Area of Interest: Infectious Diseases, Hospital Infectious Control, BMW

Dr Mukesh Kumar Soni , MBBS, DTCT,DNB(Respiratory Medicingyledical Officer
Area of Interest: Tuberculosis, Leprosy,




Dr S A Sharif , MBBS Medical Officer
Area of Interest: Leprosy, Clinical management, GeM Portal, Leprosy training of Medical Officers

*Dr K Ravi Rao, MBBS Medical officer
Area of Interest: Clinical (Dermatology), Administration, RCS

*Dr Prasant Kumar Sahu, MBBS, Medical Officer
Area of Interest: Clinical, Administration, Surgery

(*Study leave)



Information regarding staff strength in RLTRI, Raipur as on 31.01.2019

Designation of the post Grou | No. of post| No. of | No. of | Date of vacancy
p sanctioned | post post
filled vacant

1. Director A 1 1 0] -

2. Deputy Director A 1 1 0] -

3. Assistant Director (Epidemiology) A 1 1 0]-

4, Assistant Director (Orthopaedics) A 1 1 0f-

5. Assistant Director (Microbiology) A 1 1 0f-

6. Assistant Director (Pathology) A 1 0 1] 15.08.2015

7. Senior Medical Officer A 2 2 0] -

8. Medical Officer A 3 3 0] -

Sub Total A 11 10 1

9. Nursing Officer B 6 2 4* 1 01.12.2009,
31.07.2013,
01.08.20186,
01.08.2016

10. | Health Educator B 1 0 1] 01.09.2014

11. | Accountant B 1 0 1] 01.05.2011

Sub Total B 8 2 6

12. | Assistant C 1 0 1] 01.05.2018

13. | Junior Hindi Translator C 1 1 0] -

14. | Senior Store Keeper C 1 0 1] 01.01.2012

15. | Pharmacist C 1 1 0] -

16. | Senior Diet ClerlcumSteward C 1 0 1]01.01.2010

17. | Cashier C 1 0 11]01.04.2018

18. | Junior Stenographer C 1 1 0| -

19. | Non-Medical Supervisor C 1 0 1] 01.05.2014

20. | Health Visitor C 1 0 11 01.04.2008

21. | Physiotherapy Technician C 1 1 0f-

22. | Laboratory Technician C 1 0 1] 01.02.2016

23. | Laboratory Assistant C 1 1 0f-

24. | Para Medical Worker C 7 3 41 01.05.2010,
01.06.2012,
01.03.2017,
16.11.2017

25. Lower Division Clerk C 4 2 21 01.07.2017,
09.02.2018

26. | PlumbercumrFitter C 1 0 1] 01.03.2016

27. Driver C 1 0 1] 26.02.2017

28. | Laboratory Attendant C 1 1 0f-

29. | Dresser C 1 0 1| 07.06.2013

30. | Peon C 3 1 2| 01.09.2014,
01.03.2015

31. | Watchman/Caner C 7 4 3| 27.06.2012,
16.03.2015,
21.08.2018

32. | Nursing Orderly C 7 4 3#| 01.11.2006,
01.08.2009,
13.08.2014

33. | Cook C 2 1 11]01.10.2013




34. Kitchen Assistant C 3 3 0] -
35. Dhobi C 1 1 0] -
36. SanitaryWorker C 7 3 4] 14.10.20009,
09.11.2010,
05.03.2012,
06.02.2019
37. Mali C 2 0 2| 21.08.2008,
01.07.2013
38. | Tailor C 1 0 1|01.05.2011
Grand Total 60 28 32

*1 out of 4 posts vacant filled on contract basis (Staff Nurse/Nursing Officer)
# 3 posts filled on contractubasis Nursing Orderly)

Incumbency position of Group A, B andC (& erstwhile D) category
Staff Strength at a glance

Group No. of sanctioned posts No. of posts filled Vacant post (%)
A 11 10 9.1
B 8 2 75.0
C (& D) 60 28 53.3
Total 79 40 49.4

In addition to the above, 1 post of Staff Nurse and 3 posts of Nursing Orderly h

engaged on contractual basis

PART A: Clinical Division
Hospital performance (201819)

S.N. Variable No Monthly Average
Cases attended OPD (OLD) 3019 252
Case / attendance (NEW) 620 52

A New Leprosy cases 620 52

Al Details of New cases




A2 MBA 381 32
A3 MBC 15 1
A4 PBA 202 17
Aba PBC 22 2
A6 Total Females 194 16
A7 Total Children 37 3
A8 Deformity 0
A9 Grade | 17 1
Al10 Grade Il 177 15
B Old Leprosy cases

B1 Treatment Continuation MDT 296 25
B2 Reaction LRI, LR-II 418+963 =1381 115
B3 Neuritis 554 46
B4 Ulcer + GRII 323+337 = 660 55.025
B5 Physiotherapy /RCS Follow up 128 4
B6 Other Specify / General 2723 227
C Indoor case details

Cil Total Number 355 30
C2 Pattern

C3 Ulcer 79 7
C4 Reaction 140 12
C5 Neuritis

C6 Physiotherapy 136 11

A total 3639 (Old and New) patients were attended to RLTRI OPD for treatment. Among new patients MB
adults were 61% among new cases. A child cases were 37 (6%) among newly diagnosed leprosy cases. Am:
old leprosy cases 46%ere attended for lepra reaction management and 22% for ulcer care.

Performance indicators of hospital (2018L9)

April | May | Jun | July | Aug | Sept| Oct | Nov | Dec |Jan |Feb | March | Ave
2018 | 2018| 2018| 2018| 2018| 2018| 2018| 2018| 2018 | 2019| 2019| 2019 | rage
Bed Occu
Rate 44.2| 47.9| 58.2| 29.8| 37.1| 34.3| 27.6| 29.4| 26.6| 23.9| 42.4| 68.3| 39.1
Bed turn
over Interval | 59.1| 26.2| 22.4| 35.2| 27.9| 25.0| 34.0| 47.5| 59.5| 31.7| 59.2 24.7| 37.7
Bed turnover
ratio 05| 06| 0.7/ 05| 06| 06| 05| 03| 03| 05| 0.3 0.6| 0.5

Average bed occupancy of RLTRbspital during April 2018 to March 2019) was 39 % (range 29.8 to 68.3)
and bed turn over interval was 37.7. The bed turnover ratio was 0.5

Work output: Clinical/Training/RCS done/MCR given etc.
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Profile of New patient of Leprosy case attended RLTRturing OPD (Year 201819)

\ O.P.D. Section
Total attendance of new leproggtients 620
\ Total attendance of old leprosy patients 3019
Break-up of old Leprosy patients
(1) For getting MDT 296 | MB 200 PB 96
(i) Type| Reaction/Neuritis 972 | MB 759 PB 213
(i) Type-ll Reaction 963 0 0
(iv) RCS cases (for review) 128 | MB 115 PB 13
(V) Gradel Deformity 0 0 0
(vi) | Gradell Deformity (including ulcer cases] 660 | MB 567 PB 94
Total (old cases) 3019
Staff 0
General Patients (including Polio) 2723
Polio affected patients examined for
Surgery/checkip 0
Grand Total (including old, new and general cases)| 6362
Break-up of new leprosy cases
Category of patients MB PB Total
Male AdultMA 271 131 402
Female AdulFA 110 71 181
Male ChildMCh 11 13 24
Female Child=Ch 4 9 13
Total 396 224 620
Break-up of old leprosy cases for MDT
Category of patients MB PB Total
Male AdultMA 113 57 170
Female AdulFA 72 33 105
Male ChildMCh 8 5 13
Female Child=Ch 6 2 8
Total 199 97 296
Deformity & Reaction status in new cases Total
DEFORMITY REACTION
Gradel Gradell Type-I/Neuritis Type-ll
MB | PB MB PB MB PB
13 4 131 46 133 52 34 413
Deformity & Reaction status in old cases
DEFORMITY REACTION Total
Gradel Gradell Type-I/Neuritis Type-ll
MB | PB MB PB MB PB
0 0 573 87 759 213 963 2595
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. Sub variable PB MB Total
Variable (n=224) (n=396) (n=620)
0-5 2(0.3) 0(0.0) 2(0.3)
6-12* 14(2.3) 11(1.8) 25(4.0)
1319 33 (5.3) 29(4.7) 62(10.0)
Age Group 20-45 137 (22.1) | 259(41.8) | 396(63.9)
46-65 33 (5.3) 91(14.7) 124(20.0)
>65 5(0.8) 6(1.0) 11(1.8)
Sex Male 143(23.1) | 287(46.3) | 430(69.4)
Female 81(13.1) 109(17.6) 190(30.6)
Residence Rural 99(16.0) 229(36.9) | 328(52.9)
Urban 125(20.2) | 167(26.9) | 292(47.1)
Lepra Neuritis 34(5.5) 81(13.1) 115(18.5)
reaction/Neuritis Type | 31(5.0) 68(11.0) 99(16.0)
Type Il 0(0.0) 30(4.8) 30(4.8)
o Grade | 5(0.8) 47(7.6) 52(8.4)
Disability Grade - - e ) 12(1.9) 139(22.4) | 151(24.4)
Contact History | Family Contact History 36(5.8) 63(10.2) 99(16.0)
Skin Smear BI>3 NA 88(14.2)
Positive BI<3 NA 127(20.5) | 215(34.7)

During the year 20189, 620 new cases attended the OPD, of which 396 (64%) MB and rest were PB leprosy

224 (36%). Were child leprosy cases. 190 (31%) were female leprosy cases.

A total 151 (24%) were grade Il deformity. History of contact could be traced among 99 (16%) of cases. A tot
215 (37.7%) were found skin smear positive for m. lepra and 14.2% had BI>3. Maximum no of cases were

found among 2415 productive age group (25 Yrs)
Duration of Delay between onset of sign and symptom and reporting among newly diagnosed leprosy

cases at RLTRI (201920)

37,6%

75,13%

Majority of patients (56%) reported early to health facility while. A total 44% of cases delay of more than 6

month, adelay >2 years was recorded.

Profile of Grade Il disability among new leprosy cases attended RLTRI OPD during (year 20189)

m < 6 months

m>6 - <1 year

> 1 year - <2 years

>2 years
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Lt lagophthalmos
Lt foot drop
Rt lagophthalmos
Rt foot drop

Ulcer foot

Lt claw hand
Rt claw hand

Comined disability

Bilateral claw hand

T T T T T T

0 10 20 30 40 50 60

Maximum cases had bilateral claw hand (39%). In addition 53 had unilateral claw hand. Combined deformity
namely ulna claw, ukr, foot drop etc in 28 cases (18.5%). ulcer constituted 6.6 % cases, while 2% were
lagophthamos among new cases.

Before and after taking MDT
FI

\ ¢ -
‘] ’_

A child with Lepra Reaction type 1 A child leprosy with Lt claw and Right Ulna weakness
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PART B: Epidemiology Section

RD Visit to the District

Name of district Bastar | Jashpur| Korea Balzoglraba
Population 959860 | 966516 | 966516| 1520327
No of Health facility visited 10 12 10 9
ANCDR 27.09 19.87 19.87 48.94
GR Il Deformity Rate per Million 12.5 7.24 7.24 23.68
Child Rate petr | lac pop 2.30 0.50 0.30 2.80
PHC MO/AMO Trained in leprosy No No No No
Diagnosis available at PHC** No No No No
MDT Stock at PHC (NIL/Inadequate // Not Not Not Not Kept
adequate) Kept Kept Kept
Involvement of Pharmacist in MDT No No No No
management

USIS format available at PHC No No No No
Availability of Self care Kits@PHC No No No No
Availability of MCR at Block/PHC No No No No
Availability of prednisolone at PHC No No No No
MO involved in Management of

Reaction at PHC ) No No No No
Disability register updated at Block No No No No
Treatment Available at SC@ No No No No
AHSA identifying leprosy suspects Yes Yes Yes Yes
Districts having updated deformity lisf  No Yes No No
DIStrICt. Hospital perfuming RCS No No No No
operations

No of RCS done during preceding on Camp | Camp No Camp
year

Mor_wltorlng Plan at District level No No No No
available

Monitoring visits done in last one yea| NIl Nil Nil Nil
LCDC implemented Yes Yes Yes Yes
As per CLDguideline No No No No
PEP implemented No No No No
ABSULE Implementation No No No No

Special action plan was prepared for NLEP monitoring of state of Chhattisgarh of RLTRI as well as ILEP and

WHO and 19 districts were earmarked for monitoring during financial year .

INTERVIEW WITH
ASHAs: - The team
interacted with many
ASHAs in the villages
during HSCs visit.
Salient features are a
under:-

1) They undergone
regular episodes of
training in leprosy.

2) Aware of cardinal
signs & few symptoms
of leprosy.

3) ASHAs are not aware
of the progosis of
leprosy.

4) ASHAs d
general referee book
Hence, she is unaware ¢
cases referred.

6) ASHAs are not able
to give proper
counseling & health
education to person:
affected with leprosy.
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Special Action Plan (SAP) for monitoring

- JMIA&D MP
Chhattisgarh

Name of district Kawardha| Bemetare| Surajpur| Rajandagaor; Panna| Raison

, 11354 | 14882
Population 984196 656611 | 815170 1696080 91 77
No of Health facility visited 11 13 11 11 6 6
ANCDR 36.68 33.2 11.65 24.29 12.33 4.7
GR Il Deformity Rate per Million 35.56 19.8 9.81 10.61 21.14 | 8.06
Child Rate petr | lac pop 2.20 3.40 0.20 1.20
PHC MO/AMO Trained in leprosy Yes (2/5) | No (2/4) Yes No No* No*
Diagnosis available at PHC** No No No No No No
MDT Stock at PHC (NIL/Inadequate /| Not Not Not
adequate) ( 9 Not Kept | Not Kept Kept Not Kept Kept Kept
Involvement of Pharmacist in MDT N No No No No No
management
USIS format available at PHC No No No No No No
Availability of Self care Kits@PHC No No No No No No
Availability of MCR at Block/PHC Yes No No No No No
Availability of prednisolone at PHC Yes No No No No No
MO involved in Management of
Reaction at PHC ) No No No No No No
Disability register updated at Block No No No No No No
Treatment Available at SC@ No No No No No No
AHSA identifying leprosy suspects Yes Yes Yes Yes Yes Yes
Districts having updated deformity lisi No No (4) No No No No
DIStrICt. Hospital perfuming RCS No No No No No No
operations

No RCS Camp
No of RCS done during preceding on| during Camp Camp Camp _(14/22) Camp
year current jabalpu
year r

Mor_wltorlng Plan at District level No No No No No No
available
Monitoring visits done in last one yea Nil Nil Nil Nil Nil Nil
LCDC implemented Yes Yes Yes Yes Yes Yes
As per CLD guidline No No No No No No
PEP implemented No No No No Yes No
ABSULE Implementation No No No No No No

Challenges to leprosy Control, Observations, Interpretation & Recommendation

Se No | Observation

Interpretation

Recommendation

1 High rate of Grade II
deformity among new

i Delay in case detection ang
treatment initiation

f

I Increase awareness, diagnostic skill
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cases (15.71 per million
with rangeof range 0.0 to
66.4 year 2017f2

f

1
1

Poor reach of health
services resulting in delay
in case detection

lack of integration of leprosy
activities

Low selfreporting

Poor adherence to treatme

and commitment to leprosy among
health personnel

Ensuring availability of diagnosis &
treatment at PHC and Sub centre,
Strengthening Monitoring &
Supportive Supervision

Integration of leprosy activities genet
hedth services

High PR (2.25 per 10,00(
population) and high
ANCDR (36.33 per
100,000 populatior

Burden of leprosy is high and
active transmission continues

Warrants additional efforts, as
mentioned in row 1 column 3.
Special drives like LCDC ,FLC and
Sparsh Leprosy Campaign

High proportion of i Active transmission of 1 Early case detecticand treatment
Children among New leprosy is continuing completion
cases (6.4 in 20167)* unabated 1 Awareness generation among schoo
teachers of high endemic districts to
identify suspects
1 Coordination with the School Health
Program for periodic physical
examination of school children
Geographic clustering of |  Poor reach of healtbystem | § Strengthen outreach services to
cases. 1 Low self reporting due to difficult to reach areas
poor awareness, fear, 1 Involving NGOs and Pancheis
stigma, and fear of 1 Villages in which all cases complete
discrimination treatment may be offered some sort
i Isolated pockets of high incentives
transmission 9 Strengthening of monitoring and
I Possible Ghettoization of supervision in blocks where such
leprosy cases. clusters are found.
1 Contact tracing & Cluster testing
staring from the clusters.
1 Renewed efforto overcome stigma
Under utilization of 9 Lack of integration resulting § Complete integration of leprosy work
existing manpower viz. in lack of clarity in leprosy with GHS.
AMO /MO/ BMO and work 9 Training and retraining of manpower
DLO, in leprosy {1 Poor diagnostic skills and | § Strengthening monitoring and
diagnosis lack of commitment among supportive supervision, emphasis on
Health personnel the job training
9 Deficient monitoring &
supervision
Un availability of MDT in | § Lack ofintegration 9 According high priority to leprosy
PHC & Sub centre. 1 Low priority to leprosy work by placing competent officials
work among competing
priorities in health system
Under utilization of 1 Lack of clarity about role of| § Orientation of authorities towards th¢
District hospitals in RCS. districthospitals in RCS role of district hospitals in RCS
1 Lack of integration. i Capacity building of district hospitals

to perform RCS
Complete integration

16



8. Aggregation of leprosy | Leprosy has often been called| Case detection campaign among squatte
related deformities in a disease of rural incidence a| vagrants, street children and beggars ha
urban areas as evidence( urban prevalence because cal potential to reveal hidden cases.
from the maximum to migrated to cities to avoi
number of RCS camps | discrimination and stigma. Mos
organised at Raipur of them ended up as beggars.

S Poor Involvement of Leprosy remains a heall In statedike Tamilnadu, NGO have
NGOs problem significantly contributed to leprosy contrg

activities. There is no reason why this
cannot be replicated in Chhattisgarh

10. Lack of involvement of | It is untapped area with hig There are many industries and corporate

private/corporate sector i
leprosy work

potential

house working in Chhattisgarh, which
could be persuaded to contribute to leprg

work
Leprosy Case Detection CampaignCOC -2018-19)
Ero Particulars Jharkhand Punjab ';/lraaggi%
Scheduled dates of LCD@ctive 229 QOct to @ 30th Oct to ¥ Nov
1 | search dates) November 2018 2018
State coordination committee meetin
Yes Yes
2 | held
State leprosy awareness media . .
: : No separate meeting| NoO separate meeting
3 | committee meeting held
4 | No of district trained in LCDC 100% 100%
5 | No. of Districts by monitor 5 Districts out of 8 2 Districts out of 4
: _ A total population of 5
g | Population of districts district i 64.35 813 6,200,000
7 | District coordination committee 100% 100%
8 | Total no. of districts visited 5 2
None of districts has |  Specially migrants
Whether high risk areas and developed high risk are|  were identified in
undeserved population being covere and undeserved urban and semi urba
9 population areas
10 | No. of blocksvisited by monitors. 10 2 block 1 Urban
Population of Blockgcombine all
11|visited bl ockso 15,54,188 22,61,409
Total no. of search team formed 1571
12|(combine all ©blo 100
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13| Training 100% 100%
14 | Block / Tehsil coordinatiocommittee 100% 0%
15| Micro planning done 100% 66%
16 | Referral mechanism 100% 100%
Total no. of villages visited by 2 localities including
: 23
17 | monitors Urban

18

Knowledge about

suspect case definitions

by search team

No. of ASHAs able tdell the

21 (Partial def)

18.1| definition 11 (Partial def)
No. of male search team members a 0

18.2 | to tell the definitions 0%

18.3]| Total no. of ASHASs interviewed 23 11*
Total no. of male members 8

18.4| interviewed 0

19 Micro planning

No. of micro plans being followed in _

19.1| visited villages 0/23X100=0% 54%

20

IEC Activities

IEC display athealth
facility level/
community level, AWW
centre etc.

IEC display ate.g.
health facility level/
community level,
AWW centre etc.
Mainly Poster and
mikeing

21

Mode of IEC being followed at village
level.

IEC at village level by
only pamphlet

IEC at village level by
only pamphlet

Pr(%)House hold marking during

57%

22| LCDC 100%
23 Search Team
Pr(%) of villages (house hold visited 9%
23.1| by 1 teammember) 0%
Pr(%) of villages (house hold visited
23.2| by 2 team member) 91% 100%
Pr(%) of villages (Where Physical
examination of each and every
member of house hold being practicg
23.3] for case search) 39% 100%
Pr(%) of villages wheréemale
members being examined by female
24.4| team member only 91% 100%
Pr(%) of VillagesSupervision during 91%
25| LCDC 100%
26 | Pr(%) ofReferral slips with Team 87% 100%
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LCDC Monitoring of Jharkhand state:

7 districts were selected for LCDC 2048d 5 districts were visited by Level | monitor durind’Z8ctober to

39 November 2018.

Positives/Good practices:

Implementation of LCDC guideline:

Adherence of LCDC guideline at all levels.

Administrative initiative: All  visited

district DLO/ NHM staffhad attended State

level LCDC Workshop.Immediate actions

direction to the LCDC district on finding

/observation for mid term correction

Coordination: A l nvol vemen

support of ILEP partners in the LCD

planning, training and supportive supervisi

(Earmark districts) up to block leve

specially.

Trainings: District and Block level trainings

were organized in batches. Minutes

training and signature of participants we

seen in all visited Block. The supervisors a

ASHAs were trained in the block.

Logistic:Decentralized procurement lik

printing and distributed of logistics to we

before activities and no shortfall of tt

formatsnoticed in surveyed teams.

Team Formation:Two-member team (one

ASHA & one Male volunteer) to be forme

in all the places.

Planning: Planning was done as per tl

prescribed LCDC Guidelines.

1 Consolidated data regarding the progr:
was found in the distric

1 Day wise Micro plan was found in a
visited blocks.

1 The teams were told to identify the d:
wise schedule themselves.

IEC: IEC limited to banners printed an

distributed for the CHC and PHC level.

1 Pamphlets mentioning Toll free numb
for LCDC by state

Supervision:Supervisors were limited t

consolidating the daily reporting an

forwarding it to the next higher level.

91 Daily report collection at evening fror
blocks and district level.

Field Visit :ASHA and male volunteer wer

Areas of Concern:-

A Quality of houms of
search is based on the question and
examination of the body surface.

A 1l'ssue of quality ¢
below level. No of trainees in batch is the mc
and issue of methods of training.

A During LCDC traini
voluntaries was low at visited blocks (<10%).
A Suspect def casd rneeds &
uniform in training and most of ASHA explai
partially correct definition and wron
definition. Testing of patches in the field ar
by ASHA and filtering the suspect cases w
or without anesthesiaSome of the ASHAs
were not confident regding format filling and
hence they were writing the data in a regist
The wrong wall writings were found in fe\
visited villages.

AMost of male voluntaries in search team
spouse of ASHA and their involvement

LCDC by name shake. Most of theyea
untrained and only accompany to the ASHA.
A Many false house reporting was notic
during field visit (
of such houses were not seen by team) du
lack of understanding of importance of hou
marking. false houses are unreped by the
first level supervisor due to lack of onsite visi
A Teams are not mov

microplan.

A Microplan not incl
Ashram schools, Migratory workers

A Planning of all ¢
confirmationnot visible during the campaign.
A Community mobiliz

was not visible in the survey area.

AA No separate meeti
level media awareness committee, which
much needed and important component
campaign.

A Miahinvaivement of block level Mo I/C
noted in the LCDC planning, supervision a
mid review.

A Ilnvol vement of oth

H
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Microplan should include High risk population like resident school, brickk
temporary population separately specially in the some of districéigst simguam
(Chaibasa), Saraikella and Gumla All microplan should be realistic and nee
revision.

Special action plan should be developed in the villages which are remote and |
reach and develop the system for surveillance in these village by developing ct
among local voluntaries.

Ensureing Physical examination of population by providmippt made and uniforn
block level training and inbuilt supervision. Clear cut definition of a suspect ca
leprosy should follow.

Instruction to search team regarding not to sensory examination in the fie
providing proper instruction during traimg.

False L houses should be targeted during the 14 days period.

Districts should be developed proper supervisory plan below blocks and it sho
reviewed daily basis. Intense internal monitoring and supervision below block is
needed during theampaign. The quality of search depends on the quality of trai
and supportive supervision.

State should develop a checklist for supervision at district/block level.

Distribution Flash Card per team will help the team to get more result. Village
IEC should be developed (Munadi) for effective involvement of community and
members during campaign.

Suspect examination plan should be incorporated in the Block Microplan and
listing and referral of the suspect should be given priority withdat/de

The state and district should conduct separate meeting for Media awareness col
and step to be taken to involve district level PRO, print media etc. The

organization like rotary cub, lion club, Banks, Tata group, CCL /BCCL under (
Suchopportunity should be utilized for awareness at urban and rural area.

In next LCDC, state should think over cascade model of training below distric
effectlve part|C|pat|on of search teams by identification of trammg points. The turn

B e e L Lo L I P

LCDC DISTRICY OF STATE OF JHARKHAND

Legend

District of Jharkhand [24)

. 7
LEDC 2018 [7)
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LCDC monitoring of Madhya Pradesh

Salient Observations
1. The present case detection campaign is not done as per LCDC guidelines.

2. Screening for leprosgases combined with other diseases viz TB suspects, hyperte
diabetes and oral cancer (five diseases) and it was named as Nirogi Kaya Campaigr

3. State and District coordination committee were formed on paper but in most f
separate meeting weretnandertaken before initiation of campaign rather it was discu
during regular monthly meeting.

4. Screening formats for identification of suspects and referral of suspects formats
designed by the State used for the campaign. Selection of 2 bloekshirdistrict was no
done as per deformity and leprosy case load. Other diseases like Tuberculosis ar
were given primary focus in planning of strategy.

5. None of the Urban area were covered during the campaign which remain restricted -
area oty.

6. Proposed duration of field work was front' September to 30D November 2018.
However, due to ongoing outbreak of Zika virus and dengue viruses coupled with or
Vidhan Sabha Election, in most places the field works remain restricted1td W0rking
days.

Coverage was found low and varied from3@b.

Micro-plan were in place for Nirogi Kaya Campaign, but were not adhered to in ma

of places.

9. Team composition was not as per LCDC guidelines. Most of the teams who perf
field consisted oASHA and ANM or ASHA helper with no accompanied male memt
in most places. Involvement of vertical staff in the field work was minimum leadinc
to low identification of cases.

10.In many houses, inquiry about skin patches were not made. As found dunirey very
occasionally the family members were examined for skin patches and other leprosy
symptoms.

11.1EC activities before the campaign were not undertaken as in the guidelines leading
community awareness, specifically about leproswolvement of other stake holders w.
low. No Media plan was in place.

12.Concurrent monitoring and review was not done as in the guidelines. Nalantified
for special attention. No planning for groups requiring special focus like fact
workers, maginal labours etc.

13. Prior training was not done as per the guidelines and instructions issued from the Se
(Health) State as per Nirogi Kaya guidelines.

14. Supervision and Monitoring was grossly deficient.

o~

15.Grass root level worker like ASHA and ANM veefound to have adequate knowled
about the clinical features of leprosy and ABSULS were found in most of the places.

Recommendations
There are many hidden cases of leprosy in the state who needs to be diagnosed and treate



Salient findings:

1)
2)
3)
4)
5)
6)
7

8)
9)

The LCDC conducted in the Punjab in three districts in phase wise manner and
targeting urban area in Jalandhar town.

The Media awareness committee yet to form andaparate meeting held at state
and district level.

The district and block coordination committee should be as per LCDC guideline.
Microplan in Jalandhar town was not as per LCDC guideline.

Cascade training model was applied in the selected district cdt?un;

Quality of house to house seaiiaghost of search is based on the question and no
examination of the body surface.

Suspect definition of leprosy case needs to uniform in training and most of ASH.,
explain partially correct definition and wrong definition

Community mobilization and involvement was not visible in the survey area.
Banners were only available at health facility and other prominent places in the
visited area.

10)Male volunteers in search team were physically not found during monitoring visi
11)At Ludhiana district the LCDC search teams constitutes female only

(ASHA/Anganwadi)

12)In urban area of Jalandhar town, the search team covered more houses (=>50 |

that hampers quality of search.
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Training Conducted: TRAINING DONE IN RLTRI RAIPUR FY 18 -19 Cadre Wise Break Up

RLTRI Raipur is the national level training facility for health professionals in the field of Leprosy and National
Leprosy Eradication program. In the financial year 22089 the in8tute has given training to 9 different

cadres of health professionals. These cadres included bothgbevice and prservice cadre. 57 batches and
516 participants were trained in 120 working days.

, Total No of
Sr. Duration of | No of Batch o .
No Cadre One Batch | Conducted Training Partu_:lpants State
Days trained
- Chhattisgarh
1 D'Stg‘]f]ficfrzmsy 5 Days 2 Batch 10 12 and
Maharashtra
o | AssistantMedical |\ 5po0c | 10 Batch 30 118 | Chhattisgarh
Officers
Para Medical
3 Worker 5 Days 1 Batch 1 20 Haryana
4 MBBS Interns 2 Day 35 Batch 70 138 Chhattisgarh
5 MBBS Students 1 Day 4 Batch 4 111 Chhattisgarh
Homoeopathy :
6 students 1 Day 1 Batch 1 10 Chhattisgarh
7 MSW students 1 Day 1 Batch 1 14 Chhattisgarh
g | MSC Microbiology | 1 Batch 1 13 Chhattisgarh
students
9 Nursing Students 1 Day 2 Batch 2 80 Chhattisgarh
9 Cadre O.f Health 57 Batch 120 Days 516 3 states
professionals Participants

District Leprosy Officers Training: 4 batches of District Leprosy Officers was planned in the Financial
Year 20182019. 2 batches of District Leprosy Officers were conducted. 12 participants from 2 states
Chhattisgarh and Maharashtra were trained in National Leprosy Eradication program.

Assistant medical Officers Training: Assistant Medical Officers are a cadre which is unique to the state of
Chhattisgarh. These Assistant Medical Officers have done a 3 years bridge course and are the only Mec
Officers posted at Primary Health Centrevel in the state of Chhattisgarh. RLTRI in coordination with State
Health Resource Centre (SHRC) Chhattisgarh have started the training of these Assistant Medical Officer:
National Leprosy Eradication Program. The 3 day training module was made lorethef Medical Officers
Training module. SHRC is the coordinating agency for this training and thus it coordinates with the state a
district for identifying the trainees for the training and RLTRI is the training implementing agency which
provides thdraining. IN FY 20182019 10 batches with 118 participants from 15 districts of Chhattisgarh were
trained.

Para Medical Workers: RLTRI had received request from the Government of Haryana for training of the
Paramedical workers of the entire state. TROghe paramedical worker of the state of Haryana were given
training in NLEP in one batch.

MBBS Interns: As part of the internship plan the MBBS Inters from Dr Bhimrao Ambedkar Government
Medical College Raipur is sending all the interns on a 2 day ramé&wnship program to RLTRI Raipur. IN FY
201819, 138 MBBS interns came in 35 batches.
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Students: Students from various colleges come to RLTRI Raipur for getting orientation about the institut
and NLEP program. These students are given one day omentéti the financial year 2018019, 228
students from MBBS, Homoeopathy, Master in Social Work, Nursing and MSC Microbiology backgrounc
came for orientation in 9 batches.

AMO NLEP Training ( 20189)

)
Y
IR R 3
5 ‘4 '
g

AMO NLEP Training ( 2018.9)
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DLO/BMO NLEP training of State of Chhattisgarh state ( 2093
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PART C: Disability Prevention and Medical Rehabilitation
Medical Rehabilitation is one of the important components of DPMR. Operation theater of RICIdREs for
over two years hence these surgeries are done in camp mode in DH of the state of Chhattisgarh.

Districtwise RCS backlog cases of State of Chhattisgarh ( Year 2018-19)

o 4T HES cliptte
Notir of Detrsy [ |
RLTRI 29
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During 201819 , on special initiative of DGHS, RLTRI prepared a complete list of 211 cases by prot

case details directly from the distrimealth authorities (26). There after camps were organized at dis'

level with the support of RLTRI. In addition operations were performed by RLTRI in Medical colle
Hospital Raipur and JALMA, Agra on special request.
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RCS at camp mode at state and outside

R

During the yeaP018-19, 11 camps were
conducted in the state of Chhattisgarh
.One camp was organized at JALMA,
Agra UP. A total 111 patien{83 Male,

25 Femaleyvere operatedhcluding 6
children . Majority of patients having

four finger claw followed byoot drops.

Site No of No of
Cases Surgeries
DH Raipur 10 10
DH Balod 22 25
DH Raigarh 15 17
DH Ambikpur 14 16
DH Korba 22 26
MC Raipur 9 9
JALMA, 19 21
AGra
S profile :

17, 15%

No of RCS at District level Camps in state of Chhattisgarh
( Year 2018-19)

No of RCS at District Camp ( 2018-19)

In the RCS camp conducted
during year 20149 at

different districts of state of
Chhattisgarh and JALMA Agre
,72% of the operated patients
were had 4 finger claws
followed by Foot drop. Other
sites were ulna claw,
lagophthalmos.

m 2 finger Claw han 4 finger = Claw thumb= Foot drop = Lagophthalmos= Other
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Photos of the Camp

Certificate distribution to district NLEP officials by CMHO

Physiotherapy session

RCS
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Sukh das muriya 11 yrs

DOP May 2008

Result after claw/thumb correction
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PART D: Laboratory Investigation:

Month/ date Skin smear Hb Blood sugar Urine Total
01/04/18 196 11 26 03 236
01/05/18 226 08 00 52 286
01/06/18 200 12 02 56 270
01/07/18 214 07 84 01 306
01/08/18 160 06 68 00 234
01/09/18 135 05 59 01 200
01/10/18 153 05 35 03 196
01/11/18 106 01 00 14 121
01/12/18 115 01 00 12 128
01/01/19 153 04 00 12 169
01/02/19 213 04 00 14 231
01/03/19 156 01 00 06 163
Total 2027 65 274 174 2540
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Quality Assurance of malaria blood slides at ROHFW Raipur (Year 2014.8)

Mont No of Slide Examined | Discrepancy in Discrepancy
h Name of District Slide Rate
N P T N P T N P T
April | Sarguja 130 46 | 176 | O 0 0 |0.0] 0.0 0.0
May | Janjgir champa 375 0 | 375]| O 0 0 |0.0] 0.0 0.0
June | Rajnandgaon , Kondagaon 280 30 | 310 | O 0 0O (0.0 0.0/ 0.0
July | Rajnandgaon , Bemetra 293 3 1328| 0 0 0O |0.0] 0.0 0.0
Aug | Bemetra Mahasamund 153 2 | 155 | 2 0 2 13| 0.0 1.3
Narayanpur,Bemetra,Kondag;
Sept | on, 152 30182 | 0 | 25| 25 |0.0] 83.3] 13.7
Kondagaon, Koriya,
Oct | Raipur,Balod 210 7 | 217 O 2 2 |0.0| 28.6] 0.9
Nov | Baloda Bazar,Durg 232 39 | 271 | O 4 4 |10.0| 10.3] 15
Dec | Raipur 0 2411 241 | O 0 0 [0.0] 0.0 0.0
Jan | Gaiyaband, 183 0 | 183| O 0 0 |0.0] 0.0 0.0
Feb | Kabirdham, Janjgir champa 227 16 | 243 | 0 | 10| 10 [ 0.0| 625 4.1
March | Raipur, Dhamtari 278 7 |28 | 0 2 2 |00| 286| 0.7
Total 2513 421 | 2966 2| 43| 45/0.1] 10.2| 15

[N= Negative slide, P= Positive slidés= Total slides (Positive and negative)]

In the state of Chhattisgarh, only 23 districts have submitted blood slides for cross checking at RLTRI lab as |
stand norm. A total 3115 blood slides were received to the lab and, out of total, 2966 (95%an@red.

The 5% slides could not be examined due to bad quality of smear, fungus on staining etc. The discrepancy w
more found in positive slides i.e. 10% while negative was 0.1%. District Kabirdham and Janjgir Champa had
highest discrepancy rate ingtive slides as compared to other districts of state.

PART E: ROHFW Field activities Raipur
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Regional Leprosy Training and Research Institute has been designated as Regional Directorate of Health
and Family Welfare for the State of Chhattisgarhin Year 2005 and following additional functions has
also been assigned to it (WITHOUT ADDIDTIONAL ROHFW STAFF)-

) Capacity building for integrated disease surveillance program.

(i) Epidemiology Training Courses as undertaken by the National Institute of CocaflenDisease,

Delhi.

(i)  Lymphatic Filariasis (Disability Management and related training).

(iv)  Microscopy and DOT centres under RNTCP. (v) Operational Research related to RNTCP.

(v) Voluntary Counselling Centres (VCC) and diagnostic centre for HIV/AIDS.

(vi)  Disastermanagement in respect of the state. (

(vi)  Technical Supervision of Various National Health Program especially Malaria (ix) Field surveys a

and required by the Ministry

(viii)  Client verification of ANC, PNC,JSY, Contraceptives, Immunization.
The Govt. of India henow approved the 12th Plan for NLEP. In the plan it was proposed that Central Lepros
Teaching and Research Institute (CLTRI), Chengalpattu and Regional Leprosy Teaching and Research Insti
(RLTRI) Raipur are to continue to provide support to the aogne during the 12th plan period. It was also
proposed to upgrade the RLTRI, Raipur to the lev€ahprehensive Rehabilitation Institutes (CRI)
3) Human Resource:RLTRI, Raipur has been sanctioned strength of 80 including 11 offiée¢rdhe time of
starting RD activities at RLTRI, Raipur in the year 2006, strength of RLTRI, Raipur was 69 (out oAB8O0).
present we are having only 44 staff (out of-8®} staff including Mali, Dhobi, Watchman, Nursing Staff etc)
. So we are finding it very difficult to manage the RD activity. We had requested RD Cell for providing
additional staff for RD activities in July 201&D cell expressed their inability to provide extra staff as we are
under administrative control of Central Leprosy Division of the Dimede General of Health Services, New
Delhi.

4)SWOT analysis:

Strength Challenges Oppurnity/partnership

A Combined RLTRI & ROHFW A No separate Staff for A AlIMS Raipur

A Supportive State Officers ROHFW A Pt JNM Medical College

A Subject expertise in the field of No Vehicle Raipur
public health and microbiologist A NIMR field unit of Raipur
at Institute A JALMA

A Research Institute A SHRC

A Training institute in thdield of A NHM cell of DHS
Leprosy

About the Field area ofstate of Chhattisgarh
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The Indian state of Chhattisgarh was created on November 1, 2000. Carved out of the state of Madhya Prac
the new state, the 9th largest in the country with 24 million people, faced enormougcmwmic and
development challengesanging from low lieracy rates; low population density and geographically scattered
communities; lack of basic public infrastructure; a population made up of roughly 1/3 tribal peoples; and
history of leftwi ng extr emi sm . Oof t he s tsaeef blscks arg trilhl ad r |
extremistaffected areas. Public health indicators were particularly dismal. The state is endemic for malaria a
leprosy in India. Physical infrastructure and other supplg gaps compounded the problem.

Indicator C.G. | India Data Source Remark
Infant Mortality Rate 39 34 (SRS 2016) | Perl O Oiv@ birth
Maternal Mortality Ratio 173 130 (SRS 20146) | Per lakh live birth
Birth Rate 22.8 204 (SRS 2016) | Per Thousand population
Death Rate 7.4 6.4 (SRS 2016) | Per Thousangopulation
Total Fertility Rate 2.2 2.2 |(NFHS4 201516) VAV‘(’)?LZ%G dﬁ?i'n‘;f ﬁgi'?ezimgit?ve
Full Immunization 76.%% 62.0 |[(NFHS4 201516) 0-1 Yr. Child
Institutional Delivery 70.2% | 78.9 |[(NFHS4 201516) Against estimate®elivery
Prevalence Rate Leprosy 2.07 0.6 (State Data) | Per Ten Thousand population
T.B. Notification Rate 90% 74 (State Data) | Per lakh population
Annual Parasite Incidence 2.62 0.63 (State Data) Per Thousand populatioen

DISTRICT MAP OF STATE OF CHHATTISGARH
. Tribal and Non Tribal Blocks of State of Chhattisgarh

G1S5 malaria Mock wise revised
Block [148]

NON TRIDAL [64)
BN TIIBAL BLOCKS [84)

193

f | Legend
s o A L1 Districts (N=27)
NS s .{\}’3

District Blocks
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Activities of ROHFW during Year 2018-19
A) LIST OUT THE INSTITUT IONS TO BE VISITED (NO OF DISTRICT VISITS AND N O OF HEALTH FACILITI ES) AS
PER QUARTERS DURING YEAR 201819

Institutions To be Visited

State HQ

District HQ 2 2
District/Sub Distt Hospital 2 2
CHCs 6 6
PHCs 4-6 4-6
SHCs 6 6

2)No. of districts covered

A total eight districts were identified for RD visit during period (Year 2028 for assessment of health facility

as per IPHS standards, provision of quality services and productive and performance. The visit also superv
national health programmesfiad out gap in the existing status of NHP for further improvement. Based on the
epidemiological data and thrust area of state, the districts are given priority for visit for Technical supervision.
In the selected district, one district hospital3 THC and 13 PHC andi 3 HSC were identified based on
operational feasibility and approachability. Another criteria for selection based on some indicator:
performance, 3 blocks will be identified. One PHC and one health subcenter were identified frord bilekte

for assessment of facility as per standard and implementation of national health programmes. If needed fac
may be increased or less than mentioned based on situation during time of visit.

Table shows the selected district and sampling of Blosk

Blocks

Tribal District Bastar Darbha, Lohandiguda Tokapal
Tribal Dantewada Geedam,Ketakylan,Kuakonda
Tribal Jashpur Manora, Duldula, Pharsabahar
Tribal Balrampur Kusmi ,Rajpur,Wadrafnagar
Tribal Korea ManendragarhSonhat, Chirmiri
Non Tribal Balodabazar Kasdol, Palari, Bhatapara

Non Tribal Janjgir Champa Akaltara, Sakti, Pamgarh

Non Tribal Mahasamund Saraipali, Basna, Bagbhara

Map of district and block for sampling for visit during year 218
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Performance of ROHFW raipur ( Year 201819)

Particulars S. No No
National Level Meeting attended 16

State level Meeting attended 18

Issues addressed/sorted out including UCs 0

Liason & Coordination | Instts. Visited for feasibility for Newnitiatives 4
Central monitoring teams coordinated 2

Court cases being coordinated 0

Sample (items) collected for quality check. 0

Review Meetings Review Meetings Conducted State Prog Officer 9
DH & SDHs/Urban Leprosy Center 14

Instts Visited for NRHM, | CHCs 52
IPHS, NLEP monitoring | PHCs 33
etc SHCs 37

NGOs/ Pvt Hospitals 0

NRHM 4

NVBDCP 12

RNTCP 8

NLEP 18

No. of Districts Visited to NBCP 0
Review NRHM and | NACP 0
Disease Control IDSP 1
Programmes NIDDCP 1
Tobaccocontrol 1

Elderly Programme(NPHCE) 1

Cancer, Diabetes,CVD & Stroke (NSPCDS) 1

Mental Health 0
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Trauma 0
Oral Health 0
Prevention of burn injuries 01
Training Programmes Training (NLEP) ( In house) 48
Undertaken Other of trainees 454
Blood slides collected at malaria Clinic of ROHFW 0
blood slides found Positive of ROHFW 0
. Blood slides of District Cross checked (Malaria) 2138
CrossChecking Blood slides found with Discrepancies 34
Peripheral Labs crosshecked
Labs found not conforming laid standards 1
ECs practising CC methods contacted 38
CC Users -
ECs found fake/ denials 14
Children contacted for immunization 62
Children found fully immunized 62
mothers contacted to verify ANC Cheuaks 62
Mothers found 3 ANC Cheelgps & Given 100 Tabs IFA 62
Field Verifications of | ANC mothers have complications 18
Children for immunization
ANC, PNC and JSY Mothers Contacted for PNC cheaks by HW. 62
following >1 yr Children | Mothers have Hospital Delivery 62
cohort retrospectively | Mother have visited for 3 PNC checips 38
Mothers have any complication during PNC period 0
Mothers contacted or verification of JSY 62
Mothers Have got monetary benefits o JSY 60
mothers spend/paid money from their pockets 0
HIFU Instts visited under HIFU 0
Newer Diseases reported 0
Epidemic reported 1
Newer events/unusual N ™ q
events reported atural Disaster reporte 0
Other Un spefied activity undertaken,e.g., HIN1 relate 0

activities
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Special Activities

Post MDA evaluation of districts of state of Chhattisgarh (201-8.9)

(In April 2018 ,4 Districts were evaluated and in March 2019 6 districevaluated)
Objective of evaluation To assess coverage and compliance and side effect of MDA. To assess various
reasons of noiwompliance and calculate adverse effedter drug consumption
Methodology- the MDA Evaluation survey will be conducted in the state of Chhattisgarh. As per the guideline

and methodology given by a task force of the GOI for evaluation of filaria elimination programme, four clustel
were identifed (three from rural and one from urban areas) for the survey.

The purpose of the populatidirased survey was to provide coverage estimate that is likely to be representativ
of the sampled population. The sampling design adopted in the study wouldepaov estimate of actual
coverage to the accuracy of plus or minus 6.5%. The Block Community Health Centre (CHC) constituted t
sampling frame for the first stage of sampling, and villages under the sector PHC constituted the sampl
frame at the secorgtage. As this was a peMIDA sample survey for assessing drug coverage, care was taken
to ensure a representative response from individuals living in clusters with variable reported covera
immediately preceding the MDA round. All Block PHCs in a distwere classified into three strata according

to reported coverage of MDA activities (block PHC area with <50%, between 50% and 80%, and >80
coverage). A complete list of the villages was prepared for each of the strata, and one village was selec
rancbmly, using a random number table from each stratum.

As none of the block PHCs reported coverage less than 50% &8@P&@ the previous round, we selected
three villages randomly from the stratum with reported > 80% coverage. For an urban area, lome of |
municipalities was selected randomly from the list of municipalities in the district and, subsequently, one wa
was selected randomly from the selected municipality of selected districts. For the purpose of the survey
central point was identified ieach of these clusters, and the first house was selected randomly. The next hou
was selected having the nearest entrance. Thereafter, a minimum of 30 households was selected consecu
in this manner, covering a minimum of 150 persons from eachedfltisters. The head of the family or other
responsible member present at the time of survey was interviewed with the help of predesigned, pretested s
structured questionnaire. We collected data on drug distribution, consumptio®fferts following DEC
consumption, and awareness of lymphatic filariasis, including MDA programme. Sources of information c
MDA programme were assessed among those who knew about MDA programme. All data will be compile
and analyzed and drug distributors and other hea&hpeoviders associated with this programme were

interviewed to generate data regarding programme implementation.

Year 2018
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Post MDA evaluation survey of four district of state of
Chhattisgarh ( April 2018)

Post MDA evaluation survey of six district of state of
Chhattisgarh ( Feb and March 2019)

~

| [ii8s
e
20
k10
LB
| ElIH
s
(== LITH]
%
|__Lus

(g |

38



The table shows the district and block wise actual and reported coverage ( April 2018)

Total Eli- MDA Evaluation| DMO
Houses | Population| population | Consumed| Survey Reported
Dist Name of Block | Covered| surveyed tablets Coverage | Coverage
Raipur-Urban |30 152 148 32 21.6
Dharsiwa 30 157 152 15 9.8
Raipur Arang 30 156 152 90 59.2 >90%
Abhanpur 30 164 159 53 33.3
Total 120 529 511 190 37.1
Mahasamund U| 30 150 139 79 56.8 87.9%
Pithura 30 161 141 84 59.6 90.7%
Mahasamun( Saraipali 30 150 141 88 62.4 87.6%
Mahasamund | 30 187 172 84 48.8 87.8%
Total 120 648 593 335 56.5 89.1%
Raigarh Urban | 30 163 151 87 57.6 85.9%
Tamnar 30 139 137 115 83.9 86.6%
Raigarh Garghoda 30 178 167 149 89.2 85.1%
Sarangarh 30 163 152 139 91.4 84.6%
Total 120 643 607 490 80.7 85.3%
Balodabazaru |30 159 155 21 13.5
Balodabazar| Palaria 30 182 167 76 45.5
Kasdol 30 162 149 53 35.6 90%
Bhatapara 30 173 153 120 78.4
Total 120 676 624 270 43.3

The lowest coverage was in Raipur district with Dharshileek reporting less than 10%. Mahasamund and
Balodabazar district had also showed consumption coverage below 50 % while Raigarh had coverage more-
80%. All urban area had very low coverage ( Rangeé79) in all the evaluated districts of state of
Chhattisgarh.
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Agewise MDA Non consumption pattern of Surveyed District

( Year 2018)
250
200
58.5
: 43.9

. o
50
0

2-5 years 6-14 years 15-18 years 18-60 years > 61 years

® Raipur Non consumed%@ Raigarh Non consumed%m MSD Non consumed%= Balodabazar Non consumed%

At Raipur nonconsumption coverage was more in all ages group (ranges from 58 to 69%). In all a
nonconsumption rate is less is as compared to all surveyed district.

Sexwise MDA consumption of Surveyed District
( Year 2018)

Balodabazar MDA consume

MSD MDA consumed

Raigarh MDA consume

Raipur MDAconsumed

o

20 40 60 80 100 120 140 160 180

m Male mFemale

Consumption was good among both sex at Raigarh district while bekraggevRaipur district.

The commonest reasons for Non consumption of MDAB20#&lack of informationforget to take drugs
fear of drugs, followed by empty stomaelgoholic, no disease in famifyrevious year minor adverse
reaction, out of house oray of distribution, illness, old agd he reasons are different in urban and ru
area.
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The table shows the district and block wise actual and reported coverage (March 2019)

District
District Total | Eli- Drug Evaluation | Reported
Name of Block Houses| Pop | pop | Consumed| Coverage | Coverage
Lodam (Baghima) 30 149| 129 119 92.2] 81%
Manora(Phatepur) 30 148| 138 112 88.4 93%
Jashpur | Bagicha (Chandadipa) 30 144 126 91 72.2 88%
Jashpur(WMadhubantoli) 30 185| 176 72 40.9 81%
Total 120 626 | 569 404 71 87%
Loing (Chiraipani) 30 165| 156 142 91 91%
Tamnar (Jhingol) 30 175| 158 152 96.2 98%
Raigarh | Gharghoda (Jhariyapali) 30 153 | 147 143 97.2 99%
Raigarh (UHiranagar) 30 158 | 145 112 77.2
TOTAL 120 651 | 606 549 90.5| 94%
Nawagarh (Auri) 30 186 177 87 49.1 87%
. Baloda (Jarwey) 30 166| 153 103 67.3 95%
C‘:]r?giﬁga Pamgarh (Loharsi) 30 180| 147 124 84.3 95%
JC( UKuber Nagar) 30 187| 179 158 88.2
Total 120 719 | 656 472 71.9 91%
Patan (Teligundra) 30 167 | 162 99 61.1| 96.40%
Durg (Nagpura) 30 174| 168 78 46.4| 85.60%
Durg Durg (U- Diprapara) 30 147 | 141 68 48.2| 85.60%
Dhamdha ( Nandini) 30 201 | 195 117 60.0| 92.91%
Total 120 689 | 666 362 54.4| 89%
Khandsara (Bahnuwa) 30 167 | 159 54 34.0 81%
Bemetara (Ward 11) 30 148 | 141 89 63.1 81%
Bemetara | Saja (vill Khati) 30 168| 162 96 59.3| 85%
Berla (vill Ranka) 30 155| 148 56 37.8 90%
Total 120 638| 610 295 48.4| 85%
Balod (Ward 1 Parras) 30 158 | 142 69 48.6| 68.37%
Balod (Parkibhat) 30 149| 134 71 53.0| 68.37%
Balod Dondi (Mahamaya) 30 146| 129 76 58.9| 75.22%
Gurur ( Kapermeta) 30 152 | 139 17 12.2| 82.88%
Total 120 605| 544 233 42.8| 81%

Out of six districts Raigarh district has consumption coverage more than 90%. There was improvement in
consumption coverage as compare ed to previous MDA round. All urban clusters had low coverage than rura
area. Lowest coverage was noted in Gurur ( Babtmtk i.e 12%.
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Agewise MDA Non consumption pattern of Surveyed District ( Year 2019)
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consumed% consumed% consumed% consumed% consumed%
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In 18-60 years of age non consumption is >40% in Balod,bemetara and Durg district.

Sexwise MDA consumption of Surveyed District
(Year 2019)

Durg MDA Consumed%_
Bemetara MDA Consumptiono/_
Balod MDA Consumed%—
JC MDA Consumed‘y_
Jashpur MDA Consumed_
Raigarh MDA Consumedo/_

0 20 40 60 80 100 120 140 160 180 200
m Male mFemale

Consumption among box sex was >89% in Raigarh district while lowest in Balod district

The commonest reasons for Non consumption of MDA 2019 are forget to take drugs, fear of drug:
information of drugs followed by empty stomach, previous year minor adverse reaction, out of hou
day of distribution, lack of information of diseasendss, old age, too many drugs for childe reasons
various from place clusters to clusters.

MF survey: The Mf survey was carried out in all MDA surveyettidisn Year 2018 and 19 before
MDA, The random and fixed sites were selected as per standard protocol and send for cross check
jashpur Balodabazar, Raigarh , Raipur, Balod MSD and Bemetra
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Conclusion:

= ==

The evaluation drug consumption coverage is im@doduring this year a:
compared to the previous MDA evaluation surespecially in Raigariilhere is
a lot of scope to improve the coverage if there isNdBEA activity, IEC and

involvement of Voluntaries especially in urban areagds to improve in al
surveyed urban area

This evaluation survey ddll surveyed districts in the year 2018 and thét

MDA is restricted to tablet distribution onlrug distributor was ASHA in rura
areas and anganwadi in Urban clusters.

The implementation was comparatiw@oor inBalod, Balodabazar, and some
clusters of other districtdMost of the population has distributed incomple
dosage. This may be due to lack of proper training and lack of supervision.
people did not aware of the dosage of MDA drugs. Tkalth educatior
activities were not done satisfactorily.

Urban coverage waoor in all surveyed districts in year 2018 except Janjgit
champa.

The tablets were distributed during the daytime, when most of the popu
goes to their work place. Theers definitive need to ensure that drug distribu
meets the person. They may go to the area in the evening time or may r
pay one more visit at the time convenient for the locCEie surveyed populatiol
was consumed MDA drugs at night after diner per instruction of Drug
distributor in the surveyed area. This instruction pattern may not usef
manage adverse effect at night time, if there are severe adverse events, es
in rural settings.

Community engagement and identification of vahry specially for urban are
was not attempted in the MDA programme.

Only Minor adverse reactions were noted i.e nausea, vomiting giddiness

was recovered without hospitalization.

Disability list is updated in all surveyed district but therdinsted access for
operation of hydrocele and no morbidity management.

IEC is visible in the rural area while limited in urban area.

NDD was conducted along with MDA in surveyed districts including childr
less than 2 years of age.

Recovered Tablets in the field area of Raipur District Rural IEC
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LF patient at field area of Raigarh

LF patient at field area of Raigarh
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Monitoring of SPARSH Abhiyan (Durg, Mahasamund, Dhamtari and Raipur)

Background: Themain objective of Sparsh Campaign is to promote community participation to reorient the
delivery of the service of diagnosis and treatment of leprosy in its early stages and to empower the PRIs
local communities to take over the responsibility of serisg and motivating people for stigma reduction
and discrimination and for early setporting for diagnosis and treatment. This is a time bound awareness
campaign acrosgn d i a . Sparsh Leprosy Awareness Campali
adivity during the fortnight Jan 2018. The team meets and interacted with Gram Sarpanch, Membe
Panchayat secretary, ASHA and field workers of GHS at health subcenters, APAL and another person of
village. The agenda of Gram Sabha was assessed altimgatteéndance on day of gram Sabha. The
message of District Magistrate, Appeal and pledge, etc. were assessed at gram Panchayat level as
checklist prepared by Institute. The objective of the visit is to assess the implementation status of the Spse
awareness campaign at gram Panchayat.

1) No pledge, message, appeal of SPARSH activ Sparsh Campaigt SLO and
during gram Sabha in all surveyed villages. activities are not CLD

2) No Sparsh activates in all surveyed panche implemented as per CLIL
villages. guidelines 2018 in the

3) Information of SPARSH agenda / guidelines was | surveyed village.
at village level

4) No information of SPARSH activates in survey
ASHA.

5) No involvement of RFT leprosy

6) No information of Sparsh activates among lo
ASHAs

7) None of official and nodal at block aware
SAPNA moscot.

8) Committee is not framed at block level regardi
Sparsh Campaign.
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LCDC Campaign 2018

The concurrent supervision of LCDC conducted in the district Bilaspur, Gariyaband, Mahasamund and
Mungeli of state of Chhattisgarh

LCDC was planned in the state of Chhattisgarh during 6th to 2oth March 2018. Objective ofasside the
status of implementation of LCDC in context with coverage, the quality of search, capacity building of seart
team, identify the bottlenecks and root causes of issues in the selected 4 districts and selected field he
facility.

METHODS: Concuent supervision is carried out in the selected district by the team in the year 2018. From tt
selected district, two to three blocks were selected based on feasibility and approachability. One or more t
one village was selected randomly from selectglicenters. he selected districts and block level monitor has
interacted with DLO, DLC,NMA,NMS ,BMO,PM and assessed pre LCDC preparation and daily reporting
system. Microplan IEC, committees, logistics and training were scrutinized based on a tinediect.0B the
deployed teams, in the village, teams were interacted with predesigned LCDC action points and househc
were also inquired as per need. The role of male voluntaries was identified based on task. Previous day sche
visits were also verifiebased on the record. Records and reports, including flash cards were scrutinized.

The Tables shows gap in the implementation of LCDC 2018

Team composition Mix combination in team formation. No As per guideline , Male voluntaries
male voluntaries in LCDC should be inbuilt component of team

Microplan Population based and general Not based on pulse polio

Formation of block  Committee are not formed at block leve Committeeshould formed and meeting

committee and meeting is not conducted at MSD  as per plan to increase involvement
Campaign Its is not pulsed based , different date fc As per guideline
starting of campaign.
House marking Wrong and different house marking in  Training , Supervision and monitoring
MSD, Dhamtari
Case suspect & No any inbuilt plan for suspect as per  Plan should prepare for suspect
confirmation block examination and confirmation

ROHFW team along with search team
Concurrent Supervision of IRS in field area of Jashpur district and korea in 2018
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Concurrent supervision of IRS operation by ROHFW team, Raipur carried out in the field area of Block
Duldule, District Jashpur, Chhattisgarh o"May 2018 and Korea block in Oct 2018. The team has been
followed and interacted to the spray squad, health workers and community members of the IRS village. All
process and records were scrutinize in the

Microplan API<2 HSC were select in Jashp Exclude the few HSC API<2
and korea

Schedule Spray schedule not followed by tt Its affects the planned IEC
team

Involvement of ASHA partial /No involvement It should involve for bettel

and VHSNC compliance and coverage

IEC No prior information of IRS to It will inform in advance and
villagers apply local IEC

Storage of insecticide Insecticides are not stored in prog It should be stored in proper plac
condition.

Logestics Wall tensile are not supplied to tt There should provision o

team. They face difficulty in the logestics for house marking
wall writing/marking.

Coverage Room Coverage of IRS found to & Steps should take to improve
50- 75 % in sampled houses. proper IEC and local committe
involvement
PPE No squad with PPE at Jashp PPE is mandatory

while PPE was found at Korea

“‘), l‘q L.
Indoor spraying IRS squad Wall writing
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Wall IRS spraying Preparation of Stock Solution of DDT

NVBDCP (National Vector Borne Disease control Programme)
District Koriya was visited by team in the year 2018 and selected following health facility based on the burde
of the malaria in the koriya district.

Sr No | Block PHC Health Subcenter | Reasons for sampling

1 Sonhat Khtogodi Sunderpur The block contributes about 25
case load of District but APl wg
very high (17) and 90% Pf

2 Khadgawa Bachra podi Amadand The block contributes abo
30%cases load , API(6) aBd Pf %

3 Manendragarh Nagpur Dodaki The block contributes about 17
cases load ,API (4) and 66% Pf

4 District  Hospital Sentinel site for malaria

(Sentinel Site)
5 IRS Sunbotha para ( Patna Block)

Methods: Based on the above block strata of the selected CHC, 1 PHC was selected randomly. Out of selec
each PHC, One Health sub center was visited. Last day to visit the Sentinel sites of district hospital was visi
for functional analysis and one site of IR& concurrent supervision. Malaria microscopy at each health
facility was assessed for logistics, training of LTs and backlog of slides. The M1 to M4 were analyzed of del:
in the diagnosis and contribution of slides and RDkits in the surveillance.ilunee of malaria was also
scrutinized based on available records. The data was scrutinized for completeness, timeliness, etc. All sele
health facility drug store was visited to track the stock of antimalarial and RDK. The Indoor admission ar
deathregisters were scrutinized and list of suspected cases of malaria deaths were listed and verified
inspection of Indoor record. Whenever possible the antimalarial prescription by physician was scrutinized 1
indoor and outdoor patients. One or Two ASKHAre supposed to be interviewed from the selected Subcenter
village, but if more than 2 ASHA was found present at the time of the visit they were also included in tr
interview. All the health officials working in the NVBDCP programme were interactedglthign visit. LLIN
suvey was carried out in the subcenter village by selecting randomly households and they were interviewed
LLIN usage, demand and supply, reasons for no usage etc. The data was captured in field tested stan
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formats of NVBDCP. Athe end of visit the feedback was given to VBD Programme officer, VBD consultant,
DPM, CS of DH, CMHO.

Key Observations and Gaps:

Epidemiological Indicators: The district is divided into mainly five blockall blocks had APl 4 per 1000
population (RANGE 1.387.11) and ABER >10 during the year 2017.

API AS PER BLOCK KORIEA DISTRICT AND PUBLIC HEALTH
FACILTY (YEAR 2017)
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The above map of the districts showing the-gpatial distribution of health across the blocks, The distribution
of public health facility was more in Khadgawan, Baikantapuar lanendragarh block as compared to Sonhat
and Bharatpur. This could be due to population distribution of population.

API trends of malaria since last 5 years of District Korea
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There was a steady decline in API from the year 2013. LLINs were distributeéd month of Jan to March
2018.

Malaria surveillance: ABER of all the blocks and health centers >10% (range 12.95 to 63.83). Overall, slide
collection contributes about 72% of surveillance and 80% of malaria cases diagnosed by microscopy. LQ.
was condated by MTs, but the findings are not available at local level for intervention.

A surveillance of malaria was based mainly on malaria microscopy. RD kits were distributed across the villac
and health subcentres. The above data indicate there wasenfig§dd kit reporting in the surveyed district.
Malaria Microscopy: Sonhat and Bharatp@locks are highly endemic and carrying 43% of case load. These
blocks having a less population density and some of the area are remote and inaccessible. As compared t
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other block, only lab at block and one at PHC (Sonhat) are functional in the&es.fBiber PHCs of these
blocks do not have microscopy lab due to the vacant post of LTs. There is rational deployed of LTs in remc
and inaccessible tribal dominated areas at PHC level.

Spatial distribution of Malaria microscopy at health facilities of five blocks
Koriya district , Chhattisgarh state
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All lab technicians were trained in malaria microscopy in all eyed health facilities except sentinel site. 3
LTs were newly recruited and untrained. Most places technician were usage RNTCP microscope for male
slide examination, No AMC for malaria microscopy in the surveyed health facilities.

30-60% of the slidesnepared for the field are of poor quality, especially in the thick smear preparation from
filed area of Sonhat and Khadgaon blocks as told by Lab technician. M formats were implemented acrossed
surveyed health facilities, but M2 and M3 is not impleradnt all places. Too much dependency on MTS for
preparation of M4 formats noted in the Khadgaon and Mahandgarh block. Bivalent RD kits were utilized 1
emergency cases and on day of heavy workload. No black log of slides was noted in all surveyet!dksAll
and designated PHC lab sending slides for quality assurance to central lab and RD lab but the records wa:
properly available in most of centers. There was no feedback on cross checking reports from the designated
to the district as well dslocks.

Delay in slide examination by active surveillanceThe 186 slides traced for delay from available record based
on the date of collection, submission to malaria lab and examination at lab in three surveyed blocks of 1
district.

Block Delay from collection of slide from| Delay* in Lab
field to near list Lab
Mean SD Range Mean SD Range
Delay Delay
Sonhat 3.4 1.4 2-6 1 0 0-1
Khadgawa 54 3.0 2-16 1 0 0-1
Manendragarh 3.9 1.6 2-6 1 0 0-1

*Delay in Days
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There is a time lag in slide collection and examination >24 hrs as far as active surveillance is concerned in
surveyed blocks. There is no any system placed to give positive microscopy results (M3) to the periphe
health workers. M2 formats were rmoepared at HSC level.

RD kits were available across the surveyed health facilities in the district.

Antimalarial drugs: ACT is available across the surveyed blocks, but the stock of Primaquine is variably
found in the health facility. The Primaquine dgsas not given along with ACT in some cases at IPD basis at
Khadgaon block. IPD patients the ACT SP with Primaquine are not practiced for of all of malaria cases. At t
time of discharge these patients were given tab chloroquine and Primaquine at Khidldg&o PV malaria
admitted cases were treated with inj Atrisunate based on clinical judgment by physician at Manendragarh C}
Under reported malaria deaths were recorded in a Khadgaon and Manendragarh block in the year 2017 (Par
The suspected dénaudit was also not carried out in the IPD cases.

ACT and chloroquine drugs were available adequately in surveyed health subcenters except tab Primaquir
Dodaki. Near expiry (30 sept 2018) 30 BCP of Adult ACT was found at Dodki HSC.

IRS: The first round of IRS is delayed in the district. Only MTS is involved in the supervision at targeted
villages in the surveyed block. The Details were atta¢Rad 111)

Integrated Vector Control Measure: Antilarval activates are not done across the surveyed villdge
hatchery are not found in the surveyed districts.

Community based LLIN survey: The LLINs were distributed in the surveyed blocks since Jan 2018 and
completed around the month of March 2018. Villagewise microplan were prepared and distributedzes per s
LLIN survey carried out in the field area of surveyed blocks. During the surveyed period, 60 families wel
included and interacted with 259 family members. A total 101 LLINs were received from State government a
16 old LLINs were found. The family pchases 22 LLINs (8%) from the market.

As per LLIN guidelines, The LLIN demand of the surveyed family was 125 and they were received 101 nei
There was a gap of supply of 24 LLINs in the surveyed area.

Sleeping time of surveyed population was 8 to 10 Riflwaake up between early dawn (4 to 6AM).

Table: LLIN usage of community members in surveyed villages:

SrNo | LLIN use No Usage rate

1 No of person sleep within LLIN 214 82.6%
during last night

2 No of person sleep outside LLI 45 17.4%
during last night

Issues in microplan and distribution of LLIN:

1) The villagers microplan was prepared based
census data and growth rate per year .

2) The LLIN size 1.2.3 calculated based on i
standard guidelines.

3) The LLINs were distributed across thestdct by
GHS under supervision of MTS. The RD team
interacted with subcenter staff, MTS, ASH,
Villagers etc. regarding the distribution pattern
LLIN. It has been observed that there was differe
in supply and actual demand of LLIN.The distribat
was compromised by distribution of equal no of LL
among families across the village. The IEC (w
writing) regarding LLIN usage seen in selected CI
and some of prominent points in the survey
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The main reasons for not sleeping
inside LLIN: Less LLINs distributed
and demand not meets per family
size.Due to heavy rain, there were r
mosquitos in my houseAs | am

suffering from a disease; | fee
anxiety while sleeping under LLIN.
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There were 70% decline malaria cases from Jan to Aug in the2@&8ras compared to the year 2017. This
could be due to LLIN saturated across the district in the month of Jan 2018 and utilization of LLIN b
community >80%.

Involvement of ASHA: Five ASHA in the selected field area of subcenters were assessed for LUBAYE, 0
slide preparation, logistics, reporting and her involvement in the source reduction with the help of VHNSC al
HSC staff. All surveyed ASHA undergone VBD training at respective block. All surveyed ASHA have
knowledge of Use of RDK and collection lofood smear. Out of five, one ASHA were unable to explain drug
regimen of Malaria. In practice, only two ASHA were involved in RDK and preparation of slide (Sunderpu
village, Sonhat Block). Only one ASHA (Sunderpur) was prepared M1 format and submitwbpe others

are not preparing the report. The chloroquine was available with all ASHA and ACT blister packs wer
available at Sunderpur and Dodki HSC. All ASHA were not involved in the source reduction activities in th
surveyed health subcenters.

DHIS Il reporting: The district Koriya is one of the district in the state selected for DHIS Il case based
reporting. The reporting from block yet to roll out due to lack of involvement of Block level data entry
managers.
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Action points:

1)District level

1.a.Newly recruited LTs on the sentinel si
should sent for Trainingt a designated plac
for malarial microscopy training. RSBY LT
were also trained in the malaria, so tt
during field visit of team they can ge
involved in the malaria testing.

1.b. Mopup round of LLIN in high risk
area /villages where short supply DLLINS

. After exercise LLIN demand should plact
to state and saturate LLIN in th
villages.Simultaneous strengthening IEC 1
usage of LLIN.

1.cM forms were implemented in the fiel
The district VBD consults should arrange
sensitize training at the dik level for
reporting and recording.

1d . The District authority arranges tf
sensitization training on National drug polic
of malaria or they should send the guidelir
at block level ,so that the clinician shou
update.

l.e. The district authorityewview the matter
of a slide delay from the field to microscof
and encourage the peripheral staff to usag
RDK:its to ensure the diagnosis and treatm
within 24 hours of onset of sign ar
symptoms.

1.f. The Bharatpur block should be review:
regarding reporting of malaria cases L
visiting the lab and pheripherial field are
about the usage of RDkits and sli
collection. There was only one functional [
at CHC Bharatpur, VBD officer puts
proposal of initiation of functional lab i
three PHC of thelbck .

1g. DHIS Il reporting should be starte
earlier by involving DEO of blocks

1h. LOAS should be analvzed withi

Block level and below

2) Block

2.a. BMO should review the slide delay i
examination and ensure the distribution &
utilization of RDkits in the peripheral area.
2.b. Arrange training of peripheral heal
workers regarding preparation of goc
quality of thick and thin smear with the he
of LTS.

2.c. In the review meeting at block level, ¢
clinicians were briefed about practicing tt
national drug policy of malaria.

2.e. Too much dependency on MTs f
preparation of Monthly reports. All staff c
health Subcenter was sensitization of uke
M1, M2 and M4 formats.

3)PHC:

3.a. RMA / Medical officer ayruvedic tak
monthly review of the slides and RD k
utilization at health subcenters and ASH
Near expiry ACT should channelized -
other centers.

3.a Medical officer involved in the IR
supervision in the sampled village.

4)HSC:

4.a: ANM/MPW should provide han
holding support to ASHAs in the villag
regarding reporting (M1) and ensured t
blood slides preparation ,RD kits utilizatic
and antnalarial logistics. IEC session
VHSNC on LLIN usage
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Unaccounted malaria deaths at secondary health facility of Tribal District of State of Chhattisgarh

Reported malaria deaths of Koriya District: Last malaria deaths were reported in the year 2014 and
thereafter no deaths due to malaria were reported by the district authority. There was no record available
regarding epidemiological investigation of suspected death due to malaria. Death duev@$eaiso not

audited in the district. There was no any defined model to capture deaths due to malaria in the routine reporti
system at the district and block level.

Year 2013 2014 2015 2016 2017 2018 till
date
Malaria
Deaths 3 4 0 0 0 0

Indoor registers and mortality data at Sentinel site and Block level CHCs:

Sites Total admission Total deaths Death where malaria
(Dec 2016 Dec 2017) diagnosis made/mentioned
(Jan 2018Aug 2018) on regester
Sentinel site (DH) 190399 689 12
CHCKhadagaon 7873 17 01
CHC Manendragarh 10596 206 03

The death registers of the above facilities revealed that there were 16 deaths in which malaria mentioned or
death registerDue to time constraints all indoor malaria admissions papers and deaths papers in context w
complication, prescription of antimalarial etc were not revealed. A referral system of each individual death d
to malaria coul dnét twsdeahs werehtt ancluded m thg &bove tdldedocdlunma d)d
DH and CHC Manendragarh are having high admissions and death in the district Koriya. The bed occupanc
the district hospital was >100 and they were male, female and pediatric ward.

Observations:

1) All malaria deaths occurred in the above health facilities were not audited and report
the public health system (NVBDCP).

2) Deaths have occurred in all ages and both sexes

3) ST category was commonly affected

4) In few cases mixed infection of malaria was diagnosed

5) Child contribute about 25% of above deaths

6) Female contribute about 62% of total malarial deaths

7) Death cases represented from 4 blocks of districts.

8) The majority of Malaml deaths occurred <72hrs after admission indicating late referre

9) None of the Indoor staff aware of death audit of malaria.
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Action points:

1)

2)

3)

4)

There was undereporting of the malaria deaths in the district Hospital and CHCs due to lack of
coordination between VBD officer and DH and Block medical officer. There should be a mandator
audit of deaths due suspected malaria of Hospital. That helg®mae implementation status of
programme intervention at grass route level and it gives direction for further improvement o
programme. Thaentinelsite designated medical officer should involve in the reporting and review of
monthly reporting of sentindite. It's important that District Hospital is sentinel site for malaria and
they should channelize the malaria suspected/ confirmed deaths to District Vector Borne Disease Offi
(DMO) by Civil surgeon administration, so that at a list epidemiologieakid investigation shall be
carried out. The district Hospital administrative consultant was in place, he should have brought th
important programme data to the civil surgeon on regular basis.

CHC Manangarh and Khadgaon not reported malaria deathsddilyereporting system (Birth and
Death) should be more informative and use the data timely by the programme head and channelized
fever/ malaria deaths to District Vector has Borne Disease Officer.

Most of the peripheral health institutes refer sesiand complicated patients to District Hospital and
CHC Menandragarh for further treatment, management should be channelized in a proper way 1
reporting purpose.

There is a need of training of clinicians on current updates on antimalarial, Natiagapalicy on
malaria, because surprisingly, despite pf positivity patients did not received ACT Drugs in presel
scenario as a primary treatment in CHC khadgaon hospital.
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NVBDCP Jashpur:

Team has selected visited 3 blocks, 3 PHC and 5 HSC during the péfidd 12"May 2018 and assessed the
current status of NVBDCP specially malaria and filariasis at the District Hospital , block CHCs, PHCs an
Health Subcenters. During the last 8 ya&1 reduces to nearly half and ABER raised by threefold of district
Jashpur. Pf % of the reduction by 10% this may be due to the introduction of bivalent RD kits across the fie
are of tribal district. Out of 8 blocks . manora , lodham and kunkuri bhack API>10 and they are major
contributors of malaria cases. During the year 2017, the malaria cases were reported more as compare tc
two years. LLINs were distributed at all villages of the district as per requirement before 4 months back.

Key Observations:

Human Resource: The district VBD consultant post lying vacant and MTS is posted at high
endemic block headquarters. DMO is having multiple charges of other National health
programmes.

Malaria microscopic and lab infrastructure: Malaria microscopic centre facility available at
block level and one PHC only. All Lab technicians were not trained in malaria microscopy.
RD kits were utilized at Microscopic center and indoor department. RDK were available at
health centerand distributed via sector supervisor from block level. The lab infrastructure of
Ranpur PHGheeded basic amnities. There was a delay is slide collection and examination in
surveyed blocks and all lab technicians were not trained in malaria microscopy.

Quality Assurance None of the block sent BS for cross examination in designated identifiec
centers. No one aware of blood cross checking code.

Antimalarials : All antimalarial drugs were available across the district as per guideline exce
Primaquine The stock of tab Primaquine was invariable found across field area and not mat
with the case load. Many patients were not given the dosage of Primaquine at health subc
There is a shortage tab Primaquine at surveyed HSCs and ACT at Ghagiishgidand
Dhodhid.At Bhalmanda HSC.

Sentinel site of DH There is no any designated medical officer at sentinel site and MTS take
efforts to get report from lab and hospital consultants.The investigators have done a functio
analysis of sentinel sites of district hospital. The newly recruited lab techniagnot trained in
malaria microscopy and engaged in all types of microbiological and pathological investigat
The indoor record verified by the investigator revealed that there was a reduction of malarie
admission in last two month as compared tbyasr.

LQAS status Recently, LQAS survey was completed in by MTS at block level in surveyed &
The reports were not compiled and finding was not generated based on LQAS. There is no
action after LQAS survey.

Monitoring and supervision: Only MTS engaged in monitoring and supervision of programm
Recording and reporting: New reporting formats is not introduced at district New M1 to M4
formats were not yet rolled in the peripheral health institutes and they are using old formats
reporting.The recording and reporting at subcenters is a big issue in the district.

ASHA reporting is not included in HSC malaria monthly reporting. There is two parallel
reprting of malaria cases in most of the places in the district.
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Accessibility of Surveyed CHC, PHCs and SCSAIll health facilities are easily accessib
from the road with signage display. Most of the surveyed health facilities were more th
60 Km far away from the district headquarter.

Status of building: All visited Health facilities (CHC, PHC and HSC) rgefunctioning in
government buildings. The condition of the building was good. All of the visited SCs
having habitable staff quarters for ANMs except Sunderpur.

Availability of running water and electricity: All surveyed FRU, Non FRU CHC and PHC
were having 24 x7 electricity and water supply as well as functional toilets in the labour
while Bachra podi PHC and Dodaki HSC was facing problems for 24 x7 water supplies.
Operation Theatre and Labour room: FRU Manendragarh has functional operatioratee
and conducting CS, lap surgeries, etc. Gynaecologist was posted at FRU Manendrac
Sonhat CHC. All surveyed health facilities having functional labour room and designec
for PNC. The 11 st of essenti al a Thd Bldod
transfusion facility was not available in all surveyed blocks.

Commodities: Essential Drug list (EDL) was not displayed at any health facilities vis
Stock of major RMNCH+A essential drugs, i.e. IFA large tab, , IFA Syrup, Vit. A solu
zinc Sulphate dispersible tablets, etc. was observed at all health facilities visited. V.
stock of calcium and IFA tablets (Blue) found in surveyed health facilities. Injection oxy
stock was available in all health facilities except HSC Sunderpu

Biomedical Waste Management:In all surveyed health facilities BMW colour bins we
placed in wards and | abour rooms. SCs b
CHC, segregated garbage in bags is placed near to the labour rooms spageen
Laboratory support: Integrated Lab services were available at surveyed CHC and PHC
the laboratories are functioning only in the OPD hours. The laboratories in the facilities
were found to have adequate supplies of reagents and cdreamdone of the laborator
technicians in all the PHCs visited could elicit the correct method of doing and reporting
albumin and sugar with uri stick. There is a need to do a training needs assessmeni
laboratory technicians followed by tnang. There is no uristik present in the labour rooms
makes the diagnosis of pre eclampsia difficult in non opd hours.
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Maternal Health:

SBA training: CHC/FRU: At Sonhat Non FRU, out of 11 staff nurses (regular /attached), 9 were
untrained in SBA. At Khadgawa PHC, 6 Staff nurse/GNM (regular /attached), 3 were trained. In
Manendragarh Block FRU, the status of 14 Stafsawabout SBA training not available.

PHC: Out of six Staff nurse, only two were trained in the Skill Birth Attendant (SBA)

HSC: Out of 5 ANMs at visited SCs, 3 were trained in the Skill Birth Attendant (SBA) but all
trained in cold chain maintenee during immunization.

Use of Partograh A Partograph is one of the valuable appropriate technologies in use for img
monitoring of labour progress, maternal and foetal wellbeing. It is an important tool for mar
labour. Manendragarh FRU: Partagh was not plotted at LR of FRU. This could be due to |
delivery (130140 per month), less staff nurse and lack of initiation and supervision of a specialis
bed occupancy rate is >100.At Sonhat and Khadgawa Non FRU: The Partograph was netl fite
Sonhat CHC while Khadgawa PHC the partogarh was not plotted frequently made in all ce
surveyed PHC: Bachra podi PHC is an excellent example for preparation of partograph and r
linkage with early referral to high risk mother and chiidhigh centers in surveyed Health facili
Partograph not being plotted, as staff not confident about filling it.

Labour rooms, cleanliness and sterilization of InstrumentsFlow-charts related to management
obstetric conditions, obstetric complications & management etc posted on the LR walls. Howe
size of the same and the high placement often meant that staff was unable to read the cc
surveyed health fadgiles All the labour rooms visited were clean, wajhted and well ventilated ir
visited facilities. Essential trays were available and equipped with essential medicines and d
Toilets attached to the LR require attention. At places they were @ot, @ad did not have soap. The
was seepage of labour room roof at Amadand and Dodke.

Different practices of Sterilization of labour room instruments were seen in surveyed health fa
At CHC and some of PHCs level, the instruments were kepglimaraldehyde solution and
replacements were not done since las@xays. At CHC Sonhat, the instruments like forceps v
rusted. An autoclave instrument for sterilization was -fusictional at Sonhat and Nagpur PH
Sterilization register was not maintaid at all surveyed labour rooms. Cord clamp was available
surveyed health facilities except PHC Nagptome based misoprostol for prevention of PPH yet tc
initiated.

Anti-natal Care: Pregnancy test kit (Nischay) was available at all visited health facilities ir
districts. In surveyed health facilities, line listing for severely anaemic mothers is not being do
followed for nroaress.
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Seven tray at labour room foetascope at CHC
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New Borne and Child Health:

NBCC: At surveyed CHC, all NBCC is located in the corner of labour room (LR) and function e
CHC Sonhat (Noffunctional).Out of three HSC ,NBC@as not supplied to Amadand and dodki.

Early initiation of breastfeeding practiced in all surveyed health facilities. Prophylactic Vitami
administration practiceéxcept CHC Sonhat Birth dose immunization practiced in all surveyed Ci
and PHCsKMC practices havenot practice@RS and Zinc corner was placed at Manendragarh (
while it was not displaced at other surveyed health facilities.

Immunization: NO shortage of any vaccine. Cold storage points properly maintained.

Nutritional Rehabilitation Centers (NRC): The team has visited NRC Khadgawaa and Manendra
CHC. At the centers, nutritional and medical intervention is provided to the children. Se
malnourished children are recognized in their respective localities by the Anganwadi Workengsj/4
and brought to the centers by the AWWSs.

Infrastructure: Separate wing and 10 bedded spaces was allotted to NRC Khadgawa. In Manen
NRC, temporary space is allotted without beds in the ayruvedic wing. Play and counseling a
properly markedn surveyed NRCs. The infrastructure is not as per guidelines.

Staff: Trained Nutritionist was placed in both NRC with the support of staff nurse. The desic
Pediatrics were looking Medical condition of child at Manendragarh CHC while Medical offic
Khadgawa. The Cook cum Care taker was not appointed at CHC Manendragarh, resotiipgeparation
of food like N75 & N100 in NRC. The food being sourced from JSSK supplier for NRC Manendraga
Measuring instruments: Length boardmeasuring cups andeasuring jar /spoons was not available alc
with other items in Surveyed NRCs.

Criteria of admission: NRC Khadgawa followed admission criterion of children with weight for he
less thar3S.D or MAC. At NRC, there was no standard instrument for measuring height of child.
Follow-up: The records were scrutinized about the follow up after the dischael@dfranging from 15
to 20% at Khadgawa PHC.

Adolescent Health Adolescent clinic with signage was functional only at Manendragarh CHC.
adequacy of Adolescent Friendly Health Clinics in the health facilities in terms of infrastructure, 1
human resource, availability of essential commodities and client load did not assess due
availablitytaff and time constraint®No record of the outreach or adolescents counsdfeelr Educators
yet to be rolled out

RMNCHA+ counsellor: At Mahandgarh CB, trained counsellor was providing comprehensive servic
the indoor and outdoor clients.
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Family Planning services:

Low PPIUCD insertions in high delivery load even though availability of trained staff except Manendragarh CHC
Majority of PPIUCDs were taken by 2/3+ gravida. IUCD insertion rate low and no follow up in the facility.
ECP not available in most surveyed facilities. OC pills utilization was low across the surveyed facilities .Lapar:
tubectomy, NSV and comprehensive Abortion being was performed at Mahandgarh CHC only. Follow up of clier
after sterilization/ PPIUCD needs be focused upon.

Performance of surveyed Health facilities

Name of Health| Period No of | IUCD | PPIUCD | OCP | ECP | Condom
Facility delivery

Sonhat CHC April T June 2018 107 5 0 0 0 0

Katghodi PHC April T June 2018 70 26 10 3 0 116

Khadgawa CHC | April i March2018 138 8 0 0 0 0

Podi Bachra PHC| April 17- March 2018 | 493 26 15 0 0 0

Manendragarh April 17- March 2018 | 1524 23 199 0 0 0

CHC

Nagpur PHC April 17- March 2018 | 177 5 3 137* | 29* | 1836*

* Beneficiary list not available and no primary register

Cancer, Diabetes,CVD & Stroke (NSPCDSYyashpur

Human Resource:Out of 85 sanction posts of the NCD programme (NPCDCS,
NPHCE,NTCP,NMHP, NOHP) , only 17 were filled and 72 vacant at district and
block of Jashpur DistricDistrict NCD cell is not fullyfunctional.

Infrastructure: CCU is functional at district hospital. Diagnostics facility for diabet
and hypertension available at all surveyed facility. Alibetics and antihypertensive
drugs were available at all surveyed facilities.

Outreach Camps:84 outreach camps were conducted by the NCD cell.
Recording and reporting: Recording and reporting is restricted to DH and CHCs.
Reporting is not fully functional at all health facilities.

NPHCE: Status of Senior Citizen Act ImplementatiorDistricts: Only district
hospital having separate counter of senior citizen and earmarked beds under inte
setup but yet to rollout at CHC and PHCs. Curative and preventive services were
available in all surveyed CHCs and PHCs. No meetings heldtattLevel
Monitoring committee for section5 of COTPA.
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Implementation and Progress of National Health Resource (NHRR) in the
state of Chhattisgarh

Government of India created National Health Resource repository (NHRRjlwntic, standardized and

updated geospatial data of all public and private health care establishment in the country with the objective tc
support policyfor improving health care system in Indidl India census of all health care establishments

(Public and private) under NHRR and with approval of DGHS an implementation committee has been
constituted in which Sr RD has been nominated Chairman of the committee.

RD Raipur has involved in liaising with the state government, private association, localkiegvemd other
stakeholders. The RD has monitored the progress of the mapping as per district on regular basis and provide
regular feedback.

Progress ofEnumeration blocksas per districts in the field area of state of Chhattisgart{201819)

EB TOTAL EB COMPLETED EB PENDING

SUB
SN | DISTRICT Dist. Rural | Urban | Total Rural | Urban | Total | Rural | Urban | Total
1 | Bijapur 4 812 58 870| 812 58 870 0 0 0
2 | Dhamtari 4 1300 278 1578| 1300 278| 1578 0 0 0
3 | Janjgir 10 2580 419 2999| 2580 419| 2999 0 0 0
4 | Jashpur 8 1459 137 1596| 1459 137| 1596 0 0 0
5 | Kabeerdham 4 1503 169 1672| 1503 169| 1672 0 0 0
6 | Korba 5 1423 799 2222| 1423 799| 2222 0 0 0
7 | Koriya 5 947 373 1320| 947 373| 1320 0 0 0
8 | Mahasamundq 5 1849 224 2073| 1849 224 | 2073 0 0 0
9 | Narayanpur 2 454 34 488| 454 34 488 0 0 0
10 | Raigarh 9 2460 421 2881| 2460 421| 2881 0 0 0
11 | Rajhandgaon 9 2553 518 3071| 2553 518| 3071 0 0 0
12 | Kanker 7 1492 146 1638| 1492 146| 1638 0 0 0
13 | Bastar 12 2302 322 2624| 1425 219| 1644| 877 103| 980
14 | Bilaspur 11 3772 1245 5017| 932 429| 1361| 2840 816 | 3656
15 | Dantewada 7 988 189 1177| 907 153| 1060 81 36| 117
16 | Durg 13 3782| 2406 6188| 3172| 2241| 5413| 610 165| 775
17 | Raipur 15 4872| 2695 7567| 3638 387 | 4025| 1234| 2308| 3542
18| Surguja 19 3709 482 4191| 2878 389| 3267| 831 93| 924
TOTAL

149 | 38257 10915| 49172|31784| 7394|39178| 6473| 3521| 9994

80% of EB were covered in the state while remining mapping is in progress.
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Mapping of Health facilities in state of Chhattisgarh (208-19)

Health care Health care Health care

establishmentLine establishment to be establishment

listed enumerated enumerated
SN | DISTRICT Rural | Urban | Total | Rural | Urban | Total | Rural | Urban | Total
1 | Bijapur 100 8| 108 96 8| 104 94 6| 100
2 | Dhamtari 326 101| 427 274 83| 357 270 74| 344
3 | Janjgir 258 44| 302 215 43| 258 214 42| 256
4 | Jashpur 280 42| 322 227 36| 263 220 32| 252
5 | Kabeerdham 332 155| 487 273 127| 400 272 122| 394
6 | Korba 144 89| 233 144 74| 218 99 27| 126
7 | Koriya 249 121| 370 219 106| 325 219 97| 316
8 | Mahasamundi 435 198| 633 379 144| 523 375 140| 515
9 | Narayanpur 91 11| 102 90 9 99 89 8 97
10 | Raigarh 339 55| 394| 325 51| 376 310 40| 350
11 | Rajnandgaon| 443 129| 572| 375 113| 488 368 107| 475
12 | Kanker 288 59| 347 278 54| 332 274 50| 324
13 | Bastar 201 52| 253 198 50| 248 52 14 66
14 | Bilaspur 0 7 7 0 3 3 0 3 3
15| Dantewada 22 11 33 22 11 33 15 3 18
16 | Durg 356 218| 574 323 201| 524 256 155| 411
17 | Raipur 350 130| 480 302 99| 401 20 1 21
18| Surguja 366 264 630 337 227| 564 290 171| 461

TOTAL

4580 1694| 6274| 4077| 1439| 5516| 3437| 1092| 4529

81% of Health care establishments were covered by IQVIA field team in the state of Chhattisgarh.



PART F: Administration:

Incumbency position of Group A officers

List of sanctioned Group 11 posts. as on 28-2019. filled -10 & vacant01

s | Designation No.of Pay band and | Incumbency position
n posts Grade pay
0 Sanctione
d
1. | Director One PB-4+GP Filled
Rs.8700/
2. | Deputy Director One PB-3+ GR | Filled
Rs.7600/
3 | Assistant Director (Epid) | One PB-3+ Filled
Assistant Director (Ortho) | One GP Rs.6600/ | Filled
Assistant Director (Path) | One Resignedwef.198-2015VACANT
Assistant Director (Micro) | One Filled
4. | Senior Medical Officer Two PB-3 +GP| filled.
Rs.6600/
5. | MedicalOfficer Three PB-3+GP Filled
Rs.5400/

Total Sanctioned postd 1

Vacant postd




Total Sanctioned Posts as on 282-2019.(Group-B &C). 68 posts ,filled30 posts & 38 posts vacant)

Sn. Designation No. of Level of Incumbency position
Sanctioneq  posts (filled &vacant)
Posts
Group-B
1. Nursing Officer Six Level7 | Vacant4 (1 post Filled by contractual
appointment)
1-12--09, 3107-13, 0108-16 (2 posts)
2 Health Educator One Level6 | Vacanti wef. 02092014
3 Accountant One Level6 | Vacant- wef.01-052011
Group-C
1 Assistant One Level6 | Vacant wef.01-05-2018.
2 Jr Hindi Translator One Level6 | Filled
3 Sr Store Keeper One Level5 | Vacant-- wef.01-01-2012.
4 Pharmacist One Level5 | Filled.
5. | Sr.Diet Clerk cunsteward One Level5 | Vacant - wef.01-01-2010
6 Cashier One Level4 | Vacant wef.01-04-2018.
7 Jr Stenographer One Level4 | Filled
8 Non Medical Super visor One Level4 | Vacantiwef.01-:05-2014
9 HealthVisitor One Level4 | Vacant- wef 01-04-2008
10 | Physiotherapy Technician One Level4 | Filled
11 Laboratory Technician One Level4 | Vacant- wef. 01:02-2016.
12 Laboratory Assistant One Level3 | Filled.
13 Paramedical Worker Seven Level3 | Vacant-4 wef.01-:05-10, 0106-12,
01-03-2017,1611-2017
14 Lower Division Clerk Four Level2 | Vacant-2wef.01-07-2017, 0902-2018
15 Plumber cum fitter One Level2 | Vacant- wef.01-03-2016
16 Driver One Level2 | Vacant- wef.2602-2017
17 Lab attendant One Levell | Filled
18 Dresser One Levell |Vacant- wef.0706-2013
19 Peon Three Levell | Vacant-2, wef. A-09-2014, 0103-2015
20 Watchman /Canner SEVEN Levell Vacant-3 wef- 27-06-12, 1603-15, 218-
18
21 Nursing Orderly SEVEN Levell | Vacant-3, wef.01-11-06, 1-8-09, 1308
2014
(filled by contractual appointment)
22 Cook Two Levell |Vacant-1 wef.01-:10-13
23 Kitchen Assistant Three Levell | Filled
24 Dhobi One Levell | Filled
25 Sanitary Worker Seven Levell | Vacant 4 posts wef.14109, 911-10, 5
3-12, 0602.2019
26 Mali Two Levell |Vacant 2 postswef.21-8-8 & 01-07-13
27 Tailor One Levell | Vacant- wef.01-:05-2011

Total- Filled posts31(excluding contractual appointment-4 posts)
Total vacant posts37 (excluding contractual appointment4 posts)




Remarks-Amendment & Notification of Recruitment Rules as per Seventh CPC of All the above vacant pos
are pending with DGHS/MINISTRY. Therefore we are unable to fill up the vacant posts on reaxgidarTio
manage the essential duties in Hospital vacant 1 Posts of Nursing Officer (filled as Staff Nurse ) 3 posts
staff Nurse appointed on contractual basis resigned & vacant 3 posts of Nursing Orderly are filled
contractual basis as ppGHS orders & for other works engaged on daily wage.

Action taken to fill up the posts Amendment & Notification of R/R of all posts are pending with DGHS/CCD

Section.
Committee- Number of Committee formed number of committee is to be mentioned

Work done-
1. under Swachchh BharaBwachchh Bharat Pakhwada is being conducted frod@®019 to 1504

2019.

Vigilance- Vigilance week has been conducted from1842018 to 06011-2018.

Yoga day celebrated on -6-2018.

Recruitmeni no recruitment made durirgP1819.

Parliamentregarding parliamentary questions received 4 letters & subsequently replied.

Total RTI application received by this office &. information furnist2d

Reservation in recruitmemo recruitment made during the year 2418

two requests sent to CPWD for renovation of OT & LED lights.

8 daily wagers engaged

10.No Departmental Council Meeting held during the year 209.8

11.Cadre Review Committee Meetiiigone meeting held during the year 2013

12. Hindi related activities-4 quaterly meeting held , Hindi divas conducted fromd32018 to 2009
2018 & Conducted Hindi karyshala on-03-2019.
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PART G: Newer initiative:

ECHO:

Project ECHO is a guided practice model that links expert specialist teamae@tdemic institution (HUB)

with primary care clinician / health care providers (spokes) under NLEP. The primary care clinicians also
receive mentoring and feedback from specialist and are kept up to date by brief didactic presentations. A ses
was aganizes online ECHO based training for Maharashtra district level officers. Initially we joined them as
(Specialist) spoke, but we are planning to expand our place as hub, so that we can mentor various leprosy
endemic states (Chhattisgarh, Bihar etc).

The First ECHO session was inaugurated by DDG and conductétifeb&019.
2. Aadhar Based Biometric system:Aadhaar is a biometric system was started the Institute. Traditionally,
attendance has been managed through registers where officials maakiémeiance upon arrival in office. Late
arrival and early departure of employees is a common occurrence across organizations. This creates a situ.
where the sincere and punctual employees feel discouraged and dis incentivized. Two biometric system
installed in the identified places in the Institute premise.

Biometric device at Office section

3. Recreation activities at Outdoor and Indoor patients

Recreational activities (Carom and snoolgames) are started at OPD and IPD section. A practice session wa:
conducted by involving patient with muscle weakness with the help of Physiotherapist at DPMR section or
regular basis.
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3. Swaccha bharat abhiyan: The Institue is maintaining proper cleanliness of premises and campus area
including residential quarter area of RLTRI and actively involved in swaccha bharat abhiyan. Municipal wasti
are disposed with help of Raipur Nagar Nigam and hospital wastes are disposefimid guideline by
registered company. In the history of RLTRI first time regularly solid waste and wet wastes were separated ¢
disposed of by handing over it to vehicle provided by Nagar Nigam visiting to RLTRI and Wards.

4. In storesection,sygemization of indenting process and asg®manding annual indent from various sections
of RLTRI and online verification is practiced as per guideline GeM.
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6. Finance Public Financial Management SysterfPFMS) : RLTRI Raipur used to follow manual accounting
system till March 2019. From April 2018 RLTRI Raipur is fully functional in PFMS software. Salary and
allowances of all the employees are being done by Employees Information Sgtfnmodule of PFMS
software. All payments to our vendors and employees is done from PFMS only. Cheque payment is now
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limited to the following things only : Electricity Bill , Telephone Bill, Municipal taxes, NPS, Purchase of
stamps.

7. GST Deduction :Institute is enrolled in the GST website as a GST deductor. Followingdkernment of
India Ministry of Finance, Department of Revenue New Delhi DatédSkptember 2018 order RLTRI Raipur
has started deducting and depositing GST from eligible vendorsREM& software.

International Yoga Day 2018

4th International Yoga Day 2018: The International Yoga Day is celebrated every year on June 21 at RLT
Raipur. That year, the theme is 'Yoga for peace'. The main aim is to create awareness worldwide on
importance of staying fit and healthy.

At RLTRI Raipur at morning session yoga expert briefed about various technique of yoga followed b
demonstration of some basic yoga technique. One separate session was conducted on breathing techi
(Pranayam). All staff member along with family members, Patients affected with leprosy were present in tf
session.

Yoga expert along with officers participated in Yoga

Female participation in yoga session
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