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INTRODUCTION

1. PROFILE OF TRIBAL AREAS !

Andhra Pradesh has a relatively high concentration of tribal population
(41.99 lakhs) with about 33 Scheduled Tribes. They constitute about 6.31% to
the total population of Andhra Pradesh. Of these more than 50% live in a
contiguous belt of inaccessible, hilly forest areas extending from Adilabad
district in North Telangana to Srikakulam District in North Coastal Andhra.
The largest concentrations of tribal population is in Khammam District, followed
by Adilabad and Vishakapatnam. Vast tracts of these areas are inaccessible,
especially in the rainy season, which is also the time when the populaticn is
most susceptible to many illnesses like gastro—enteritis and malaria which need

medical atte ntion.

Tribals now oCCUpy the more remote and mountainous areas and are
characterised by small, close-knit communities. Most of them live in single

tribal villages and there is little social stratification. They have a lifestyle
with little or no concept of planning, money management and savings and live

in what is predominantly a subsistence economy.

Tribals fare badly when compared to the rest of society on health indicators
(See Table) such as life expectancy, infant mortality, crude death rate, under
five mortality, maternal mortality, population growth rate, ante-natal care for
pregnant women, immunisation coverage and births attended by trained staff.
They also fare poorly in comparison on general indicators which have a bearing
on their health status Jike income levels, food security and nutritional status,

literacy and education, drinking water and sanitation, housing, roads and

communication network.
B. PRESENT SITUATION :

A study of the health infrastructure and staffing in the tribal areas
revealed that :

* Though numerous PHC's have been established they are facing
many problems. Infrastructure like buildings (quality), electricity,
water, toilets, transport are lacking in a significant number of cases.
The PHC's also lack facilities like a lab., cold storage, supply of
essential drugs, operation theatre and labour room.



A further problem which needs to be addressed is the reluctance of staff
to work in tribal areas duc to their remoleness, inaccessibility and lack of
O »

facilities.

*  Living conditions in many of the locations do not seem to be

conducive to the staff posted there and it is an open secret that

in many PHC’s the staff, including the Medical Officer,

do not stay
in their place of posting. The position in the sub-centres is the

same.

The combination of the lack of medical facilities at these centres and the
absence of the concerned staff has led to a situation of near non-

functionality
of the Government health care system,

This hag been clearly

brought out
during the PRAs conducted during 1995 op the Perception

s of people in the
tribal areas about the health delivery systen,

C. HEALTH CARE POLICY :

Health planning in the state of Andhra Pradesh ig guided by the policy
of Government of India, which is committeq tq attaining tpe goal of 'Health
for All’ by the year 2000 AD through the Primary healtp, ¢are approach. The
Government is concentrating its efforts op the development of a rural .health
infrastructure so as to provide health cape Services to about 80% of th sl
population which, by and large have beep neglecteq, There are o e ru' .

guidelines for the organisation of health care in the trib o specific

al are
they form part of the general policy, as, except where

The rural primary health care delivery system b
G . een
strengthened based on the principle of Minimum Needs Approas developed and
health infrastructure has been createq on popyl 8¢h. Rurg) pPrimary

E.tiOn nor
m .
on a three-tier system of sub-centres, Primary 8 and is founded

ealth cent
health centres. For delivery of health and fap: Tes and ¢q

mi] mmunity

i th tion of th y Y welfare Services t h

tribal population, the opera Ol the three-tjey Sysi s to the
em i

standards. S baseq on following

Sub-Centres are establisheq on the Bai
' . 8
every 3000 population ip hilly, triba] g center for
taffeq 1, areas. Each
Worker or Auxiliary Nurse Midwife [ANM] a tramed Female Health
and
Worker ;

8 traineq Male Health

sub-center is required tq be s



Primary Health Centres [PHC] are established for an average of
every 20000 population in hilly, tribal and backward areas. The
PHC is slaffed by a Medical Officer with supportive para—medical

staff ; and
Community Health Centres [CHC] are established for every four

Primary Health Centres so as to serve as & referral institution,

having & minimum of 30 beds and four gpecialists.

The delivery of health and family welfare services to the rural communities

by this three-tier system can be divided into the following components :

Maternal and Cchild Health Programme [MCH] : The care of mothers
and children is a top priority of the health care system. The major
MCH programmes are prophylaxis against nutritional anaemia and
against Vitamin A deficiency, acute respiratory infection control,
jmmunisation, and control of diarrhoeal diseases; (* what about
identification of high risk mothers and safe deliveries ?)

Major Diseases Control Programme : The control and eradication of
endemic and communicable diseases is the other area of priority
and specific programmes exist to combat malaria, filaria, leprosy,
blindness, tuberculosis, goitre, STD and AIDS.

The State Government has diligently followed the guidelines of the
Government of India and expanded its health delivery system and opened
requisite number of PHC’s and sub-centres in tribal areas, but is unable to
either maintain and operate them effectively or succeed in providing satisfactory
reproductive or general health care. There are a number of conceptual and
actical inadequacies which are contributing to this situation and a specific

pr
strategy has to be developed to improve the situation.

D. WOMEN IN DEVELOPMENT (WID) ISSUES :

The essence of tribal family health is around the health of the mother,
who is also the economic support for the family. One of the issues which can

reduce her drudgery is ensuring support for the establishment of healthy

home environment. Due to logistic reasons and lack of infrastructure, presently
the tribal women is not able to receive the medical care and attention. Only
when the medical services are closest to the door steps of the tribal households,
there will be a scope for reducing the above drudgery of the tribal women.
In AP.P.T.D.Pey it is proposed to address the Women in Development (WID).,
jssues 1n health through an integrated approach of health, education, 1EC,

CcHW scheme and referral system for needy patients.

)




IX- PRESENT SCENARIO =

A. HEALTH STATUS
Reproductive Health and Child Care

The status of tribal women is generally higher than in non-tribal societies.
Economically they are the mainstay of the tribal economy. Tribal women, in
addition to their domestic and child care duties contribute the major part of
the labour in agriculture whilst also freely accepting wage labour when

opport.unities are available. However they generally play minor part in village

decision making although they have a major influence in household affairs,

being responsible in many communities for managing household finances.

Despite the best efforts of the Government, the MCH services coverage
in the tribal areas is abysmally low as revealed from the studies conducted

in the tribal areas in 1995, through a survey of 2000 tribal mothers and also

PRA exercises conducted by teams of resource personnel.

The literacy rate amongst tribal women is 28_% and the drop out rates
amongst girls who enrol in schools is 70.38%. The average age at marriage
of the tribal women is around 14 years and the average age at the birth of
the first child is 16.8 according to the studies conducted by the TCR & TIL
This study also revealed that pregnancy wastage was more than 2.5 per married

woman and that the total marital fertility rate is around 5.25.

gtudies revealed a high incidence of protein/vitamin/caloric under nutrition
among tribal women in general and more SO in pregnant and lactating mothers.
Traditional customs like ‘korra kotha’ festival coupled with strong food taboos
regarding consumption of certain nutritious and protein rich foods are
responsible for high incidence of gross anaemia in mothers resulting in low
birth weight babies. These babies have greater vulnerability to risk of death

from common childhood illnesses.

of 1781 mothers interviewed about 1316 (73.89%) worked (both domestic
and agricultural work) until delivery and 317 (17.8%) up to eight months and
103 (5.78%) upto seven months and 45 (2.53%) less than six months. The above
data shows that the pregnant women are not taking adequate rest. Their
economic cituation warrants manual labour till advanced stages of pregnancy
and hence higher incidence of mortality and morbidity and consequential in

the fields itself. So there is a great need for provision of maternity assistance

to these women.

L



-

ived TT
%) received 1T
5 mothers only 1260 (67.921‘)-
P i hylaxies,
- n and Folic Acid prop y
.35%) Iro e
o lication and 619 (33.3
complic
(19.22%

. 934
Jar 9s
prophylaxis and on -
426 (22.96%) had ante
About -

o 119
2 Gf
ions Of the:

tra-nata] complications.

intra-n:
tors.
i NMs or Doc

dical attention either from A
ived medi
) receive

deliv
thers 1527 (82.32%) had home
Of 1855 mo

27.18%)
eries of which 415 (:51 -
. ¥
i Daie, on
trained
ined Dais ang 941 (61.62%) by un
in
were conducted by tra o "
r 1 i deliv u
tices during
Some of the Prac
i the ili
traditional way of cutting
T

- the rest
ere conducted by ANMsg
(1%) w

e T had
iV
t nded to by relatives o
at
nage by themsel es.
to ma Vv

H

irths. However)
r .

Dtage of tota)
highly significant,

Age specific Mortality rateg &Mong chj
d 49% of child deaths OCcur jp the
sroun I olds,

dren (1-14 years)
=3 .Vears a
% emPhasise

t algo for

t
indicate thaf
o

8¢ group and 64%

d for
S Not only the nee
Pre-

deaths occur among 1-6 yeq

intensive natal ang post-

. ’9-1
School chilg survis

f
r O
for 4 large numbe

re I*OduCti\-e age

ey
This 18 because th

€ this Peripg

emergency equipment S0

~ticated
Much legg sophistica
- “veh Toblemg

minor P
mortality rate (MMR) j

|
rna
BRI by desth. Brate
Whep Ccom

r Andhra Pradesh.

igure
Pareq to the Beneral fig



The major elicitable causes of maternal mortality are anaemia, e,
complicalions arising from improperly performed abortions, eclampsia,
haemorrhage (pregnancy bleeding), obstructed labour, and puerperal sepsis.
These Logether account for more than 50% of the deaths among the tribal
mothers associated with child bearing. These deaths can be prevented and

occur because tribal women have no access to minimal health care during this

period leave alone sophisticated emergency equipment.

Quite apart from these problems, women suffer from gynaecological
disorders like cervical and wvaginal infections, prolapse, and backaches, for
which medical attention is not readily available. The scope of MCH needs to

be expanded to include these concerns which are part of Reproductive Health

Care.

Even today despite the expansion of medical facilities to the rural areas
only a small percentage of deliveries take place in hospitals or are attended
by trained personnel. The greater burden of providing obstetric care continues
to be shouldered by traditional village dias, more so in tribal areas. What is
required is to train and deploy a cadre of village based community supported
tribal women development organisers who would be responsible for providing
integrated health and nutrition support to 50 - 100 families and a large number
of tribal women to function as trained birth attendants so that they are

available in every village. There is a strong case for measures to prevent
premature births, low birth weight and prenatal mortality on the one hand,

and maternal mortality on the other.

MORBIDITY :

Among adults respiratory infections (many including tuberculosis) and
fevers (including malaria) are the most common diseases, followed by alimentary
diseases (including peptic ulcer and dysentery) and various aches and pains.
These are mostly the result of infection - bacterial or parasitic ~ except that

dyspepsia and peptic ulcer could be the result of the smoking, drinking and

of irregular eating habits.

In contrast to the adults, fevers, acute respiratory infections and
gastro-enteritis (diarrhoea) are the most common diseases among children
followed by scabies and skin infections. These are essentially infections
possibly aggravated by malnutrition and lack of protected drinking water and

sanitation facilities,



MORTALITY :

Less is known aboul the causes of death than about the diseases from
a& well as enquiries indicate that
- and/or infect,ion—-associated, both

Studies conducteg among various tribals
have revealed crude death rates varying from 15

per 1,000 for Savaras, 16.5
for Konda Doras, 17.5 for Gadabas ang 19.48 for Jatapus,
higher than the averages for Andhra Prades

h which is less than 10
(9.9/1,000/year) and for India (12.6/1,000/year in 1986),

which the tribals suffer. Hospital figureg
the major causes of death are malnutrition
in the case of adults and children.

These are much

B. HEALTH SERVICE COVERAGE IN TRIBAL ARgas

The scheduled Tribe population in the State &re served by 29 Mobile
Medical Units, 120 Primary Health Centres ang 1110 sup Centres spread over
nine ITDAs. The average Population cover % sbenst 19.000 which
is within the norms for tribal area, The variatine - . covera, <5 B30
in ITDA, Eturunagaram to 25,000 iy, ITDA, Bhadl‘&Cha]am. ge )

an
average of 10 Sub Centres which Cover g Each PHC has

Population of 95
from 1150 in K.R.Puram to 4050 in Bhardacha]am. -

COVERAGE OF HEALTH SERVICES IN Apprpp AREA;

The range is

Out of 120 PHC’s in the sub
in APPTDP area serving to 4 total
project area. The populatiop cove
ITDA., to 25,096 in Bhadrachalam, ITDA . o, §
norms. Out of 891 sub centres, 509 sub Centres ape -
the population coverage ranges frop 1142 o 4052 t?Fll'l
the sub centre is more even ' The

ugh the o )
centre is within the norms, PoPulatioy, c

€r than the specified
the Project area and

8rea of operation for

OVerage of each sub
Coverage and Locatiop, of

Primary Healtp, Centreg
1.T.D.A _ POPN, PHC's cove
in La-khB Q RAGE SC,B
20000 COVERAGE

PER pye € 3000/-
S’PETA 1w
P’PURAM 1.53 i 12;(2]5 ”
PADERU 3.55 15 ot 9 66 2560
R.C.VARAM 1.74 o 193’;‘7 189 2318
K.R.PURAM 0.64 1 3 3 93 1878
B’CHALAM 7.78 31 000 56 1871
E’NAGARAM 1.25 14 25096 19 1142
UTNOOR 3.99 19 8928 o 40592
SRISAILAM 0.35 2100

ITOTAL :

1 (Separate



Coverage of Sub-Centres

1.7T.D.A ITDA AREA PHC’s COVERAGE SC’s COVERAGE
Sq.Kms Sq.Kms Sq.Kms

S'PETA 1289.32 8 161.16 41 31.44
p’PURAM 1740.98 11 158.27 66 26.37
PADERU 5904.51 15 393.63 189 31.24
R.C.VARAM 4191.65 9  465.74 93 45.07
K.R.PURAM 1006.10 4 251.53 56 17.96
B'’CHALAM 6899.92 31 222.58 192 35.93
E’NAGARAM 3122.46 14 223.03 64 48.78
UTNOOR 6138.50 19 323.07 123 49.90

TOTAL : 30293.44 111 272.91 824 36.76

Though the number of PHCs and sub-centres are within the population
norms defined by the Government of India for hilly, backward and tribal areas
there is, however, an opinion that geographical area could be a better criteria
given the low population density which makes outreach services difficult and
access to the centres a major problem for the people. This is specially true
for the Sub-centres. Though the average service area of 36 Sqg.Kms.per
sub-centre is not very large, there are many &areas with hostile terrain, lack
of roads etc. which render effective service delivery impossible. Further
there are instances where sub-centres are expected to serve far greater areas.
ive survey was conducted in 1995 of the 120 PHCs and 1110

An exhaust
gsub-centres situated in the agency areas. The survey revealed the following

situation.
Infrastructure Facilities in PHC’s
T Name No.of Hajor H.0.Quarter No Water Todlets
PHCs Repairs Abe. Reps. Power Shortage  Abs. Uns.

[—

s*pet 14 [10] 2 0 2 2 8 4 5
prpuran 18 [ 9] 3 4 6 2 1 5 4
paderu 15 [14) 5 6 7 5 11 5 8
g.C.varam 10 [ 9] 3 2 4 1 3 3 3
K.R.Pura® 41 4] 2 0 2 0 1 1 2
prchalam 32 [20] 5 23 5 6 14 16 1
§'nagaran 15 [ 5] 1 10 3 2 9 6 4
Utnodt 17 [12] 4 8 3 3 15 10 3

72 50 36

=
a
i
B

Total : 121 [83]




Figures in brackets indicate number of PHC’s which re sponded about
2 5 1 e about

state of the buildings. the

Buildings : Around 80% of the PHC' i .
B are situated iy Government buildings

nol clear how many of thesge
were constructed with the express intention of locati '
in

and 26 in privately owned ones. It is
buildings

B & PHC becausge there

is no definite pattern in the type angd design of the builg;
Hldings. Of the 120

PHC’s surveyed 25 are located in semi-pucca structureg vik
. . ' er

buildings. 67 of the PHCs have quarters for the Medica] eés 2 are thatched

staff quarters. Officer and 43 have

Of the 120 PHC’s, 89% require repairs, 40 (je,, 4 .
s |
in a dilapidated condition and need major o Ird) of the PHC’s are

A sims:
Medical Officer’s quarters and staff quarters algg — Similar Percentage of
T repairg

of the PHCs are located in places without electrica) - About 30%
Ply.

no water supply, 20% have open wells, 30% borewel]g andy 40% of them have

facility. "y 8% have a tap

1% of PHC'# are havin
Nearly 8 o g g Government accomme

it ati a
area. The remaining 19% of the PHC’s are locateq Ny tion iy, the

ate Project
centre buildings. Nearly 30% of the buildings require mg; » thatchegq oF Buk
: . . OT repg;
of them require minor repairs. Nearly 60% of PH(C'sg g -Epalrg while 70
n

Medical Officers. Nearly 23% of the PHC’s are not having tha g Uarters ¢,
e

and about 3/4 of the PHC’s are not having the watey g Ectricity ou
Ply

Pply
facility'

MCH and Other Facilities : 94 of the 120 (80%) PHCs i
Ve Bl

rev ilities for weighi i
apparatus. However facilities fo ERINg, urine, blood gpq Poe ressure

e s
Ramlnvﬁlticm

are abysmal with 6,4,2 and 5 PHC’s having the necessary ¢
Uipme
nt,

Sterilisation and MP Facilities Availgh)e

Name No.of PH Cs Smrﬂim

Tp
14 Pciliy
S’peta ———
19 —
P’puram 13
Paderu 15 10 3
R.C.Varam 10 12 3
K.R.Puram 4 8 1
B’chalam 32 4 K}
E’'nagaram 15 19 1
Utnoor 17 13 8
11 2
Total : 120
90 6
2



62% of the PHC'’s have no lahour rooms and of the 46 which have them
only 20 are properly equipped. MTP facilities, a vital component of MCH
services, are absent in 85.8% of PHC’s which is quite distressing. On the
other hand over 60% of the PHC’s have sterilisation facilities. 30 PHC’s are

reported to be conducting tubectomies and 40 vasectomies,

- Infrastructure in PHCs

Name No.of Pont Op.Ward Op.Theatre Labout Room Waiting Hall

PHCs Abs. N.Egpd. Abs, N.Eqpd. Aba. N.Egpd. Abs, N.Eqpd.

S'peta 14 8 1 B 5 5 5 5 4
Ppuran 13 6 3 5 5 8 4 7 1
Paderu 15 8 3 6 6 8 5 7 4
R.C.Varam 10 4 2 3 0 2 2 3 2
. 4 0 1 0 1 0 1 0 1
ki 32 18 5 16 6 19 3 13 u
ea i 15 4 2 8 2 9 3 1 3
(asooe 17 5 4 12 1 10 3 9 2

Total : 120 54 a4 53 -3 61 26 55 28

Refrigerators and thermocol boxes are essential parts of the cold chain
which is required for the immunisation programme. In this fegard T70% of the
PHC's have refrigerators and only 8 of them are not in working condition.

In another analysis only 28 PHC’s have working refrigerators. The position

of thermocol boxes is also good but some PHC’s complain that there is no

provision for ice. Such a scenario, seriously compromises the cold chain
facility, thus adversely affecting the immunisation programme.

About half the PHCs have an operation theatre, but half of these do not

. equipment. Facilities for post operative care are available in only 17

PHC's.

gUB CENTRES :

The situation of the sub-centres can be judged by the fact that information

Cou]d not b

out of & total o

o obtained about their status in a significant number of instances.
f 1110 sub centres supposed to be in existence, the PHC’s

reported only 962. Information could not be obtained about the situation in

sub-centre in many
n in 374 cases power supply in 639 cases, water supply 116 cases,

10

e cases. Responses were obtained about the building

conditio
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! that 2/3rd of
lysis of the responses show
iti 633 cases. An ana
toilet. conditions

i l = P]H 25 wl
1€ bkl]]d gq q ] C

d i i . On]y ﬂbOUL

j l'. ()t them dO not hllVC any LOII ts
i ar a vasl majo lty e a
supply,

r i i ining les, delivery tables etec.,
i like tables, chairs, exami tab
have furniture

though
i nd delivery kits.
had drugkits a
most of them |
Staff Position in PHCs
M.Officers P.H.Nurse MPHW(F) MPHW(M) SN
No.of ¥
Name s v -] v 5 v s v 5 =
PHCs
2 4 5 0 a2 6 74 u 14 "
14
5’peta 18 4 7 2 104 19 60 9 14 B
‘puram 13
Paderu 15
K.R.Pur 40 10 14 0 306 138 143 31 2 3
32
B'’chalam 16 [ 5 0 1 18 58 . i .
E’'nagaram 15
17 2 1B 7 4 81 19 % ¢ o
Utnoor

120 169 52 58 8 102¢ 207 g L. T———
Total : — T xR % W
3% 1x 2 X
% of Vacancies

-

health delivery system is understaffed (vacancies) in
The he

. . : nCtiO

naries in the
: tioned posts of Medica] Officer ar
52 of the 187 sanc

sub-centre.

€ Vacant and
about a third of the MPHA(F).

An interesting aspect to be noted is that
t to be run by a male and a female health

b-centres are mean

though the su

ly 625 posts of MPHA(M).
re 1024 posts of MPHA(F) and on
assistance there a

that the health system is functioning at present without 50% of
This means

health workers and this shortage of paramedical staff at the basic
its male he

level is clearly excessive.
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I11I. OBJECTIVES AND APPROACH :

IMPROVED ACCESS TO HEALTH FACILITIES

*

By re-locating and re-organising health infrastructure facilities so

that they are easily accessible to tribal people.

Establishing new sub-centres with qualified ANMs and increasing the

number of PHCs if necessary.

prawing up fixed day schedule of movement for each PHC and sub
centre so that comprehensive health camps are held on predetermined

days at sub-centres and other nodal points located in interior and

inaccessible tribal areas.

Increasing investments in laboratory and diagnostic facilities and also

in infrastructure so that each PHC is well equipped to deliver effective

health care.

Ensuring mobility by providing transport to each PHC and also to

paramedical staff if possible.

COMMUNITY PART ICIPATION AND CONTROL

%

Training of tribal women as "Community Health Workers" [Development

Organiser] and birth attendants so that each village has a person

responsible for the health needs of the community.
Constituting "Women's Health Committees" in each village with powers

to administer & village Health Fund [as part of village development

fund] and supervise the functioning of the Sub-centres and Anganwadis.

12



IV. STRATEGY =

The health status of the tribal communities would be improved through
a three pronged strategy of improving MCH services, reduction of mortality
and morbidity and enhancement of the technical skills of the personnel, involved
in health care delivery. It will be implemented by the co-ordinated efforts

of both the formal and community based health systems. The strategy would

include the following activities.

1. IMPROVED MCH SERVICES

The village based, community supported village Health Workers
(Development Organiser) would be networked with a rationalised,
expanded and trained battery of paramedical functionaries wfhose focus

a).

would be zeroed on more effective MCH services. ¢.

b). The functions of the health delivery system would be sharply defined
with thrust on MCH services to be delivered through well trained ANMs
and more efficient outreach services through better Mobile Medical and

para Medical functionaries.

c). Providing 100% ante-natal services to all pregnant women and arranging
institutional deliveries for high risk mothers and arranging intra-natal
services through trained birth attendants.

\/’d). The Health Committees will ensure that comprehensive promotive services
are made available to all the pregnant women, lactating mothers and
children and strive to strengthen linkages between the health care
delivery system and the ICDS programme.

-/ e). 100% jmmunisation of children with involvement of local communities
and improvements to the cold chain.

J £). provision of maternity assistance and improved nutritional delivery
through ICDS to all pregnant women.

‘g)e Involving women groups in administration and supervision of Health *

|; Focare delivery.
./J‘ JAM

2. REDUCTION IN MORBIDITY AND MORTALITY :

a). A comprehensive survey of all families to prepare a profile of the
“morbidity burden of the tribal society which would facilitate more

scientific and long term planning for more effective health care delivery.

b). Generating consciousness regarding promotive and preventive
dimensions of ‘Health’ and stimulating demand for effective health

gervice delivery.

L b



c).

_d).

e).

f).

h).

i).

)2

k).

2

Measures to improve general sanitation and habitat hy

gience and general
consciousness regarding personal ang eénvironme

ntal hygiene and

sanitation.

Ensuring sufficient supplies of ORS packets angq drugs for treating
ARI. ]

Deworming of children and treatment for gkin aillments and effective
School Health Services.

Universal administration of anti-

during peak malarial season and
community participation and prompt
‘Drug Depots’.

effective Burveil]

ance through
treatment through

village based

identification and complete therapy fop T, .

e l' . i ired B, by adoptmg new
strategies, if required.

Provision of health fund with every Villa

ge Tl‘lbal

Association and adequate support for referrg) e

loans for emergency health support.

Development

rvi
Cesang for extending

Strengthening Diagnostic) infrastructure availagble at the LPH (
strengthen the referral services by establigh; ol 08 .and %o
delineated linkages from village level to the referrg) hospit:lmd el
(NGOS)
e efficient

volving the Non-Governmental OrganiSations
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V. PIROJIECT ARIANA =

The Project will be implemented ing Integrated Tribal Development Agencies

viz., K.R.Puram (Wesl Godavari District), Eturunagaram (Warangal District)
t)s

Bhadrachalam (Khammam District), Utnoor (Adilabad Districl) & Srisailam (Kurnool

District). Chenchus are recognised as primitive tribal group in the year 1976

and a secparate (exclusive) ITDA was established in the same yecar for thei
r

development This ITDA is entirely different from other ITDA areas spread ov
: er

in 6 districts.

The ITDA Head Quarters are linked to district head quarters, but there

are few motorable roads in the area. However, almost 60% of the villages c
an

be reached on foot, goods have to be transported on pack animals or head

Joads. The elevation varies from 200 mts. to 1600 mts. Around 60% of th
€

area is under forests.
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vi. PROJECT INTERVENTIONS :

The data on the villages, the interactions with tribal folk through PRA

exercises revealed that there are deficiencies in the health care delivery

system 1n the project area. There is an imminent need for improving MCH

services in the tribal areas.

The proposed project would focus all efforts to strengthen primary health

care delivery system with special emphasis on MCH services, and adopt sharply

targetted strategy for reduction in the morbidity and mortality rates and

initiate measures to improve the technical skills of the health personnel by

imparting training, sO 88 to strengthen the existing health delivery services

The project would foster a ca
would provide preventive and promotive health care P

dre of "Development Organiser’s" (village health

workers) who
community and would be net worked with the formal health care delivery
gystem.

The service delivery 1s proposed to be improved through the following

interventions :
1. Earliest registration of all pregnant women.
2. Regular and effective antenatal care.
3. Intra-natal care by trained personnel only.
4. Effective management of high risk pregnancies.

5. Child health services would be strengthened by reinforcing the linkag
. . 3 L 2

between growth monitoring, nutritional support, immunisation and
prevention and early treatment of common infectious diseases like acut

e

respiratory infection, gastroenteritis etc,

6. Reproductive health services for adolescents.

7. Strengthening of the referral services from village level to community

health centre.

8. Immunisation to all the children should be ensured.

9, Increased demand for ORS packets by women in the project are should

pe made.

10. Reduction in number of child marriages and increase in age of marriages

16



A. RE-ORGANISATION AND RATIONALISATION

Several PHC's and sub-centres are unable to provide effective health care

to the target group due to large distances between habitations, the inaccessible

1. At present the area of operation of ¢

T8anisation ig pet the most efficient.

Sub centres are more easily accessible from PHC situated in tp djoining
_ . e adjoi

mandal. This could be either becausge o y

f geographijca) i
Proximit due to
availability of transport. v OF

Sub Centreg would be attacheq to the PHC to which
it is most accessible,

3.

ANMs for better mobility,
at a base camp (i

here they could cover their
facilitieg and through the para

17



B. TRANSPORT
The Medical Officer along with the Lab, Technician, Ophthalmic Assistant

and other paramedical staff will hold a camp at each sub centre at least once

a month. puring this camp, activities such as ante-natal checkups, detection

of TB and other chronic diseases, collection of blood and sputum samples etc.,

will be held. The Medical Officer can also supervise the work of the ANMs.

The staff of the PHC

area regularly.

are also required to visit the schools and hostels in the

At present the medical staff of the PHC are immobile because of the lack

of a vehicle. Since the terrain is difficult and the area covered is interior

a vehicle with a four wheel drive must be made available to the PHC. The

possibility of hiring such a vehicle on & monthly basis can be explored as the

experience with purchased vehicles has not been catisfactory because the time

spent off the road and the maintenance costs are Very high after the initial

period.
The possibility of providing s
purchase of two-wheelers must be explored.

Jeeps must be made available to the 77 PHCs and 17 MM Units.

ubsidised credit to paramedical staff for

18



SUMMARY OF REQUIREMENTS

New PHCs to be started in Project Area.

The MMU at some places to be shifted to Centrally located places, sO
1

as to cover more popu]ation.

New sub centres to be started.

vehicles to be provided to all PHCs & MMUs and the existing vehicles

to be repaired.

Wwhile it is necessary for the PHCs to be housed in properly constructed

pbuildings with the requisite infrastructure, the Government should explore
alternatives to investing in construction of sub centres? The money saved

can be utilised to increase the funds available for the Village Health Fund
]

increased drug supply, increased mobility etc.

B. COMMUNITY PARTICIPATION AND CONTROL

The ills from which the tribal people continue to suffer are amenable to

interventions in health and health related sectors such as that of food and

agriculture, water and sani
r than the more costly classical medical inputs such as drugs, doctors
3

tation and jnformation, education and communication

rathe

and dispensaries.

The primary health centre or sub centre network, although designed to

provide denser coverage than in the plains, could give at best an intensive

peri—institution&l and an extensive para—community coverage. An example to
cite is that of the coverage made by the average ANM who is the most peripheral
level field based female health worker covering not more than 3,000 population.
Whilst she will have on average 100 pregnant ladies in her charge in a year

on the pasis of the prevaﬂing birth rate of 33 per 1,000 per year, she is only

able to attend to the delivery of a mere 17.

While it i8 necessary o build up the minimum needed health services
infrastructure this cannot be expected to provide on effective coverage that
will reach out to all the needy individuals in all the households in every

village, particularly given the nature of the terrain in the tribal areas and

the dispersion of the tribal communities. It is essential, therefore, to develop

ge pbased health care€ with community participation and control.

villa

b centres can be located in the same building as the Anganwadi

& The 84 :
or gingle Teacher School premises, Or private premises can be

Centres,
hired.
19



In the preliminary stage, .... Community Health Workers will be sclected
from villages where there are no sub centres or Anganwadis and according
to the need as assessed by the PHC staff. The women selected must be
residents of the village and married. Preference should be given to literate

women though this is not compulsory.

Every village/hamlet/habitation must have a 'Village Tribal Development
Association’ consisting of all male and female members of the village belonging
to the tribal group. The Women Development Group in the village (Avval
Committee or Mahila Sangam etc.,), which will include the Health/Development
Worker, the Anganwadi Worker and the Dai, will be responsible for the effective
integration of the health programmes into the development activities taking
place in the village. They will function under the overall umbrella of the

VTDA which is responsible for planning, implementation and monitoring of all

developmental activities.
ACTIVITIES

The focus on supporting village health mobilization activities will be
possible with the augmentation of community responsibility for health

management and promoting self-care at the village level, which include

a) Training of local midwifery and mother-child care,

b) Community selection and accountability of Community Health Workers
(CHLW) who will provide health prevention and curative services at the

village level and as liaison between the community and the MOs of the
PHC.

c) Access to funds to implement community health action schemes through
the Village Development Fund.

The Group shall take responsibility and initiate the following activities,

1) Registration of all pregnant and lactating mothers and arranging monthly
stipend for them.

2) Identifying and arranging institutional

deliveries of high
pregnancies

risk
3) Administering the Referral Fund

4) Training of dais and ensuring delivery kits for dois

5) Prevention of diarroheal diseases and use of ORS

6) Early detection and treatment of ARI

7) Ensuring supply of safe drinking water

8) Lrainage channels, sanitation facilities
9) Health Education

R0
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10) Identifying of women's disorders like vaginal infections, prolapse and
back pain and arranging for medical help.

11) Identifying and arranging medical help for Malaria, TB, Blindness due
to malnutrition.

12) Labour room construction and maintenance

13) Physically handicapped, mentally ill, cases to be identified and medical
help to be arranged.

VILLAGE HEALTH FUND

In the Tribal Health Project, it is proposed to create appropriate

opportunities for the community to participate and contribute towards self-help

in health. with this in mind, 3 components of community participation have

been pruposed ie., CHW scheme, Village Health Fund and Cropus Grant. These

funds are proposed to be initiated in those villages where CHW will be appointed

under the project.
r between the community and Government will play essential role in the

CHW, being a nominee of the community and being a link

worke

utilisation of the funds. VHF is a notional fund contributed by the villagers
3

supported by appropriate matching grant from the IFAD initially for a period

of b years.
vTDA who will be responsible to operate it. As a token grant, the Tribal

welfar

The fund is a pool of money entrusted to the President of the

e Department will offer Rs.5000/- per year to all villages where CHW is

operative. Ideally the VTDA must be able to collect contribution from the

Community to the tune of another Rs.3000/- per year. While the theoretical

planning aims at monthly contribution of Rs.4/- per household to fund, practical
]

situation seems to suggest that at this juncture it may not be possible to

encourage every household to contribute Rs.4/-. Consequently,in IFAD Phase-II

areas, the VHF consists of IFAD projects, contribution essentially of Rs.5000/-

p.& and some contribution unspecified from the community.
VHF will be utilised for the following purposes:

i) Referring the needy & deserving patients from the village to a outside
place for higher level of medical care

iji) To contribute towards environmental cleanliness of the village

jii) To pay the honorarium of the C.H.W.

CORPUS GRANT
grant is a one time grant of Rs.32000/- to be deposited in a

The Corpus

nationalised pank. The interest on which the VTDA will spend for MCH services

environmental ganitation and control of communicable diseases. The same

numbers of villagers as mentioned above will be allotted corpus grant. So

scheme has not yet been initiated.
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TRAINING

a). For Female Health Workers : In service iraining for three months to
improve technical knowledge and skills and to orient them to tribal health

problems and practices.

b). For Tutors in ANM Schools and also for tutors of in service training

: One month intensive training in training methodology and providing clinical

and field training in tribal areas.

c). For Female Health Supervisors : Training in Supervision and working
in tribal areas.

d). Other Staff : The Medical Officer, Public Health, Nurses and others

will be given orientation training about the project and also on specific areas
on tribal health.

e). For dai : An intensive MCH training for one month.

f). For tribal women : selected tribal women will be trained at the rate
of one woman per hamlet or village for three months in basic maternal, child

and general health care.

The training load and training plan for each category needs to be finalised.

The first category to be trained will be the tutors and core training team.

The training of the CHWs is the most crucial aspect. The CHWs will be
trained for two months at the PHC on preventive care and also curative aspec