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GOVERNMENT OF KERALA

MESSAGE

Thiruvananthapuram,
February 19, 2019.

he Government of Kerala is.committed to providing affordable health care for all as part

of “Aardram Mission”. Even though Keralz has the best health |ndices in the courtry

newer health problems are emerging. The concept of Family Health Centres (FHC) has

beer envisaged to improve the quality of service at the primary level with emphasis on
prevention, promotlon, treatment, rehabilitation and palliative care at local settings.

Transformation in infrastruciure, human resources, timings and provision of services along with
intervention in social determinants of health would definitely help the state to achieve its sustainable
development goals which will ultimately improve the overall heaith autcome and thus cut down the
out of pocket expenditure for health.

The FHC would also be following standard guidelines for comprehensive mangement of common
medical conditions. The standards will be followed in not anly treating the patients but alse In
nroper referral and rehabilitation aleng with the preventive and promotive activities.

A document with detailed description of the concept is very essential for whoever is Involved with
the implementation of FHCs as well as for general reading. [ am confident that this decument
would give the reader a detalled description on various aspects of the envisaged Family Health
Centres, it's services and the role of various players In the implementation and sustenance. I
congratulate team SHSRC, experts, academicians and staff in Department of Health services for
their valuable contribution in developing the unigue concept for the State.

K K Shailaja Teacher
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EXECUTIVE SUMMARY

erala’s public ‘health system has
|< attracted International attention for its

remarkable achievements even though
the State’s progress on the sconomic front
has been relatively modest. However, it has
hardly kept up with the epidemiclegical and
demuographic transitions that have happened
in the State in the last three decades. With
the increasing burdsn of non communicable
diseases and issues of an ageing population
tzking a toll on the State’s health system, the
Government has now decided o revamp the
health system by turning its focus firmly back
on the primary hezlth care system through
delivery of Comprehensive Primary Health
Gare.

Mission ‘Aardram’

The Government of Kerala, as part of its
‘Navakerala Karma Padhadhl’, ad announced
the launch of four key Missions namely,
LIFE (Livelihood Inclusion and Financial
Empowerment), Comprehensive program
for the rejuvenation of the public education
system, Haritha Keralam and Aardram, which
it thought was crucial to the State’s future
progress and development. The main goal of
Mission Aardram Is the transformation of the
Staie’s public health system into one which is
not just patient-friendly but one which delivers
equitable, affordable and quality care to the
public.

At the Sustainable  Development
Summit in 2815, the UN adopted a s=t of
17 Sustajnable Development Goals (SDGs)
to end poverty, fiaht inequality and injustice,
and tackle climate change by 2020. Out of the
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17 goals, Goal no. 3 dealt with “Good Health
and Well Belng"”. With the help of 22 expert
groups on varlous aspects of health, Kerala has
formulated its own health geals, in sync with
the UN's SDGs (short term goals o be met in
2020 and long-term goals to he met in 2030)
and has been Incorporated into the State’s 13th
Five Year Plan. Misslon Sardram’, launched
in 2017 February, has been conceived as one
of the vehicles which will lead Kerala to its
SDG geals thus reducing the out of pocket
expenditure for health in the state.

Components of
Aardram Mission

1. People friendly transformation of out
patient department

2. Transformation of Primary Health Centres
(FHC) 1o Family Health Centres (FHC)

4. Provision of specialty services in at
least one hospital In every DistrictTaluk;
intreduction of super specialty services in
District hospitals

5. Provision of baslc heaith care services
to backward tribal, coeastal and migrant
communities in the State.

Family Health Centres

Family Heahlh Centres, an integral part
of Mission Aardram, proposes to revamp
primary care services to ensure eguitable,
affordable and quality care to all. The aim Isto
provide comprehensive heaith care including




preventive, promotive, curative, rehabilitative
and palliative care aspects.

Vision:  To provide comprehensive primary
heaith care services for each and
every indlvidual residing within
its jurisdiction.

Mission : To achieve SDG 2020 and 2030

targets through provision of
equitable, affordable and quality
care for all

Strategies: Strengthening primary health care
by improving guality of services,
addressing social determinanis of
health and enhancing community
participation.

Services

An FHC will be more than just 3 hospital
and will function as & centre for the promation
of geed health and well being. It should
have a welcomina environment, appropriate
infrastructure and the staff should be pleasant
and affable. An FHC will not be Just a hospital
which alleviates sickness but it should be
an institution which promotes health and
wellness, It should be friendly to the pecple
with iis amiable infrastructure, environment
and pleasant attitude of the employees.

The quality of services at FHCs will be
ensured by improving the standards of care
throuah the provision of patient-friendly
infrastructure, adequate equipments and
Implementation of guidelines for clinical care.
Continuity of care between different |evels of
care in the public health system and different
time periods will also be ensured through the
implemeniztion of e-health. FHCs will also
function as the nodal certre for community
based interventlons for addressing soclal
determinants of heatth. FHCs will take the
lead in planning the activities of the Panchayat
with community participation and intention to
achieve Sustainable Development Goals of the
Siate.

One of the prime strategies for improving
the guality of healthcars dellvery through
the new FHCs involves redefining the service
packages tu suit the requirements of the
target population. Curative services (OP
services, emergency, laboratory and referral
services), field-level actlvities, institutional
services (hostels, schools, offices and work
places), and specific services for marginalized
and wvulnerable population will be provided
by incorporating appropriate: social security
schemes.

FHCs  will  strictly  follow  the
Comprehensive Primary Hezlth Care (CPHO)
treatrnent guidelines for managing patlents
atiending the ocut patient (OF) clinics. Patients
who may require treatment at a higher level
will be identified and referred sarly to the
appropriate level of institution in accordarice
with the treatment guidelines. FHCs will alsp
follow up all cases which are referred back
from Taluk or District hospltals.

in erder to provide comprehensive primary
health care, service packages have besn rg-
defined. Improving the services qualitatively
and quantitatively, strenathening the sub
ceriters, addressing the social determinants
of heaith, ensuring effective convergence
and community participation are some of the
planned strateajes.

Health care service delivery
plan

A health care service delivery plan should
be prepared for every individual registered
under an FHC based on the health care needs
recarded in the family health register. Similar
plans to suitthe needs of every famlly under an
FHC as well as service delivery plans for the
entire ward and panchayat should be drawn
up.

Four types of service deljvery packages

Siute Healh Sv=ieen) Fesoipes Conire - Kesis
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are conceived for the population in a
Panchayat at four different levels: Individual
service packages are defined set of services
for an individual based on the age, gender,
physiclogical and disease condition. Family
health care service delivery plan consists of
specific needs of the famlily including social
determinants of health. Ward and Panchayat
health service delivery plan will consider the
needs of the whole population. After mapping
the heaith needs; responsibility mapping
should also be carried gut. Service dellvery
from the FHC should be based on the defined
health plan of the state and health service
delivery plan concalved for the FHC.

Individual packages

The individual packages are 35 in number
and are calegorized based on age, gender,
physiclogical and mprbidity status. Each
package ensures comprehensive health care
for the concerned category:-

a. There are nine packages based on age and
gender (demographical): Newborn, infants,
urider 5 children, children 5 to 10 years,
Adolescents (10-19 years), Apparently
healthy adult men (19-&0 years), women
(1-60 years), older persons (men and
women) (&0 years and above)

b. Packages based on physiological conditions:
Antenatal and post-natal

¢. Packages based on prevention and risk
reduction: Obesity, substance abuss,
underweight, diet, NCD dist, physical
inactivity, oral health and immunization

d. Packages based on disease conditions:
Non Communicable Diseases [Diahetes,
Hypertension, Chronic Obstructive
Pulmonary DOisease (COPD), Coronery
Artery Disease (CAD), Stroke, Mental
illness, Cancer carel, Palliative care,
Leprosy and Tubarculosis (TB).
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Family packages

The family package addresses the needs
of all members of the family and cther health
needs of the family which do nat directly come
under the individual packages such as quality
and quantity of drinking water, rearing pets/
cattles, well chiorination, indoor air guality,
household waste disposal and kitchen garden.

Ensuring green protocol in family
function and at the household level, rain
water harvesting and well- water recharge,
provisions 1o decrease indoor alr pellution-
chimney/fsmekeless chulha/ avoiding smoking
and burning of waste is also part of family
service package. Ensure adequate ventilation
and lighting inside the house, encourage the
practice of kitchen garden, promote healthy
relatlons between family members and
proteciive mechanisms fo prevent domestic
accidenis/injuries,

Ward level packages

The ward -and panchayat packages cater
to those heeds which should be provided at a
community level and on a larger scale, such
as provision of safe drinking water, solid
and liquld waste management, spaces for
promoting physical activity & recreation,
setting up of kitchen garden, ensuring social
security, elderly-friendly social envircnment
and erganized, social interventions 10 prevent
social evlis like domestic violence and
alcoholism. The responsibility fer arranging
the ward level services rests with WHSNC,
ASH4A, Kudumbasree Health WVolunteer,
Anganwaadi worker, SC/ST promoter and
Arogyasena, under the |eader ship of an
elected representative of the locality. They
will be acting in collaboration with the health
systern functionaries of the locality.




Panchayat-level packages

Fanchayat-level packages inveolye
creating physical or social siructures to
nurture comprehensive primary health

care, over and above ward level package.
Some examples are: management of non-
biodearadable waste, establishing common
spaces like lbrary, walkways, office space for
self help groups, ludicious utilization of idle
buildings as venues for sub cenfers, senior
citizen gathering places, vocational training
points, health clubs =tc., preparing a plan of
action for addressing issues of destitutes and
ensuring the enforcement of public health laws
o protect the rights of people.

Institutional mechanism for
providing Comprehensive
Primary Health Care

Family health centres along with the Sub
centres, Anganwaadi centres; other related
Institutions like Ward Health Sanitation and
Nutrition Committee (WHSNC) play a crucial
role in delivering the above package of serivee.

Role of LSG in FHCs

Health for all should be the motto of
all local self- governments in attainina the
Sustainable Development Geals. LSEs should
develop specific targets to be achleved by the
panchayat. They should adopt a proactive role
in identifying potential issues which could
affect the heaith care delivery and utilization,
and In rectifying them in advance. Local self-
governmernits shouid play a leadership role
in the planning, funding, implementation,
maintenance, monitoring and evaluation of
family hezlth centers. Improving the health
status of the community can considerably

reduce the expenditure on treatment, which
can be channeled to preventive and promotive
services as well as other developmental
activities. Functions of LSG in the context of
FHCs can be broadly divided inte the fellowing
domains—stewardship, provider, community
mohbilization, mobilization of resources and
convergence

Monitoring and Evaluation

Muonitoring should act as a tool that helps
in spesding up the development processes.
Continuous monitoring, right from the

planning stage is necsssary for the effective

implementation of any program. Multi-level
monitaring, both administrative and social,
should be the way forward. Social auditing
Is also essential for malntaining transparancy
and equity in the activities and this shall
be led by the LSG and executad by a group
representing all sections cof socisty. The
monitoring committes should be constituted at
different levels a5 'ward, sub centyg, FHC and
panchayat. Social monitaring and evaluation
should be addressed by local self government.

Conclusion

The FHCs, as envisaged, will be
one of the Important vehicles for the State
to achieve the short-term and long-term
SDG godls for 2020 and 2030 respectively.
Threugh this program the Government aims
at bringing down the morbidity amengst the
populatien and preventing catastrophic health
expenditure, which could go a long way in
premating social and econamic growth.
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Chapter 1

INTRODUCTION

in the area of public health have

attracted much international attentian,
gven though its progress on the economic
front has been quite modest. However, the
epidemioclogical and demographic transition
of the past three decades seems o have aver
whelmed the State’s public health system,
rentdering it unable to handle the new health
challenges that the State Is currently facing. &
total revamp of the health system, witha firm
focus on primary care, is the way forward. This
has to start by re-working the primary health
care system and making it better equipped.

Th'e outstanding achievements of Kerala

Mission Aardram

The Government of Kerala has launched
four missions under its Nava Kerala Karma
Padhadhi. Mission Aardram, aimed at
ravamping and transforming the public Health
sector, is one of the key missions, which
has been launched in the backdrap of UN‘s
Sustalnable Development Gaals 2030

@/).

NOIBHRES SHNMmalRD]
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The other missions “Livellhood
Inclusion and Financlal Empowerment”
(LIFE), “Comprehensive Public Education
Rejuvenation” (for universal education) and
“Haritha Keralam” (for water and food safety,
sanitation and safe disposal of waste, and
sustainable development of water rescurces)
are also indirectly linked to Nission Aardram,
as these daal with various social detérminants
of health like education, safe drinking water,
sanitation or safe disposal of waste. The
Sustainable Development Geals 2030, an
all-encompassing and Inclusive development
agenda, was declarad by the UN in 2015,

An expert working group on health has
charted out the State’s agenda in the health
sector for the next five years, with specific
goals and fargets, in sync with the targets
under SDGs. While the SDGs have set 2030
as the time target, Kerala, through Mission
Aardram will primarily focus on what it can
achieve in the next five years; by 2020 .This
has been incorporated into the 13th Five Year
Flan of the 3tate, Glven below iz the siate
target for 2630 and 2029.




Table : 1

Sustainable Development Goals

I :ilun

PRI
HENE R

Sl. Ne National Target 2030 | State Target 2020
506G Target
1 E'!Yafei:'izi E:;:;ERMM » To reduce the Maternal Mortality Ratio from 66
Maternal = to 30 per 100,000 live births by 2620 and to 20
Mortatiy | \VWIRte tess Than=ro per 100,000 live births by 2030,
Ratia per 100,000 live births y

By 2030 end preventable

deaths of newborns and
SDG Target z?la['i?nr:;::;feﬁrt;l 7 To reduce IMR frnm 12 per 1000 live birthsto B

A sy . per 1000 live births by 2020 |.e. 2/3rd reduction
2 mortality lnatleastas. g 1o ouice NMR from 7 to 5 by 2020
IMR, NMR, | low:as 12 per 1,000 mr_e_ : .
USMR s BIFEHE ard (der:s » To reduce under 5 mortality (USMR) from 14 to
: S per 1000 live births

moriality to at least as B

low as 25 per 1,000 live

births

By 28320, end the

epicemics of AIDS,

Tuberculosis, Malaria

and Neglectad Tropical
SDG Target | Diseases and combat
3 Hepatitis, Waier-borne
Conwnuni- | diseases and other
cable Communicable diseases
Diseases » Toensure 95 % new born vaccination coverage

for Hep B
1. Hepatitis # Toidentify 100% high risk groups of Hep B
# To provide drug therapy to =50% confirmed
cases of Hepatitis © cases

Stute Healh Sy Pesoirce Contre - Kasis.
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2. Leprosy

Reduce the prevalence rate from 0.169 to < 0.1
atall levels-District, Block and Panchayat.
Chlld cases of leprosy from 1.17/million to <
0.6/fmillion

Rate of child case with zerd disability to be
sustalned (SDG target].

Grade 2 deformity from 1.2/million to =< 1/
million (SDG target)

3. Lymphatic Filaria

Reducing Microfilaria prevalence below 1% in all
districts by 2020

Ensuring availability of recommended

minimum package of care for all patients with
Lymphoedema, acute attack and Hydrocoele by
2020

4 Malaria

To bring down the incidence of Indigenous
Malaria to zero in all 14 districts by 2020

To prevent the transition of imported Malaria
cases to Indigenous Malaria cases In Kerala by
2020

5, Tuberculosis

W

Reduce mortality by 35% by 2020 and by 90%
by 2030

Reduce Incidence by 20% by 2020 and by 80%
by 2030

Zerg catastrophic costs dueto TB

# All eligible persons are put and maintained on
&. HIV/AIDS Anti Retroviral Treatment (ART) by 2020

# No incidence of HIV infection by 2025
7 Kala Azar #> Elimination of Kala-Azar (<1/10,000 block

population) from Kerala by 2020

SDG Target
4

Non-
Commurni-

cable

Dissases

1. By 2030, reduce by
one-third premature
martality from non-
communicable diseases
through prevention and

treatment and promote

menial health and well
being

v

Halt Increase in prevalence of raised Elood
Pressure (HT) 30 - 40 % among those above 30
years of age

Halt the rise in prevalence of Diabetes (EM) 18 —
20 % prevalence above 30 years

To maintain the present prevalence of obesity and
diabetes in the general population

30% relative reduction in current tobacco use
20% relative hike in people consuming 5 servings
of fruits & vegetables

10% relative reduction in mean intake of salt
50% Increase in drug therapy to prevent heart
attacks and stroke

5% relative reduction from current alcchol use
Early detection of 8% high risk individuals

Compre=ri=a Fremary Heoth GassThvouoh Family Hedllh Centr=s




10% reduction In insufficient physical activity
Avallability of essertial NCC medicines & basic
technolegies to treat NCDs in at least 80% of
public facllities

50% reduction in household use of solid fuels to
combat COPD

2. Gancer

To reduce smoking in males to = 20%, and
tebacco chewing by 5% among males and
females

To diagnose 50% of oral, breast and cervical
cancers In localized stages (Stages | and II for
oral cancer: stages I and II A for breast and
cervix cancers)

To Increase the compliance to prescribad course
of treatment from 76% to 20%. (for first year
following the date of diagnosis)

To reduce the catastrophic heaith expenditure on
cancer treatment 1o 15% by -ensuring 85 % of
cancer treatment through government funded or
private pre-payment schemes.

3, Mental Health

To reduce the emotignal and behavicural
problems In school children from 30% to <10%
To reduce the suicide rate from 24.9/- per
lakh(2014) 1o <16 per lakh

To reduce maorbidity due to depression from 5.8%
for men and 9.5% for women to <3% in men and
<5% in women

To achieve 50% of rehabilitation for mental
patients in remission

To expand Community Mental Health Program to
Block and Panchayat level

4. Alcohal/ Substance
Abuse

To reduce the per capita consumption of alcohol
by 5%

To reduce percentage of people with harmful
alcohol use by 10% and < 10% use in young
adults (<25 yrs)

To double the number of enrolment to oral
substitution therapy centres 1o treat drug abuse
To double the number of cases registeéred agalrist
tlicit trafficking and use of narcatic drugs

Sinte Healh Systeer) Fesoipce Centie - Kasis




SOG Target
5

By 2020, halve the-
number of deaths and

To reduce mortality and morbidity due to RTA and
ather injuries by 50% of the current incidence by

Road Traffic :
Accldents injuries 2020
# To reduce the percentage of adolescent
pregnancies fram 2.8% to zero by 2620
By 2030, ensure niversal | 0 0 o spscing fom 116 %
access to sexual and s . oF spacing from L1
SDG Target Wﬁ:;aductlivet:;filthf—;a:? 7 To reduce primary LSCS from 23% to 20%
6 SEVICES, INCIIBING 1MUY | o 14 start “ell women clinics for geriatric
. planning, information . .
Reproduc- shd edbeation, and problems amond women
tive Sexual |, . i) # To establish One Stop Crisis Cell in all major
the integration of 7 e, E ;
Health reductive health Tt heafth institutions in the State with access to all
E-: 31 Strategies and services (medical, legal, rehabilitative) to address
o rnams ' 4 gender issues and violence
Rrod # Toscreen 60% of post-menopausal woman
for prolapse uterus and offer 80% coverage to
surgical care for the detected
» Ensure that 80% of the population is covered
Achieve universal health under a pre-paid scheme for financial protection
?S-DG Target coverage, Including by 2020
Universal financial risk protection, | ® By 2020 the percentage of persons availing
Health access to safe, effective, health care from Government Hospitals is
Coverage quality and affordable increased from 34% to 50%
g essential health care # Ensuring availability of essential medicines and
SEFvices diagnostics in all public health facilities.
# To reduce prevalence of dental caries among 6-12
year old children by 10 % (45% - 55% to
35% - 45%) and to retain the mean DMFT
1. Dental Health b e K ;
k ' {Decay Missing Filled Teeth) index at <= 3
# To reduce prevalence of Periodontal disease
among 35-44 year olds by 10%
SDG Target g 35-44 year olds by 10%
8
# To reduce the prevalence of blindness due to
2. Eye Health cataract, uncorrected refractive errors, trauma

and diabetic retinopathy by 25 %.
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7 CBPC Units in 100% Panchayat of Kerala
conducting regular home care program, for all
those who are needy

# Integrated care for palliative, gertatric and
mentally ill in 100% of Parichayat.

SDG Target | . i 7 Family level empowerment training for care

B plsk it e conducted at ward level in at least 70% of
Panchayats of Kerala.

» Establishment of SWAAS clinics in 100% Family
Health Centres in Kerala

» Doctor with marphine license available at 100%
Taluk hospitals.

% Physiotherapy services for COPD, Stroke;
neuromuscular conditions and prevention of fall
among older persons available at 100% CHCs

# Rehabilitation for paraplegia and mentally ill at
Block level in 75% Blocks.

# Provision for temporary hospitalization of
palliative care patients in every CHC with
doctors &nurses specialized |n palliative
care services to support the community based
palliative care

Key Focus Areas of Aardram mission to attain SDG

1. Transformation of 0P services inpublic hospitals: Theaim is to change the hospital administration
and processes so that hospltals are more people-friendly and hospitable. Improvement of patient
amenities and introduction of conveniences such as advance booking of doctor’s appointment so
that hospital visits are hassle-free.

2. Revamp of Primary Heaith Centres as Family Health Centres

3. Provision of specialty services in at least one hespital in 17 District/Taluk; introduction of super
specialty services in District hospltals

4. Provision of basic health care services to backward tribal, ceastal and migrant communities in
the State.

Being the concept document for Family Health Centres this hand book will be dealing with the
process and operationalisation for transformation of Primary Health Centres.
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FAMILY HEALTH CENTRES

hough the PFrimary Health Centres

were set up to provide Comprehensive

Primary Health Care, somewhere along
the line, the accent on primary care was Jost
and these institutions were deljvering maostly
curative care. These centres which were
supposed to take a lead In providing preventive
and promotive services to the public did not
completely succesd In making an Impact
With Non Communicable Diseases (NCDs)
emerging as a significant and growing health
challenge In the State, it is imperative that
our PHCs are equipped to provide primary
aned preventive care to those with [ifestyle
diseases and to ensure that they are followed
up regularly to prevent them from developing
complications. This is where the concept of
Family Health Centres come in.

What is a Family Health
Centre?

Family Health Centres will be an
integral part of Aardram Mission which
will previde Comprehensive Primary Health
Care (Preventive, Fromative, Curative,
Rehabilitative and Palliative) to all the pecple
residing in the defined geographical area. The
focus being on imiproving quality of care and
service delivery at the primary care-leyal,
FHCs will have better equipment, facilities
and infrastructure than PHECs. Clinical
quidelines for various disease conditions will
be developed and put in place to ensure that
definitive standards of care arg met.

Once the-e-Health project implemeantation
is complete, continuity of care of patlents
through primary to tertiary care at varlous
hospitals ar at different palnts in time can be
ensured. The social determinants of health
(safe drinking water, environment, cleanliness,
sanitation etc) belna crucial to the healfth of a
community, the FHCswill also take a lead role
i grganising community-led interventions for
improving the same.

Vision

To provide caomprehensive and complete
primary health care service for each and-every
Individial.

Mission

Achieving SDG 2020 targets by ensuring
access to affordable and quality healthcare for
all.

Strategies

* Strengthening primary health care

* Improving quality of services at
institutional level and field level

* Addressing soclal determinants ef health
s Strengthening of sub centers
¢  Improving community participation
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Activities for strengthening
primary health care

Increasing trend of emerging &
reemeraing communicable diseases,
non communicable diseases and issues
of older persons pose a major challenge
to the Health system. To some extent,
strengthening the primary health care
can prevent the emergente of these
diseases.

*  Eyery individual and family should
be registered under the |ecal FHC
and their data stored in the-electronic
data base of e-health network

* Everyindividual should receive defined
health care services — promaotive,
preventive, curative, rehabllitative
and palliative care services

* Families of the differently abled and
those on palliative care should be
given adequate support services

¢ All commuricable diseases in a
panchayat sheuld be notified. The data
should be aggregated and sufficlent
control measures launched

* Prayention and control of non-
commiunicable disedzes

* Strengthening sub-cenires by
improving the facilities and services.

& Preventive services

Focusing on prevention rather than
treatment of diseases will ensure social
and economic protection for the patients
and family. FHCs will make sure the
following activities in order to prevent
ilinesses

* Activities for preventing healthy
people from contracting jliness

* Activities to prevent spread of diseass
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from an infected person to others in
the society

* Activities to avaid the ¢ircumstances
enabling spread of the disease

* Prompt notification af all
communicable diseases in & panchayat:
followed by sufficientcontral measures

* Activities to improve the |ifestyle
of the pepulation to prevent non
communicable diseases

*  Activities to Identify and contrgl the
risk Tactors of life style disorders

4 Promotive services

FHCs will be focusing on impraving
the health of entire population by
cultivating a healthy culiure amona
them. Activities include

=  Providing IEC/BCC

¢ [eveloping subtentres into nodal
centres where: the public: can learn
and practice healthy hablts

* (Create a secure and enabling
environment fer prometing health
with community participation and
support of L56

# Curative Services

Providing quality treatment at the
primary care level will decrease the
number of cases referved 1o higher care
cerrtres and thus reducing overcrowding
at higher centres. This ensures financial
protection for the patients as well,

* identifying the lliness at the earliest
and providing treatment as per the
guidelines

* Referring the patients to  the
appropriate centres without any delay
as per guidelines

* Follow up treatment to all patients



referred back from higher centres as
per referral care plan.

* Interventions o reduce out of pocket
expenditure by providing quality lab
services, ensuring  uninterrupted
supply of medicines, arranging
iransport services during referral,
and by -ensuring follow up treatment

4% Rehabilitative care

FHCs will provide rehabilitative
care services to differently abled, older
persons, chronically il and those in
need. There should be Interventions for
provision of physical, social and mental
support t6 the patients as well as their
familles. Measures will be taken to
ensure social security o all the needy.

*  Activities to identify the neady, define
services to each and ensure provision
of appropriate services

*  Integration with other departments
and agencies/NGDs for service
provision

* Aclivities toc ensure social security
measurss

& Palliative care

FHCs will provide palliative care services
1o all in need. Quality pain management
should be the alm by provision of quality
services for patientas well as the care
takers.

» Activities to identify the neady, define
services to each and ensure provision
of appropriate services

* Developing palliative home care
teams with the support of LSG, NG0Os
and community participation

* Strenagthening the existing palliative

home services

* Families of the differently abled and
those on palliative care should be
given adequate support services

= LEffective paih management for
patients with chronic ifingss

Activities for improving
quality of services

Improving quality of services delivered
through public hospitals will reduce the
over dependency of population on private
haspitals for basic health needs, which
will in turn reduce the out of pocket
expenditure for heaith.

* Standardisation of FHCs by Improvina
infrastructure and facilities

* Improving human resources in FHCs

*  Extending the working hours of FHCs

* Capacity building of staff to deliver
the objectives of FHCs

¢ Behavioral change modification
to  Irmprove the aftitude and
communication skills of the staff in
FHCs

* Ensuring continuity of care through
g-Health

* Provision of quality care by ensuring
that all patients are treated / referved
according to the GComprehensive
Primary  Heaith Care clinical
guldelines for the management of
common cenditions

* Improving Pharmacy services

* Ensuring the uninterrupted supply
of essential medicines listed under
the clinical guidelines for various
conditions.

* Improving access 1o diagnostic
services by creatina lab facilities In
all FHCs for delivering a prescribed
sei of diagnostic services,
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Activities for addressing

social determinants of
health

Soclal determinzits are factors that
do not come undar the direct control of
health services but has Indirect effect
an the health of the people. Addrassing
social determinants is essential for
prevention &dnd control of several
illnesses.

» Impiementation of LSG projects
addressing social determinanis of
health

* Convergence with other departments
and other national/state/Panchayat
programmes

Activities for strengthening

sub-centres

Strengthening of subcertres by strengthening
the management committee and WHSNC

I very Important to ensure the proper
functioning of sub centres-and WHSNCs.

* Standardisation of subcentres hy
improving infrastructure and services
offered.

¢ Capacity bullding of staff, elected
representatives, ASHA, Anganwadi
workers, Kudumbasree, Arogya sena
and members of other arganisations.

* Periodic monitoring of activities of
these commitiees

Activities for ensuring
community participation

LSGs are responsible for facilitating
the smooth and effective functiening
of FHCs by providing the right
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infrastructure, human resources and
logisties. Community partnership
and participation in various health
programmes are essential for promoting
heatth and well being of any community
especially in the context of lifestyle
maodification and convergence. Ensurina
the partnership as well as pariicipation
o¢f the community should be the
reponsibility of L3Gs. Setting up of
“Arogyasena” in every panchayat for
improving community participation Is
the responsibility of LSGI. All existing
social networks like Ward Health
Sanitation and Nutrition Commitizes,
Kudumbasree, ASHA and Anganwadis
should be made use of in bullding bridges
with the community and implementing
heatth activities at the grassrooL
Social monitoring and auditing should
be brought in to improve the quality of
service and to bring in acceuntability at
all levels.

Services offered in FHCs

FHCs will provide Instititlon-based and
field-level services. Curative care, patient
counselling, health education, immunisation,
medico-leaal, pharmacy and diagnostics are
the services which will be provided at the FHCs.
The fleld-level actlvities carried out by FHCs
include the out-reach programmes cartied
put for various public health programmes as
well as the routine services provided by health
workers. The promotive, preventive, curative,
rehabilitative and palliative care aspects
should be taken care of when providing
services.

Outpatient cars will be available at FHE,
seven daysa week:

Menday 1o Saturday 9.00 AM to

1.30 PM and

130 PM to 500 PM
Sunday 9.00 AM to

1.30 PM




Curative services

Treatment should be provided for all
patients atiending the ocutpatient clinics of
FHCs and the Comprehensive Primary Health
Care treatment guidelines should be adhered
to. Patients who may reguire care at a higher-
level should be Idertified by followina the red
flag signs and referred early to the appropriaie
level of institution

Management of common
symptoms

All cases are to be manaaged as per clinical
guidelines, including identification of red flag
signs early referval to appropriate levels,
counseling regarding preventive measures and
follow up of patients including those referred
back from Higher centers wherever required.

& Fever:

* Screening for common causes of fever
and treatment according to the CPHE
treatment guidelines & National
guidelines

¢ Cough:

* Identification & treatment ef commaon
conditions causing cough

*  Treatment of acute cough

* Screening of patlents with cough for
Tuberculosis

4 Joint pain:

* Identification and treatment  of
commoen cguses of joint pain

* Pain relief using adequate analgesics

*  Advice regarding therapeutic
gxercises or physiotherapy to relieve
pain
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% Abdominal pain

* Diagnosis & treatment of common
conditions causing abdominal pain

& Headache

* Differentlation of primary and
secondary headaches

* Screening of all patients with
headache for visual defacts

* [Olagnosis and treatment of common
causes of headache

= Provisionof prophylaxisforconditions
like Migraine

4 Anaemia

* Scresning of patients for anaemia

* identification and treatment of iron-
deficiency anaemia

* [Deworming, iron and folic acid
supplementation for high risk groups

< Jaundice

* identification of the cause of jaundice

* Screening of all cases of jaundice for
assessing severity of the infection

* [Differentiation 6f acute and chronic
liver diseaze

* ldentification of signs of hepatic
failure

Communicable diseases
4 Dengue Fever

* ldentification of & probable case of
Dengue fever
* (Classification of illness as mild,

moderate or severe, based on clinical
features and laboratory investigations

=  Provision of home/PHC-based
treatment for mild cases of dengue



fever as per clinical guidelines
Including counselling on red flag
signs.

» Early referral of cases of Dengue
fever with complications

¢ Advice vregarding prevention of
infection to other family members.

4 Leptospirosis

* Identification of a prokable case of
leptospirosis

» [Ipitiation of early teatment of
leptospirosls cazes as per clinlcal
quidelines and referral of complicated
cases.

* Provision of doxycycline prophylaxis
to high risk groups

€ HIN1

* Identification of a probable case
of  Influenza-like-Iliness  fAcute
Respiratory Infection

* Classification of lliness and provision
of treatment according to the ABC
guidelines for HIN1

* Screening of high risk aroups
especially antenatal women, elderly,
diabetes patientsand early treatment
with Oseltamiviy

& Malaria

* Diagnesis of malaria cases by
identification of malarial parasiie
usitg microscopy/blvalent antigen-
based ROT

*  Provision of treatment for malaria as
per national guidelines

* Follow up of zll patients under
treatment as per guidelines

& Scrub typhus

* lIdentification of a probable case of
Scrub typhus
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Frovision of treatment  for
uncamplicated cases of scrub typhus

as per treatment guidelines

% Tuberculosis

Identification of a probable case of
Tuberculosis

Confirmation of dizgnosis of suspected
cases of Pulmonary tuberculosis by
referral to designated rmicroscople
centres and getling positive cases
scresned for MDR T8 using CBNAAT.

Identification of possible extra-
pulmonary tuberculosis patients and
referral of cases if necessary

Frovision of ftreatment as DOTS
according to RNTCP guldelines

Follow up of all patients under
treatment as per RNTCF guidelines

Routine screening of high risk groups
including contacts for sians or
symptoms of tuberculosis

4 Community-acquired Pneumonia

identification of a case of pneumania
based on clinical features

Assessment of severity based on
CRB&5 scores

Provision of appropriate treatment
as per guidelines

@ Reproductive Tract Infections

(RTI)/Sexually Tract Infections
(8TI)

Identifiation of wvarious RTI/STI
syndromes based on clinical features

Frovision of  treatment Bazsd on
Syndramic management of RTI/STI

Screening of partners for RTI/STI



* Advice regarding screening and
testing of patient and partners for
HIV

* Provision of health education to
patients and partners regarding RTIL/
§T1, HIV and safe sex practices

# Hansen's disease

* TRoutine screening and referral
of patients with signe/symptoms
suggestive of Leprosy

* Identification of a probable case of
Leprosy Including neuritle type

*  Provision of mulli drug therapy as
per guidelines

* Follow up of all patlents for the entlre
duration of treatment; two years in
PB casesand five years for MB cases

* Contact survey

* Identification of complications and
provision of appropriate treatment or
referral it necessary

* Identification and grading of disability
if present

* Advice regarding rehabllitative
measures and coprection of disability

@ Lymphatic Filariasis

* Early detection of microfilaria cases
* Treatment of acute lymphangitis

¢ Referral for surgical cenditions like
hydrocoele

*  Morbidity management of
lymphcedema

Non communicable diseases

# Diabetes mellitus

Screening of all persons above 30
years for Diabetes mellitus

Identification of & probable case of
Diabetes Mellitus based on symptoms

Confirmation of diagnosis by bleed
sugar estimation

Advice regarding life style
medifications, diet, exercise and foot
care

Provision of treatment as per
guidelines

Routine fellow up and evalpation
of alycemic status of persons put
gn treatment 1o ensure that the
desirad parameters are achieved and

malntained

Follow up of women with history of
Gestational Diabetes Mellitus (GDM)

Screening  of &l patients  for
complications of Diabeles like
neuropathy, retinopathy and
nephropathy  according to the
guidelines

Early identification and management
of complications; referral if necessary

4 Hypertension

Screening of all persens above 18
years for hypertension

ldentification of a probable case of
hypertansion based on symptoms
Confirmation of diagnosis by bloocd
pressure measurgment

Advice regarding diet, exercise and
gther lifestyle modifications

Provision of treatment as per
guidelines

Routine follow up and evaluation
of blood pressure of persons put on
treatment

Follow up of women with history of



Pregnancy-Induced Hypertension
(PIH)

Screeming  of all  patients  for
complications of hypertension

Early Identification and management
of complications; referral if necessary

& Coronary Artery Disease (CAD)

Tdentification of a probable case of
Angina or Myocardidl infarction
based on clinical features and ECH
findings

Stzbllisation of the patient, by starting
loading dose of antiplatelet drugs and
statins and referral to an appropriate
higher center immediately

Follow up of all patients with CAD/
Angina at frequent intervals

Screening of all patients with CAD
for other NCDs like Hypertension;
Digbetes and Dyslipidemia

Advice advice: regarding tobacco,
diet, exercise and other |ifesiyle
modifications

& Stroke
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Identification of risk factors for stroke
like Hypertension, Diabetes mellitus,
dyslipidasmila

Identification of a case of stroks
based on symptomis and slans

Early referral of all stroke cases to
a tertiary centre identified where
management of stroke Is avallable

Follow up of all cases of stroke at
frequent intervals

Advice regarding tobacco, diet,
exercise and  other  lifestyle
modifications

Provision of rehabilitative support
such as physiotherapy or mobility aids

* Falliative care services for bedridden
patients

& Cancer

* Routine screeriing for oral, breast and
cervlx cancers

* Advise patients reaarding signs/
symptoms of cancer

*  Advise patlents regarding oral self
examination and advise women on
how a breast self examination may
be done

* identification of a probable case of
cancer based on signssymptoms

* Advice ragarding tobacco, diet,
exercise and gther lifestyle
modifications

* Referral of all probable cases of
cancer detecied through screening for
expert care

* Follow up of all patients referred back
from higher centres

* FProvision of palliative care wherever
MECEessary

# Chronic Obstructive Pulmonary
Disease (COPD) and Bronchial
Asthma

¢ ldentification of a probable case
of COPD/Asthma based on clinical
features

* 5Staging of illness by Spircmetry as
per SWAAS guidelines

* Screening of all COPD patients for
tuberculosis as per RNTCF guidelines

*  Proyision of ftreatment for minor
exacerbations

* [dentification of red flag slans and
early referral



Follow wup of all COPD/Asthma
patierts at frequent intervals

Advice en carrect uss of inhalers

Advice on lifestyle meodifications,

smoking cessation and vaccination

& Mental illness

Screening of patients for depression
and other psychiairic iliness based on
clinical features

Identification counseiling and

tredtiment of minor  psychiatric
ilinesses
Referral of other patients 1t

Psychiatrist for expert management

Follow up of dll patients referred back
from District Mental Heaith Centres
(DMHPF)/ Mental Health Centres/
psychiatrisis

Aflvice regarding stress management,
mental heaith maintenance and

‘avoiding alcohel or other substance
ahuse

Referral to de-addiction centres if
necessary

Surgical conditions

# Injuries and accidents

Treatment of minor injuries

Administration of tetanus prophylaxis
in case of injuries

Primary survey (preliminary
assessnent) and resuscitation of
critically injured patients

Provision of Initial treatment for
stabilisation and wound management

Identification of red flag signs and
early referral
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Follow up of all patients referred back
from higher centres

& Burns

[nitial assessmient and classification
of burns into minor or majer

Assessment of percentage of burns

Treatment of minor burns with <10%
body suriace area

Referral of all desp burns, burns
=>10% body surface area, burns
in children and elderly for expert
management after stabilisation

4 Minor surgical procedures

Incision and drainage of minor
abscesses

Management of minor
suturing of smail wounds

Injuries,

Treatment of ulcers Including diabstic
foot and bed sores

Removal of superficial foreign bodies

Removal of finger and toe nail if
indicated

identification and treatment of

cellulitis

4 Thyroid Diseases

Identification of cases af
hyperthyroidistn  ar  hypothyroldisim
based on clinical Teatures

Diagnesis of hyper/hypothyroidism
through  thyroid function tesis
(utilizing lab network services)

Treatment of uncemplicated cases of
Hypothyroidism

Referral of all patients  with
Hyperthyroidism  and  children,



elderly and  pregnrant
with  Hypathyroidism  for
imardgement

WOrREn
expert

Follow up of all patients with Hypo/
Ayperthyroidism

Paediatrics

@ Acute Respiratory Infection (ARI)

Identification of children with Acute
Resplratory infection

Classification of ARI based on signs/

symptoms

Treatment of ARI according to State/
National guidelines

Identification of danger signs and
early referral

Follow up of patients referred back
fram higher centres

& Acute Diarrhoeal Diseases

Assessment  of  the severity of

dehydration In a child with acute

dlzrrhoea

Provision of appropriate tregtment

‘according to the severity of diarrhoea

/dehydration as per National

guidelines Including ORS

identification of danger signs and
garly referral

Follow up of patients referred back
from higher centres

Advice regarding measures to prevent
diarrheeal diseases

% Congenital malformations &
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developmental delays

Screening of all Infants and children
for identifying delays in developmental

milestones

Early ldentification of children
with congenital anomalies or
developmental delays and referral to
District Early Intervention Centre/
higher centre

Follow up of all children referred back
from higher centres

Advice regarding schemes like
Rashtriya Bal Swasthya Karyakram
(RESK)/Arogya Kiranam (41K)

Adolescent Friendly health services

Ldentification and management of
camman health problems

Referral of cases that require
management by a specialist

identification of risk behaviors

Health education and Counseling
services

Obstetrics & Gynaecology

% Antenatal and Postnatal care

Glagnosis of pregnancy by urine

pregnancy test

Reaistration of all antenatal women
and Issue of Mother Child Protection
(MCP) card

Provision of routine antenatal care
till 28th week as per guidelines

Identification of high risk pregnancies
and early referral

Screening of all antenatal women for
GDM, PIH, Anaemia and 5T1s

Provision of TT immunisation, Tron-
Folic acld supplementation to all
pranant women

Advice regarding proper diet, exercise
and rest during antenatal period



ldentification and treatment of
common complications during

antenatal period; referral if required

Referral of all antenatal women
beyond 28 weeks to a centre where
delivery servicas are avalilable

Frovision of postnatal care after
discharge from hospital

Management of common postnatal
problems/cemplaints including mental
health

Early identification of complications
and referral

Advice regarding diet, breast feeding,
posinatal exercises and immunisation

fron folic acid and calclum
supplementation to all lactating
watnen

Detection of danger signs in new born

and early referral

Advice reaarding spacing/sterilisation
services

Advice regarding schemes like
Janani Shishu Suraksha Karyakram
(JSSK), Janani Suraksha Yojna
{(JSY), Pradhan Manthri Surakshith
Mathritva Abhiyan (PMSMA)

& Gynaecology

Initial management and referral of
abnormal vaginal bleading in all age
groups

Management of dysmenarrheea in all

age groups

rReferral of primary and secondary
amenarrhoea it necessary

Treatment of declbitus ulcer and
referral for mass descending per
vaginum

Diagrnosis  and  treatment  of
uncomplicated cases of Urinary tract

Siote Heslh Ssien Fesomee Cmlie-Kass 29

infection

Diagnesis  of
incontinence  and
gvaluation

stress urinary
referral  Tor

Management of vaginal discharge in
all age groups and referral if required

Follow up of all patients refarred back
fram hlgher centres

Dermatology

4 Fungal Infections

ldertification and treatment of
common fungal infections like Taenia
and Onychomycosis

Management of Candidal intertrigo,
oral or genital candidiasis

% Bacterial infections

identification and treatment of
camman bacteridl Infections  like
impetige, furuncle, carbuncle and
cetlulitis

& Viral infections

identification and treatment of viral
infections like Herpes zoster, Herpes
simptex, Varicella, Hand Foot and
Mouth Disease (HFMD), Molluscum
gt

4 Other conditions

ENT

Management of athar skin conditions
like Urilcaria, Eczema, Acne and
Dermatitis

Identification and treatment of

Scabies

% Ear complaints



Evaluation of common ear complaints
like discharge, pain, ear block,
swelling around ear, tinnitus, trauma
to ear ete

*  Removal of superficial foreign bodies
of ear

* Treatment of uncomplicated cases
of Acute Suppurative Ctitis Media
(AS0M), Otitis externa

* Follow up of patients with Chronic
Suppurative Otitis Media (CSOM)

*» Identification of red flag signs in
CSOM and early referral

* Assessment of & patient with hearing
loss and referral for evaluation

& Nasal complaints

*» Evaluation of common nasal
complaints like discharge, nasal
block, headache, sneezing etc

*  Treatment of minor cases of epistaxis

* Removal of visible foreign body noss
in adults

s  Treatment of allerglc rhinitis

* Identification of nasal pelyps,
deviated nasal septum (DNS) etc and
referral for surasry

*  Treatment of uncomplicated cases of
sihusitis

*  Managementof minor cases of trauma

4 Oral cavity & Throat complaints

* Management of atute pharynagitis and
acute tonsillitis

* Identification of red flag signs in
tonsillitis, diphtheria and referral

¢ Identification of -emergencies like
acute eplalottitis, stridor, foreign
body larynx and early referral

* Diagnosis of acute and chronic
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dysphagia, odynophagia and referral
for evaluation

Ophthalmology

Dental

Routine screening of patients for
diminished vision or eye complaints

Frovision of prescription for spectacles

Identification of conditions like
cataract, diahetic retinopathy,
alaucoma etc and early referral

Evaluatian of aye strain and hesadache

Treatment of conjunctivitis and
redness of eyes

Treatment of hordeolum; referral it
required

tvaluation of eye injuries; referral if
required

Removal of conjunctival Tforeign
bodies

[dentification of red flag sians and
early referral

Identification of common dental
conditions like dental -earies,
Periodontitis, Gingivitis etc
Routine screening of patients for pre-
malignant conditions of oral cavity
and other dental conditions

Referral of patients reguiring expert
management

Emergency care

I emergency situations, the patient
will be provided first aid and stabifised
befare referral to appropriate centres

Frovision of Tetanus Toxold & anti-
rabies vaccine in cases of deg and



other animal bites; referral for Habies

immuncalebulin in Class 1Ll wounds
patient  with

initial treatment

¢ Tdentification of
anaphylaxis and
befare referral

* Provision of Tirst aid in conditions
like snake bite, poisoning, heat sircke,
seizures etc before referral to higher
centre

Laboratory services

Essential lab services on all six days
(Meonday to Saturday): 8.30 am to 4.320 pm
{If only one lab technician is available.)

If there is mote than one technician,
the second person would work from 10.30 am
to 6.30 pm)

& Blood

* Haemazatoliegy
* HB, TC, DC, ESR, PCV, Flatelet

count, BT, CT
# Biochemistry

* Blood sugar-RES/FPPBS/FBS/ GLT

* Blobd Urea

* 5 Creatinine

= = Bilirubln

* 5 cholesterol
* HbaAlc

% Serology

* Rapid tesis VDRL/RPR, HbsAg and
Widal
a) Urine analysis

* Routine sxamination with
dipsticks and microscopy

* Blle sait and bile pigment
*  Micro albumin
B)  Stool analysis

* Routihe micrascopy and
occult blood

¢ All tests related to National
programsas per guidelines at FHE
level

Pharmacy services

Pharmacy services en all saven days

Monday to Saturday: 09.00 am to 6.00 pm
Sundays: 9.00 am to 1.30 pm

. Medicines as per the CEHC treatment
guidelines should be dispensed from FHC
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. Information on drug use including how
to take jt {whether on empty stomach/
full stomach, timinags, dosage), its side
effects, interaction with other drugs,
method of using nasal spray, Inhalers,
rota:halers etc should be explained

Counselling, Health education and
guidance services

. Expectant wamen (Counselling on
diet, nutrition, child care and growth
monitoring, contraceptives, spacing,
mental health includina depression and
suicide prevention)

. Post-natal women ( Counselling on diet,
nutrition; child care including Injury
prevention and growth monitoring,
contraceptives, spacing, mental health
including depression and suicide
preverition)

. Eligible couples ( Counselling on family
planning, child birth, child care}

. Adolescents (Counselling on  diet,
exercise, antl- tobacco, alcohol,
substance abuse, menstrual hygleng,
reproductive health, aendersensitization,
mental health including depression and
suicide prevention)

*  |ife style diseases (Counselling on diet,
exercise, tobacco cessation, alcohaol,
stress management)

. Counselling an diet, exercise,
preverition of falis and mental health
for older persons Iincluding Counselling
on postmenopausal problems and
gsteoporosis for older women.

. Chronically ill patients (Counselling on
diet, exercise, treatment compliance,
mental health)

L High risk behaviour-and substance abuse
(Counselling on diet, exercise, mental
heaith, de-addiction)
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Smoking cessation/de-addiction services:
Counselling and support services;
referral of cases to smoking cessation
clinics or de-addiction centres in cases
of alcohol addiction

Care, counseliing and referral In cases
of domestic violence to Jagrata Samiti/
One Stop Crisis Management Centras
(Bhoomika)

Counselling for care givers of the
chranically ill, mentally challenged and
differently abled patients

Public Health Services

Implementation of all National and
State Health Proarams.

Implementation of Universal
Immunisation Program

Prevertlon, screening and control
of communicable diseases, non
communicable diseases and mental
iliness

[ntegrated Disease survelllarice
Project (IDSP), vector surveillance
and preparation of annual epidemic
pravention plan

Family Health Survey and preparation
of health service delivery plan for
individual, family, ward and panchayat

Counselling services

Frevention and control of tobacco,
alcohol and substance abuse

Dangerous & Offensive trade inspection
and Public Health Act implementation

Institution-based services (anganwadis,
scheols, hostels, orphanages, old age
hoeme, other aovernment institutions,
day care cantras etc)

Domiiciliary services including palliative
care in areas where necessary



Special service packages Tfor the
differently abled, tribal, migrant, urban
and coasial poputation

#ddressing social determinants of health
by coordination with LSG and concerned
departments/agencies

Rehabilitative Services

Screening Tor persons with disability
through anganwadi centres and camps

Keferral of cases tp DEIC at the earliest

Fallew up of people living with disability
in the community

Provision of medical & other supportive
care at damlciliary level; distribution
of assistive devices |ike wheel chairs,
crutches etc. through linkages with
Social Justice depariment

intersectoral coordination: with Social
Justice department and NGOz 1o ldentify
people living with disability, ensure
availability of social security measures
including disabliity pension

Provision of vocational &  social
rehabllitation for the differently abled
with the help of Panchayat & dther
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voluntary organizations.

o Detection of chlldren with irtellectusl
ar menial challenges, those with
visual  impairment, speach  and
hearina impalrment and facilitation of
rehahbilitative servicas/care

* Frovision of medical support to day care
cenmires established by Social Justice
Department or Local Self Government
Department

. Provision of health services to the
“Aashraya” beneficiaries

. Prevention of NCDs and other iliness
among the disabled

» Training for caretakers of thechronically
ilt, mentally challenged and people living
with disability

Palliative services

» Frovision of home care for bedridden
patients and octher patients requirina
palliative care

* Frovision of pain relief for patients with
terminal illness using oral morphine or
ether analgesics as and when reguired



L Dressing of ulcers and bed sores

. Care of tracheostomy, colestomy, oral
and bladder care

. Improvement of the  general well
being of the patiemt by providing
symptomatic management of associaied
conditions like constipation, diarrhoea,
breathlessness etc

L Provision of end-of-life care and support
to family in ¢ase of bereavement

* QP care for those who are mabile
. Medicines for patients under palliation

*  Provisien of supportive care for
improving quality of life (Ryles tube,
catheterization, care of chronic wounds,
physigtherapy, mobilisation)

. Training and support for caretakers

. Provisionofassistive devices (wheelchair,
crutches etc through Palliative care
projects)

Medico-legal services

L Services to all Medico legal cases

. Services related to Public Health Acts,
COTPA, PNDT Act, PCCSO, Pratection
of women against domestic violence act
2005 eic

Issue of certificates

. Wedical and fitness certificate
. Age certificate

L Certificate for availing financial aid for
treatment

. Certificate of Health
. Certificate of Health for food handlers
. Sanitation Certiflcate
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L Accident cum wound certificate
. Treatment Certificate

*  (Certificate of Patency

L Drunkenness certificate

ot Certificates to beneficiaries of various
social security and bepefit schemes as
and when reguestad

SWAAS Program

Te address the rising incidence of
Chronic Obstructive FPulmonary Disease
(COFD) and Asthma in Kerala & program
named Siep Wise Approach to Alrway
diseases (SWAAS) Is initiated In all Family
Health Centres. [t is a structured program for

O

SWAAS

diagnosis and treatment of COPD and Asthma:
starting from primary care o tertiary level
This program is the first of its kind in India
and imtends to

. identify COPD and Asthma in early
stages of disease

o Develop 2 system for generating
information on disease burden of COFPD,
heatth seeking bshavior, and health
system needs which will ald in further
planning and strategizing for COPD
management in Kerala

. Use the opportunity of pulmonary




rehabilitation using available resources

and by developing indigenously
acceptable pulmonary rehabilitation
techniques

ASWASAM Program

This  program  envisages  early
detection, management and referral srvices
of depression at Primary care level. Nurses
and field staff will be given training to identify
and screen for depression. Specific traininags

will be glven to doctors for identifying and
treating the patients and to refer the cases
appropriately. The componenis of the program
include:

1.  Screening by field s@aff in community
and staff nurses In FHCs

2. Providing psychelogical first aid by staff
nurse: in FHEG, by JHls, JPHNs in the
community

3.  Gonfirmation of the diagnosis and
initiation of treatment by the Medical
Officer- Psychosocial intervention
alone for mild depression and medical

treatment along with psychosocial
intervention for moderate and ssvers
depression

4, Follow up of the cases in the community
for one year by the health workers to
ensure the treatment compliance and
deliver psychosocial interventions.

5. IEC/BCC activities

. At Panchayath and district level
co-ordinated by DMHP at the
district ievel

classes in the
community for ASHA
workers, Anganwadl feachers,
Kudumbashree members, National
Service  Scheme vaolunteers,
Residence Association

. AywEreness

Building social support system —
Heligicus/faith organisations, existing
social organisations, NGOs

o]

Collaboration with other departmerts
like AYUSH

=]
.

Referral services

Forward and backward referral services
will be Improved and strengthened by linking
the Family Health Centres, Taluk, Bistrict/
General Hespltals and Medical Colleges. The
treatments that have to be carried out at
different levels of care will be standardised
based on the treatment guldelines. The
doctors, nurses and other siaff will be trained
to deliver these services. Measuras will
be tzken to ensure that the auidelines are
adhered to. The stage at which a patient has to
be referred and where to refer are detailed in
the guidelines. After stabilislng and managina



the acute stage at & higher centre, the patient
has to be referred back to the Family Health
Centre for further follow up and managemeant.
The details regarding the fellow up and
continuity of care of the patient has to be
accurately Informed to the concerned FHC.
Implementation of eHeaith will enable access
to the patient detzils at all levels and thus
ensure continuity and portability of care. In
emergency situations transport facility has to
be arranged and 2 responsible person should
accompany the patient. The concerned field
staff Is responsible to make sure that the
patient is receiving the necessary services as
per the guidelines.

Outreach institutional services

There are defined services offered 1o
institutions like schoels, buds schools, hostels,
arphanages, old age home, other government
Institutions; day care centrés and other
workplaces situated within the geographical
area of an FHG. The nurses in FHCs who
have obizained training are responsible for
providing these services including medical
camps; preventive promotive rehabilitative
and palliative services, health sducation and
other relevant interventions.

- S — s —

Field based services

The:activities:of an FHC are designed on
the basls of the social, economic and health
status of the population residing in the defined
area. [he datz to devise these strategies
and activities are collected and compiled
by the multipurpose workers from the field.
Comtinuous surveillance on  the disease
causing agents js necessary Tor preventing
several illnesses. The delivery of servicas to all
the beneficlaries as per the service package
is possible only through efficient field based
activities. Fleld based activities are required
for executing the following services effectively

Implementation of all National and
State Health Programs.

Prevertion, screening and control
of communicable diseases, non
communicable diseases and mental
iliness

- [ntegrated Disease survelllarce
Project (IDSP), vector surveillance
and preparation of annual epidemic
prevention plan

* Family Health Survey and preparation
of health service delivery plan for
individual, famlily, ward and panchayat

. Prevention and control of tobacco,




alcohol and substance abuse

" Dangerous & Offensive trade Inspection
and Public Health Act implementation

» Domiciliary services in areas where
fecessary

. Special service packages for the
differantly abled, tribal, migrant, urban
and coastal population

People friendly
transformation of FHCs

Creating betier patient amenities in
all public sector health care institutions
and making hospital visits a comforiable
and stress-free experience for patients and
caretakers 15 ane of the main objectives of
Aardram Misslon. FHCs are envizaged as
comprehensive health care and wellness
centres, with  pleasing  infrastructure,
amenities and warm & courtecus staff.
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Improvement in infrastructure

Better ambience of an institution reflects
its quality and enhances its acceptance
and cenfidence among the public.

o Anyone who comes In to an FHC
seeking medical care |s regisiered in the
system and assigned a unigus patient
identiflcation number.

» Token systems would be put in place at
the registration/lab/pharmacy counters
to reduce crowding.

. Comfortable waiting -areas with good
seating arrdngements and facilitles like
drinking water, reading material and
radio or tzlevision for emtsrtainment
would thus be a feature of all FHCs.

. Toilets that are: women/older person/
differently abled/ transgender friendly
wiil be provided in FHCs

. Visible and appropriate sign boards will
be placed to make it easy for the public
to access the FHC.

* The whole infrastructure 'will become
barrier free and accessible to all.

. Layout and signages will be displayed for
the public to identify different facilities

. Implementation of eHealth will connect
the different facilities starting from
registration, precheck, consuliation
room, observation room, pharmacy,
laboratory, and post check facilities.

. The staff nurses are expected to dg the
initial triaging during the pre-diagnesis
assessment and record the vital slans,
patient history and current symptoms,
before handlng over to the primary care
physician. This will provide more time
for the doctor to examine the patients.

. The patient consultation rooms will have
adequate privacy. After consulting the
doector, the patient Is dirécted to the
observation room/laboratory/pharmacy



or post-consultation counselling room
as the case may be or he/she could be
referred 1o a@ higher centre of care.

The facilities will be arranged in an
grder so that a flow will be maintained
from entry to exit and there will not be
crbssing of patients.

The Immunisation rooms will be
transiormed to baby friendly rooms and
a separate room will be provided for
breast feeding.

There will be provision for relief garden
and aquarium.

A conference hall should be there far
conducting meetings and Tor health
education.

The 'waste management will be
scientific and areen protocol will
be maintained in all centres.

eHealth

eHealth is a robust and sustainable iT
solution to ensure efficient service delivery to
the common citizen and provide a centralized
database of healthcare infarmation allowing
close monitoring and control measures.

eHealth supports nearly 50,600 healthcare
service personne! consisting of Doctors,

Faramedical and other non-clinical staff at
the Primary, Secandary and Tertlary care
centres maintained by the Siate Govermment.

The ultimate vision is building an Integrated
Healthcare Cloud which will hold the
complete healthcare data about all the
citizens in the state,

eHealth system is unique in that it covers
patient care services at hospital and
preventive care services handled at primary
care level and integrates both. This include
serviees through hespitals, through national
proegrams and schemes, insurance schemes
and other wwelfare schemes spansored by
state and central governments, services by
field staif of health department. It isscalable
to Include private heafth care providers
who agree ioc pariner with government in
the provision of RSBY or Universal Health
Care.

Al the field activities are managed by hand
held Tablet PCs. The data captured is geo-
tagged ensuring that the health worker
actually visits the field, delivers service and
collect the dats.

There is seamless Integration of field data
as well as data gathersd in hospitals.
Everything is aggregated centrally and
stored with a Unigue Health Identification




number[UHIDI as EHR. This is available
across the state for use by the patient In any
hospital he may chose to visit.

Major features of eHealth Hospital
Information Systam

One citizen - one EHR

End to end transformation of health
Care

Adherence to Standards prescribed
by Gol, WHO and cother international
graanisations - SNOMED €7 coding for
diseases, LOINC, HL7 etc-

Integrated solution for hospital and
public health management

Comprehensive web portal for citizens
io access services through single window

Administrative modules covering
administration of doctors  and
paramedical siaff, purchase of drugs
and equipment, cold chain management
Eic

Biomedical eguipment maintenance
and facility management systems with
automatic Intimations at appropriate
levels

Direct integration with legacy systems
like MCTS, HMIS, IDSE CBHI, NLEFR,
NPCB, RNTCP etc

Strengthens heaith care service at
grass root level by using mHealth
(mobile health application In Tahlet)
and empowers health workers for
data capture, retrieval, analysis and
instantaneous reperting.

Introduces concept of paperless root
leval health workers by eliminating field
diary and registers

Generates work plan and alerts for
health workers, schedule of service for
antenatal care, immunisation efc
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. Public health database serves as inputs
to various researches

*  Entire demographlc  and  health
information in ‘electronic form, fully
intearated

» Huge central data repositary containing
household and demeographic health data
and hospital information

L Electronic Health Record [TEHRE]

- The health record of sach Individual is
generaied in digital form and is stored
against a2 Unigue Health ldentification
number EUHIDI. This is known as
EHR (Electronic Health Record). Each
individuzal will have his/her own unigue
EHR. Health data captured fram field
and hospital are stored in the same EHR
and hence data is available at both ends
as and when reguired.

. EHR is creaied for a person for the
first time when he/she |s registered for
primary care service delivery by JPHN
or JHL or when the person visits the
hospital for treatment for the first time.

improvement in quality of services

Improving the quality and efficlency
of service delivery based on the need and
expectation of the public will improve the
trust on public institutions. improvement in
human resources, standardisation of services,
laborateries and treatment, uninterrupted
supply of med|cines, continuous skill based
training for all category staff are some of the
strategies. Family Health Certres will provide
mental support , palliation, confidence and
privacy io the patients and bystanders



Patient flow in an FHC.
Fig : 1
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Transformation of Subcentres

Sub-centres are the first coptact point
of the health system with the public which
will ensure comprehensive health care to all.
They act as extension cenmtres for provision
of preventive, promative, rehahbilitative,
palliative services and o some extend curative
services.

As part of Aardram, the basic
infrastructure of the sub centres will be
improved In convergence with the LSG.
Panchayat specific goals to achieve the short
and long term gozals of the state will be
gdeveloped based on the health issues specific
for that locality. Sub centres will coordinate
the activities in the locality through Ward
Health NGtritlon and Sanitation Commitize
invalving ASHA, AWW, Kudumbasree and

Health Volunteers. The data gathered by these
groups will be analysed and activities will be
charted out based on that. Action pian for
each ward coming under the subcertre will
bhe prepared which will inturn beceme the
action plan for the subcenter together with
action plans of other wards. Action plan of all
subcentres will finally form the action plan for
the FHC.

Improvement of infrastructure and
improvement of guality and quantity of
service provision is the need of the hour
for strengthening of subcentres. Specific
standards for Infrastructurs, equipments and
services of subcentres have been defined, As
far as possible subcentres should function in
own buildings. It should be accessible and
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approachable to the population it cateres.
In difficult rural/tribal/ccastal -areas there
should be quarters facllity for the JPHN. The
epvirenment and infrastructure should be
people friendly and barrier free with adequate
direction boards, compound wall, vaiting area
(sufficient chalts, drinking water, audio visual
aids, adequate lighting and ventilation, display
of IEC/BCC materials), consultation room,
office room, play area, acguarium, separate
toitets  for men/women/disabled. Froper
measures should be taken to scientifically
manage the waste materials. Facility for
running watey, electricity and net connection
should be ensured. Equipments, furniture and
consumables should be arranged as per the set
standards.

In its new form, the sub centres will
provide services six days a week. Even though
the different:clinics are fixed on specific days
ot the week, all services, except Iimmunization,
can be provided on all days according to
request. PHN and HI should ensure that all
scheduled clinics are functioning without any
hassles and should also conduct clipics on
their own. Apart from conduction of clinics
sub centres have to perform saveral routine
activities in the field. Subcentres will also
be implement all National/State/Panchayat
programs and projects at the grassroot |evel.
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Subcentre level services/aclivities

Surveillence, prevention and. centrol of

communicable diseases and its reporting.

Screening, prevention &dnd control and

referral of non-communtlcable dlssases,
e-nealth actlvities
Implementation of Public Health Act

Curative services for minar illness and first
ald for Injuries

[ECFBCC activities

L inkage with social justice department and
social security mission

Integrating services of ASHA, Arograsena
Activities of WHSNC

Rehabilitative services

Palliative care services

Referral and follow-up services of SWAAS,
ASWAAS clinics

Forward and Backward Reporting

Periodic reporting

Integration with LSG, line department and
other systems of medicine

Maintaining

important  registers and

records



Table : 2
Sub Centre Clinics and Service Provision

s = e oo || BERVICES IN SUPER-
1. Adolescent
> Screening for reproductive health
nroblems

# iron and folicacid
supplementation.
» Deworming

Scresning fur depression

Y

# Health education- menstrual
hygiene, sex education, STD/RTL,
substance abuse includina tobacco
and alcohol, diet and physical
activity

# Lifeskill education and awareness
programme (LEAP)

WOMEN Waomen including | 2. Reproductive age group (18 -49) s | s
CLINIC girls » Family ptanning services
» iron and folic acid

supplementation.

» Sympiematic screening for
gynaecolonical disorders {fibroid,
PID, STD)

# Cancer screening (breast
examination for women >30 yrs)

> Screening for depression

# Health education-family planning,
menstrual hygiene; sex education,
STL/RTI, diet, physical activity,
substance abuse including tobacce
and alcohol, GBY

» Referral of GBY tases to Bhoomika
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NCD

1) Adults of age
=30 years

2) Blagnosed
cases of NCD

1)

2)
3)

4)

5)
8)

-8)

9)

Screening - BF, Height, Welght,
BMI, GRES

Streening for depression
Periodic monitoring of BR, Ht, W4,
BMI, GRBS for follow up cases

according to the guidelines

Dispensing medicines for follow up
cases of NCDs such as DM, HTN,
dyslipidemia, CAD

Referral services

Health education (diet, stress,

alcohdl, tobacca, physical activity,

dizbetic foot care, self care)

Foot care, C & D of wound and

ulcer

Physiotherapy
Uze of AY USH facilities wherever
possible

JHI
JPHN

HI/PHN

SWAAS
Clinic

1)
2}

Pulmanary rehabilitation
Fallow up of COPD & asthma cases

ASWASAM
Clinie

1)

Screening for depression

GERIATRIC
Clinic

1) Elderly of age
>h0yrs

. Symptomatic screening for urinary
tract - related diseases
- Streentng for cancers

. Health education - self care, falls,

wound management, foot care

5. Referral services

Physiotherapy

Information regarding health and
social welfare-schemes

Use of AYUSH facilities wherever
possible |

Male
geriatric
clinic
JHI

Female
geriatric
clinic
JPHN

PHN/HL
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Routine Immunization

Detection of pregnancy (UPT ki)
Routine checkup (Registration, TT
immunization, IFA and Calcium
supplementation)

Health education-diet, pregnan-

1) Children less cy-related complications like GOM,
than 15 years FIH, personal hygiene, expasure
IMMUNI SA- 1o infection, exposure to radiation
TION Clinic - and drugs, family planning, child  |JPHN & | H1/
& ANTEN |2) Antenaial S :
ATAL / POST rearing and feeding, exclusive JHI PHN
NATAL Clinic o breastfeeding) |
3) Postnatal * Scresning for depression Post natal
* Health aducation- family planning,
child rearing and feeding, exclusive:
breast feeding, diet of the mether
and child.
* Family planning services
* Follow up for complicated pregnan-
cles with PIH, GDM, anaernia.
1) Screening-Ht, Wt
2} Perlodic monitoring of Wt
Life styl 3) Health sducation (diet, stress, ASHA
: e ) ) Rk .
educafion and T a:r.;_uhu‘i, tobacco, Phln'lslcal activity, :Ef:‘h E‘ife IBHN &
hﬂﬂ“.h amre_ bt p d ﬂhEh-: Tﬂﬂt Eﬂfe_a a8 fiafe} . Arﬂp s JH]
ness 4) Providing information regarding e _
yasena

support services for women against

domestic violence (Jagratha

Samithi, Bhoomika)
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Ward Health Sanitation and Nutrition
Committee (WHSNC)

This committee s expected to take
collective action on issues related to health
and its social determinanis at the ward level.
In the context of strengthening the sub centres,
these commitiees have to be revamped and
strengthensd. WHSNCs have a rale in

. Coordination of preventive and
promaotive activities Iin the community
ensuring community participation

. Constituting the Arogyasena
incorperating all classes of pecple in the
society

. Implementing Arogyajagratha in the
ward

* 1In getting attention of the concerned
and ensuring that proper-action has been
taken In the following situations

v Any communicable diseases in the
community

. Any circumstances potential to
instigate an |lIness

. Helping the deserved in availing several
spcial security measures '

. Ensuring proper functioning of the
protective mechanisms for security aof
women, child and elderly In the society

*  Supporting the Panchayat In addressing
social determinants of health

. Supporting the LSG1 in preparing Health
Status Reportand projects based on it to
achieve short and long term gaals of the
panchayat

. Inteqrating, monitoring and evaluating
activitiesof ASHA, AWW, Kudumbasree,
Arogyasena and any other voluniesrs
in the locality to improve the sgrvice
dellvery
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Community participation through
Arogyasena

Apart ASHA, AWW,
Kudumbasree and any ether velunteer working
in an FHC area, there will be one health
volunteer for every twenty household, around
25 foraward and around 500 for.a Panchayat
Any persen with a strong commitment and
interest in addressing the social jssues of the
community, whao [s influential and acceptable
to the community and ready to volunieer, can
join Arogyasena. LSG along with WHSNC
iz responsible for sslection of Arcgyasena
ensuring male participation. -

from  the

The responsibilities of Arogyasena:

» Notifying diseases and disease causing
envirenment In their respective lacalities
to the concerned

» Providing heaith educationforprevention
and cortrel of Non communicable
diseases

. Ensuring preventive, promotive,
rehabllitative and palliative care
seryices to each and 2very one residing
in the Panchayat

» Indentifying lssues related to social
determinants of health and notifying teo
the concerned

* Ensuring proper implemeritation of field
based activitles
*  Ensuring community participation

L Work in ce-ordination with health
workers and LSG for smeoth functioning
of FHEs.




Table 3

Ditferences between PHC and FHC

Services

PHC

FHC

OF hours

g amto 2 pm

extended: 9 am to 6 pm

Lahoraiory services

Cnly In few centres

Standardized services avallable at
gll centres

SWAAS pragram (COPD
& Asthma)

Nat In place

At all centres

ASWAASAM program for
Depression

Not In place

Atall certres

Subcentre functioning

Limited service only

Clinics.on & days/week

Institutional cut reach

Services to institutions like old age
homes, orphanages, schools, offices

Limited and other workplaces becomes
rogram
Breg reqular by revising the duties of
staff nurse
seryiets lor vitnerabie & inadequate attention Special attention ensured

marginalized

Referral and follow up

Limited compliance to
patient referral

Forward & backward referral
and follow up standardised as per
CPHC guidelines

Introduction of Service
packages

Not in place

Service delivery to each and every
person residing in the concerned
geographical area based on the
packaaes defined for each age
aroup and disease condition.

Quality of care

Insufficient

Improved with CPHC guidelines
ensuring praventive, promotive,
curative, rehabilitative, palliative
care services

Continuous training of all
functionaries to ensure quality of
==rvice dellvery

Scientific waste management and
infection contrel
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Infrastruciure

Not standardized

Standardized infrastructure

* Patient friendly reception and
reaistration

* Token system

* Waiting areas with Impraved
amenities

* Display boards and sighages

* Consultation rooms with
adesquate privacy

* Barrier free environrment

* Pre check assessment and post
check counseling handled by
staff nurses

* Advance online appointment
sysiem

Human resources

1-Z doctors, 0-1 staff nlrse,
0-1 lab technician

At least 3 doctors,4 staff
nurses, 1-2 pharmacists and 1 lab
technician

‘Equipments

Mot standardised

Standardised as per the
Ghvernment m,gi_er

Renewed role for nurses

Nursing care |Imited to
clinical services

* DNurses play-an active role-in
triaging and initial assessment
of patients and their work-
up and in post consultation
counseling.

* They will also help manage
chronic patients without any
complications

* Faollow up of patients

* Providing necessary Information
over the telephone

* Conducting SWAAS and
ASWAASAM programs

* [Institition based zervices

Health and medical
recards

Records are maintainad
manually and with limitad
accessibility

Prepared for everyons and made
accessible at different levels of
health care through e-Health

Ensuring community participation

Community participation | [nadequate through ASHA, AWW, WHNSC,
Kudumbasree and Arogyasena

Addressing social . Through better intersectoral

determinanis nAdeduBLe coordination

Social security services Nat always Ensuting integration of services

Field {evel aciivities

Meostly restricted to RCH and
CD prevention

Extended field activities covering
NCD and mental health

Compre=ri=a Fremary Heoth GassThvouoh Family Hedllh Centr=s
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Chapter 4
SERVICE DELIVERY PACKAGES WITH

ACTIVITY MAPPING

family health centre (FHC) has been
concelved as a one-stop-centre which

will provide primary, preventive,
prometive and curative health care services,
in addition to rehabilitative and palliative
care services, to all families in a defined
gecgraphic area. The service packages which
will be delivered by FHCs are derived from
the comprehensive primary health care plan;
which envisages improved health care service
delivery and guality of care by strengthening
sub centres, addressing the social determinants
of health, by ensuring effective convergence
and community participation.

The services provided at an FHC includes

* Agctivities for health promotion, preven-
tion, rehabilitation & palliative care.

* Curative services {OF services, emergency,
laboratory and referral services),

*  Field-level activities

* Institution-based services (hostels, schools,
offices and work places)

* Specific services for marginalised and vul-
nerable population, incomorating appro-
priate social security schemes,

Health care service
delivery plan

The FHC team, on completien of
the dnnual family health survey, should
prepare the healthcare service delivery plan
for the population concerned. The family
health registers should be prepared on the
e-health platform. All variables listed in the
g-health database — demographic detsils,
occupation, medical history, risk behaviours,

687 Conpre=r=aPreey Fecth GesThough Family FHealih Cesrss

antivopometry, blood sugar and blood
pressure of Individuals, detalls of housshold
environment and other relevant detgils —
should be enterad in the health registars which
has to be updated annually during January-
February. Based on the data In the family
health register, a healthcare service delivery
plan should be prepared for every family
under FHCs, accommodating the healthcare
needs of every family member. From there, the
health service delivery plan should be scaled
up to the ward and panchayat-level, including
the healthcare requirements of the entire
population.

The role of conimunity health voluntears,
ST/ST Promoters, ASHA, Anganwadi worker,
Field staff in the Health Services, Staff nurses
and Meadical officers in dellvering the health
services should be clearly delineated and the
responsibility of each charted out. Activities
linked to the improvement of the social
determinanis of health should ke coordinated
between tiie LSGs and other departments
invalved. The involvement of Hospital
Management Commitiee (HMC), Ward
Health Sanitation and Nutrition Commitize,
Area Development Society / Community
Development  Sociely,  Jagrathasamithi,
Oorukoottam and local NGOs in service
delivery should also be-ensured.

FHCs should deliver healthcare services
as healthcare packages which have been
designed in such a manner that each addresses
a specific health issue In a comprehensive
manner. There are four tvpes of packages




l.Individual packages

There are 35 comprehensive Individual
packages caiegorised on the basis of age,
gender, physiologiczal and morbidity status

* Individual service packages based on age
group

= Newbarn

* Ihfants

* Children I t0 5 years

* Children 5 to0 10 years

* Adolescents (10-19 years)

* Apparently healthy men (13-60 years)

* Apparently healthy women (19-60 years)

* Oider persens (60 years and above)
. Inﬂigiﬂual sarvice packages based on
physiological condition

* Antenatal

* Postnatal

* Individual service packages based on
prevention and risk reduction

* Dbesity

* Substance abuse
* Underweight

* Diet

* NCD diet

* Physical activity
* Immunization

* Individual service packages bassd on the
diseasa condition
*NGD
* Diabetes
* Hypertension
* COPB/Bronchial Asthma
* CAD
« Stroke
* [Mlental Health
*Cancer
* Peaple with disabllity LPWD3
* Palliative care
*CD
* Alrborne Infections
* Waterborne infections
* Vectar borne Irfections
* | eplospirosis
* HIV/AIDS
* RTI/STI
*TB
* | eprosy



1. NEW BORN

Services MO| SN | JPHN/JHI |ASHA|AWW | CHV
1 | Registration v
Assessing hypothermia, cord care,
2 | jaundice and advice to attend health v ¥ v

center if any

Management/referral of hypothey-
mia, hypoglycemia, [aundice, sel-
3 |zures, incessant cry, breast feeding| v | ¢ v v
issuies, respiratory issues, ADD and
gther common conditions

Follow up of the newborn with the - ” -
morbidity listed above

Educating mether on newborn care-
breastfeeding, keeping the baby
warm, cord care, impertance of im-
munizatian

Educating mother and family on new
born danger signals- baby lethar-
gle, Inability to take breastfeeds, N . 7
decreased wrine output, |aundice,
grunting, chest-in drawing and acci-
dents/Injuries

Assessing weioht gain of newborns
7 |and advice to attend health center if ¥ v v
weight gain not adequate
Marnagement/referral of babies with
inadequate welaht gain

Compre=ri=a Fremary Heoth GassThvouoh Family Hedllh Centr=s



5 Follow up of preterm babies and low P o
"~ | birth weight babies
Immuﬁzaﬂm e v v
* Mobilizing
* Vaccinating
* Jdentification and reporting of v v
56 AEF]
* Management/referral of AEF] v
* Identifying drop-cuts and mabiliz- 7 . w 7
ing them
* Motivating resistant cases and en- | , J 7 7 7
suring their vaccination
Ensuring routine neonatal screening
11 |including anthropometry, ocular and | v
audiometric evaluation
~ | Refer to DEIC in case of any birth
: ' : v e
12 defects
i3 Rep_a_rrf_bng of neonatal death in com- 7 o 7 v
munity
14 Detailed assessment of neonatal|
death - verbal autopsy

*Treatment/referral of all diseases is as per CPHC clinical guidelines
*DEIC should sarve as the nedal referral centre for all developmental defects

Sinte Healh Systeer) Fesoipce Centie - Kasis
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2. INFANTS

Sl. X JPHN/ :
No Services MO | SN JHT ASHA | AWW | CHV
| 1 Identifyind infants in their area and ' » o # '

registering in MCTS.

Treatment of comman iliness: fever,
2 | ARI, ADD, conjunctivitis and refer-| v “ v
ral of severe casss

Treatment of commoen [liness: skin
disease, ear infection

Follow up of infants trezted for

4 o v v v v
cemmen conditions '
identification and freatment of ba- |

5 |bies with hypothyroidism, selzure| v
disorder

6 identification and referral of babies 7 7 7 7

with congenital malformations
[dentification and referral of sur-
gical emergencies In children: imtu-|

sussception, intestinal ohstruction

[dentifying the children with care-
8 | bral palsy- pneumorniia, severe acute | v v v
malnutrition, seizure and referral

=

Rehabilitation of infants with cers-
G | bral palsy and equippind the parenis g
to address their specific needs




10

Promotion of exclusive breast feed-
ing till &6 months of ade and continu-
ing breast feeding along with com-
piementary feeding afterwards.

11

Maonthly weight monitoring

Assessment of nutritional status:
underweight and overweight and re-
fer to health center

Identification of undernourished
children/ children who are not under
regular weight monitoring

14

Assessment of achievarment of devel-
cpmental mile stones and referral of
babies with delay in development to
heaith center

15

Referral to DEIC

16

Health education and nutrition ed-
ucation sesslons for mothers with
speclal emphasis an infant care.

17

Educate the mother on danger sig-
nals- grunting, inability to fesd,
decreased urine cutput, passage of
blood in stool, seizure. delay in at-
taining developmental mile stones.

18

Health education on prevention
of accidents/injuries, ADD- breast
feeding, use of safe water, hand
washing, food safety, use of latrine
and safe disposal of stool, measles
immunization

1%

Health education to prevent ARI-
improvement of nutrition, preven-
tion of low birth Weight and malnu-
trition, importance of immunization,
control of indoor air pollution, ex-
clusive breast feeding.

v v ' v
w v ¥

¥ < ¥ v
¥ < ¥ v
v v v

¥

' v i

" s v v
" s v v
" s v v

*Treatment/refarral of all diseasss is as per CPHC elinical guidelines
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3. CHILDREN (1 - 5 YEARS)

2 Services MO | SN | JPHN/JHI | ASHA | AWW | CHV
identification of children in
1 their area and ensure regis- v v
tration in MCTS.
Immunization > . . . ”
* Miobillzing
* Vaccinating v
. ificati mn ri- :
e BB EEE
5 * Management / referral of v
AEF]
L] iTwi *
bl v | o | w [ % |«
* Motivating resistant cases
and ensuring their vacei-| ¢ v v v v v
nation
3 Vitamin A supplementation v
2 Fromaoting physically  active v v o

games, personal hyglene




Treatment of common com-
municable diseases like short
febrile illness, ARI, ADD,
scabies

Treatment of communica-
ble diseases- Varicella, UTI,
mumps, measles, diphtheria,
malaria, dengue, pneumenia
etc and referral of severe cas-
es

b |

Treatment /referral of febrile

SEiZUrEes

Follow wp of all children
treated for common condi-
tions at the centre

Education on management of
febrlle sejzuras and identifi-
cation of danger signs

10

Identification/referral  and
follow up of differently abled
children

11

identification and refarral
of ephritic syndrome, acute
glomerulonephritis,  infec-
tious ‘manonucieosis, Henoch
schonlein purpura , idiopath-
ic thrombocytopenic purpu-
Ia

L)

12

First aid/ basic life support

13

Management of trauma

14

Referral of severe cases

15

ldentification and referral of
surgical smergencies- acute
appendlcitis, intestinal ob-
struction.

18

Early ldentification of chil-
dren with defective vision and
hearing impalrment

17

Referral of children with de-
fective vision and hearing im-
pairment

18

Identification of children
with locomotor disability and
menial retardation

Sinte Healh Systeer) Fesoipce Centie - Kasis

69




Management/ referral of
19 children with locomotor dis- P
abillty and mental retarda-

tion.

20 | Monthly growth manitoring

Assessment  of  nutrition-
21 |al status- underwsight and v
averweight and

Managemernt/ referral of un-

€z derfover nutrition if required

Identification of underweight
children and children not un-
der reqular arowth monitor-
ing

23

identification of refractive
24 |errors and dental health v
problems

Administration of IFA and

23 | biannual deworming.

Identification and referral of 7

24 2
' dental caries.

ldentifying the health care
nesds of children with cere-
27 |bral palsy- pneumenia, se-| ¥ v
vere acute malnutrition, sei-
Zzure and referral

Health education to mothers
to ldentify danager signals-
grunting, wheeze, lethargy,
28 |Inabllity to take feeds/wa-| ¥ 4
ter, decreasad urine output,
seizures, weight loss or no
weiaht gain.

Nutrition education to moth-
29 |ers on selection of healthy
food.

Education to mothers on pro-
motion of physical activities
30 | among children, and decreas-
Ing sedentary habits among
chitdren

Mativate the mothers and
21 | family to avail services from
AWC.
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32

Psychological support to
mothers of children with ce-
rebral palsy and disabilities.

33

Guidance and support to
obtain disability certificate
and to avall social security
schermes.

34

Heaith education on preven-
tion of ADD- breast feeding,
use of safe water, hand wash-
Ing, food safety, use of latrine

-and safe disposal of stool

35

Heaith education to prevent
ARI- improvement of nutri-
tlon, Importance of immuni-
zation, contrel of indoor air
pollutien, breast feeding.

38

Educating mothers for pre-
vention of domestic injuries

Sinte Healh Systeer) Fesoipce Centie - Kasis
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4. CHILDREN (5 - 10 YEARS)

e

-
e .
- S~
S — e -
Sl ;
NG Services MO | SN | JPHN/JHI | ASHA | AWW | CHV
| 1dentification of 11 Oyr oid children in |
1 |their area and ensure registration in v v
MCTS
In‘-mumzﬂtlir:-ﬁ P # # 7 ’.
| * Maobllizing
= Vaccinating v
= [dentification and reporting of AEFI v 4 v | v
2 |  Management/referral of AEFI ¥
. F{!Eﬂtlf}’lﬂg drop-outs and mobiliz- v . 7 7 7 7
ing them
. Mﬁ.{wa’:in? resis?:ar:tl cazes and an- - 7 7 7 B -
suying their vaccination
| Promoting physically active games, @ ' 7 7
| schoaling, personal hygiene .
Treaiment of common communicable
4 |diseases |ika short febirile illness, ARL, | v v v
ADD, scabiss
Treatment of communicable diseases-
Varicella, UTI, mumps, measles, diph- 7
theria, malaria, dangue; preumonia
| eteand referral of ssveres cases,




Follow up of all children treated for

-common conditions at the centre

[dentification of children with lsarning
disability, mentally challenged, behav-
iora! problems and locomotordisahility.

Raferral of differently abled children

idantification and referral of nephrot-
ic syndrome, acute glomerulonephri-
tis, infectious mononuclessis; Henoch
schonlein purpura |, idiopathic throm-
bocytopenic purpurs,

i0

Firgt aid/ basic life support

11

Managerment of traumsa

12

Referral of zsvere cazss

13

Identification and referral of surgical
emergencies- acute appendicitis, intes-
tinal obstruction.

14

Early identification of children with
defective vision and hearing impair
ment

Referral of children with defactive vi-
sion and hearing impairment

16

Managemsent/ referral of children with
learning disability, mentally chal-
lenged, behavioral problems and loce-
motor disability.

17

Asseszment of nutritional status- un-
darweight and overweight and refarral
for-evaluation and management.

15

identification of underweight children
and children not under regular growth
marnitoring

19

Annual health check-up —putritional
and health status, refractive errors;
dental health, mental heslth at school

20

Administration of IFA and bignnual
dewarming.

21

Identification and refevral of dental

‘EArEL.

22

Identifying the health care needs of
children with cerebral palsy- prneumo-
nia, savere acute malnutrition, ssizire
and referral

MNutrition education to mothars on 2e-
lection of healthy food.

Shates Healh Ev=ivn Fesopce Conlre - Kasis
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Education to mathers on prometion of
physical activities amang children, and
cecreasing sedentary habits among
childran

Z4

Psychological support to mothers of
25 |children with eerebral palsy and dis- v v
antlities,

Guidance and support to obtain dis-
26 | ability certificate and to avail social v
security schemes.

Health education on prevention of
27 | ADD- use of safe water, hand washing, v
food safety, use of latrine

Health education to prevent ARIL- im-
provement of nutrition, importance of v
immunization, control of indoor air
pollution

28

Counseling for prevention of substance v v

(=]
= ahuse

30 | Screening for dental cavity v v

*Treatment/referral of all diseases is as per CPHC clinical guidelines
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9. ADOLESCENT (10 — 19 YEARS)
HEALTH CARE

= Services MO | SN ‘JPH N/JHI| ASHA | AWW | CHV
1 1 Maintaining an adolescent register v
5 Health education on |:rut:-i.=r'!;j,rf puber- 7 7 7
tal changes and personal hygiene
Education on menarche and men-
struzl problems- irregular bleeding,
3 |menerrhagia, dysmenorrhea, men-| v | ¥ ¥
strual hygiene, reproductive and sex-
Jual health (RSH) L
2 Entering the data of girls with men- v
struzal problems in the register
= Detection and proper veferral of RSH | v, o
| issues and UTI in adoleseents
Adolascent vaccines
* Education regarding Rubella, 7T ¥ ¥
__and HPV (optional). | | | .
_ | _* Ensuring vactination v v v v
N |_* Providing vaccination . . | v
| _* AEFI 19 be included |
ﬂ.dtﬂlescent c-‘:-urlzs:ellng including pre- e e 7
marital counseling




Family planning services
* Cafeteria approach

* Educatingabout the importance of
Tamily planning

* [dentification and mobilization

<

* Supply of contraceptives

Safe abortion services
* Providing information regarding
service avallability

= Referral for sbortlon services

* Identification and reparting of un-

safe abortions

* Management and reporting of un-
safe abortion

Education on avoiding substance
abuse and high risk behavior

10

Formation of health clubs and iden-
tifying students who can act as in-
formanis of substance abuse amang
pEEYS

Perlodic deworming

iz

Screening for anemia

13

Supply of [FA tablets/WIFS

14

Assessment of nutritiondl status- un-
derwelght and overweight and refer-

ral to health center for evaluation
and managemert,

Regular health classes on good eating
hahits and exercise

16

Health education to teachers about
ADHD, Adjustment disorders, miinor

depression and help them to tackle

the problems

X7

Physical or mental abuse
* [dentification

* Treatment/referral

* Counseling

18

Psychological support in cases of
emoticnal breakdown: depression/
anxiety

* Guidance to form peer groups
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19

Adolescents with poor scholastic per-
formance
« Identifying and mobillzation

* Psychological support

* Assessing the reason for poor per-
formance and providing guldance
‘and support.

* Referral

* Counseling to their parents

20

Treatment of mild forms of short fe-
brile iliness, ARI, ADD, conjunctivi-
tis as per CPHC guidelines and time-
ly referral

21

Managenient of trauma

22

Eeferral of seyere casses

23

Treatment of food poisoning, hepa-
titls A, malarla, dengue, infectious
mononucleosis, tonsiiiitis, reproduc-.
tive tract infections as per CFHC
guldelines

24

ldentification of refractive errors

Treatment/referral for refractive er-
ror, injury and foreign body eye

26

Identification and treatment/referial
aof surgical emergencles — appendi-
citis, Intestinal obstruction, ectopic
pregnancy, twisted ovarian cyst.

27

Health education sessiens to empow-
er adolescents to cope with the physi-
cal and psychelogical changes during
adolescence, empower them to speak
up regardina their problems and
abuse if any, and creating & healthy
relationship between them

28

Motivating them to avail services
from AWC-supplementary nutrition,
1FA supplementation, health check-
up.

29

School drop-outs
» [dentification

* Motivation for continuing study

30

Ensuring proper utilization of adoles-
cent services from the heafth center
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31

Identification of adolescents with be-.
havioral problems like juvenile delin-
quency and referral to health center

32

Referral to guidance clinic

33

Manitoring nutritional status and
prevention of averwelght/obesity

34

Screening for dental cavities and oth-

er dental problems.




6. APPARENTLY HEALTHY ADULT MEN
(19 - 60 YRS)

5 . |
No ‘ Services MO | SN | JPHN/JHI | ASHA |[AWW | CHV
1 | Registration v
| Health education on healthy |ife style:
heaithy Eil_e-t {Ia_w I;altf oil and sugar, | » 7 7 7
plenty of fresh fruiis and vegetables),
' regular exercise.
Education an health hazards of over- |
3 ]wmghb' obesity, sedentary life st;.lrre,: > » . » > v
substance abuse, stress relasxation
| techniques |
| ldentifying individuals with Family |
4 | history .of NCD, and tracking their | v

| BF and blood sugar




NCD .
* Screening for obesity, DM, HTN,
DLP

* Advise screening for NCD once in
d year

5 | * Regular monitering of body weight

* Treatment for identified cases v

* Referral for management of com-
plications

* Follow-up of cases referred back
including drug compliance

Occupational health
* Assessing occupational health and

| » Advise/ evaluate accordingly v

* Health education on occupation-
al hazards and prevention using|
personal protective equipment and
persanal hygiene.

Substance abuse
* Tdentification of substance abuss

* Assessment of addictions v

<

* Suldance to guit

* D¢ addiction and referral v

* Screening for diseases based on
pattern of substance abuse- spu-
tum AFB, LFT, HIV, examination
of oral cavity

* Family planning services. Advice
regarding use of spacing methods

8 | Provision of spacing methods

| Identification of completed fami-
9 |y and advice regarding permanent
sterilization

Mobilization for permanent steriliza-
tion to appropriate centres

» Identification and mobilization of

e infertility cases

* Referral for evaluation and treat-|
ment of infertility.
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11

Detection and treatment of mild form
of diseases like short febrile illness,
respiratory infections, diarrhea, con-
junctivitis as per CPHC quidelines
and timely referral

12

Management of referred & severe
cases and referral to higher centre

Detection and treatment of malaria,
dengue, typhoid, measles, mumps,
leptospirosis, hepatitis A, tonsiliitis,
ear infection, skin diseases, foreign
body, epistaxis, giddiness, bronchial
asthma, COPD and referral of com-

plicated cases as per CPHE guide-

lines

14

Detection and documentation of RTI/
STl

15

Detection and treatment of RTI/STI
as per CPHC guidelines

186

Screening and treatment for refrac-
tive errors, foreign body eye and re-
ferral for ocular trauma, cataract
surgery, glaucoma, hypertensive and
diabetic retiriopathy

17

Detection and treatment for gastritis,
AFD

18

Detection and treatment! referral for

evaluation of musculoskeletal disor-

ders- back pain, other joint pains,
trauma and fracture.

19

Referral of acute abdomen- appendi-

eitis, pancreatiiis, intestinal ohstruc—

tion

20

Assaults
» Tdentification

» Documernitation and treatment

21

Include service to differently abled
Palljative

22

Social security
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7. APPARENTLY HEALTHY ADULT WOMEN
(19 - 60 YRS)

I ,
D Services MO | SN | JPHN/AJHI| ASHA | AWW | CHV
1 Registration of women in reproduc- >
tive age group
Family plgnning P w: o
» Cafeteria approach
| ' E_l:lucating ahﬂgt the importance 7 7 7 7 ur 7
7] of family planning
» identification of individuals in v v 7
need
* Supply of cantraceptives v v
Safe abartion services
* Providing information regarding| + v v ¥ v v
_ service availability
» [dentification of individuals in »: Wy > y
3 need
* Referral for Abortion services v
» [dentification of unsafe and |llegal o w o v
abortions
» Reporting of unsafe abortions v
Identification of menstrual prob-
a IE_ITES—I irregular bt&edlrlag‘, ‘exgessive o w .
bleeding, severe abdominal pain and
referral to FHO
5 Detection and documentation of RTY/ 7

STI1




Detection and treatment of RTI/STL|
as per CPHC guidelines

Referral for evaluation- fibroid, en-
7 |dometriosis, ovarian cyst, uterine| v
prolapse, mallgnancy.

Infertility
* Identification and mobilization of v v v

8 infertility cases

* Referral for evaluation and treat-
ment of infertility

All women above 30yrs - VIATorde-| v
tecting malignancy.

Examination to rule out ather ma-
lignancy- breast cancer, oral cancer, | o
thyroid cancer. Check whether it is
mentioned for men

18

11 | Supply of IFA v’" v v

Screening and Identification of ane-

12 | s

Treatment and evaluation of cause of

22 anemia.

Treatment for diseases like- Joint
14 | pain, back pain and identifying the| v
‘cause for the same.
15 | Assessing substance abuss v v v
Screening for diseases related to sub-
16 |stance abuse -oral ulcer, pre-cancer-| v v
ous lesions.

Identifying perl and postmenopals-
17 | al problems like hot flushes, anxiety,| v
depression

Identification for post menopausal 7 7

e bleeding, uterine prolapse.

19 | Treatment Jreferral for them v

T Treatment freferral for arthritis/os- P
ieoporosis

“In addition to the services depicted for healthy young male.
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8. OLDER PERSONS (60 YRS & ABOVE)

;?L Servicss MO | SN | JPHN/JHI | ASHA | AWW | CHV
1 Identify and register the el- v

derly In their area.

3 Mobilization for assessment 7

of health status

Assessment of health sta-
tus: To identify — DM, HTN,
CAD, neuropathy, hearing
loss, defective vision, bowel
3 |disturbancas, nephropatiy,| ¢ v
depression, bronchial asth-
ma, COPD, TB, anemia, nu-
tritional deficiencies, osteo-
ROorosis

Health education regard-
ing danger signals eof can-

- i - v v
cer-breast cancer, colon can-
cer, oral cancer, lurg cancer
Treatment / referral for iden-

5 tified clinical conditions-cat- ”

aract, benign prostatic hy-
pertrophy, mental illness
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Follow up to ensure that they
are taking treatment- cat-
aract surgery, suragery for
prostatic hypertrophy, psy-
chiatric treatment for de-
pression/anxiety.

Providing adequate services
for bedridden patients: pre-
ventlon/  treatment of bed
sores, catheterization, BB
blood sugar monitoring and
treatment.

Ensuring that bedridden pa-
tients get adeguate services

Advise on:

= Self care:r regular med-
ications and regular
heaith checkup

* Exercise appropriate for
the patient’s clinical con-
dition

*  Preventlon of falls

*  Diet medification accard-
ing 1o the health status-
OM, HTN, CAD

* GStress management tech-
nigues

10

Provide support Tor self care-
administration of drugs, in-
sulin; foot care, fall prever-
tion

Treatment' referral of cases
of fall

12

Identify defective vision,
hearing loss, anemia and re-
fer to health center for treat-
ment

£

Support and auidance fo
access- hearing aids, pros-
thieses, walking stick, wheel
chair. '
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Counseling and psychosocial
support to elderly without
family support

* Identification of symp-
torms of deprassion/anxisty
in elderly

14 | = Management and Referral
of patients for treatment
of depression, anxiely, de-
mentia -

* Provide support for ac-
cessing treatment for de-
pression fanxiety

Monitoring the HTN, DM
and respiratory status and
atdvise fo seek timely treat-
ment

Support tc avail social secu-

18 rity schemes

Taking Initiative t¢ form
community groups of elder-
ly and identify a common
17 |place for them meet every
day, communicate with each
other and support each other,
promote yoga

Health education sessions on
health care of elderly to be
18 | conducted once a month and
motivaie the community io
attend them

Assessing the health care
19 | negds of the Indlvidual who
takes care of the bedridden

Management for health care
20 |needs of care taker- back|
pain/shoulder pain

Provide psychological sup-
part and mctivation io the
individuals who take care of
the bedridden

21

Health education on health
hazrards of substance abuse

22
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23

Identification and mobiliza-
tion of substance abuse

24

Advice to quit addictions

25

Referral to de-addiction cen-
tar if heeded

26

&.A Older Man

Getectlon and treatment for
urinary tract disorders- in-
conitinence, prostatic hyper-
trophy, prostate cancer

27

Screering and referral for
diseases depending on pat-
tern of substance abuse - oral
cancer, gastric cancer, hepa-
tocellular carcinoma, lung
cancer, colon cancer.

28

8.B Older Woman
Screening & referral — breast
cancer, cervical cancer, ovar-
ian cancer, uterine/endome-
trial and colon cancer

29

Detection and treatment for
uterine prolapse and urinary
Incentinencs

340

Screening for risk for Talls
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9. ANTENATAL AND POST NATAL

i Services MO | SN | JPHN/JHI| ASHA | AWW | CHV

No
1 Early registration of all pregnant 7
= |women
5 | Emsuting woman take antenatal check-
ups (at least 5)
3 | Providing antenatal checkup v
4 Provide Tron Folic Acld tablet from 7, /

2nd trimester onwards
Educate mothers regarding imper-

5 |tance of taking Folle Acld tablets In ' v
peri-conceptional period '

& | Realster the TT immunization status v

4 Edu;afe about the importance of TT o
vaccination

8 | Glve Inj. 7T at Sub-Centre, v

5 | Check blood sugar of pregnant ladies v
Refer and follow up for investigations

10 |such as Hb, VORL, HBsAg, Urine al- v

bumin, RBS to the health centre.

M onitor weight, BP, anaemia (clinical- ‘,
ly), during each home visit,

11
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iz

Educate pregnant ladies about warn-
ing signs such as oedema, seizures,
excessive vomiting, decrease in foetal
movements, abdominal pain, bleeding
PV, leaking PV, and high grade fever.

Marnagement and referial to higher
centres If any of the warning signs are
present.

14

Educate about nutriticus diet and
healthy eating habits.

Educate them regarding physical ac-
tluf_ty & rest (Rest 8 hrs at night 2 hes
after noon) and recreational activities.

ig

Educate about personal hyaiene

17

Advlce ta attend hospital for delivery.

18

[f any pregnant woman has not at-
tended sufficlent number of antenatal
check- ups immediately refer her to
EHECL

i9

Educate them not to take any drug
without consulting a doctor & edu-
cate ghout hazards of irrational use of
drugs.

Educate them regarding the hazards of
any exanthematous fever during preg-
nancy & ask them to report immedi-
ately.

21

Categorize the low risk and high risk
antenatal in each visit

27

Issuing of MCF card

Refer the patient to the delivery paint
for registration at 28 weeks of gesta-
tion, and if the woman continues to be
at low risk, she can have a back refer-
ral from the secondary levels, and can
comtinue antenatal care up to 32 weeks
at her PHC/CHC.

24

Referral and proper follaw-up of ante-
natal cases as and when required.

25

On the day of ANC, conduct classes
related to artenatal, pestnatal, child
care, nutrition, physical activity ete.
This should be documented in their
MCP cares.
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26

Emergency Obstetric Services, in case
of emergency to stabilize the patient
before referral.

2F

* Check whether the antenatals are
taking Iron & Calcium tabs

28

Education for family regarding
parenting, personal hygiene, minor
physical activities and adequate rest,
proper nutrition and dist

29

Education on family planning‘spacing
methods

30

Providina family planning services

31

Advice reaarding excluslve breast
feeding, legislation, statutory leave ar-
rangements in workplace.

32

Education on initiation of breast feed-
ing within an hour of birth and exclu-
sive breastfeeding during 1st 6 months
of age and continue till 2yrs and be-
yond.

23

Educating moether and family on new
born carg, breast feeding, prevention
of hypothermia, cord care, immuniza-
tion.

34

Educate the woman and her family
members about danger signals- ex-

cessive blesding PV, foul smelling

discharge PV, severe abdominal pain,
post partum anxiely/ depression, epi-
siotomy/LSCS suture care, |aundice,
seizure.

35

Assessing the health status of moth-
er- anemia, excessive bleeding PV, foul
smelling discharge PV, severe abdom-
inal pain, postpartum anxiety/depres-
sion, episiotomy/LSCS suture care,
jaundice, selzure.

Z6

Educating the mather and family

members regarding healthy dist, oral
fluids; iron , calcium supplementation,
adequate sleep and sarly mobilization
after delivery.

37

Help the famlly to avall services like
dSY/JSSK/RBSK.

38

Follow up of GDM, PIH

<

39

Monitoring weight

Compre=ri=a Fremary Heoth GassThvouoh Family Hedllh Centr=s




10. OBESITY

= Services MO | SN | JPHN/JHI | ASHA | AWW | CHV
. Assessment of obesity (BMI) and
1 |classifying as pre-obess, chese or ¥
___ morbid obese.
| 5 Efli.lri;ttz::i;n;j:gm& body weight at regu- | v | v
:_3 Screening for comorbidities | v | v
4 | Management of comorbidities v
5 | Referral if needed v
& | Dietary counseling v | v v v v
Reqular exercise: physical exercise
7 | plan according to the cardiac/ respi-| v
| ratory status. : : i
a | Quitting smoking , alcohol and other > » o o » »:
substance abuse
5 Mut’watipn, support and guidance for . 7 7
de-addiction
Creating an enabling physical and
10 |social environment for behavioral v v v
| change in the community
11 | Address psychosocial issues - / | v
Follow up of weight reduction strate- v v 7

12

gies during house visits




Supporting and motivating the per- v v v

- son to continue healthy behavior

Encouraging womsen in reproductive

14 | age group to maintain normal body| v v v v v v
weight
Ensure farily support to these indi-

15 |viduals for sustained motivation for v v v v
weight reduction.

11. SUBSTANCE ABUSE

Sl

e Services MO | SN | JPHN/JHI | ASHA | AWW | CHV

Identifying Individuals with substance
abuse- smoking, chewing tobacco,
alcohol, drug abuse and referral to
health cantre

Counseling and guidance to quit sub-
stance abuse- explain the health haz-
ards of substance abuse, motivate to| . | . o
quit, assess the readiness to quit, ex-
plain the methods to quit, assist guit-
ting, arrange follow up.

screening for diseases related 1o type
of substance abuse - cough, |aundice, 7 | « 7
oral ulcers/ precancerous lesions, skin i
infections,

Referral to de-addiction centers if
needed

Educate family members 1o motivate
quitting, explain that it takes time,
and ask the partnerffamily member| v | v
to provide psycholegical support for
quitting.

L

& | Explain measures to prevent relapse v |V v

Create an enabling environment for
preventlon of harmful substance abuse
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12. UNDER WEIGHT

SI : | L . .

No Services MO | SN | JPHN/JHI | ASHA | AWW | CHV
1 | Identification of cases v v v v
5 Is;&ntifying_ underlying causes for| . v

undarweight and managemernt
3 Ensu.ril:tg access to supplementa- o w o >
ry nutrition
Initiation of treatment/ referral
4 |depending on severity of under-|
weight:
= _M anag{ng respiratory and Gi > v o/ s
morbldities
[FA, vitamin A supplementation,
& |deworming, micronutrient sup-| ¥ v v
plementation
7 | Menitoring to assess weight gain v
8 Referral if weight gain Is inade-| .
guaie
Nutrition education for selecting
e ' v v v
’ healthy food
Health education on personal hy- P v 7

1o giene and healthy lifestyle
11 Health education on use of safe

water, safe cooking practices
12 | Promotion ef hreast feeding v ¥
13 | Monitoring of food habits v v
Engage food retzilers and cater-

ia ers fo im'prﬂgg the availability, » -
affordabllity and accessibllity of
food

15 Ensuring supplementary nutri- v

tion through ICDS

16 | Follow up of back-referred cases v

Educating the mothers for healthy
v v v
17 cooking and feeding practices
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ﬁ:, Services MO | SN | JPHN/JHI | ASHA | AWW | CHV

Breast feeding and complementary
feeding
* Promgotion of exclusive breast
feeding till & months of age and
cantinuing breast feeding alang
with complemsntary feeding af-
terwards.

A Education to methers and fam- L ¥ LS v ¥
ily mernbers regarding the diet
for improving the quantity and
quality of breast milk

* Information to contact heaith
system In case of problem in
breast feeding.

Nutrition education to mothers

2 |on selection and preparation of v v v v

healthy food Including food hyalene

Motivating them to avail services

2 |from AWSE-supplementary nutri- v v v

tion.

Providing information regarding

supplementary nutrition and NHE

4 | service availability from AWC for| « v v v v v

adolescent girls and ensuring that

they avail the service
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Ensuring full compliance among
the beneficiaries to the WIFS giv-

5 ¥ v
en from scheols and AWCs and
providing proper NHE
Educating the mother and family
members regarding healthy diet,
& |oral fluids, iron, calciurm supple- v v v v

mentation, adequate sleep and ear-
Iy mobllization atter delivery

=

Referral of severely maingurished
children and older individuals for

nutritlanal rehabilitation

14. NCD DIET

Sl

No |

Services

MO SN|JPHN!JH1 ASHA | AWW | CHV

Health education on healthy life
style: healthy diet (low salt, oil and
sugar, plenty of fresh frults and
vegetables), avaoid junk food, avaid
tinned and canned items.

Advice for diabetic patients an di-
eiary modification: censumption of
small and frequent meals, avoiding
sweels and sugar, selecting food
and fruits with low glycemic index.
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Advise for hypertensive patlenis
on distary maodification: healthy
diet ,reducing daily salt intake and
3 |avoiding food iHems preserved in| v |
salt, advice regarding adequate in-
take of salt to prevent hyponatre-
mia.

Advice on dietary medification for
obese and overweight Indlviduals:
requlate calorle intake, promote
intake of high fibre foed and unre-
fined complex carbohydrates, raw
4 |or lightly cooked vegetables, con-| « | +
sumption of protein rich diet to aid
in weight loss, limit intake of sugar
and sweets, drink plenty of water,
timing of the main meal of the day
at the most active time of the day.

Advice for patients with CAD on di-
etary medification: Increase intake
5 |ofdietary fibre including fruitsand| « |
vegetables, reduce intake of satu-
rated fats and sall.

Education about and promotion
& |of arganic farming and promoting| v
consumption of local produce,

Nutritiona! support for bed ridden
and palliative care patients in-|
cluding linkage ic social security
schemes.

=l
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15. PHYSICAL ACTIVITY

W01 Vhaigiion iy T whERNENNAR
B it T
il I A : SRARRBBD
I i T
B T
| T
|

Services MO | SN | JPHN/JHI | ASHA | AWW | CHV

P

Proamoling physically active

Education to mothers on promo-
tion of physical activities among
children, and decreasing seden-
tary habits-among children.

Regular health classes on exer-
cise.

Education on heaith hazards of
overweighl/ obesity, sedentary
life style, siress relaxation tech-
niques.

Taking initiative to form commu-
nity aroups of elderly and identify
a common place for them to meet
every day, communicale with
each other, support each cther
and promote yoga.

Educdte aritenatal rabther pe-
garding physical activity & rest
(Rest 8 hrs at night 2 hrs after
nocn) and recreational activities.




Educating the mother and fami-
ly members regarding adequate

7 | sleep and early mobilization af- v
ter delivery.
Interventions in work places for
NCD e
* Promote physical activity in
workplaces

g | * Measures 1o make wellness
programmes mandatory in all
workplaces both publlc and| ¢
private in assoclation with
LSG

[nterventions In community for

NCD

* Activities to create spaces
for -exercise (walk ways, cy-
cling tracks, stadiums/ play
grounds, swimming pools,

9 cammunity gymnasiums etc)

in association with LSG and

other agencies/ departments

* Promote physical activity by
organizing sports and games
competitions in villages in as-
sociation with LSG

Advice for |ife style modification
10 | for hyperiensives : exercise, yoga, | v v
stress relaxation technigues

Advice for obese persans regard-
ing regular exercise: plan physi-

o ; . v v
L cal exercise according to the car-
diac/ respiratory status
12 Advice to CAD patients regard- v v

ing ragular physical activity,
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16. IMMUNIZATION

SL Services MO | SN | JPHN/JHI | ASHA | AWW | CHV
Listina of beneficlarles in the
catchment area and estimating
1 |requirement of vaccines and lo- ¥ v v
gistics {(micro planning) including
maintenance of a register
9 F‘lannir]g r_mmber and venue of v v v
immunization sessions required
3 | Procuring materials and logistics| « v
a Arranging and conducting ses- 7 v
sions
5 Mobilizing the beneficiaries for b
immunization sesslons
& | Vaccinating the beneficlaries v v
7 Identification and reporting of v
AEF]
s Management and referral of s
AEF]
_ | Maintenarice and monitoring of v - 7
I . ;
| cold chain equipment at the FHC




Immunization sessions at sub
centers-and ocutreach sites
* Information dissemination re- v
garding the date, time and site
of the sassion

* Mohilization of beneficiaries v
19 * Transpori of vaccines (main-
taining proper cold chain) and v ¥ v v
__other logistics.
* Conduct the vaccination ses-
slons (including delivering the ¥ 4 v v
4 key messages)
* Reporting of AEFI and main- 7
tenance of an AEFI register.
Identifylna drop-outs and mobl-
v v v v
Lt lizing them for vaccination
i5 Mativating resistant cases and 7 7 7 7 7 7

ensuring their vaccination

13 | Bio-medical waste management

Maintenance of registers at the

% | £HC for AEFI and VFD .

17. NCD IN GENERAL
o Services MO | SN | JPHN/JHI |ASHA | AWW | CHV
3 Promotion of healthy diet and P P Z y

physical activity

Ensure regular and adeyuate
2 |supply of guideline based drugs|
in health Institution

Arrange for awareness pre-
gramme in public and private v v
institutions, eommunity set-
tings, workplaces

Conduct awareness programme
in public and private insti- v o
tutions, ‘community settings,
workplaces

Ensure avallability of sports
5 | goods and farming instruments ¥ v v
in educational institutions
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Interventions in work places.
* Pramgote physical activity in
workplaces

* Measures to make wellness
programmes mandatary in
all workplaces both public
and private In association
with LSG

Interventions in community

* Activities to create spaces
for exercise (walk ways, cy-
cling tracks, stadiums/ play
grounds, swimming poaols,
community gymnasiums etc)
in association with LSG and
other agencies/ departments

* Promote physical activity by
organizing sports and games
competitions in villages in
assoclatlon with LSG

* Promote community farming
by organizing unemployed
youth, cooperative societies

18. DIABETES MELLITUS

Sl
No

Services

MO

SN

JPHN/JHI

ASHA | AWW | CHV

Assessing glycemic control in dia-
betic patients

v

fod

Treatment with appropriate drugs
and advice on regular follow up.

Assessing diabetic. patients for
complications like- neuropathy, ne-
phropathy, retinopatiy and referral
to higher center.

Maobilizing secial and economic
suppairt from community for treat-
ment of retinopathy and nephropa-
thy

L

Assessing comorbidities- HTN, T8,
CAD, UTI, fungal infections
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For diabetic women in reproductive |
age group who are planning preg-

8 nancy, advice on adequate glycemic
control before conceiving.

. Titration of Insulin dose during|
pregnancy.

5 |Referral of uncontrolled glycemic| v
status during pregnancy
Timely referral of pregnant ladies| +

g with DM 1o ldentify fetal complica-

tlons- macresomia, fetal malforma-
fions.

Asking pregnant women with dia-
10 | betes for symptoms of UTI and re-
ferral to health center

Advice on
* Dietary modification: consump-
tion of small and frequent
meals, avoiding sweets and sug-
ar, selecting food and fruits with
low glycemic index.

* Self identification of danger
slanals of hypoglycemia and hy-
perglycemia

B 15 Timiing oF drug intake and v

clearing related doubts.

* Life style changes: exercise
promation, avoiding substance
abuse, support and guldance for
de-addiction.

* Importance of regular medica-
tlon and regular health check
up to prevent complications.

*  Providing support/guidance for
accessing rehabilitative services

12
* Special foot wears, prostheses, v

wheel chair

Identifying sympioms of hypogly-
cemia /hyperalycemia during heuse
visits and asking those patients to
attend health center

13

Advice on self care- foot care (pre-
14 |vention of trauma to feet, keeping
the nails short and clean stc.)
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Passing the Information regarding

NCD clinics and maotivating the pa-
tierts to atiend therm.

Organize health education sessions
on diabetes— healthy life style.
Mativating pregnanmt women with
diabetes for regular health check-
up.

HE+

Identifying diabetic patients who
are unable to 9o for monthly check-
up and inform health worker

20

Identification and mebilization of
diabetic patients with non-healing
waunds

Follow up of GDM cases for pre-
venting development of DM in fu-
tiipe

21

Establishing and snsuring monthly
foot care clinics in FHC

<

7

22

Screening for family members

| v

19. HYPERTENSION

drugs and follow up

S| : ' ' '
i Services MO | SN | JPHN/JHI | ASHA | AWW | CHY
_1_ * Reaular monitoring of BP anﬂ. > 1' :
achisving cantrol.
2 » Screening for complications v
. » Treatment with _apprn_uriate! w



4 | * Ensure regular drug intake

* Follow up of back referred cas-
£

* Follow up of patients at field 7
level

* Referral for management of
complications

Advise on;

* Life style modification: exer-
cise, yoga, stress relaxation
technigues

* Digtary modification: Advise
regarding healthy diet ,re-
‘ducing daily salt intake and
avoiding food items preserved |
in sali, advise regarding ade-
‘quate intake of salt to prevent
hyponatremia.

* Avold substance abuse

» Advise on danger signals- gid-
diness, headache, visual distur-
bances, transient loss of con-
scloushess

Support and guidance for de-ad-
diction

Screening of family members and

L tracking of their BP
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-

Sl :
Services
| No.
2 Maintain a register of COPD/BA in »
| the area
5 Identification and mobilization of ar 7 7 7
| cases
|3 | Management and referral if needed
4 | Pulmonary rehab/physictherapy
Advice 1o guit tobacco and 1o aveid
5 |contact with airway irritants/indoor v
pollution
& | Ensuring tobacco abstinence v v v
Organize social suppert groups for
7 | helping them maintain abstinence L v
siatus
Advise on:
* Inhater usage
_* Sough hygiens v v v v
* Chest physiotherapy fo  family
8 members
* Symtoms and prevention of COFD »
/' BA 't school ehitdren |
_* Tobaccoand iisill effects to public v
* Indoor air pollution v v v v
Ensuring usage of personal pro-
9 | tective measures and equipment at v
work places
Formation of student informer
10 | groups In schools for tackling sub- v
stance abuse
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21. CORONARY ARTERY DISEASE

Services MO | SN | JPHN/JHI | ASHA | AWW | CHV

Praparation of CAD register In-
1 |cluding the risk factor profile and v ¥
co-morbidities

Management based on CPHC quide-
lines

3 | Referral based on CPHC guidelines |

Follow up based on CFHC guide-

3 lines v v
| 5 |Follow up of back referred cases v
' Advice to patients regarding diet,
& |physical activity, habits, reqular| « v v
ﬁ medication and fellow up . |
- Ensuring that patient is taking reg- v ~ > v

ular medicatian

Health education on identifying
8 |symptoms of CAD and |is preven- v ¥ v ¥
tion amang family members




22. STROKE

. Services MO | SN | JPHN/JHI | ASHA | AWW | CHV
1 | Identification of symptoms of stroke-
faclal weakness, arm/lea weakness, v v v
difficuily in speech (FAST)
2 | Immediate management and referral ;
| as per guidelines |
3 | Follow-up of cases including those
| vefereed back g | Y | |
4 | Health education for | Hestyle mod-| . | :, '
ification | .
5 | Health education forfamily members v v |
23. MENTAL HEALTH

S, Q el ;
No Services MO SN JPHN/JHI ASHA | AWW | CHVY
dentification and mobilization
1 |of indlviduals with behaviokal/ v v v’ v
mental disorder
2 | Screening for depression v v
Wanagement of individuals with
3 |mental |lIness like depression|
and mild anxisty
4 | Counselling for the individual v v
Referral of Individuals with
5 |complications as per CPHC|
| guldetines
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Follow-up of cases imcluding
those referred back

~d

Monitoring for drug compliance
and adverse drug sffects

Psychological support to family
members

Ensure social security services

N

10

Rehabilitation services

il

Managlng comorbidities

12

‘Counselling to family members

132

Health education to famlly
members for patient care, early
identification of minor changes
in behavior

14

FProviding sheltewhome care
support to destitute/ahandoned/
hoimeless |In convergence with
SJD/KSSNM/gther arganizations

15

Protection of entitlements of a
patient with mental illness in
convergence ‘with SJD/KSSM/
ather organizations

16

Identify neglect, abuse, restrain
of Indlviduals with mental 11-
ness

17

Creating an enabling environ-
ment ta promote positive men-
1al health in the community

id

Brometion of healthy life style,
awarensss creation on impor-
iance of early detection of can-
cers and early warning signs
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24. CANCER

S|
No |

Services

MO

SN

JPHN/
JHI

ASHA

AWW

CHV

Ag the scope for an individual cancer
package is limited, the FHC cancer

package |s predominantly preventive, |
promotive and palliative, aﬁdressing!

cancer at & community level,

Community Based Assessment Check-
list (CBAC) for all women and men

| over 30 years in their population

Mobilization of population to FHO
preceded by mobilization events in the
coverage area io enhance awareness
and ensure high levels of community
participation including service wtiliza-

| thom.

Cervical cancer

Create awareness regarding symptoms
of cervical cancer like bleeding after |

menopause, bleeding after intercourse,
foul smelling vaginal discharge, blead-

| ing between perlods,

screening for cervical cancer in wom-

| en above 30 years of age using VIA

In case ofany pesitive findings, refer to
higher centre




Follow up of patients undergone treat-
ment for cervical cancer and other can-
cers related to reproductive health
* Routine health check up
7 | ®Assess for any complications/| «
co-morbidities
* |inkage with palliative care if nesd-

ad
' Refer to higher centre, if needed
5 Breast cancer
Create breast cancer awareness
g |Screen high risk group for occurrence|

of breast cancer

* Personal ar family history of breast/
10 ovarian/colen cancer
» Chronic Benign Breast Dlseases

Clinical breast examination to any
woman over 30 years presenting to the
health centre and advise for follow up
BVEry year

11

Pramptly refer any persen with a suspi-
12 |cious lesion for accurate diagnosis and | «
appropriate treatment

Follow up of patierits undergone tregt-
ment for breast cancer
* Routine health check up
13 | = Assess for any complications v
* Symptomatic treatment if required?
* Ensure that every patient complies
with therapy advised

# In case of back referral to the FHC,
ensure follow up treatment, adher-
ing to the discharge advice from the
treating Institution.

* Linkage with palliative care if need-
ed

14

Oral cancers
15 | Create awareness about the ill effects|
of tobacco and advocate aveidance

Encourage and assist habitual tohacco

— users te quit the habit.

17 | Encourage oral self-examination

Routine examination of oral cavity of

19 patients with history of tobacco use

19 | Screening by Oral Visual Examination | +
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20 Prompt management and referral of
any person with a susgicious lesion.
Eollow up of patients undergone treat-
51 ment for oral cancer
* Routine health check up
* fAssess for any complications
| 22 | = Symptomatic treatment it required?
* Ensure that every patient complles
with therapy advised
23 * In case of back referral to the FHE,
ensure follow up treatment adher-
ing to the discharge advice from the
treating institution.
| 24 | Linkage with palllative care if nesded
Sl Services .
No ' MO SN | JPHN/JHI | ASHA | AWW |CHV
Identification of individuals with dis-
1 ability in the field area and cateqo- - e
rize according to the type of disahil-
iy,
Integration with SJD and K5S5M to
2 | prepare an Individual care plan for
. rehabilitation.
| 2 Screening for ce-morbidities v v
4 Treatment for the clinical conditions
identified
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referral for rehahilitative services/
5 |coresctive and reconstructive sur=| «
QErY.

Referral of parents with history of
any child with inheritable disability
for genetic counseling and investiaa-
tions.

Glidance and support to avall hear-
78 | ing alds, crutches; wheel chalr, pros-|
theses.

Guidance and support to visually
handicapped for accessing corneal/|

o retinal transplantation centers and
their follow up.

g Guidance and support to obiain dis- .
abllity certificate.

10 Guidance and supportto avall soclal

security services.

11 | Psychologlcal support for the PWD

Arranaing for appropriate vocatlon-

12 S
al training.

Tdentification of workplaces which
use hazardous equipment which can
result in disability and ensuring that
13 |employees are provided with appro-
priate personal protective equipment
and ensuring that they use it consis-
tently and properly.

Training for the caretaker to address
14 | the neads of people living with dis-
abllity

Addressing the health care and psy-

15 chological needs of the care taker

Guidance and support to avail social

16 . . .
security services for the carstaker
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26. PALLIATIVE CARE

Sl : : . :

No Services MO | SN | JPHN/JHI | ASHA [AWW | CHV
ldentification and mabilization of

1 | unaddressed cases requiring palli- v v v
ative care
Provide psychological support to

2 | the patient to accept the diagnosis| « v v v e v

and treatment
Frovide support to the family for

3 v v W
| treatment and care of the patient |

4 Ensure that the p;tiEht is free from o o v, o v, o
pain as far as possible.
Provision of quality homebased

5 |and community level palliative v v v
cdre

5 Gluida_nce 1=and _suppnrt o =a~.fai! 50- o o o o v

- | cial security schemes and services

5 Linkage with ::st.her's_uppc:rt qroups, ur 7 7

NE&Os and day care centres
3 | Integration with LSGD, 3J5, 35M v v v v
Referral for moerphine and other

9 . "

specialty services
10 | Training for care takers v v ¥
11 | Rehabllitative s=rvices v v
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27. COMMUNICABLE DISEASES IN GENERAL

Sl No Services MO | SN | JPHN/HI | ASHA | AWW | CHV

Awareness generation for pravention

1 |and contral of communiczble diseas- ¥ v v v
es

5 Ensure compliance of health advices v v
given by health authorities
Identification and mebilisation of

3 |symptomatic cases to facilitate med- v v v
ical care

4 Active ease ssarch/ survey during an v w v < "
outbraak

& .Suf.h Ift[‘iwal mapgping and hot spots 7 7 o
identification
Linkage with WHSNC, LSG, oth-

6 | line departments, NGOs and oo - ” o

Harithakerslam mission to address
social determinants of health.

Detection, initial mansgsment and|

7 refarral as per guidelines

8 |Reperting and monitering v v

9 | Line listing of cases v v

4 Plan EI’IIId_ ]'m_plamﬂnt apidemic con- v v 7
trol activities

11 | Enforcement of public heatth laws v v

12 Collection _nf blood slidez in fever v v
symptomatics
Convens monthly WHSNCs and fol-
low-up. Planning and implemerta-

13 |tion of annual spidemic prevention o v v
activities, (Arogya Jagratha)

14 Sample collection/sending for diag-| . |
nosis

155 Identify red flag signs, sarly warning| .

< |signals & veferral if indicated

Surveillance of data from private

16 |clinics’hospitals/nursing homesfoth-| v v v v
er sysisms

17 | Qutbreak investigation and response | v ¥ ¥ v v
Blanning and implemeritation of an-

18 |nual spidemic prevention activities| ¥ | v v v
{(Arogya Jagratha)

Addressing social determinants of
health in the field area affscting pub-
19 |lic health in coordination with L8GD| v | + v v v
and concernsd linz departments/
agencies/missions
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28. AIRBORNE INFECTIONS

wiceEs

il Services MO | SN | JPHNAHI | ASHA | AWW | CHV
1 |Awareness generation on airborme infec-
tions, cough hygiene, hand washing and v v v ¥ v
| need for isolation.,
2 | High risk screening | v v v v
3 |Immunisation (older persons and those| >
who are at risk)
4 |Provision of parssnal protactive mea- v v v
sures for patients and contacts
5 |Detection, reporting, sample collection/
testing and management as per guide-| ¢ | + 4
lings |
29. WATERBORNE INFECTIONS
= Services MO | SN | JPHNAHI | ASHA | AWW | CHV
5 Sanitary survey _D'f drinl-c_ing ‘water v pr- v
saurecas and ensuring chlorination
2 | Periodic water guality monitaring v ' v
Promiote personal hygiens measures
3 |including proper hand washing tech- v v v v v
| migues B | I |
Awarensss creation on  prevention
and control of water borne infections
4 |, ORT, safe drinking water, food hy- ¥ v ¥ v ¥
giene during fairs, festivals and mar-
riages
Prevention of cantamination of drink-
ing veater sources & watsr conserva-
3 |tion in convergence with LG, other ¥ v v
departments and missions (Haritha
keralam, Sujalam)
& |NMaintaining ORS depot and stores v
Activities in cennection with enforce-
7 | ment of public heaith and food safaty v
laws
& F'Ia.m:lilng and fmpj_er!?en'ta’tiﬂn of all » o » o
_ |activities at community level |
5 Plan A managementand referral ser-
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Line listing of cases during an out- v, 7 v,
break

| 11 [Issue of health cards v

| 12 |sample collection/testing v

30. VECTORBORNE INFECTIONS

. Services MO | SN | JPHN/JHI | ASHA | AWW | CHV
1 Awareness creation on prevention and J o v o

control of yector borne diseases

Vector survey, source reduction and
2. | other field level activitiesas per NVB- v v
DCP guidelines

Integrated Vector Management Activ-

? itles v

4 | Biclogical vector control methods v v v
Promote use of mosguito nets and

5 |other personal protection measures to v v g
preverit mosquite bites

& | Migrant screening v v

- Aetive hlqad smear collection for de- W w
tectlon of Malaria & Filaria

8 Mass and contact survey of malaria| | » 7 7
Ca5e5

9 Merbidity management of lymphatic o
Filariasis

10 | MBA/TAS and follow-up v v v

5% Implementation of Kala azar elimina- 7

tion strategies in high risk areas

Planning and implementation of all
12 |activities at community level as per| v | « v v v
NVBDCP guldelines

Line listing of cases during an oui-

13 |break Rapid Diagnostic Test for Ma- v v
laria
53 Initiation of management and referral v
services
15 | JE vaccination in selected districts v v v v v
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Identification and facllitating pa-| |
1& |tients for Morbidity management of | v | ¢ v v v
Lymphactic Fliartasis
17 Sample collection/testing as per guide- v >
lines
18 | Reporting v
19 | Passive surveillance of Malaria cases v
20 | Supervision of field level activities v v
31. LEPTOSPIROSIS
St Services mo | sN | JPHNC asia | aww | chy
No JHI
; Awareness oreation on prevention and v v v v
control of Leptospirosis
5 Rodent contral In convergence with line v v v
departments
Doxy prophylaxis for high risk aroups| « v
3 |(handling domestic animals, fishing,
farming etz)
Planning and Implementation of all ac- v v v
4 | tivities at community level as per guide-
lines
5 | Line listing of cases during an outhreak v
& | Detection; reporting v v v v
E Confirming diagnosis and management|
as per guidelines
5 Identification of red flag signs v
Referral services if needed
32. HIV/AIDS
- Services MO | SN | JPHN/JHI | ASHA | AWW | CHV
5 Community awareness for prevention v ¥ 7 /
and control measures
5 Identify High risk groups and moti- y
- | vate them for voluntary testing
3 | Health education | v v
" F'rpmqta lfSE of barrier methods like . 7 v y
male and female condoms
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| Supply of male condoms through sub
5 v
centres
Motivate all Antenatal women, Tuber-
& | culosis patlents to attend FICTC for v v v v
testing
55 Referral of high risk groups to FHCs
for screening
8 | Provision of palliative care services v | v
g | Counselling and diagnostic services| . |
through FICTCs in FHCs
10 Frompt referral to ART centres for v
treatment
Frophylaxis and management of op-
11 | portunistic infections in patients with |
HIV
Counselling and screening of all ante-
12 |natal women, Tuberculosis, RTI-STI| « | « v
patients
'3 Tralning of all staff to adapt universal v
" | precautions
14 | Referral for post exposure prophylaxis
T% Provision of palliative care services 7
for needy patients
Sl i o TN
No Services MO | SN | JPHN/JHI | ASHA | AWW | CHV
Sexual and reproductive health
1 |awareness; personal hygiens aware- v v v v
ness
5 Increase awareness regarding the 7 7
sympioms of RTI/STI
Screening and referral of patients
3 | with symptoms suggestive of RTI/STI v v
through weekly clinics
Identify High risk groups (Altered
personal sexual behaviours — Males,
4 f&m:f_l_ies_ & ’%rﬂn&genﬂer_s, substance - - 7 7
abusers, skin piercers, recurrent
bleod donors) and motivate them for
HIV & syphilis screening
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Promote use of barrier methods like
male and female condoms

Identification and referral of inci-
dences of sexual viglence in the com-
munity

Promaote vaccination against Hepati-
tis B:

Sexual and reproductive hsalth
awareness; personal hyglens aware-
ness

Supply of male condoms through sub
centres

10

Counselling and scresning of all an-
tenatal womean

11

Client education and counselling

12

Syndromic case management of pa-
tients and partriers with RTI/STI

Ensuring compliance with treatment

14

Follow up of patients & partners on
treatment

LR (1 N0 I N . I

is

Counselling and screening for HIV &
syphilis

<

16

Counselling services and Adolescent
clinics

34. TUBERCULOSIS

Sl
No

Services.

MO

SN

JPHN/JHI

ASHA

AWW

CHV

Identification of cases with cough
more than two weeks/ weight loss/
prolenaed unexplained fever

v

Guidina them to attend health center
for investigations and management.

Advise sputum AFB

Chest Xray/CBNAAT for specimens
depending on the suspected site.

Categorize the patient appropriate-
Iy.

Notification of TB case.

Documentation  and  reporting

thraugh ‘Nikshay”’
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Assessment of health status before
initiation of treatment- Hemoglobin,
LFT, EBS, HIV.

Initiation of treatment according 1o
the category including chemopro-
phylaxis for contacts

10

Referral of MDR TB suspects to
higher center.

11

Advise on importance of regular in-
take of drugs, cough hyglene, dis-
posal of sputum, chest physicther-
apy, screening of family members
for TB, chemaoprophylaxis Tor chiid
contacts and special attention to im-
mune ccompromised contacts.

12

Psychological support iz the patient
and family and provide the infarma-
tion that TB Is curable and once the
treatment is initiated, the patient
becomes non-infectious.

13

Explain to the patients and family
the Importance of regular uninter-
rupted treatment for complete cure
and for prevention of recurrence and
drug resistancs.

14

Ensuring patients are completing
the treatment

i5

Advise on choosing healthy food and
avoiding substance abuse.

I&

Detection and treatment of DM,
HIV.

17

Detection and treatment of other co-
morbidities like HTN, COPD etc

13

Identificatien, mobilization and sup-
port for de-addiction

1=

Management and referral for de-ad-
diction

20

ldentification of adverse drug effects
and referral for expert management.

21

Advise on reqular follow up visits

22

Advise on nutritious dist.

23

Ensure follow up sputum exarnina-

tlon as per the guidelines.

bl -l Y B
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24

Maintaining a TE register at the cen-
ter with details to identify defaulters,
and along with the TB health visitor
(TBHV) take measures to continue
treatment.

Counselling and treatment of preg-
nart women with TE and timely re-
ferral in case of complications.

26

Initiatlon of ATT in HIV patient and
referral to ART center for initiation
of ART

27

Ensuring that the patients are tak-
ing medicines regularly and Identi-
fying defaultars zarly and timely re-
ferral fo the center to see whether
the treatment plan has to be recon-
sidered.

28

Assessing the difficulties faced by
the patient and family in taking
treatment, and initiating remedial
measures/ discussing with MO at the
health center for expert opinian.

l’dentify'lng contacts of sputum posi-
tive patient ellgible for INH chemo-
prophylaxiz and ensuring that they
are taking prophylaxis.

30

Ensuring that pregnant women with
TE are taking anti TB drugs requiar-
ly, checking for symptoms of adverse
drug reactions and are visiting ante-
ratal clinics regularly.

31

Ensuring that children with TB are
taking reqular treatment, checking
for symptoms of adverse drug reac-
tions and advise the family on nutri-
tious diet to children.

3z

Health education en TB and mea-
sures to avoid stigma

33

Suppert to avail social security
schemes

34

Guldance ta form community groups
to support TB patients
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395. LEPROSY

S

- Sevites MO | SN | JPHN/IHT | ASHA | AWW | CHV

Tdentification and mobllization of
1 |individuals with hype/hyper pig- v v v
mented patches

Diagnosis, categorization and
2 | treatment of leprosy cases/ referral | v
of complicated cases

3 | Reaistration of leprosy patients v v v

Advice on diet, self care, side ef-
fects and complications to look for,
soclal security schemes availablg,
hahits

Ensure that all are akina treat-
ment requiarly

Manitaring of drug compliance
and adverse drug sffects

Diagnosis and management of lep-
ra reactions

Educate the family members about
the spread & treatment

Identificaticn and maobilization of
patients with disability to FHC

Refer for rehabilitative  ser-
vices-footwears, reconstructive
10 |surgery, crutches in convergence|
with SJD/KSSM/other organiza-
tions

Ensure psychological, social & eco-

11 .
~ | nomlc support to the patient

Guidance for vocational tralning of

12 :
leprosy patients

Heaith education sessions in the
area on leprosy-mode of spread,
importance of reoular treatment
in prevention of spread and occour-
rence of complications; prevention
of stigma

Screening of close contacts of lep-
rosy

14
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Il.Family packages

The family packaae addresses the needs of
all members of the family and other health
needs of the family such as drinking water,
well chiorination, indoor air guality, household
waste dispesal and kitchen garden which do not
directly come under the Individual packaaes.
Some examplas are listed below:

* Ensure green protocel in Tamily function
and in households

* Provision of sanitary latrine and
arrangements for proper disposal of sewage
Waste management:  searegation and
management of biodegradable and non-
bicdegradable waste

* Care for domestic animals: immunization,
periodic health check up; awareness on
hazards of animal waste and guidance for
Its proper disposal

*  Hygienic:management of waste water

s  Cnsure source reduction and vector sonirol
measures in and ground the house,

*  Management of drinking water sources

* Rain water harvesting and well- water
recharging

* Efforts to decrease indoor air pollution-
use of chimney/smokeless chulha/ avoiding
cigarette smoking/avoiding burning of
waste materials

*  Ensure adequate ventilation and lighting
inside the house

* Encourage the practice of non NCD diet
pattern and promote kitchen farmina.

* Promote healthy velations between family
members

* Environmental modification and protective
mechanisms to prevent domestic accidents/
Injuries

* Physical activity promotion for family
mermber

* No tobacce, Non-zlcoholic and nen-
subsiance above envirenment

* Ensure that the family is registered
for eligible health insurance schemes
like RSBY/CHIS and making effective
utifisation of the same and other health
insurance schemes.

lll.Ward and
Panchayat packages

The health care packages for wards and
panchayat should cater to the needs of
the community. These include provision of
safe drinking water, solid and liguid waste
management and creating recreational
facllities and open spaces for people for
physical exercise. The ward health sanitation
and nutrition committees and Arogyasena,
led by an eslected representative of the
locality and hedith department officials will
arrange health care services at the ward-
level. B&—nrdinating the activities with the
interventions of Haritha Keralam WMisslen
is also very significant in this regard.
Some examples of the ward-level packages
are given below:

* Making provision for proper wasie disposal
in houses and forming self-help groups/
Kudumbasree groups who will collect
non-bicdearadable waste from houses and
providing support ta form self help aroups/
Kudumbashree and enabling them for
collection of non-biodegradahble wastes.

¢ Coordination with Aariculiure department
for supply of seeds for kitchen garden

*  Making provision for playgrounds, parks,
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Making provision far proper waste disposal
in Houses and forming seif-help groups/
Kudumbasree groups whe will collect
non-bindegradable waste from houses and
providing support to form self help groups/
Kudumbashree and enabling them for
collection of non-bisdegradable wastes.,

Cogrdination with Agriculture department
for supply of seeds for kitchen aarden

Making provision for playgrounds, parks,
walkways and other cemmen places for
recreation, making healthy relations and
promoting a culture of physical activity

Helping organise people’'s groups for
walking or yega; making arrangements for
sports competitions at ward level.

identifying people living in low socio
economic  conditions and  initiating
social and economic support through
Kudumbashree, social security schemes;
ensuring that they are part of the ICDS or
public distributien system netwoerks

Prevention and control of domestic violence
through organized social interventions and
strengthenina the actlvities of Jaaratha
Samithies.

Anti- substance abuse campaign; ensuring
that COTEA is implemented strictly.

Helping organise senior cifizens’ groups
in the community and encouraging better
social interaction amengst them.

Provision of safe drinking water to every
househald

Ensuring reajstration and utilisation of
RSBY/CHIS & other health & social
sector and financial scheriie,
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Some examples of panchayat-level packages
are given balow:

Making provision for proper disposal of
waste; arranging proper management
of ner-biodegradable waste, To
coordinate with Haritha Keralam Mission
interventions.

Manaaing biodegradable waste:
Coordination with  agriculture  and
vetarinary departments t© provide seseds
and saplings for kitchen garden, pig sty
etc; support for establishing composting.

Create space for exercise, cycling tracks,
walkways, playarounds, swimming pools,
eic for promoting physical activity
Avallable spaces like school compounds
can alse be utilised for the purpeose durina
the schoals’non-working hours .

Conduct campaigns against substance
abuse with the help of Arogyasena,
Kudumbashres workers, Police and Excise
departments, and community-based
praanizations.

'Estahlfsh'mg commaon places: library,
walkways, office for self help groups.

Judicious utilization of idle buildings
as venues for sub centres, senior citizen
gathering places, vocational training
points, health clubs =ic.

Promote soclal farming and kitchen
farming and also utilization of unused land
for agricultural purposes thereby creating
an opportunity for physical activity.

Ensure good and potable water supply
ta all; promotz water conservation and
protection of water sources and promote
protection and |udicious utilization of
water resources.



Prepare a plan of action for protection of
destitute

Meobilize funds for their care by involving
NGOs and CSR wherever paossible,

Prepare a plan er protocal addressing
issues of water usage, waste disposal;
ensuring that the green protocol is not
viclated during mass aatherinds or
fastivals or marriages by intimating the
LSG and FHC well ahead.

Keep @ registry of animal and bird
farms and prepare a plan/protocel for
their maintenance, waste disposal and
monitoring.

Prepare a protocal for slaughter houses
and market places. Issues of proper
disposal of solid waste and waste water
and regular health check up ef animals to
be addressed.

Registration of all food vending areas.

Vigitance to be maintained regarding
waorkplace hyglene, health and hygiene of
those engaged in food production, use of
safe water.

Establish collection and distribution
centres for local agricultural produce

Preparation of a Panchayat-level plan for
disaster management.

Preparation of a registry of RTAs and
development of a plan for preventing road
traffic acciderits,

Preparation of Panchayat-level blood
donors’ Torum and organ donors’ forum.

Preparation of an outbreak management
plan and strengthening of rapid response
ieam.

Makl'ng available adeguate transportation
to health facilities within and outside the
Panchayat in case of emergencies.

Address the issue ¢f NCDs and maintain
a plan for promoting & health culture and
awareness amona the community threugh
homestead farming, walkers groups efc

Address the problem of substance abuse
by creating community awareness on
the Issue and by creating eounseling and
support groups.

Address the jssue of domestic viclence
against women, neglect of the eilderly,
child abuse ez,

Ensure the enforcement of public health
laws to protect the rights of peaple.
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Chapter 5
IMPLEMENTATION AND
OPERATIONALISATION

epartment of Health Services s
D responsible  for  implementation of

Family Health Centres. The concept
and activities for transforming PHCs to FHCs
have been devised by experts from Department
of Health services and Medical Education.
The activities are beina Implementad with the
support of NHM and LSGIL Kerala Medical
Service Corporation Limited will ensure the
avallability of medicines and squipments in
Family Health Centres. Departments like
Soclal justice, Women and child development,
Education, Tribal health, Agriculture, Anima!
Hushdndry eic have 1o be Integrated for
proper implementation of FHCs. Traininas for
L3EI representatives are: being conducted in
collaboration with Kerala Institute of local
Administration.

Activities for implementation of FHCs
* [mprovemsnt of basic infrastruciure
* Improvement of HR

* Skill based trainings for all categories of
staff

* Defining roles and responsibilities of dif-
ferent category staff

* Definina services and responsibility map-
ping for service delivery

» Ztrengthening the Sub centres and Ward
Health MNutrition and Sanitation Commnit-
teps

» Geveloping a team of health velunteers for
Integrating activities atTield level




Improvement of basic
infrastructure

When PHCs are being transformed lrito
FHCs, a major change is going to happéen
in the basic infrastructure. All FHCs are
going t© be standardised with peopie friendly
infrastructure, facilities and eguipments.

Transforming PHCs to FHCs

Essentially FHC is the panchayath level
institutien to provide comprehensive primary
care comprissing health promotion, preventlon,
curative, rehabilitative & palllative care
service.

The service delivery from different levels of
carenamely Anganwadi, Subcentresand Family
health centres are undergoing tranformation.
Different steps for iImplementing these changes
are as follows.

1. Equipping Institutions to function as
FHCs

2. Service operationallzation at FHC
transformation, initiation and
sustenance of service dellvery

3. Strengthening the subcentres

4. Implentation of Ward and Panchayat
level packages

1L.Equipping institutions to function as
FHCs

The Local Self Government must take the
leadership rale in transforming the PHC into
FHC in & phased manner.

This should start with a gap analysis
study, to identify the shortfalls in the current
infrastructure and service delivery issues in
the PHC. The LSG can assign this task to a
warking group, which includes the hospital
management commitize and the panchayat
Aardram Mission committee. The LSGs can

then plan projects to address these issues in
the order of priority by mobllising resources
from all possible quarters, such as the MP/
MLA/NHM funds.

The infrastruciure development and
equipment should meet the standards specified
Ihthe &0. The HMEC should monitor aind ensure
that the transformation goes as per plan, in a
susiainable manner

2.Service operationalization at FHC

The FHC is'a novel concept and its success
is dependent on how the service providers can
transform themselves to deliver the level and
quality of services that is expected of an FHC.
Not just the quality of care, but the hospitality
of the staff, cleanliness, comprehensiveness of
care, mode of service delivery, implementation,
menitering and evaluation should all undergo
this transformation.

Capacity building of service providers
through organised training programmes
would be the first step In kicking off the
implementation process.

3.Strengthening of Sub Centres

As far as possible a Sub-centre should
have its own building at a |location with easy
access o population. The whale Infrastructure
should be people friendly with sufficient space
for outpatient care including immunization,
antenatal/postnatal care and other clinics,
adequate space for display of communication
materials of health messages, Includina audic
visual aids and appropriate community space
forwellness activities, including the practice of
Yoga and physical exercises. Tablets provided
to the field staff as part of eHealth will serve
a range of functlons such as population
enumeration and empanelment, record
delivery of services, enable guality follow up,
facilitate referral/continuity of care and create
an updated individual, family health register,
and generate reporis vequired for monitoring
at higher levels. Being health and weliness
centres, ‘each subcentre should function in
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close-coordination with their respective Local
Self Governments 1o analyse the health needs
of the population and prevalling risk factors
in its catchment area and to provide services
accordingly. Local Seli Governments have
significant role in improving the infrastructure
and service provision of the subcentres
through eommunity mobilization, convergence
of different departments and interventions on
social and environmentzl determinants.

4 Implentation of Ward and Panchayat
level paclkages

Field-level services will be provided
by Junlor Public Health Nurse (JFHN),
Junior Health Inspector(dHI), Accredited
Socigl Heszlth Activist{ASHA) and  the
Anganwadi worksr (AWW), with the help of
the Arogyasena: The JHI and the JFHN will
lead the field-level activities at the sub centre-
level, supervised by the Hi and the PHN. The
ASHA and the Arogyasena will be the link
between the health system and the general
public, taking care of health service delivery
and its utllisation.

The 20-day block system will be the basis
of all field-level activities. The ASHAs In
each locality will Tocus on identifying houses
which may have some important health issues
that need to be addressed (priority houses),
and alerting the field worker concerned
immediately so that it is addressed without
delay. The ASHAs will be alded In this exercise
by the Arogyasena. The LSGs will guide
the Arogyasena and the health workers in
carrying out all the advocacy and community
mobilisation needed for organising NCD
prevention and communicable disease control
activities.

The JPHN/JHI will convehe weeldy review
meetings with all the field staff, including the
AWW, ASHA and CHV. The mestings will
discuss

* Handing over responsibilities in the
ahszence of 2 mamber.
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* Sharing of responsibilities if and when
required.

* The healthcare services and activities
provided.

¢ The future health requirements of the
poputation

¢ Other issues that require special
attention

The ward-level packages will deliver the
services required for Institutions like hostals,
schools, offices and other work places in every
ward, Different service packages will have to
be planned locally for the marainalised and
vulnerahle population — the differently abled,
orphans, the destitute, transgenders, widows,
tribal/coastal/urban slum dwellers — in sach
area. The field staff concerned should be
responsible for:

* Maintenance and monthly updating of
registers

* Identification of local leaders from
within the zforementioned groups for
facllitatina communication

* Giving special attention 1o the
vuinerable within the marginalised
population

Formation of local support groups

s Ensuring conveyarice facilities with the
help of LSG

Health care service delivery plan

The plan for health service dellvery should
be developed by the designated JPHN/JHI of
each locality, which should be supervised and
approved by the PHN/HL. The maior steps
in the operationalization of these services
include:

* Updating the family health register

* Developing individual heaith care service
delivery plan

- Developing family health care service




detivery plan

* [dentification of the priority househaold/ar-
2as

* Developing Community-level health care
service delivery plan

1. Ward-level servics delivery
2. Fanchayat-level service delivery

INDIVIDUAL HEALTH CARE
DELIVERY PLAN

FAMLIY HEALTH SERVICE
DELIVERY PLAN

COMMUNITY HEALTH SERVICE
DELIVERY PLAN

Fig. 2

STEP 1 : Family Health Register Updation

The family healih register maintained
in FHCs should contain the name, age,
gender; education, occupation, income and
seif-reported ailments of every member in
families. The reaister should be updated by
field staff annually, during January-February,
ahd then periodically as they gb on house
visits, The e health platform may be used
for the purpose. Variables listed in e-Health
data base Include demoaraphic detsils,
medical history, behavioural
anthropometry, blood sugar, blood pressure,
enviranmental parameters of the housshold
(social determinants), occupational details
anhd gther relevant detalls,

risk factors;

This register needs to be updated to include
the following:-

1. Risk behavigr of Individuals - alecoholism,
tobacco chewing, smoking, inadequate
physical activities.

2. Self reported Morbidities - those diseases

which are already diaanesed In an individ-
ual and are being managed, including Dia-
betes, hypartension, TE, CAD/CVA, COPD/
Bronchial asthma, Mental illness, disabili-
ties, under nutrition and over nutrition

3. Physiclogical states —antenatal, postnatal
and lactating mothers.

Analysis of the family health register will
provide the following details:-

* The burden of & particular disease in the
population

* The commen diseases prevailing in'a par-
ticular areg

* Specific health needs of the population.

* The special groups for the raspective ser-
vice packages.

* Health status of the community

STEP 2 : lindividual Health Care Service
Delivery Plan

1.Preparation of individual health care
delivery plan

* This essentiglly Include Individual lev-
el health promotion, prevention, curative
care, rehabilitative and palliative interven-
tion and services.

* The health requirements of an indlvidual
can be identified by collating the data from
the family health register. Any additional
data required can be collected with the help
of ASHA/AWW/CHVY Individual health
care plans shall be tailor-made to suit each
and every person.

* Each individual package js designed ac-

cording to the age, special needs and the
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diseases the person may have:

* Fareqg: A &0 yr old alesholic diabetic male
will be provided with service packages
which deal with diabetes and iis manage-
ment, substance abuse and geriatric Issues
of the person.

* The service packages are already defined
to cater to the common heaith problems of
the community according to the principles
of FHG

* Rare needs of a particular population (eg-
thalassemnia, sickle cell anaemia, multl-
ple sclerosis, epilepsy, haemaphilla) which
are not addressed in the service packages,
will be defined locally and dealt with accor
dingly

STEP 3: Family Health Care Service
Delivery

* Family heaith care service delivery s in-
tended to meetthe health care requirements
of an entire family, with special attention
to the individual nesds of every member.
It also includes the services required for
improving the soclal determinants of health
proper housing, safe water supply, sanita-
tion, waste management, rmeans of liveli-
hood and accessibllity to heaith care ser-
vices Individuzl service delivery plan should
be formulated as explained above, for sach
family member

* For eg if there are 5 members in a family,
namely A, B, G, D & E.

* A is an elderly male with history of diabe-
tes mellitus and is undergoing treatment for
the same.

*B js his wife 55yrs of age without any
ce-moerbidities

* C istheir son who |s a differently abled per-
son.

* [ is the wife of Cwho is pregnant
* Eis C and D’s five-year-ald san

s Indlvidual service delivery plan for each of
the persons will be as follows
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N]iTsiﬁf Service Delivery Packages

A Elderly = diabetic

B Apparently healthy woman
(18-60 years)

C Apparently healthy man
(18-60 years) + Care to differ-
ently abled

D Apparently healthy woman
(18-60 years) + Antenatal care

E Children (1 to 5 years)

Along with these services based on the
health retated soclal determinants as per the
need of the famlly

Family Health care service package for
the above mentloned family = Servicesio A
+ B+ C+ U + E + related social determi-
rants as per the need of the family

STEP 4 : ldentification of Prierity
Households/Areas

Assume that each Panchayat has got a
population of around 30,000, Tt Is expected
that there will be 5 JPHN and 3 JHI.
Tegether, there will be eight field level health
workers. In addition, there will be around 25-
30 AWW and ASHAs each, The total number
of families will be around 8000. That means
there are 300G/8 = 100¢ households per
health worker. If we divide 1060 households
into 20-day blocks; each day block will have
50 households. 1t is assumed that one health
waorker will visit 15-20 households per day to
provide defined services, Tne rest of the 30-
35 households will be visited/co-ordinated
by ASHA, AWW &nd CHV, depending on
the health situation. & health worker will be
visiting the priority houssholds. Prioritisation
of the households/areas should be hased on the
following:-

1. Houses reported with communicahble
diseases and those requiring fellow up
according to IDSF




2. Households with patients under RNTCP
treatment.

3. Houses with older persons.

4. Houses with bedridden patients,
patients suffering from NCDs, cancer,
CKD, liver diseases, differently zbled
and mentzal ilinzss (for those who solicit
servicel.

5. Houses requiring RCH/family welfare
services— artenatal, under-fives, newly
married couples.

The field workers should: visit the priority
areas in each of their day blocks. They should
enquire about any emerging public health
Issues in the locallty or Institutlons, The
priority areas are |isted below:-

1. Areas under surveillance of WHSNC
for control of epidemics

2. Areas with high maosquito density

3. Colonies, slums, areas inhabited by SC/
ST/migrant workers

4. BUDS schools/anganwadis/schools

5. Correctlon  homes/juvenile  homes/
children’s homesforphanagesiold age
haomes.

6. Areas where public antagonist activities

takes placs

7. Sewage treatment plants, water
treatment plants, public toflets

8. Ward sevakendram if any, present in

the area

STEP 5: Community Health Care Delivery
Plan

Community-level services will he
delivered at two levels, namely ward-level and
Panchayat-level, for the gase of administration

1.Ward-level service delivery

The soclal deteriminarnts of health and the

requirement of health care servicesin award is
easily revealed once the Individual and family

health care service delivery plan is chalked

out. The WHSNC, along with the JFHN, JHI,
ASHA, AWW, Kudumbasree, Arogyasena
volunteer can then identify the services that
need to be provided and work out the warg-
level service delivery strategy. The HMC,
ADS/CDS, Jagrata samiti, ODorukoottam and
local NGQOs toc have their roles In delivering
the services.

Z.Panchayat-level service delivery

Once the health requirements and
service delivery plans of zll wards have been
chalked out, the LSGs can easily map the
panchayat-level health needs and a matching
service dellvery plen, The focus, while
preparing the panchayat-level service delivery
plan, should be on those servicesthatcan enly
be provided across the panchayat. Eqg: creating
open spaces for play grounds or setting up
facilities for waste management

Improvement of HR

Additional human rescurces are essential
for the proper functioning of FHCs as the
outpatient timings are being extended {ill
Gpm., There will be minimum of 3 Medical
Officers, 4 Nurses, one Labtechnician and 1-2
Pharmacists jn an FHC along with the other
supportina staff.

Training

Providing comprehensive and continuous
training for all category staff is the pelicy of
the government in the context of the mission
to ensure guality of service delivery. To
achieve this, thorough planning well ahead of
the training is required. Some of the training
has to be conducted at staie level and some
at district level. In general objective of each
training program includes
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» Continuing education and updation of
knowledge

* Technical skill development
* Soft skill development

To attaln the above said objectives trainings
are designed in three domains viz. .concept
based training, technical skill trainina and
training for soft skill development. The
training curriculum is designed in such a way
as to effectlvely incorporate all the desired
elements. District leve! training centres have
already been identified to conduct hands
on training for Medical Officers, Nursas
and other paramedical st@aff. District level
Skill labs will be set up attached to all the

district level training centres. Since LSG

representatives and officlals are also beina
trained, a liaison with the Kerala Institute
of Local Administration Is established for
conduct of trainings.

Skill development training for Nurses

Skill development training for Nurses is
a key area being addressed in the context of
transformation of Primary Health Centres to
Family Health and Wellness Centres. In the
wake of Aardram mission, the staff nurses
have glorified roles to perform. The technical
and soft skills of the staff nurses have to be
improved to execute the new reles in FHCs
Including pre-check and post check counseling,
provision of outreach institutionzl services,
conduct of SWAAS and ASWAASAM clinics.
Trainlng will be provided 1o Improve the
communication skills of the nurses to ensure
people friendly atmasphere in the FHCs.

Preparation of manuals and handbooks

* Training manuals and handbooks for dif-
ferent category of staff has been developed
with the help of experts in the concerned
area.

* A comprehensive Primary Health Care

guideline has been developad for Medical
officers 1o provide comprehensive manage-
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ment of eommon conditions at Brimary lev-
el

» Handbooks for preparing LSGI projects
based on Heaith Status Report (HSR) for
Grama, Block and District Panchayats.

Defining roles and
responsibilities

Roles and raspansibilities of different category
of staff in the context of FHCs have been
developed by experts in the concerned field in
consultation with stakehelders and employee
associations and Government orders have
been Issued.




Chapter 6

ROLE OF LSG IN FAMILY HEALTH CENTRES

attain the Sustainable Development

Goals cannot be stressed enough,
Health should be at the centre of each and
gvery development plan that LSGs come up
with, If it is to go forward with this mission.

The role of LSGs in helping the Siate

Ldentifyina issues which could potentially
affect or influence health care delivery and
utllisation of services and setting specific
targets for the Panchayats to focus on would
be the first step. There is an urgent need to
step back from the current focus which is
entirely on curative care and to re-align the
service delivery in such a way that preventive
and promotive care geis more attention.
While the palliative care movement has
taken roots across the State and services
are being offared in many ptacss, the gquality
of care offered leaves much to be desired.
The concept of rehabilitative care continues
to be alien in the State and services are
woefully inadeguate. This Is one area where
the Panchayats will have to invest in much
Innovation and planning.

The staff in the Department of Health
Services should take up the advocacy work and
engage the elected representatives to promote
health and development prajects [n the Annual
plan. They should also lend their expertise
1o help the elected reprasentatives identify
potential and viable projects, draw up the
nroject planand Implement iteffectively. Local
self governments should alse be encouraged to
take the lead in all aspects of planning, funding
and implemsntation of projects as well as the
maintenance, monitoring and evaluation of
FHOs. Improvement in the general health and
well being of the community will bring down

morbidities as well as the expenditure on
medical care which in turn can be channeled
back Into health promotional activities.

The LSGI has dual role asa steward and as a
provider In the management of Family Health
Centres.

As a Steward

L]
Identifying the Health Problems
Identifying the health issues in the regien
and develaping an annual health statiis report
with the help of the working group has to be
an important activity that all LSGs nead to
perfaorm. Apart from data collection through
secondary sources, they can alse rely on the
huge repository of data which will be avallable
at all FHCs as electronic medical records of
the entire population. LSGs need to ensure
that the data registers at the FHCs are always
up-to-date so that it is a:clear indicator of the
current status of health of the population, The
data will help LSGs focus on the immediate
health issues in the region and {o prioritise
these when preparing the annual health status
report. LSGs should move ahead by setting
specific targets In health sector, which are In
sync with the State’s set SOG goals.

« Identifving vulnerable subaroups

Universal care and equitable service
provision sholld be the quiding principle of
every FHE. Identification of marginalised or
vuinerable sub groups in the community and
ensuring that they are not excluded from the
provision of services by FHCs should be the
resporsibility of LSGs, An analysis of the
health data under esach FHC, with the help
of health workers, should help LSGs identify
these special groups who are often left bahind
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when it comes to accessing or utilising health
care services.

The marginalised or vulnsrable groups
could include migrant werkers, the destitute,
single person households (usually the elderly],
the homeless, children not under the protection
of adults {strest children), sex workers and
the LGBT ecommunity. LSGs should devise
suitable strategles to reach out to them and
incerporate them into the health plan.

+ Addressing social determinants of
health

The social determinants of health, including
safe drinking water, sanitation, environmertal
cleanliness and scientific waste disposal,
empowerment of women and gender equity,
elimination of poverty, which are crucial to
the health outcomes of a population, has 1o be
at the top of the agenda of LSGs. Programs
io address the issues and concerns in thess
sectars, with the active invelvement of other
departments |ike education, agriculture,
social  justice, velerinary services; rural
development, tribal welfare and fisheries
should figure In the Flan programs of
L3Gs under the decentralised people’s plan
programme. The FHCs too have a role to play
in planning these prajects which can have a
[ong-term impact on health. & chunk of the
initiatives that need to be put in place as part
of health promotion activities falls outside
the ambit of the Hezalth department and these
will have to be facilitated by the L5Gs. Thess
Include creating open public spaces or opening
up school playgrounds for people to walk or
exercise, creating fitness or yoga groups;
grganic farmina groups, creating recreational
arsa for childran and the like.

related Acts

The implementation of the provisions of
Public: Health Act is another area where LSGs
need to be alert COTPA, Protection of Women
from Domestic viclence Act, POCSO Act are
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some other health related areas LEGs has a
role.

As a Provider

LSGs will have to address the Tollowing
concerns when it comes to the provision of
services through the Family Health Centres

*  Provision of health services through
FHCs as per the norms, utilising
avallable resources

* Improvement of healthcare service
utillsatlon by providing betier hezith
infrastructure and timely maintenance
of facilities.

* Provision of additional human

resources, as and when reguired

* Agdeguate resource gllocation for

preventive, promotive, curative,
palliative and rehabilitative health
care.

* Uninterrupted supply of medicines, lab
reagents and eguipment

* Conveyance facilities for field, outreach
and referral services

* Development of sub centres as nodal
points for preventive and promotive
healthcare activities

* Ensurinag effective fuctioning of ward

level health and sanitation commitiee.

. £ tization.

The LSGs should also act as instruments
in developing a health culture among people
that empowers them 1o be the custodians of
their own health. Ensuring the partnership as
well as participation of the community should
be the responsibility of LSGs and has to be
ensured In all activities of FHCs. The local
government’s invelverment should be sought in
the management of FHCs and also in setting
up an “Arogyssena’ In every panchayat. All
existing soclal networks like Ayal Sabha,
GramaSabha, Ayalkkoottam, Ward Heaalth
Sanitation and Nutritien Committees,




Kudumbasres, L5 HA, Anganwadis,
Ocrukeottam, farming groups, Arts and sports
clubs, residential associations, Self Help
Groups 2tc should be made use of in building
bridges with the community and implementing
health activities at the grassroets. Social
monitoring and auditihg should be brought In
to improve the guality of service and to bring
in accourtability at all levels. Community
partnership and participation In various heaith
programmes are essential for promoting health
and well being of any community especially
in the comtext of |ifestyle modification and
convergence.

{Arogyasena)

Aardram Mission envisages the constitution
gf community health voluntser teams named
“Arogyasena®, who will work with and counsel
the community, to encourage svery individual
to take charge of one’s own health and thus
the overall health of the community. LSGs
should constitute Aroayasenas, of at least 500
community health volunieers each for every
panchayat, which is approximately ong CHV
for every 20 to 50 househalds. Any Interesiad
individual, who' has & vision :of a healthy
community and their own role in building it,
can be part of the Arpgyasena. The health staff
in FHCs or the Ayalkoottams or grama sabhas
can aid the LSGs in identifying members
of the Arogyasena. The ward development
commitiee or the WHSNC can overses the
Arogyasena’s functioning at the ward-level and
the Panchayat Aardam Mission committee at
Panchayat-level.

Arogyasenz should be tradlned
following aspects.

in  the

1. Right-based approach to health
2. Social responsibility of Individuals

3. Communicable disease- reporting and
control

4. Non communicable disease including

mental health

5. Reproductive, child and adolescent
health

&. Substance abuse
7. Palliative and rehabllitative care

8. Interventions in Improving the scdal
determinants of health

9. ldentifying Issuées regarding waste

disposal and providing guldance

10. Social security schemes and insurarce

schemes including the RSBY/CHIS

11.S5ervices delivered
department

by the Hezalth

12.Public health laws includina laws for
the protection of womean and children

13.Services to geriatric, marginalised and

other vulnerable group

14. Local health research, Health education
and Docurmentation.

15. Disaster preparedness and management,
first aid, basic life support, accidents
-and injuries.

* Empowering individuals through local
qroups

There is & lot of stress on behavioural
change communication if peositive changes
are to be brought in areas like proper waste
management, good dietary hablts, water
literacy, environmental <leanliness and
physical activity fo develop a health culture in
the community. This should be a joint activity
that the L5Gs should take up, with the help of
Arogyasena and other local community groups
like Avalkogtiams, Kudumbasres, ward-level
jagratha samithis and ather voluntary aroups.

* Mobilisation of Resources

LSGs are responsible for facilitating the
smocth and effective functioning of FHCs
by providing the right infrastructure, human
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resgurces:and logistics. Resource crunch could
be an issue faced by |LSGs when it comes to
the implementation of heaith plans and hence,
resource mobilisation is an area where some
innovation might be required. Apart from
the funds and human resources provided
by the local self governing bodies, various
Government agencles  and the allocated
funds from the State & Central Government
programs. An effort should be made to moblljse
external funds from NGOs, private institutions
gr clubs by way of sponsership or by tapping
fnte the corporate social responsibility {CSR)
funds of companies or firms. Contributions as
human rescurces ar in kKind — as eguipment
purchase or creating amenities in healthcare
Institutions may alse be mobilised.

As a Converging body

LSEs should assume the |zadership role
to achieve inter-sectorzl coordination when
it comes to projects where convergence is
important. They should alse explore new
ways in which convergence can be achieved
as far as resource mabilisation and preject
implementation is concerned. Central and
State-sponsored health programmes aside, the
development initlatives under other agencies,
social sectors and departments can also be
tweaked so that the focus is an achleving
specific health cutcomes.

As institutions delivering health care
services for the local self government
(LSG) bedies, the FHCs have its tasks cut
out. Implementation of the Comprehensive
Primary Hezlth Care Programme of LSGs
fs one such task, which will see the FHCs
werking in close coordination with various
social sectors, Including Social Justice,
Education, Agriculture, Water supply and SC/
ST Development

The service delivery teams at FHTs should
waork at creating an environment conducive
to heaith promotion and disease prevention
and ensure that health care i5 always on
the agenda of LSG bodies, The LSGs on
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the other hand, should be mindful that the
social sectors are working In fandem with
the Health department towards achieving
the defined SDG health goals, Strengthening
existing social structures like Ayal sabha,
Ward sabha, Gramasabha , Kudumbasres
and working with local NGOs and other
community organisations can help the LSGs
address the social determinanits of health
effectively. Convergence of on-gaing initiatives
of the Government such as Harithakeralam,
LIFE and “Pothuvidyabhyasa Samrakshana
Yagnam"at the LSG-leve! is also cruclal to
meeting the health goals

Fig 3 : Convergence
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Chapter 7
MONITORING AND EVALUATION

onitoring and svaluation iz crucial
I\/] to any program to ensure that a

project is an track and that It delivers
the expected output on time. It has to be
an exerciss in bullding transparsncey and
accountability into the program and not a
fault-finding exercise. Multi-level monitoring,
at the administrative level and measuring
the social impact, is necessary 10 keep the
pregram in the right track.

The ward-level health and sanitation
committees will monitor activities at the
ward-level while the sub centre management
committee will perform a similar exercise
at the  sub-centre-level. The functioning of
FHCs will be monitored and evaluated by
the hospital management committee and the
panchayat commitiee.

The panchayat-level Aardram Mission
commitiee, which includes all elected
represertatives of the LSG and the heads of
all institutions under the LSG, will meet every
month to assessand evaluate the health-relatad
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activities in the panchayat. A monitoring
framework, including indicators, the process
and periadicity of data collection, analysis and
reports has to be developed for FHCs.

L 5Gs will alss conduct a social audit into
all the health programs being implemented,
to be executed by a group with wide spdal
representation, as part of its commitment to
maintaining accountabllity and transparency
at all fevels.

Monitoring Committees

Each LSG should constituie menitoring
committees at the following levels

1. Anganwadi level
2. Ward level
3. Sub-center level
4. FHC-level

5. Panchayat-level




Theefficiency and effectiveness.of all health
service dellvery packages should be monitorsd
and evaluated by the corresponding manitoring
committess in‘addition to the routine technical
moenitoring by BMO and block MO, Unbiased
menitoring and evaluation would be possible if
the manitoring committees are independent of
the package delivery system.

The monitoring committzes should follow
-a standard proforma developed by 5tate-level
experts which includes inplit, process, output,
outcome and impact indicators. The technical
and general components of monitoring should
be specified separately in the proforma. The
moenitoring indicators mentioned below should
be considersd as a general guideline. Any
additional indicator shall be added as per the
arsa-specific Issues.

Ward Level

The Ward Health Sanitation Nutrition
Committee should convene every month and
assess the fallowing

1. Communicable disegses reported per
maornth

2. Actignstaken Intackling communicable
discases

3. Non communicable d|seases, substance
abuse; mental health

4. Palligtive and rehabilitative care

5. ldentifying dangerous situations llks
wild animal attackstrees suddenly
aetting uprocted efc

6. Waste management
7. Nutritional issues

8. Immunization camps
3, Festivals and Tairs.

10, Brinking water, communicable disease-
reporting and control

11. Repreductive, child and adolescent
health

12.Interventions in improving the social
determinants of health

13.5o0clal security schemes, Incluting
RSEBY/CHS registration and utilisation

14, 5ervices delivered by the health
department

15. Public health laws Including Women
and child protection laws

16. Health statusof geriatric, marginalized
and ather vulnerable group

17. Local health research, Health education
and decumentation.

18. Disaster preparedness and management,
first aid, basic life support, accidents
and injuries

The concerned fieid staff will prepare these

reports with the help of health velunteers and

ASHA from the available data locally and will
moniter it in specified periods.

Sub-Centre-Level

The sub-centre management committee
shall be reconstituted with Ayalsabha,
Arpgyasena members e, 1o mionitor the
following activities

1. Sub-centre infrastructure issues

2. Numberofimmunization campaigns and
the number of children unimmunized

3. IEC activities conducted

4, Communicable dissase survellience and
preventive measures

5. Communicable diseases reported at the
sub-centre level and the actions taken
o prevent its spread

&. Commurity based health promotion and
preventive measures for NCD

7. Number of clinics of sach category
conducted at the sub-centre , the number
of patients attending each clinic and
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feedback from clients

8. Avallability of NCD drugs and reported
compliance

. Falliative-and rehabilitative care
10. Mutritional issues

11.Fuctional activities and review of
implementation of field level public
heaith proaram Including Anganwadi

based activities
FHC- Level
The hospital management commitiee

should monitor the infrastructure and the
availability and acceptability of services at
the FHCs every month.

1. \Whether the Infrastructurs s In tune
with the s=t standards for FHCs

Z. Whether the required lab facllities,
equipment and consumables are
avallehle at FHCs

3. Whether human resources has been
made available as per norms

4. Feedback frem patients who have
avalled various services at the FHCs

5. Functioning of special clinics at FHCs

&. Prevalence of Commiunicable

diseases

7. Non communicable disease clinles and
services

. Mental health program

9. Immunization sarvices

10. Palliative and rehabllitative care

11. Geriatric care and care for disabilities

12. Field work schedules and availability of
supervisory staff are available

13, Propartion of field work and supervisory
visits completed
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14.1EC activities

15. Institutions under the LS6 — schools,
hostels, factories, old age homes—
which have been visited

16. Staff welfare

17.Functlonal statis of subcentres and
gther field |eve! programme.

Panchayat Level

Every month, ona fixed day, the panchayat-
level Aardram Mission commitiee will review
all the monitoring reports and suggest
remedial action whebrever reguired. The action
taken will be evaluated at the nexi meeting.
All aspects of FHCs should be monitored
and corrective steps taken, by the panchayat
committes and the health standing committee.

The functioning of FHCs should be planned,
implemented, monitored and evaluated by
the committees at the State, District and
Panchayat-level. FHCs should be very
proactive about the health requirements of the
familles. It has been assigned and the services
offered should be revised and tweaked according
to the chanaihg health needs. Uninterrupted
supply of drugs, lab reagents and chemicals
and provision of additional human resources
and conveyance facilities are to be ensured
hy LS&s. The functiening ef FHCs should be
planned, ensure implementaiion, monitored
and evaluated by the committess at the State,
District and Panchayat-level.




