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Care Team (Medical Officer, Staff Nurse, Community Health Officer, MPW Male & Female,
ASHAs) in screening, management and ensuring continuum of care for non-communicable
disease (HTN/DM) under Health & Wellness Centre level. It explored the management
protocols for HTN and DM along with the factors associated with the utilization of these
services to ensure continuum of care, assess Drugs Inventory Management System and
Diagnostics in HWCs for management of HTN and DM. Along with efforts were made to
understand the perception of community members (PRI members, School teachers, members
of Self-Help Groups/ Community Based Platforms, Village Elders) on CPHC especially medicine
intake, wellness measures, diet etc. The present evaluation was carried out in four districts
two each from Assam and Manipur.
At the outset, I offer my sincere gratitude to Mission Director, National Health Mission (NHM),
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the report. Finally, special thanks to all respondents who spared their valuable time and cooperated with the Investigators by providing the required information.
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Director, RRC-NE
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Executive Summary

The rising burden of Non-Communicable Diseases (NCD) has been surpassing the burden of
Communicable diseases like water-borne or vector borne diseases, TB, HIV, etc. in India. The
NCDs like Cardio-vascular diseases; Diabetes, Cancer, Chronic Respiratory Diseases, etc. are
estimated to account for around 60% of all deaths. NCDs cause considerable loss in potentially
productive years of life. Losses due to premature deaths related to heart diseases, stroke and
Diabetes are also projected to increase over the years.

With the launch of the National Programme for Prevention and Control of Cancer, Diabetes,
Cardiovascular Diseases and Stroke (NPCDCS) in 2010 to prevent and control major NCDs,
India is experiencing a paradigm shift in treatment and management of NCDs including
infrastructure, human resource, health promotion, early diagnosis, management, and
referral.

With the progress of the implementation of NPCDCS, NCD cells have been established in all
levels, hands on training have been imparted to the front-line workers/primary health care
team. More so, NCD services has received more significance since the launch of Ayushman
Bharat- in 2018 with its twin pillars of Health & Wellness Centres (HWCs) and Pradhan Mantri
Jan Arogya Yojana (PMJAY) with bidirectional linkages between the two for providing the full
range of services across the continuum of care. India has crossed a landmark milestone on
the journey of universal healthcare. More than one lakh Ayushman Bharat - Health and
Wellness Centres (AB-HWCs) are operational across the country as on date and providing
universal screening, diagnosis, treatment along with upward and downward referral for NCDs
and in readiness to provide services for expanded services (comprehensive primary health
care). In Northeast states of India more than 5000 health facilities have been converted into
Health and Wellness Centres. With posting of 4236 CHO/MLHPs (as on 31st March 2022) in
SHC-HWCs of NE states, NCDs services have been started (universal screening, diagnosis,
treatment, and continuum of Care) with due support from the SHC team.

Regional Resource Centre for North-East States undertook an assessment/study to
understand/evaluate the continuum of care approach and quality Management of
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Hypertension (HTN) and Diabetes (DM) at HWCs of Assam and Manipur.

A mixed methodology approach was undertaken to arrive at a conclusion in relation with the
objectives to assess the role of Primary Health Care Team (Medical Officer, Staff Nurse,
Community Health Officer, MPW Male & Female, ASHAs) in screening, management and
ensuring continuum of care for NCDs (HTN/DM) and explore the management protocols for
HTN and DM along with the factors associated with the utilization of these services to ensure
continuum of care. The objective also likes to assess Drugs Inventory Management System
and Diagnostics in HWCs for management of HTN and DM and assess the KAP (Knowledge,
Attitude and Practices) of the beneficiaries / patients on the acceptance uptake regarding
services related to NCDs (HTN/DM) including understanding the perception of community
members (PRI members, School teachers, members of Self-Help Groups/Community Based
Platforms, Village Elders) on CPHC-HWC especially Medicine Intake, Wellness Measures, Diet
etc.

Study found that with the inclusion of the CHOs at SC-HWCs under Comprehensive Primary
Health care, there is visible positive change in the programmatic approach towards delivering
the services. Demand generation among community for services through AB-HWC is also
increasing.

Although, hands on training of NCDs has been imparted to MPW (M/F) and ASHA but it was
observed that further handholding was required as the uptake and maintenance of these
services by the staff was lacking. MPWs lacked the skills such as anthropometric
measurements, correct procedures for blood sugar measurement, bio-medical waste
management along with record keeping & maintenance know how. Also, the usages of ABHWC app and NCD-CPHC-HWC app were observed to be poor in HWCs.

The MOs of the PHC-HWCs in the districts of Imphal West and Thoubal in Manipur were
actively involved in the activities of CPHC-HWC at the primary and the community level.
However, since the year 2020 involvement of the MOs in facilitating the SC-HWCs team and
handholding was limited due to the COVID-19 pandemic as the MOs got involved in
management of COVID patients.
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In regard to screening of HTN & DM cases, it was observed that in Goalpara district of Assam
screening was more than the total estimated 30 & above population. However, in Kamrup
Rural district of Assam and Thoubal district of Manipur the pace of screening was very slow
as only 14% and 26% of the beneficiaries were screened respectively till the time of study.

In regard to referral linkages, some of the link PHC-HWCs in the districts of Kamrup Rural and
Goalpara of Assam were comparatively far from the concerned SC-HWC due to which the
community were finding it inconvenient to travel. It was found that in most cases, even
though the cases are referred, the patients do not prefer to visit the linked PHC-HWC due to
varied reasons like- distance, loss of wage, transportation, timing, rush at the PHC-HWC, outof-pocket expenditure (mainly for transportation), non-availability of MO and other staff etc.
This indicates that a defined system of referral is still not in place in the visited districts. Field
observation shows that in Manipur, a proper referral system is not in place though referral
slips were found in most of SC-HWCs visited. Utilization of referral slip is limited in most of
the SC-HWCs.
According to the MOs of the PHC-HWCs in both the states, the major barrier towards ensuring
continuum of care for NCDs at the primary level was irregular supply of antihypertensive and
anti-diabetic drugs resulting in the inability to ensure continuous management of
Hypertension and Diabetes. This often compelled the beneficiaries to seek health care from
the private sector which mostly comprises of local private pharmacies dispensing these drugs
over the counter. The short supply of drugs at the PHC-HWC also results in the inadequate
supply of drugs downstream to the concerned SC-HWCs. This in turn affects the follow-up
activities by ASHAs and other SC-HWC team members. This was also found to be instrumental
in leading the patients in seeking care from the private practitioners/pharmacies.
In regard to infrastructure of SC-HWCs, it is expected that the states should upgrade their
health facilities as per the norms of IPHS 2012. However, it was found that basic amenities
such as regular piped water supply and electricity/power back-up are still not available in few
of the health facilities in both the states. Also, space constraint was a concern in most of the
visited SC-HWCs.
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The utilization of Drugs & Vaccines Distribution and Management System (DVDMS) was found
to be poor in the visited health facilities in both the states. Also, it was found that the health
care providers were not fully aware on the expanded range of drugs & diagnostics to be
available under AB-HWC and health facilities were not following a uniform system of drug
indenting.

Tele-consultation platform is to be leveraged in both the States to ensure quality
management and continuum of care in regard to ailments especially NCDs. Tele-consultation
services were yet to be started in any of the visited PHC-HWCs (as a hub to link SC-HWCs) of
Assam. The major reason for this is unavailability of hardware/equipment at the health
facilities to initiate tele-consultation services. However, tele-consultation sessions were being
conducted in both the states through a centralised hub at state headquarters. In Manipur
tele-consultation services were being run through e-Sanjeevani OPD platform with state hub
at NHM office, Manipur. In Assam both the wings of e- Sanjeevani platform (e- Sanjeevani
OPD and e-Sanjeevani HWC) were operated through the state hub at NHM office, Assam.
However, maintenance of record of tele-consultation at the SC -HWC level was an area of
concern.
Awareness on AB-HWCs and the expanded packages of services was observed to be poor
among the community members. However, they were aware about hypertension and
diabetes and its risk factors. Most of the beneficiaries interviewed stated that they visited the
health facilities only when they feel discomfort or are suffering from certain ailments. The
preventive measures for the modifiable risk factors such as -food habit, lifestyle etc. in regard
to the conditions were still not much visible among the communities, as observed during FGD
and interview of NCD patients. It was also found that wellness activities were still not very
popular among the community members, major factors of which include- time, wage loss etc.
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Chapter 1: Introduction
India as an emerging democratic country has come a long way since 1947, progressing postindependence in all the sectors including Health and in last 7 decades, the country has seen
many epidemiological transitions and with the stepping of 21 st Century the country is facing
huge burden of non-communicable diseases along with high maternal mortality, infant
mortality and in recent times non-communicable diseases again. This was coupled with
limited number of health facilities and medical and para-medical manpower.

Non-Communicable Diseases (NCDs) also known as chronic diseases, do not communicate
from person to person. These are of long duration and generally have slow progression. All
age groups are affected but is often associated with age groups above thirty years and
evidence show that 16 million of all deaths attributed to Diseases affects before the age of
70. The major Non-Communicable Diseases are Cancer, Diabetes Mellitus, Cardiovascular
Diseases (Ischaemic Heart disease), Cerebro-Vascular Accident, Rheumatic Heart Disease
(RHD) and Chronic Obstructive Pulmonary Disease and Asthma. Children, adults, and the
elderly all are vulnerable to the risk factors that contribute to Non-Communicable Diseases.
An important approach to reduce the burden of Non-Communicable Diseases globally is by
focusing on prevention, early detection, adequate treatment and correcting modifiable risk
factors.

The prevalence of cardio-metabolic disorders such as Hypertension and Diabetes Mellitus
have been dramatically increased due to high use of tobacco, alcohol consumption,
overweight, physical inactivity, stress, high fatty calorie diet coupled with social, cultural, and
environmental factors. It has been noticed that in most of the low-and middle-income
countries (LMICs), Non-Communicable Diseases have now surpassed infectious diseases as
the largest contributor to disease burden which has led to an epidemiologic transition [1, 2]. In
India, deaths from Non-Communicable Diseases are projected to almost double from about
4.5 million in 1998 to 8 million by the year 2020. Approximately 20% of world’s diabetic
population resides in India. It has been estimated that in India more than 2.4 million deaths
are due to cardiovascular disease.
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The World Health Organization (WHO) has projected that cardiovascular disease (CVD) alone
will account for nearly a quarter of global deaths by 2030. Similarly, the International Diabetes
Federation estimated that the number of individuals living with Diabetes would increase from
approximately 65 million in 2013 to 100 million by 2035. Despite the increasing burden of
Non-Communicable Diseases, both research and the allocation of resources to combat NonCommunicable Diseases remain limited [3, 5]. Among the leading non-communicable diseases,
the largest disease burden or DALY rate increase from 1990 to 2016 was observed for
Diabetes at 80%, and ischaemic heart disease at 34%. The probability of an Indian, in the age
group of 30–70 years, dying at present from one of the four Non-Communicable Diseases i.e.
cardiovascular diseases (CVD), Diabetes, cancer and chronic respiratory disease is 26%. Within
a span of three decades, Ischaemic heart disease, Chronic Obstructive Pulmonary Disease
(COPD), Diabetes and other Non-Communicable Diseases emerged to become the leading
causes of DALYs in the country. In 2019, Ischaemic Heart Diseases (7.97%) and COPD (4.55%)
were the leading contributors of the total DALYs, whereas Type 2- Diabetes contributed to
2.56% of the total burden.1

Following the WHO Global Action Plan for the Prevention and Control of Non-Communicable
Diseases 2013–2020, India became the first country to set national targets and specific
indicators to measure progress towards preventing and controlling Non-Communicable
Diseases. The National Health Policy 2017 for India defines one of its goals as “To reduce
premature mortality from cardiovascular diseases, cancer, Diabetes, or chronic respiratory
diseases by 25% by 2025”. The policy supports an integrated approach where screening for
the most prevalent Non-Communicable Diseases with secondary prevention would make a
significant impact on reduction of morbidity and preventable mortality. Meeting India’s
stated target of a 25% reduction in premature mortality from Non-Communicable Diseases
by 2025 would require a multi-faceted approach designed to strengthen the service delivery
at both community and facility level. This would include improving the access to care and NCD
services, strengthen community level awareness on Non-Communicable Diseases, improve in
health seeking behaviour and ultimately focus on improving services pertaining to prevention,
management, and control of Non-Communicable Diseases with limited investment. [4, 5].
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A good understanding of current barriers throughout the entire spectrum of NCD care from
early identification to disease management along with follow up is essential for building a
successful NCD program. According to the prior studies, individuals having Diabetes or
Hypertension are either unaware of their condition, do not receive treatment for their
condition, or live with uncontrolled diseased in spite receiving treatment [6]. Individuals with
Non-Communicable Diseases also have a higher risk of increased health expenditure, and a
substantial proportion of households face catastrophic health expenditure and subsequent
impoverishment due to NCD related expenses.1

In recent times, India is accounting for more than two third of mortality due to noncommunicable diseases (Non-Communicable Diseases) and this called for an urgent need for
comprehensive disease prevention, health promotion and care in term with different national
programs at primary level of health care services. And to attain the desired disease control
the continuum of care approach is needed. It is important for caregivers and patients as it
leads to reduced out of pocket expenditure (OOE) and improves overall health of a
community. The continuum of care is especially significant for those patients who are more
dependent on the health services related to elderly patients in general and particularly for
patients with complex medical conditions and/or chronic diseases.
Government of India's response to Non-Communicable Diseases has been robust and aligned
with political declaration conveyed in the high-level meeting on the Prevention and Control
of Non-Communicable Diseases at the United Nations General Assembly (UNGA) in 2011 and
2014. The Ministry of Health and Family Welfare (MoHFW), Government of India (GoI)
launched the National Program on Prevention & Control of Cancer, Diabetes, Cardiovascular
Diseases and Stroke (NPCDCS) in the year 2010 with the objectives to prevent and control
common Non-Communicable Diseases through behaviour and lifestyle modification, early
diagnosis, and management of common Non-Communicable Diseases. To strengthen its
implementation, a national NCD cell was constituted to develop standard operating
procedures, training modules, operational guidelines, quality benchmarks, monitoring tools
and reporting format. National Health Mission (NHM) wherein provides an overarching
umbrella services and implementation resources, subsuming the existing NCD control
programmes in both urban and rural areas in the country. Recognizing the growing burden of
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Hypertension and Diabetes across all segments of the population, major thrust has been given
for universal screening of Hypertension and Diabetes in adults aged 30 years and above in the
community and subsequent referral of potential suspected cases to higher level facilities for
management and treatment.

The National Programme for Prevention and Control of Cancer, Diabetes, Cardiovascular
Disease and Stroke (NPCDCS) has been expanded to cover entire country. Focusing on the
service delivery at primary health care level, population-based screening for Hypertension,
Diabetes and three common cancers was launched as a part of Comprehensive Primary Health
Care, to ensure Non-Communicable Diseases related services closer to the community with
continuum of care approach. The programme has been designed to ensure services across
the levels of care, spanning community awareness, health promotion activities, risk
assessment, screening and early detection, treatment, follow up mechanism and established
referral linkages. The integration of services at district level and beyond has been brought
under the umbrella of National Health Mission [5, 1].

Under Government of India Flagship programme “Ayushman Bharat” launched in April, 2018
under which the Sub Centres, Primary Health Centres and Urban Primary Health Centres are
being strengthened and operationalized as Health and Wellness Centres (HWC) to deliver an
expanded range of services closer to the community. Under Comprehensive Primary Health
Care - Health & Wellness Centre (CPHC-HWC), provisions have been made to undertake
screening activities for early detection of Hypertension, Diabetes, Cancer of Oral cavity,
Breasts and Cervix at the HWCs through Universal Screening of NCDs. Now termed as
population-based screening. As a part of Universal screening of common Non-Communicable
Diseases, preventive and promotive care are envisaged across the level of health facilities
with more focus at community level. Health promotion activities are being undertaken at the
community level to address the risk factors associated with the Non-Communicable Diseases
including Hypertension and Diabetes Mellitus to enable healthy lifestyle behaviour amongst
the community members. The Ayushman Bharat – Health & Wellness Centres now termed as
Community Processes-Comprehensive Primary Health Care incorporates the Continuum of
Care approach for providing the cradle to tomb care. And, through this study the present
scenario of the programme was explored in certain marked areas.
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Chapter 2: Rationale of the Study & Methodology
The Ayushman Bharat-Health & Wellness Centre (AB-HWC) program was promulgated to
provide comprehensive primary health care with twelve (12) expanded range of services for
the community for achieving the Universal Health Coverage across all the life cycle stages of
a human life. The aim of CPHC-HWC through AB-HWCs was to provide a seamless “continuum
of care” with a patient centric approach that will ensure the principles of equity, quality,
universality and reduced financial hardship. The programme puts emphasis on integrated
Non-Communicable Diseases management with community level mapping of NonCommunicable Disease service provisions at different level of Health Care Services and
accordingly organise NCD services delivery with a focus on Primary Health Care.
This study proposed to assess the approach and improvement in service delivery and
coverage in evolving AB-HWCs. The present study “Continuum of Care Approach and Quality
Management of Hypertension (HTN) and Diabetes (DM) at HWCs of Assam and Manipur”
further seeks to cover only Hypertension and Diabetes out of five common NonCommunicable Diseases as the services of these two diseases have been rolled out in the
states.
The successful roll out of NCD services under CPHC-HWC is mainly dependent on health
system’s responsiveness i.e. availability of infrastructure, equipment, drugs, consumables,
diagnostics, and trained service providers at each level. Therefore, it was important to assess
the health system to deliver the expanded range of services under AB-HWC. This study
intended to explore and recommend the procedures to improve the process of Continuum of
Care (CoC) at HWCs in rural areas, if not in place and keeping in view that a cross sectional
study enables to understand the implementation of Continuum of Care approach under
CPHC-HWC and will provide useful insights thereby enabling the program managers, policy
makers for better planning and effective implementation of the program
Objectives of the proposed study
1. To assess the role of Primary Health Care Team (Medical Officer, Staff Nurse,

Community Health Officer, MPW Male & Female, ASHAs) in screening, management
and ensuring continuum of care for Non-Communicable Diseases herein considered
Hypertension/Diabetes Mellitus).
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2. To explore the management protocols for Hypertension and Diabetes Mellitus along

with the factors associated with the utilization of these services to ensure continuum
of care.
3. To assess Drugs Inventory Management System and Diagnostics in HWCs for

management of Hypertension and Diabetes Mellitus.
4. To assess the Knowledge, Attitude and Practices (KAP) of the beneficiaries / patients

on the acceptance/ uptake regarding services related to Non-Communicable Diseases
(Hypertension/Diabetes Mellitus).
5. To understand the perception of community members (PRI members, School

teachers, members of Self-Help Groups/Community Based Platforms, Village Elders/
Village headman) on CPHC-HWC especially Medicine Intake, Wellness Measures, Diet
etc.
Methodology
A Mixed Methodology was adopted to achieve the objectives of the study.
1. Quantitative method was used to quantify the availability of enlisted services in the
HWCs according to the health facility level and perception of continuum of care among
the CHOs and Medical Officers along with the accessibility of services by the patients.
2. Qualitative method was used to explore the perception of the beneficiaries and
Community Members on services received from the HWCs.
Universe of the study
The state of Assam and Manipur were chosen among the North-eastern (NE) States on the
basis of performance in implementation/roll out of Non-Communicable Diseases, numbers of
operational HWCs and accessibility of states during COVID-19 pandemic. In both the states
i.e. Assam and Manipur, three (03) districts which had the highest percentage for
Hypertension and Diabetes Mellitus screening and the three (03) districts which had the
lowest percentage for Hypertension and Diabetes Mellitus screening against the target
population were identified for the study. The districts with the best performance based on
the above-mentioned criteria were Biswanath, Nalbari and Goalpara in Assam. Among these
three best performing districts, district of Goalpara was selected based on the higher number
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of operational HWCs. Districts with the poorest performance were identified as Kamrup (R),
Dhubri and Jorhat. Among the three (03) poor performing districts, district of Kamrup (R) was
selected based on the higher number of operational HWCs.

In Manipur, the districts with the best performance based on percentage for Hypertension
and Diabetes Mellitus screening against the target population were Imphal West, Chandel
and Bishnupur. Among these three (03) best performing districts, district of Imphal West was
selected based on the higher number of operational HWCs. Districts with the poorest
performance were identified as Ukhrul, Tamenglong and Thoubal respectively. Among the
three (03) poor performing districts, Thoubal was selected based on the higher number of
operational HWCs. Under Thoubal district, a selected Sub-Centre and Primary Health CentreHealth & Wellness Centre now falls under newly formed Kakching district.
[Note: The AB-HWC portal (19/7/2021) maintained by MoHFW for monitoring and
supervision of AB-HWC programme does not mention formation of Kakching district at the
time of the study]

Sampling technique

The study opted for Purposive sampling method for finalising the districts and facilities
keeping the criteria that only SC-HWCs where Community Health Officers have completed
more than 01 (one) year of service and their link PHC-HWCs comply with the continuum of
care approach in general. The AB-HWC portal data was considered as reference for the
selection.
The study opted for random sampling method in regard to beneficiary interview.

Tools for data collection
Quantitative data were collected through structured questionnaires (data collection tool)
with multiple choice answers (with coding) from key respondents/informants, i.e. Medical
Officers, Staff Nurse, Community Health Officers, Multi-Purpose Worker (M/F), ASHAs,
DPMU/BPMU staff, patients/relatives at household level and opinion leader’s/Community
leaders/Members of the local elected bodies. And to collect the qualitative data structured
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interview schedules and FGD guides were used along with at least 4 (Four) Focus Group
discussions for each health block in both the states.
Beneficiary data collected was cross-checked from NCD registers, CPHC-HWC NCD App, follow
up registers/Referral registers maintained in the SC-HWCs.

Definitions of the Terms used for the Study
a. Beneficiaries: Beneficiaries are the population from the community who have been
screened and diagnosed for Hypertension and Diabetes Mellitus in the SC-HWC and
are in treatment for 90 days or more. They must be registered in the NCD register of
the SC-HWC. The patients availing treatment from PHC-HWCs were not included in
the study design.
b. Community Members: Include PRI members, school teachers, member of VHSNC,

member of self-help group, community leader, and members from community-based
organisation from the catchment area of that SC-HWC selected for the study.
Beneficiaries were not included in the population of community members.
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Chapter 3: Desk review AB-HWC Portal (18/1/2022): (Source: AB-HWC portal/NFHS 5).
A. Progress of HWCs in Assam
Table 1: Proposed vs Operational HWCs
District

Goalpara
Kamrup
Rural
State
Total

RHS 2020
SC
PHC
(In position)
(In position)
155
37

HWCs Proposed
PHCSC
TOTAL
HWC
146
37
183

HWCs Operational
PHCSC
TOTAL
HWC
79
28
107

279

65

243

61

304

203

60

263

4659

946

2,775

848

3,623

1,869

754

2,623

In Goalpara District, 107 (58.5%) HWCs were operational out of total proposed HWCs (183)
and in Kamrup Rural District 304 (86.5%) HWCs were operational out of total proposed HWCs
(304). The state is having overall 72.4% Operational HWCs, till the time of data collection.
Table 2 (a): Status of Population Empanelled with Screening & Treatment for Hypertension

District
Goalpara
Kamrup
Rural
State
Total

Population
of HWCs
catchment
area
7,68,006

Hypertension
Individuals
Empanelled

CBAC Filled

5,88,247

19,22,941
2,35,21,406

Screened

New
Diagnosed

On
Treatment

2,11,682

1,51,770

15,432

19,083

3,13,426

1,16,589

1,14,412

15,405

25,988

1,26,72,866

28,63,484

20,24,702

2,37,093

4,33,215

Table 2 (b): Status of Population Empanelled with Screening & Treatment for Diabetes

District

Population of
HWCs
catchment
area

Individuals
Empanelled

CBAC Filled

Goalpara

7,68,006

5,88,247

19,22,941
2,35,21,406

Kamrup
Rural
State
Total
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Diabetes
Screened

New
Diagnosed

On
Treatment

2,11,682

1,47,575

9,453

10,417

3,13,426

1,16,589

1,04,190

7,935

13,138

1,26,72,866

28,63,484

18,34,840

1,29,042

2,12,203

i.

Goalpara District has reported 76.6% population as empanelled and Kamrup Rural
reported 16.3% empanelled population under AB-HWCs implying that the
Empanelment of individuals in Kamrup Rural District is going at very slow pace.
Overall, the state has reported 53.9% empanelled population against the
denominator.

ii.

Ideally, number of individuals screened for Hypertension & Diabetes should be
equivalent to number of CBAC forms filled but in Goalpara District 71.7%
individuals have been found to be screened for Hypertension and 69.7%
individuals screened for Diabetes out of total CBAC forms filled. Kamrup District
reported 98% individuals screened for Hypertension and 89.4% individuals
screened for Diabetes out of total CBAC forms filled. The state has reported 70.7%
population screened for Hypertension and 64% individuals screened for Diabetes
out of total CBAC forms filled.

iii.

As per NFHS-5, in Goalpara District very high (>160 mg/dl) Blood sugar level is
reported in 3.0 % females and 3.8% males whereas in Kamrup District 8.4 %
females & 7.3% males were reported as having high Blood Sugar level. The state
has reported very high (>160 mg/dl) Blood sugar level in 4.9 % females and in 6.2
% male population. (Source: NFHS 5)

iv.

Similarly, as per NFHS-5, moderately or severely elevated blood pressure (Systolic
≥160mm of Hg/Diastolic ≥100mm of Hg) was reported in 3.3% females and 3.5%
males in Goalpara whereas Kamrup Rural District reported 3.9% females & 3.7%
male having moderately or severely elevated blood pressure. The state reported
4.8% females and 4.4% male affected from moderately or severely elevated blood
pressure. (Source: NFHS 5)
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Table 3: Service Delivery given by HWCs (SHCs & PHCs)

DISTRICT

Goalpara
Kamrup
Rural
State
Total

(i)

Footfall
OPD
(including
recurrent
visits)
5,55,507

Beneficiary
received
antihypertensive
medicines
11,569

Total
Patients on
treatment
(DM)

4,49,673

Total
Patients
on
treatment
(HTN)
19,083

10,417

6,268

7,27,150

4,71,164

25,988

16,349

13,138

7,824

1,21,36,427

99,88,911

4,33,215

2,29,286

2,12,203

1,10,181

Beneficiaries
received
medicines

Beneficiaries
received
anti-diabetic
medicines

AB-HWC portal data shows that in Goalpara district 81% of beneficiaries received
medicine from the facilities out of total footfall (OPD) which is 65% in Kamrup Rural
district. And out of total beneficiaries receiving medicines only 3% received medicine
for Hypertension and 1.3% for Diabetes Mellitus in Goalpara district whereas 3.4% for
Hypertension and 2% for Diabetes Mellitus in Kamrup Rural district.

(ii)

In Goalpara District 81% beneficiaries have received medicine. Out of total on
treatment for HTN, 60.6% beneficiaries received anti-hypertensive drugs and out of
total on treatment for DM, 60.2% beneficiaries received anti-diabetic drugs.

(iii)

In Kamrup District, 64.8% beneficiaries have received medicine. Out of total on
treatment for HTN, 62.9% beneficiaries received anti-hypertensive drugs and out of
total on treatment for DM, 59.6% beneficiaries received anti-diabetic drugs. and
wellness session attended by 14.8 % beneficiaries in Kamrup District.

(iv)

State has reported 82.3 % beneficiaries received medicine. Out of total on treatment
for HTN, 52.9% beneficiaries received anti-hypertensive drugs and out of total on
treatment for DM, 51.9% beneficiaries received anti-diabetic drugs.
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Table 4 (a): Training status of MO, CHO and SN posted at HWCs

Indicators
Manpower in
Position
NCD Training
Completed
IT Training
Completed

(i)

MO in PHC-HWC
(In Nos.)
Kamrup
Goalpara
Rural

CHO in SC-HWC
(In Nos.)
Kamrup
Goalpara
Rural

Staff Nurse in PHC-HWC
(In Nos.)
Kamrup
Goalpara
Rural

66

48

203

79

101

56

60

25

195

78

66

25

57

2

170

53

59

0

Goalpara District has reported 52% MOs trained in NCD & only 4.2% in IT platform. In
Goalpara District 98.7% CHOs are trained in NCD & only 67% in IT platform. District
reported 44.6% Staff Nurse of Goalpara District trained in NCD.

(ii)

Kamrup District has reported 91 % MOs trained in NCD & 86% in IT platform. In
comparison to Goalpara District, Kamrup Rural District has shown a better picture in
training component. In Kamrup Rural District, 96 % CHOs are trained in NCD and 84%
in IT platform. District reported 58% Staff Nurse trained in NCD.

Table 4 (b): Training status of MPW (M/F), ASHA posted at HWCs

Indicators
(Regular + Contractual)

MPW (F)
In PHC-HWC+SC-HWC

MPW (M)
In PHC-HWC+SC-HWC

(In Nos.)

Manpower in Position

(In Nos.)

Goalpara

Kamrup
Rural

589

201

NCD Training Completed

428

IT Training Completed

374

(i)

Kamrup
Rural

ASHA
In PHC-HWC+SC-HWC

(In Nos.)

Goalpara

Kamrup
Rural

Goalpara

331

72

1667

625

160

325

48

1439

555

11

307

6

941

0

Goalpara District has reported 79% MPWs (F) trained in NCD & only 5.4% in IT
platform. In Goalpara District 66.7 % MPWs (M) are trained in NCD & only 8.4% in IT
platform. District reported 88.8% ASHA of Goalpara District trained in NCD.

(ii)

Kamrup Rural District has reported 73 % MPWs (F) trained in NCD & 63% in IT
platform. In comparison to Goalpara District, Kamrup Rural District has shown better
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picture in training component. Total 98 % MPWs (M) are trained in NCD & 93% in IT
platform. District reported 86% ASHA trained in NCD and 56 % in IT platform.
(iii)

Both the states have been following the training strategy as prescribed by the
MoHFW, GoI. No state specific training plan is being prepared for NCD training.

Progress of HWCs in Manipur

Table 5: Proposed vs. Operational HWCs

District
Imphal
West
Thoubal

RHS 2020
SC
PHC
(In
(In
position) position)

SC

HWCs Proposed
PHC- UPHCHWC

HWC

HWCs Operational
PHC- UPHCSC
TOTAL
HWC HWC

TOTAL

53

12

52

10

0

62

27

8

0

35

50

16

42

13

1

56

23

7

0

30

418

93

254

85

4

343

153

55

2

210

State
Total

In Imphal West District, 35 (56.5%) HWCs are operational out of total proposed HWCs (62)
and in Thoubal District 30 (53.6%) HWCs are operational out of total proposed HWCs (56).
The state is having 210 (61.2%) operational HWCs.
Table 6 (a): Status of Population Empanelled with Screening & Treatment for Hypertension

District

Population of
HWCs
catchment
area

Individuals
Empaneled

CBAC
Filled

Screened

New
Diagnosed

On
Treatment

Imphal
West

4,33,373

7,13,806

6,09,813

30,410

1,985

17,060

Thoubal

2,70,366

3,68,929

3,40,836

15,736

1,592

4,390

State Total

18,95,566

21,88,630

17,73,830

1,36,479

8,600

78,332
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Hypertension

Table 6 (b): Status of Population Empanelled with Screening & Treatment for Diabetes

District

Population of
HWCs
catchment
area

Individuals
Empaneled

CBAC
Filled

Screened

New
Diagnosed

On
Treatment

4,33,373

7,13,806

6,09,813

26,241

1,462

12,144

2,70,366

3,68,929

3,40,836

11,955

1,226

2,265

18,95,566

21,88,630

17,73,830

1,05,553

6,268

1,848

Imphal
West
Thoubal
State Total

(i)

Diabetes

Imphal West District has reported 164.7% population as empanelled, and Thoubal
District reported 136.5% empanelled population under AB-HWCs. In both the district’s
reported empanelment is more than population of catchment area. The individuals
empanelled reported in AB-Portal need to be reviewed by the state. The state has
reported 115.5% empanelled population.

(ii)

Ideally, number of individuals screened for Hypertension & Diabetes should be
equivalent to number of CBAC forms filled but in Imphal West District only 5%
individuals have been found to be screened for Hypertension and 4.3% individuals
screened for Diabetes out of total CBAC forms filled. Thoubal District reported 4.6%
individuals screened for Hypertension and 3.5% individuals screened for Diabetes out
of total CBAC forms filled. The state has reported only 7.7% population screened for
Hypertension and 6% individuals screened for Diabetes out of total CBAC forms filled.

(iii)

As per NFHS-5, in Imphal West District very high (>160 mg/dl) Blood sugar level is
reported in 7.2 % females and 11.8% males whereas in Thoubal District 5.4 % females
& 6.2% males were reported as having high Blood Sugar level. The state has reported
very high (>160 mg/dl) Blood sugar level in 6.3 % females and in 8.3 % male
population. (Source: NFHS 5)

(iv)

As per NFHS-5, moderately or severely elevated blood pressure (Systolic ≥160mm of
Hg/Diastolic ≥100mm of Hg) was reported in 6.1 % females and 10.1% males in Imphal
West whereas Thoubal District reported 6.5 % females & 10.5% male having
moderately or severely elevated blood pressure. The state reported 5.9% females and
9.3% male affected from moderately or severely elevated blood pressure. (Source:
NFHS 5)
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Table 7: Service Delivery given by SHC-HWCs and PHC-HWCs (In Manipur)

DISTRICT

Footfall at Beneficiaries
OPD
received
(Including
medicines
recurrent (NCD & Non
visits)
NCD)

Imphal
West
Thoubal
State
Total

Total
Patients on
treatment
(HTN)

Beneficiaries
received
antihypertensive
medicines

Total
patients
on
treatment
(DM)

Beneficiaries
received
anti-diabetic
medicines

1,23,990

34,309

17,060

6,552

12,144

5,032

72,338

29,972

4,390

2,403

2,265

1,099

4,35,029

1,74,594

78,332

36,964

1,848

23,912

(i)

AB-HWC portal data shows that in Imphal West district 28% of beneficiaries received
medicine from the facilities out of total footfall (OPD) which is 41% in Thoubal district.
And out of total beneficiaries receiving medicines only 19% received medicine for HTN
and 15% for DM in Imphal West district whereas 8% for HTN and 4% for DM in Thoubal
district.

(ii)

In Imphal West District, 27.6 % beneficiaries have received medicine. Out of total on
treatment for HTN, 38.4% beneficiaries received anti-hypertensive drugs and out of
total on treatment for DM, 41.4% beneficiaries received anti-diabetic drugs. and
wellness session attended by 11.3 % beneficiaries.

(iii)

In Thoubal District 41.4% beneficiaries have received medicines. Out of total on
treatment for HTN, 54.7% beneficiaries received anti-hypertensive drugs and out of
total on treatment for DM, 48.5% beneficiaries received anti-diabetic drugs.

(iv)

State has reported 40.1 % beneficiaries received medicine. Out of total on treatment
for HT, 47.1% beneficiaries received anti-hypertensive drugs and out of total on
treatment for DM, 57.1% beneficiaries received anti-diabetic drugs.
Table 8 (a): Training status of MO, CHO, Staff Nurse posted at HWCs

Indicators

Manpower in
Position
NCD Training
Completed
IT Training
Completed
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MO In PHC-HWC
(In numbers)

CHO In SC-HWC
(In numbers)

Staff Nurse In PHCHWC (In numbers)

Imphal
West

Thoubal

Imphal West

Thoubal

Imphal
West

Thoubal

40

31

47

33

23

21

34

9

34

29

9

3

10

4

24

18

3

2

(i)

Imphal West District has reported 85% MOs trained in NCD & 25% in IT platform. In
Imphal West District 72.3% CHOs were trained in NCD & 51% in IT platform. District
reported 39.1% Staff Nurse of Imphal West District trained in NCD and 13% in IT
platform.

(ii)

Thoubal District has reported 29% MOs trained in NCD & 12.9% in IT platform. In
compared to Imphal West District, Thoubal District has shown poor performance in
training component. In Thoubal District 87.8 % CHOs were trained in NCD & 54.5% in
IT platform. District reported 14.3% Staff Nurse trained in NCD and 9.5% in IT platform.

Table 8 (b): Training status of MPW (M/F) and ASHA posted at HWCs.
Indicators
(Regular +
Contractual)

Manpower in
Position
NCD Training
Completed
IT
Training
Completed

(i)

MPW (F)
In PHC-HWC+SC-HWC
(In Nos.)
Imphal
Thoubal
West

MPW (M)
In PHC-HWC+SC-HWC
(In Nos.)
Imphal
Thoubal
West

ASHA
In PHC-HWC+SC-HWC
(In Nos.)
Imphal
Thoubal
West

143

92

42

37

300

230

73

48

4

4

273

188

40

25

1

0

0

0

Imphal West District has reported 51% MPWs (F) trained in NCD & only 28% in IT
platform. In Imphal West District, 9.5 % MPWs (M) are trained in NCD & only 2.4% in
IT platform. District reported 91% ASHA of Imphal West District trained in NCD.

(ii)

Thoubal District has reported 52.1% MPWs (F) trained in NCD & 27.2% in IT platform.
In Thoubal District 10.8% MPWs (M) are trained in NCD & MPW (M) trained in IT
platform reported to be nil. District reported 81.7% ASHA trained in NCD.

(iii)

Both the states have been following the training strategy as prescribed by the
MoHFW, GoI.
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Chapter 4: Field Observations for Sub-Centre Health & Wellness Centres
Introduction to Comprehensive Primary Health Care (CPHC-HWC)
In order to ensure delivery of Comprehensive Primary Health Care (CPHC-HWC) services,
existing Sub Health Centres covering a population of 3000-5000 has been converted to Health
and Wellness Centres (HWC), with the principle of “time to care” approach i.e. to reach any
primary health care facility in not more than 30 minutes. Primary Health Centres in rural and
urban areas have also been converted to HWCs. Such care could also be provided/
complemented through outreach services, Mobile Medical Units, health camps, home visits
and community-based interaction, but the principle should be a seamless continuum of care
that ensures the principles of equity, quality, universality, and no financial hardship.
The SC-HWC is staffed by an appropriately trained Primary Health Care team, led by a MidLevel Health Provider (MLHP)/Community Health Officers (CHO) and supported by multiPurpose Workers (male and female) and ASHAs. Together they have been delivering an
expanded range of services. A Primary Health Centre updated as (PHC-HWC) is linked to a
cluster of SC-HWCs in its jurisdiction and serves as the first point of referral for many diseases
condition. In addition, it is also being strengthened to deliver the expanded range of primary
care services. The Medical Officer at the PHC-HWC is responsible for ensuring that CPHC-HWC
services are delivered through all HWCs in her/his area and through the PHC-HWC itself. The
number and qualifications of staff at the PHC-HWC would continue as defined in the Indian
Public Health Standards (IPHS) 2012.
However, to declare the SC or the PHC-HWC as Operational HWC by the state, the facility
requires fulfilling various criteria as defined by CPHC-HWC operational guidelines which are
as mentioned below:
a. Availability of HR (i.e. Trained CHO at SC-HWC and MBBS MO at PHC-HWC/UPHC-HWC
level.
b. Completion of training of Primary Health Care Team on Non-Communicable Diseases.
c. Availability of Essential Medicines.
d. Availability of Essential Diagnostics.
e. Infrastructure Strengthening including branding.
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f. Initiation of Screening of Non-Communicable Diseases (Hypertension, Diabetes
Mellitus & three Cancers).
g. Initiation of Community Outreach (Population Enumeration and filling up of CBAC by
ASHAs).
h. Use of CPHC-HWC IT application.
i.

Tele- Consultation.

j.

Performance linked payment for CHOs.

Out of the above eleven (11) indicators, if initiation of NCD screening has not been rolled out,
then the facility (either SC or PHC-HWC) will be labelled as Progressive HWC. For attaining the
status of Operational HWC the facility must roll on the screening for NCDs in terms with CPHCHWC guidelines.
List of Facilities and Details of Sample collected
For the study purpose, a total of 24 SC-HWCs and 12 PHC-HWC-HWCs had been selected and
assessed based on the functionality criteria of SC-HWCs and PHC -HWCs, mentioned below:
Table 9: List of Facilities Visited
State

District

AB-HWC (PHC-HWC)
Agia BPHC-HWC

Goalpara

Chaibari MPHC-HWC
Matia PHC-HWC

Assam
Rangia BPHC-HWC
Kamrup Rural

Boko BPHC-HWC
Azara BPHC-HWC
Khumbong PHC-HWC

Manipur

Imphal West

Mayang PHC-HWC
Wangoi CHC
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AB-HWC (SC)
Ketikibari
Pitbari
Hasdoba
Rakhalkila
Sutarpara
Gopalpur
Hiraghata
Udiana
Chakrapani
Gohalkona
Sanpara
Niralpur
Khabi Thangtek
Konthoujam
Kokchai
Uchiwa
Naorem Chaprou
Iram Siphai

State

District

AB-HWC (PHC-HWC)
Wangjing PHC-HWC

Thoubal

Hiyanglam PHC-HWC
Khongjom PHC-HWC

AB-HWC (SC)
Tentha
Khangabok
Langathel
Phundrei
Langmeidong
Arong Tera

During the process of data collection, the key respondents i.e., Medical Officers, Staff Nurse,
Community Health Officers, Multi-Purpose Worker (M/F), ASHAs and Beneficiaries were
interviewed.
The State wise break up of Primary Health Care Team in SC-HWCs and PHC-HWC-HWCs
interviewed during the study is as follows:
Table 10: Number of Key Informants Interviewed
Designation

Assam

Manipur

Total

Medical Officer
Staff Nurse

6

6

12

7

6

13

Pharmacist

7

6

13

Lab Technician

7

5

12

Community Health Officer

12

12

24

Multi-Purpose Worker

24

24

48

ASHA
State Wise Total

35

33

68

98

92

190

All total 190 (One Hundred Ninety) key informants had been interviewed during the study,
from the four districts of Assam and Manipur (Goalpara, Kamrup Rural, Imphal West and
Thoubal).
Infrastructure
As per the functionality criteria of AB-HWCs, all HWCs need to have:
a) Sufficient space for outpatient care, for dispensing medicines, and diagnostic services,
b) Adequate spaces for display of communication material of health messages, including
audio visual aids.
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c) Appropriate community spaces for wellness activities, including the practice of Yoga
and physical exercises.
Appropriate branding is an integral part of the Ayushman Bharat program and reflects the
intent which advocates “a powerful, people-centric and humanistic branding at the grassroots
level.” It is unified across regions by a common graphic template composing of a rectangle
and 6 (six) circles. It is simultaneously an open and flexible model, allowing every community
to be involved by painting the facades of the Centre and bringing their own expressions to
the Health and Wellness Centres.
Table 11 (a): State-wise infrastructure status
SC in Government
building

States

Source of Water
Running Well,/Bore
water
well

Yes

No

Piped

Assam

11

1

3

2

5

Manipur

12

-

2

-

-

Others (Specific)

No

01 hand pump and
01 from other
sources
1(River), 1 from
8
neighbouring house (Purchased)

Table 11 (b): State-wise infrastructure status

States
Assam
Manipur

Residential facility for staff

Electricity Supply

Yes

No

Yes

No

8
6

4
6

9
9

3
3

Regarding infrastructure, it was observed that out of the 12 SC-HWCs visited in Assam 11 SCHWC have their own government building (except Gohalkona SC-HWC) and up gradation of
SC to SC-HWCs has been completed for all. Though branding is done for all SC-HWCs in Assam,
the quality of branding in Kamrup (R) district was not up to the standards as defined by CPHCHWC guideline and needs to be improved to achieve the objectives of branding. Regarding
availability of source of water supply in Assam, it was observed that only 2 SC-HWCs have
running water supply, 5 facilities managed water from bore well, 3 managed from piped water
sources and 2 managed from hand pump and other sources.
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Regarding regular electricity supply in Assam, 9 SC-HWCs have regular electricity connection.
No electricity back up was available in any of the SC-HWCs in Assam except Sanpara SC-HWCs
where one inverter was donated by one NGO.
In Manipur, all 12 SC-HWC were in designated government building. However, the quality of
branding especially the faded colour of the logos needs to be re-done in Thoubal district. And
a total of 8 SC-HWC procure water from private vendors, 2 manage from piped source, 1 fetch
from river and 1 from nearby house.
9 SC-HWCs in Manipur have electricity but power supply was informed to be very irregular.
No electricity back up was available in any of the SC-HWCs visited.
** The earmarked fund support for infrastructure upgradation (Rs 7 lakh for SHC-HWC and Rs 4 lakh
for PHC-HWC) under Comprehensive Primary Health Care is inclusive of assured water and electricity
supply. (This should not be under star but marked as statement quoting the guideline)

Time to Care Approach
The Time to Care Approach defines that within thirty (30) minutes one person should be able
to access the health care facility. To ensure delivery of Comprehensive Primary Health Care
(CPHC-HWC) services, existing Sub Centres covering a population of 3000 -5000 has been
converted to Health and Wellness Centres, with the principle being ‘time to care’ to be not
more than 30 minutes.
The table below provides a picture of distance and approximate travel time to reach SC-HWC
from the remotest village as well distance of SC from PHC-HWC.

The distance of SC from the
remotest village (in km)
Travel time to reach the SC from
the remotest village (in min)
The distance of SC from PHCHWC (in km)
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Gopalpur
SC
Sutarpar
a SC
Sanpara
SC
Udiana
SC
Niralpur
SC

SC-HWC of Assam

Ketekibar
i SC
Gohalkon
a SC
Chakrapa
ni SC
Hiragata
SC
Rakhalkill
a SC
Mashdob
a SC
Pitbari SC

Table 12: Distance ofSC-HWC of Assam and Manipur

2

3

2.
5

2.
5

3

5

2

1.
5

10

2

1

4

30

45

30

30

30

60

510

30

-

30

15

50

11

11

8

5

3-4

10

1/2

4

12

-

2

6

20

15

30

20

1

2

1.
2

5

2
5

1/
2
30

1
0
3
0

6

3

3
0

1
0

1

6

3

1
2

Khabi Thanglen
SC
Tentha SC

3

Uchiwa SC

8

Iram Siphai SC

1.
3

Langathel SC

1.
5

Langmeidong SC

Arong Tera SC

1/
2
15

Konthoujam SC

Khangabhok SC

The distance of SC from PHC-HWC (in km)

Naorem Chapro
SC
Phundren SC

The distance of SC from the remotest
village (in km)
Travel time to reach the SC from the
remotest village
(in min)

Kokchai SC

Sub Center of Manipur

2.
5
2
0

1.
5
1
5

4

5

1
0

3

1
5

It was observed that the average distance from SC to nearest PHC was on an average 5 to 6
Kms in both the states but more than that, travel time is important which depends on terrain,
road condition and available means of transport and these are crucial factors in determining
time to care approach.
Training of Community Health Officer in Assam and Manipur (SC-HWC)
The Community Health Officer (CHO) is the programmatic, managerial, and clinical lead in the
SC-HWC. They are expected to lead the delivery of twelve expanded range of services under
AB-HWCs. As per CPHC-HWC guideline, Community Health Officers (CHOs) are provided with
an induction training during posting at SC-HWCs which includes training of Universal
screening for Non-Communicable Diseases. The CHOs are provided training on management
of Non- Communicable Diseases (NCD) along with the trainings on Expanded Range of
Services including additional training for RMNCAH+N services.
Table 13: Status of CHOs trained in NCD, NCD app and use of device for IT application

State

Assam
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District

Goalpar
a

Health
Institution

Ketikibari
Pitbari
Hasdoba
Rakhalkila
Sutarpara

NCD
trainin
g under
CPHCHWC

Hands on NCD
screening
training

Use of
NCDCPHCHWC
App
(Yes/No
)

Yes
Yes
Yes
Yes
Yes

No
No
No
Yes
No

No
Yes
Yes
Yes
No

Availability of
device to use
IT application

Yes
Yes
Yes
Yes
Yes

Kamrup
R

Imphal
West

Manipu
r
Thoubal

Gopalpur
Hiraghata
Udiana
Chakrapani

Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
No
No
No data
provided
Yes
No
Yes
No
No
Yes
No
Yes
Yes

Gohalkona

No

Sanpara
Niralpur
Khabi Thangtek
Konthoujam
Kokchai
Uchiwa
Naorem Chaprou
Iram Siphai
Tentha
Khangabok

Yes

No

Yes

Langathel

No

Phundrei
Langmeidong
Arong Tera

Yes
Yes
Yes

No data
provided
Yes
Yes
No

No
No
No
No

No
No
No
No

No

No

No
No
Yes
Yes
Yes
No
Yes
Yes
Yes

No
No
Yes
Yes
Yes
Yes
Yes
Yes
Yes
No data
provided

Yes

No

No
Yes
Yes

Yes
Yes
Yes

As per the study findings, in Assam the number of CHOs trained in Non-Communicable
Diseases was quite satisfactory, but the training coverage has drastically declined in terms of
CHOs receiving Hands on training for Non-Communicable Diseases. And the figures show
further decline in the Use of NCD CPHC-HWC App.

In Manipur, the NCD training was conducted for most of the CHOs interviewed but again the
hands-on training for screening of Non-Communicable Diseases dipped down. Out of total
CHOs interviewed, 10 CHOs were using the NCD CPHC-HWC app and were also having the
required device to operate the NCD CPHC-HWC App.
The reason for not using NCD CPHC app included non-availability or poor internet
connectivity. In some facilities tablets were not available as it was not supplied by the state
and both these factors also hindered the data uploading process. Few of the facilities
complained of non-functional status of available tablets.
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Few suggestions provided by CHOs regarding NCD training are as follows:
•

Number of training days may be increased.

•

Per day training content may be reduced for better adherence of the concept by the
participants.

•

Periodically refresher training may be conducted.

•

The training program needs re-designing in few aspects for building the knowledge
and skills of the CHOs.

Training of Multi-Purpose Worker in Assam and Manipur (SC-HWC)
Multi-Purpose-Worker (MPW) Male & Female posted at all levels (SC-HWCs &PHC-HWCs) are
required to be trained to render services under the 12 expanded packages. The key principle
is to impart as many skills as possible appropriate at that level within the team at the HWC,
so that the services are assured to the population. The team at the SC-HWC should be able to
resolve more at their level by leveraging existing resources including, tele-health platform to
reduce referrals and ensure Continuum of Care. The MPW (M & F) need skills to function as
paramedics for doing laboratory tests, dispensing medicines and doing counselling. Similarly,
at the PHC-HWC level, such staff need to be appropriately skilled to facilitate services under
expanded packages. The use of technology needs to be harnessed to undertake the
training/multi-skilling given the sheer magnitude of the task. Platforms such as ECHO, Massive
Open Online Courses, Sat Com, etc. are needed to be used for providing continuous training
to MPW (M& F).
A total of 70% (17 out of 24) MPWs (M&F) were trained on Non-Communicable Diseases in
Assam i.e., 8 MPWs in Goalpara and 9 MPWs in Kamrup Rural. In Manipur, a total of 62% (15
out of 24) MPWs (M& F) were trained on Non-Communicable Diseases i.e., 6 in Imphal West
and 9 in Thoubal. Although the use of IT application is an integral part of the AB-HWC
programme, only 4% MPW (1 out of 24) in Assam and 37% (9 out of 24) in Manipur were
oriented on CPHC-HWC-NCD App.

Regarding the quality of the trainings, 45% (11 out of 24) MPWs from Assam and 66% (16 out
of 24) MPWs from Manipur informed that the training was satisfactory. The rest of the MPWs
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in both the states believed the training needs improvement in terms of adding hands on
components for imparting various skills and being more specific to content on HTN and DM.
Training of ASHAs in Assam and Manipur (SC-HWC)
ASHAs posted at all levels (SC-HWCs &PHC-HWCs) must be multi-skilled to assist in providing
the services under twelve (12) expanded packages. The key principle is to impart as many
skills as possible appropriate at that level within the team at the HWC, so that the services
are assured to the population. Generally, ASHAs are trained for 5 days on NCD.
Figure 1: NCD training in Assam & Manipur
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A total of 35 ASHAs in Assam and 33 ASHAs in Manipur were interviewed during the study.
And out of which 97% of ASHAs in Assam (Goalpara 16, Kamrup Rural 18) and 94% of ASHAs
in Manipur (13 Imphal West, 18 Thoubal) were trained on Non-Communicable Diseases. The
skill demonstration sessions were attended by 74% ASHAs in Assam (Goalpara 9, Kamrup
Rural 17) and 87% of ASHAs in Manipur (11 Imphal West, 18 Thoubal).
Most of the ASHAs are of the opinion that the skill demonstration part needs to be more
content specific which includes demonstrations and group practices.

During the interaction with the ASHAs on the training content, it was noted that at present
the retention of information provided during the training is a challenge for the ASHAs. Their
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involvement in the control of COVID pandemic has also contributed to this factor. It was felt
that in-person refresher training for the ASHAs are required.

Distribution of Module for ASHA on NCD
The distribution of modules for ASHA on NCD services as a reference material during the
trainings for better understanding is done and it helps the health workers post training during
their course of service too.

Figure 2: Distribution of ASHA Module
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Total 32% (11 out of 34 trained) of ASHAs interviewed in Assam and 6.4% (2 out of 31 trained)
of ASHAs interviewed in Manipur did not receive the NCD module during the training.
The number of training days attended during NCD training also had variations as per the
findings. A total of 32 ASHAs out of 35 in Assam received the NCD training for 5 days. In
Manipur, 18 ASHAs out of total 33 ASHAs interviewed received the training for 5 days. This is
to mention that 91% ASHAs in Assam and 55% in Manipur received the training for 5 days.
The other ASHAs interviewed in both the districts received the NCD training for less than 5
days.
ASHAs trained for less than 5 days though covered the full module but this might contribute
to inadequate skills and affect the quality of service provided to the beneficiaries. None of the
ASHAs reported team-based training with ANM on fifth day of NCD training, as defined in the
national guidelines and this is also same for Assam.
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Population Enumeration

Population enumeration and empanelment are the first critical steps for creating populationbased household list and undertaking registration of all individuals and families residing
within the catchment area of Health and Wellness Centre. It is this registration that is referred
to as empanelment. It lays the foundation for trust between the community & the Primary
Health care team. Family health folders and individual health records are created through the
ASHAs and MPWs based on the process of enumeration and empanelment. Accordingly,
family- wise information is maintained in the SC-HWCs.

Following the process of empanelment next crucial step is filling up of Community Based
Assessment Checklist (CBAC), which is done for all individuals of age of 30 years and above
for universal screening. The checklist consists of questions on various risk behaviours, family
history, signs, and symptoms etc. Based on the information received from the CBAC, a
composite scoring is calculated and those individuals scoring 4 and above are marked as highrisk population and as per the CPHC-HWC operational guidelines, they must be prioritized for
screening.
Table 14: Status of Population Enumeration in Assam and Manipur
SHC-HWC wise
State

Assam

Manipur

ASHA wise

Completed

Ongoing

Goalpara
Kamrup
(R)
Imphal
West

5

1

Not
initiated/
Can't say
0

2

3

1

Thoubal

1

District

Complete
d

Ongoing

13

3

Not
initiated/
Can't say
0

1

11

5

3

3

2

8

5

1

4

1

6

13

0

During the interview with Community Health Officer (CHO) in Assam, it was observed that out
of 12 SC-HWCs visited, only 7 SC-HWCs have completed population enumeration. The process
is in slow pace especially in the Kamrup(R) district where out of 6 SC-HWCs only 2 has
completed the enumeration process. One SC-HWC in Kamrup(R) is yet to initiate the
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population enumeration. During the evaluation with total 35 ASHAs, it was found that 24 have
completed population enumeration. For 8 ASHAs, population enumeration is going on and
three 3 ASHAs are yet to start the enumeration in their catchment area. However, during the
interaction with MPWs in Goalpara it was found that population enumeration has been
completed in 9 out of 12 SC-HWC. In Kamrup Rural, only 2 MPWs reported having completed
the population enumeration in their catchment area by their ASHAs. It was also observed that
there is lack of co-ordination between SC-HWC team members including ASHAs, ANM and
CHOs regarding the processes of population enumeration. The concept of population
enumeration along with the physical processes involved was also not clear to few ASHAs and
MPWs.

In Manipur state, out of 12 SC-HWCs visited, only 2 SCs have completed population
enumeration. Out of the remaining SCs, 7 were on-going and 3 were yet to initiate the
process. In both the visited districts, the pace of population enumeration is very slow. Also,
out of total 33 ASHAs interviewed, it was found that only 14 have completed population
enumeration and for 18 ASHAs population enumeration is going on. During the interview with
MPWs regarding population enumeration, only 1 in Imphal west and 2 in Thoubal district
completed the process. It showed the lack of co-ordination between SC-HWC team members
including ASHAs regarding population enumeration. In the state, confusion regarding the
process of population enumeration was observed. It may be due to training quality as well as
lack of handholding support to ASHAs.
Family Folder
During the interview with CHOs, it was observed that in Assam, only 7 CHOs could provide the
information on the number of completed family folders available at SC-HWCs. In Manipur 10
CHOs could provide the information on the status of completed family folder while 2 could
not provide information on number of completed family folders. Also, it was noticed that
estimation of 30 years and above population is not correctly calculated (As per the CPHC-HWC
operational guideline 37% of population falls in 30 years and above age group taken as
National Standard). For example, in Sub Centre HWC Udiana and Sanpara under Kamrup Rural
district, there is huge gap in estimated population and population recorded in the SC-HWC.
The table below provides the complete details of SC-HWCs with completed Family folder.
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Table 15: List of SC-HWCs with completed Family Folder

Sl.
No.

State

HWC -SC

Populat
ion

Population
of 30 years
& above:
estimated

Population
of 30 years &
above:
(Field Data)

Completed family
folders are
available in the
SC-HWC

1

Ketekibari

3294

1219

1206

700

2

Pitbari

3865

1430

1302

752

3

Hasdoba

11726

4339

3828

1860

4

Rakhalkila

5637

2086

1738

1120

5

Sutarpara

8559

3167

N/A

1742

Gopalpur

6490

2401

2401

800

Hiraghata

1326

491

490

No data available

8

Udiana

6350

2350

350

138

9

Chakrapani

2993

1107

1107

No data available

10

Gohalkona

716

11

Sanpara

1934
2703

840
310

No data available
No data available

6
7

12
13
14
15

Assam

Niralpur
Assam Sub-Total
Khabi
Thangtek
Konthouja
m
Kokchai

16
17
18

Manipur

Uchiwa
Naorem
Chaprou
Iram Siphai

19

Tentha

20
21
22

Khangabok
Langathel
Phundrei

23

Langmeidon
g

24

Arong Tera
Manipur Sub Total

2170

1000

805

No data available

57047
4187

803
21109
1549

14377
1644

7112
905

4354

1611

2114

No data available

1597

591

644

400

4312

1595

1595

400

2852

1055

1079

2766

2998
9254

1109
3424

239
4310

22,977

8501

1439
.No Data
Available
5,599

No data available

5220
4010
6265

1931
1483
2318

2162
1833
2309

335
200
1132

5,134
73160

1900
27069

N/A
20418

465
11152

While interviewing ASHAs about filling up of family folders, 19 ASHAs stated that filling up of
family folder was complete and the process was going on for other 12. However, 4 ASHAs
from Kamrup (R) stated that they did not initiate the process of filling up of the family folder
till date. Regarding the supply of family folder, 15 MPWs (68%) confirmed regular availability.
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Out of total 33 ASHAs interviewed in Manipur, 16 ASHAs stated that filling up of family folder
is complete and the process is going on for 15 numbers of ASHAs. However, 02 ASHAs from
Imphal West stated that they did not initiate the process of filling up of the family folder yet.
Regarding supply of family folder, 83% of MPWs (15 Numbers) confirmed availability of family
folder.
However, it was observed from the field that family folders were available in most of the SCHWC either in printed copy supplied from the state or photocopy (due to state specific
reasons like delay in printing and supply) of the same. Also, 5 out of 12 SC-HWCs visited in
Assam and 2 out of 12 SC-HWCs in Manipur could not provide valid information regarding
total family folders completed which may be due to lack of adequate knowledge regarding
family folder filling-up and overall concept of family folder signifying training gaps at large.
There was huge difference observed in the 30 years and above population between the field
level data and the estimated data in some facilities as evident in table 15. This may be due to
poor record keeping or population enumeration done by ASHAs under specific SC-HWCs. Even
few of the facilities could not provide the information regarding 30+ years of population.
Supply of CBAC/Formats
In the state of Assam, out of 35 ASHAs, 34 ASHAs received CBAC forms from the SC-HWC.
However, the total numbers of CBAC form received by one individual ASHA is only 300
(average) as mentioned by ASHAs during the interaction. Also, 77% of MPWs (18 out of 24)
confirmed availability of CBAC forms but the CBAC form found in field is of version 2 (old
format). Similarly, In the State of Manipur, out of 33 ASHAs, 29 ASHAs received formats/CBAC
form. 4 ASHAs stated that they have not received any format. Also, out of total 18 MPWs
interviewed, 7 from Imphal West and 9 from Thoubal district confirmed of receiving CBAC
forms regularly (88%). In both the states, the new CBAC form is still to be supplied from the
state and that is why the old format is in use.

CBAC form Filling-up
During the interaction with Community Health officers (CHO) in Assam, the total population
in the age group of 30 years and above covered by the visited SC-HWCs (from both the
districts) was found 14,377 against estimated population of 21,109.
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The filling-up of CBACs has been completed for 14,090 individuals (67%) at the time of visit to
the districts in Assam. Further, district wise analysis showed that in Goalpara, out of total
estimated 14,642 population (30 years & above), for 13,502 (92%) population CBAC filling up
has been completed. On the other hand, out of total 6,466 population (30 years & above),
CBAC has been filled-up for 588 (9.0 %) individuals in Kamrup Rural district.
In both the districts of Manipur, 51% (13,750 individuals) of CBAC filled up was reported
during field visits, against the total estimated population of 27,069 of thirty years and above
age group.

Table 16: List of facilities with 30+Years of estimated population & CBAC filled up

PHC-HWC

HWC -SC

Agia BPHCHWC

Ketekibari
Pitbari

Population
of 30 +years
(Estimated)
1219
1430

Chaibari
MPHC-HWC

Hasdoba

4339

3828(88%)

Rakhalkila

2086

1650(79%)

Matia PHCHWC

Sutarpara

3167

3156 (99%)

Gopalpur

2401

2360(98%)

Rangia
BPHC-HWC

Hiraghata

491

146(30%)

Udiana

2350

Chakrapani

1107

186(08%)
Could not provide the
data

Gohalkona

716

56(08%)

Sanpara

1000

200(20%)

Niralpur

803

Could not provide the
data

Number of
individuals scored
4 & above in CBAC
400
370
No records
available
150
No records
available
150
No records
available
158
No records
available
No records
available
No records
available
No records
available

21109

14090(67%)

1228

1549

1014(65%)

1611

540(34%)

591

300(51%)

State

Assam

Boko BPHCHWC

Azara BPHCHWC
Assam Sub-Total

Manip
ur

Khumbong
PHC-HWC

Khabi
Thangtek
Konthouja
m

Mayang
PHC-HWC

Kokchai
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% of CBAC filled by
ASHA against
Estimated Population
1206(99%)
1302(91%)

No records
available
No records
available
No records
available

State

PHC-HWC

Wangoi CHC

Wangjing
PHC-HWC
Hiyanglam
PHC-HWC
Khongjom
PHC-HWC

Population
of 30 +years
(Estimated)

% of CBAC filled by
ASHA against
Estimated Population

Uchiwa

1595

1469(92%)

Naorem
Chaprou

1055

1348(128%)

Iram Siphai

1109

1235(111%)

Tentha

3424

2658(78%)

Khangabok

8501

196(02%)

Langathel

1931

1480(77%)

Phundrei
Langmeido
ng
Arong Tera

1484

380(26%)

2318

2314 (100%)

1900
27069

816 (43%)
13750 (51%)

HWC -SC

Manipur Sub-Total

Number of
individuals scored
4 & above in CBAC
No records
available
No records
available
No records
available
No records
available
No records
available
No records
available
37
No records
available
195
232

While analysing, percentage of total CBAC filled by ASHAs against estimated 30 years & above
population, the CBAC filling percentage for Kamrup Rural district is very low (8% for SC-HWC
Udiana and Gohalkona). On the contrary, in Manipur, Imphal West district percentage of total
CBAC filled by ASHAs against estimated 30 years & above population is more than 100% (128%
for SC HWC Naorem Chaprou and 111% for Iram Siphai SC-HWC). Also, for Khangabok SC
HWC under Thoubal district, percentage of CBAC filled is merely 2% against total estimated
population.

It was also observed during the interview with CHOs, that 7 SC-HWCs of Assam and 10 SCHWCs of Manipur could not provide information on beneficiaries scoring more than ‘4’ and
above in CBAC and there was no specific plan in place for screening these high-risk population
on a priority basis.

During interaction with ASHAs on ‘4+’ scoring in CBAC, 5 SC-HWCs in Assam and 4 SC-HWCs
in Manipur could not provide the information. In both the states, the information could not
be provided due to SC-HWC staff not considering the demarcation of high-risk population as
priority group for early screening.
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Daily Target of Screening

In both the districts visited in Assam and Manipur, daily target for screening was set by the
respective HWCs. During the interaction with MPWs in Assam, in 4 SC-HWCs under Goalpara
and in 3 SC-HWCs under Kamrup (R) district it was noted that they follow the daily target for
screening. In Manipur, 3 SC-HWCs in Imphal west and 2 SC-HWCs in Thoubal district are
following the screening target regularly. However, as screenings are being conducted in all
weekdays in SC-HWCs of Manipur, the prioritisation of 4+ scored population does not happen
as per the guideline.

Fixed day screening is being followed in the state of Assam. In Manipur state there is no fixed
day assigned for screening. And it was observed that prioritization of the beneficiary based
on high-risk criteria is not being practiced and the whole process from enumeration to CBAC
filling and screening are not done uniformly in the SC-HWCs of the state and CBACs were
being filled up on the day of screening itself.

In Manipur, any person aged 30 years and above visiting the HWCs is screened for NonCommunicable Diseases which implies that basically screening is done for walk-in persons in
the HWCs and thus, the concept of population-based screening was missing but in Assam
population-based screening was observed at the visited health facilities with fixed day
screening every week as SC-HWC level.

Screening and beneficiaries accompanied by ASHA

There is a fixed day for screening of Non-Communicable Diseases in both the districts of
Assam (as confirmed by 33 out of 35 ASHAs). The State initiated fixed day bi-weekly NCD
screening in late 2018. An order from the Mission Director, NHM, Assam regarding this was
issued via No. NHM/NCD/CHPC (H&WC) 206-17/1136/24945 dtd. 24-12-2018.

As far as accompanying the beneficiaries for NCD screening is concerned, 20 out of 35 ASHAs
stated that they regularly accompany the beneficiaries. 11 ASHAs stated that they do
accompany but not on a regular basis. 33 out of 35 ASHAs confirmed of being involved in
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activities like- home visits to determine the 30 years & above population, mobilization for
screening as well as mobilization of suspected cases of Hypertension & Diabetes Mellitus to
the linked HWC-PHC for confirmation, management and follow-up of confirmed cases.
No fixed day has been declared for NCD screening in Manipur, most of the SC-HWCs do the
NCD screening as per daily schedule activities. 19 out of 33 ASHAs confirmed for
accompanying individuals for screening and 13 out 33 numbers of ASHAs responded as
irregular or not accompanying beneficiaries for screening. In Manipur, total 32 ASHAs (13 in
Imphal West & 19 in Thoubal) out of 33 interviewed, confirmed of home visits to determine
the 30 years & above population. Regarding mobilization of the 30 years & above population
for screening, 28 ASHAs confirmed of being involved in the activity. Reportedly, 30 ASHAs
confirmed of following-up with the cases for management of Hypertension and Diabetes
Mellitus.
Screening, suspected cases, referred cases and follow-up (HTN)
In Goalpara district of Assam, out of total 17,650 number of individuals screened, only 911
(5.2%) were found to be equal to or above the established benchmarks for HTN (>/=140/90
mm of Hg). And out of the total 911 suspects, 797 were referred for confirmation of diagnosis,
of which 225 cases have been confirmed as hypertensive. Out of these 225 confirmed cases,
only 174 cases (77%) had turned up after confirmation to SC-HWCs for follow-up and refilling
of medicine. Data from Goalpara districts also reflects that total screened individual, i.e.
17,650, is relatively higher than the estimated 30 years and above population for the
catchment area which is 14,641, the reason for this may be either data entry error or multiple
entries of diagnosed cases during follow up.
Table 17: Information on Screening, Suspected Cases, Referred and follow –up Cases (HTN)
Assam
Particular
Estimated 30 years and above population
Number of Individuals Screened (HTN)
Suspected Cases
Referred for Confirmation at PHC-HWC
Case Diagnosed
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Goalpara

Kamrup Rural

14,641
17,650
911
797
225

6,466
873
85
85
33

Manipur
Imphal
West
7,511
5,125
488
490
283

Thoubal
19,558
5,063
316
316
150

numbers of cases turned up after
confirmation in SC-HWC

174

80

246

179

On the other hand, in Kamrup Rural district out of total 873 individuals screened for NCD only
85 qualified as suspect cases and were referred for confirmation. Out of the total cases
referred for confirmation, although only 33 cases were diagnosed but as per records 80 cases
turned up after diagnosis at the SC-HWC for follow up. This may be because either there were
existing diagnosed patients of Hypertension under the SC-HWCs or CHOs have screened,
diagnosed, and treated these cases at the SC-HWC level itself without referring them to linked
PHC-HWC-HWC or the beneficiaries may have directly visited the PHC-HWC-HWC for
consultation without the involvement of SC-HWC. Screening data also indicates that, in
Assam, especially in Goalpara district majority of the suspected cases return to the concerned
SC-HWC for follow-up after confirmation of diagnosis at the referral health facilities.
On the other hand, in both the districts of Manipur, total number of individuals found to be
equal to or above the established benchmarks for HTN (>/=140/90 mm of Hg) against total
screened is comparatively less, i.e. 9.5% (488 out of 5125) in Imphal West and 6.2% (316 out
of 5063) in Thoubal district.

During assessment it was observed that in Manipur, a proper referral system is not in place
though referral slips were found in most of SC-HWCs. Utilisation of referral slip is limited in
most of the SC-HWCs. The common process followed in SC-HWCs is that the Medical Officer
(MO) of the linked PHC-HWCs visits the concerned SC-HWCs once or twice in a month. During
such visit, the suspected cases are screened by the MO for confirmation and accordingly drugs
are prescribed. Therefore, the system of referring the cases to linked PHC-HWCs by the
concerned CHO does not exist in most of the HWC-SCs. However, it was found that due to the
COVID-19 pandemic, periodic visit by the MO discontinued leading to the disruption of the
system. Though in the state of Manipur, the referral mechanism has not been established as
per the CPHC guideline, but the practice of MOs visiting the SC-HWCs and confirming the
diagnosis as well as prescribing medicine has been found to be effective. The model can be
further evaluated, replicated, and tailored to the local geographic need.
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On the other hand, in Assam the referral system was found to be in place where the suspected
cases are referred to the nearest linked PHC-HWC for confirmation and further management.
However, it was found that in most cases, even though the cases are referred, the patients
do not prefer to visit the linked PHC-HWC due to varied reasons like- distance, loss of wage,
transportation, timing, rush at the PHC-HWC, out-of-pocket expenditure (mainly for
transportation), non-availability of MO and other staff etc. Thus, even though the referral
system in place, it is challenged by various overriding factors.

From the field observations, it could be mentioned that the pace of rolling out of NCD
screening process is very slow which needs further attention particularly in Kamrup Rural in
Assam (13% screened) and Thoubal in Manipur (26% screened).

Screening, suspected cases, referred cases and follow-up (Diabetes Mellitus)
In Goalpara district, the total number of individuals found to be equal or above the
established benchmarks for Diabetes Mellitus (>/=140mg/dl, RBS) was comparatively less.
Out of total 19,862 individuals screened, only 548 (2.8%) were found suspected of Diabetes
Mellitus. Out of the suspected, 86% (474 out of 548) were referred for confirmation and only
81 cases were confirmed as Diabetic. It was also found that, out of 81 diagnosed patients, 91
cases had turned up at the SC-HWC after confirmation.
Table 18: Information on Screening, Suspected, Referred, and follow-up (Diabetes Mellitus)
Particular

Estimated 30 years and above
population
Number of Individuals Screened
(Diabetes Mellitus)
Suspected Cases
Referred for Confirmation at PHCHWC
Case Diagnosed
numbers of cases turned up after
confirmation in SC-HWC
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Assam
Kamrup
Goalpara
Rural (In
(In Nos.)
Nos.)

Manipur
Imphal West
(In Nos.)

Thoubal (In
Nos.)

14641

6466

7511

19558

19862

868

5065

4800

548

91

318

309

474

91

307

307

81

70

109

88

91

89

126

98

On the other hand, in Kamrup Rural district, the total number of individuals found to be equal
or above the established benchmarks for Diabetes Mellitus (>/=140mg/dl, RBS) was
comparatively less. Out of total 868 individuals screened, only 91 (10.4%) were found
suspected of Diabetes Mellitus. And all the 91 suspected cases (100%) were referred to PHCHWC for confirmation of diagnosis.
Problem in communication and transportation was cited by 2 CHOs (1 in each district) as a
reason for not referring patients to the link PHC-HWCs in the State of Assam. CHOs mentioned
that even if they refer the patients for confirmation, they do not visit the PHC-HWC and return
back to them for required treatment. On the other hand, 1 CHO from Goalpara district stated
that due to non-availability of staff at the linked PHC-HWC the patients were not referred.
In Manipur, the total number of individuals found to be equal or above the established
benchmarks for Diabetes Mellitus (>/=140mg/dl, RBS) was comparatively less. Out of total
9,865 individuals screened, only 627 (6.3%) were found suspected for Diabetes Mellitus and
614 suspected cases were referred out of which 197 cases were confirmed as diabetic. Post
diagnosis, total 224 cases turned up at the SC- HWCs. It was also observed that the total
number of cases turned up at SC-HWC after confirmation/follow up were more than the total
of Diabetes Mellitus cases diagnosed through the laid down established system of CPHC-HWC
for screening, diagnosis and management of NCD cases. In Imphal West 116% (126 out of 109)
and in Thoubal 111% (98 out of 88) returned for follow up. Out of total 12 CHOs interviewed
in Manipur, 10 CHOs confirmed availability of referral slips. Also, the pace of rolling out of
NCD screening process is very slow which need further attention particularly in districts of
Kamrup Rural (13% screened) and Thoubal (25% screened).
Ideally an individual once visiting the facility, should be screened for both Non-Communicable
Diseases i.e. Hypertension and Diabetes Mellitus. However, data shows different figures for
Hypertension as well as Diabetes Mellitus. This might be due to poor record maintenance, or
it might be an implementation gap (where same person was not screened for both the
conditions). Also, it was observed that there is shortage of glucose strips in most of the SCHWCs visited.
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Treatment for Non-Communicable Diseases
Table 19 : Treatment compliance for Hypertension at SC-HWC level
Particulars
(FY 2020-21)
Total confirmed Hypertension
Total on treatment

Goalpara

Kamrup Rural

Imphal West

Thoubal

225
194

33
80

283
387

150
95

Table 20: Treatment compliance for Diabetes Mellitus at SC-HWC level
Particulars
(FY 2020-21)
Total confirmed Diabetes Mellitus
Total on treatment

Goalpara

Kamrup Rural

Imphal West

Thoubal

81

70

109

88

90

89

237

45

The data on treatment compliance, Table 19 and 20, for the State of Assam FY 2020-21 shows
that out of total confirmed cases, 86.22 % of the beneficiaries from Goalpara and 242 % from
Kamrup (Rural) of Hypertension were on treatment. The Kamrup Rural data showed that
patients on treatment is in higher side compared to total confirmed which may be due to
either data discrepancy especially duplicate entry of the follow up cases or high number of
patients attending private facilities who are now seeking treatment at SC-HWC level (as
informed by CHOs during interview). Similar picture was also seen in case of Diabetes Mellitus
treatment where the number of patients on treatment were more than the confirmed cases
(Goalpara: 111% and Kamrup Rural: 127%).
In Manipur, the data depicts almost similar picture where the total no. of patients on
treatment were high than the total confirmed case, especially in Imphal West district (137%
for Hypertension & 217% for Diabetes Mellitus). The probable reasons for higher turnout for
treatment than the total confirmed cases may be due to the enrolment of earlier diagnosed
patients i.e, before the assessment year 20-21). The reasons for higher follow up turn out is
probably due to:
a) Regular visit of the MOs of the linked PHC-HWC, which acts as a motivating factor for
the community to visit the SC-HWC.
b) The drugs for Hypertension and Diabetes Mellitus are available in fixed dose
combination, e.g. Metformin + Glimepiride and Telmesartan + Hydrochlorothiazide,
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which ensures better treatment compliance as the patients do not have to take
multiple medicine for an ailment.
c) Other probable reason might be faulty data entry at the SC-HWC which needs to be
looked into.
The drug stock at linked PHC-HWCs was reportedly not sufficient for refilling the drug stock
of the SC-HWC, as reported in both the States. This leads to loss to follow up as they prefer
to get the drugs from nearby private pharmacies/local practitioners.
Availing treatment from private sector was seen prevalent in Assam, which is highlighted by
the fact that, 18 patients out of total 42 from different catchment areas covered by ASHAs
were availing treatment from Private facilities which is 43% of total patients reported to be
on treatment. In Manipur 7 patients out of total 32 from different catchment areas covered
by ASHAs were availing treatment from Private facilities which is 22% of total patients
reported to be on treatment. Also, it is to be mentioned that there is no fixed schedule for
follow-up of the patients who have been taking medicines from the private health provider.
Few of the ASHAs in Assam believed the patients who were taking treatment from the private
facilities visit the SC-HWCs occasionally for diagnostic facilities in the SC-HWC. Also, it was
reported that, in most cases the community members believed only diagnostics services are
available in the SC-HWC and no facility of free drugs distribution for Non-Communicable
Diseases.
Table 21: Facility of choice for HTN & DM treatment among patients as reported by ASHAs

Facility Type

Public
Private
Total
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Treatment for NCD in catchment area
(Assam)
Goalpara
10
3
13

Kamrup (Rural)
14
15
29

Treatment for NCD in catchment area
(Manipur)
Imphal West
11
2
13

Thoubal
14
5
19

During interview with the ASHAs in Kamrup Rural and Goalpara districts of Assam, the
following challenges were pointed out by them citing these might be the reasons creating
hindrance for the people from availing services from the public health facilities:
1. Non-availability of drugs when the beneficiaries visit the facility for refilling.
2. Follow-up/Repeat visit were reportedly difficult for beneficiaries as it leads to loss of
wage, time, expenses etc.
3. Lack of public transport in the locality to reach the facility.

4. Poor health seeking behaviour of beneficiaries and resistance from family members,
peer groups etc.

In Manipur, however, acceptance of the services at the public health facilities was found more
as reportedly 25 (78%) patients were undergoing treatment (Hypertension/Diabetes Mellitus)
at public health facilities as confirmed by ASHAs. During assessment, the following factors
were found which might have resulted in high turnout at the public health facilities in the
visited districts:
1. Community participation and ownership of the program which is a result of good
communication strategies implemented at the grassroots including IEC, Community
Mobilization, and Interpersonal Communication (IPC) by FLWs etc.

2. Mentoring and effective supportive supervision, facilitation by the Medical Officers of the
concerned linked PHC-HWCs.
3. Provision of fixed drug combinations which reportedly makes it convenient for treatment
adherence.

4. Home visits by the SC-HWC staff enhancing the rapport between the SC-HWC team and
community and building trust. Also, it is to be mentioned here that the Home-Based
Palliative Care programme implemented by Manipur has given more scope for the SC-HWC
team in getting closer to the community.
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Challenges faced by Community in accessing referral services at PHC-HWC level
Table 22: Challenges faced by community in accessing services at PHC-HWC as reported by
ASHAs
Assam (No. of ASHA
reported)
Goalpara
Kamrup
Rural
15
8
6
15
9
12
9
4

Challenges
Expenses incurred in transportation
Loss of daily wage
Time consuming
Bad road connectivity
Non-availability of public
transport/other vehicles
Others

Manipur (No. of ASHA
reported)
Imphal West
Thoubal
7
6
8
4

12
8
11
14

3

7

10

19

2

0

0

0

Regarding challenges faced in Assam by the community in accessing referral services at the
PHC-HWCs, expenses incurred in transportation was reported by most of ASHAs as the prime
cause (66%), followed by loss of daily wages (60%) and bad road connectivity (37%) as factors
for not availing the services.
In Manipur, 88% of ASHA reported non-availability of public transport as the prime cause,
followed by expenses incurred in transportation (58%) and bad road connectivity (55%) as the
factors for not availing the services.
Challenges faced in referral of complicated cases of Hypertension and Diabetes Mellitus to
higher health facility
Table 23: Challenges faced in referral of complicated cases to higher health facility as
reported by ASHAS (in no.)
SL.
1
2
3
4
5

Challenges
Expenditure
Lack of
transportation
Distance
Resistance from
beneficiaries
Others
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Goalpara
13

Assam
Kamrup Rural
10

Manipur
Imphal West
Thoubal
9
15

8

8

8

19

4

5

5

14

3

9

3

12

2

0

1

0

In terms of referral of patients to higher centres from PHC-HWCs for complicated cases, the
high expenses incurred was reported as a major challenge by most of the ASHAs (66%),
followed by lack of transportation (46%) and resistance from beneficiaries (34%) in Assam.
Similarly, in Manipur, lack of transportation was reported as the prime challenge by most of
the ASHAs (82%), followed by high expenses (73%) and distance between village/home &
linked health facility (58%).
The reason for non-referral of patients to PHC-HWC in Assam was mainly because of the
issues like lack of transportation, long travel time and non-availability of staff in the linked
PHC-HWC. In Manipur it was mainly because of non-availability of staff in linked PHC-HWCs.
Follow-up as per Continuum of Care (CoC) process
The Follow-up of all confirmed cases at the community level by the SC-HWC team including
the ASHAs and MPWs is one of the most crucial steps for ensuring continuum of care. Ideally,
every confirmed case should be followed-up on monthly basis at the field level. This not only
ensures continuum of care and better patient compliance, but also develops a rapport
between the community and the public health system.
Table 24: Status of follow-up done by CHOs for Hypertension & Diabetes Mellitus
Description
Total CHOs interviewed
No. of CHOs following-up
No. of CHOs not following-up

Goalpara
6
4

Kamrup Rural
6
3

Imphal West
6
6

Thoubal
6
5

2

3

0

1

The data indicates that, in Assam, out of total 12 CHOs interviewed, 7 were following-up with
NCD patients for both Hypertension and Diabetes Mellitus. Remaining 5 CHOs stated that no
follow-up was done for the patients with Hypertension & Diabetes Mellitus as per the
continuum of care process.
Maintenance of separate register for Hypertension & Diabetes Mellitus
In Assam 50% of the interviewed CHOs in both the districts were found maintaining a separate
register for Hypertension and Diabetes Mellitus. Similarly in Manipur, 66% of CHOs in Imphal
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West and 33% CHOs in Thoubal were maintaining a separate register for Hypertension and
Diabetes Mellitus.

Figure 3: Separate Register for Hypertension & Diabetes Mellitus
Maintenance of seperate referral regster for
HTN & DM (Assam)
4

3

3

3

Maintenance of seperate register for HTN &
DM (Manipur)
5

3

4

4

4

3

3

2

2

2

2

1

1
0

0
Goalpara
Maintained

Kamrup (Rural)

Imphal West

Not Maintained

Maintained

Thoubal
Not Maintained

Use of Teleconsultation services for regular follow-up
In Assam, only 33% (4) of the visited SC-HWCs had Tablets available for Tele-Consultation. In
Manipur, 42% (5) of the SC-HWC had Tablets.
It was learnt that only few Tele-Consultation sessions were conducted due to the lack of
adequate infrastructure/equipment. Some of the CHOs were reportedly using their personal
mobile phones for Tele-Consultation, which has its own challenges.
Table 25: Barriers in adequate utilization of Tele-Consultation platform (CHO)
Barriers

Poor net connectivity
Long waiting period to
consult with MO
Absence of in-person
consultations
Difficulty in operation of
application
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Assam

Manipur

Goalpar
a
4

Kamrup
Rural
3

State
Total
7 (58%)

Imphal
West
5

5

State
Total
10 (83%)

2

2

4 (33%)

2

1

3 (25%)

0

1

1 (8%)

0

1

1 (8%)

0

0

0 (0%)

2

0

2 (17%)

Thoubal

In both the States, poor net connectivity along with long waiting period to consult with
concerned doctors were reported to be the major barrier in optimum utilization of TeleConsultation platform.
Table 26: Infrastructure for Teleconsultation at SC-HWC level
Assam

Available

SL.

infrastructure

Manipur

Goalpara

Kamrup Rural

Imphal West

Thoubal

1

Laptop/Desktop

0

0

0

0

2

Tablet

4

0

4

1

3

Web Camera

0

0

0

0

4

Headset

0

0

0

0

5

None of the above

2

6

2

5

In the SC-HWCs, particularly in Kamrup-Rural in Assam and Thoubal in Manipur, there were
no devices available in the facility for tele-consultation. Tele-consultation services were yet
to be started in all of the visited PHC-HWCs of Assam because the equipment for teleconsultation was not available. Tele-consultation sessions were being conducted in both the
states through centralised hub at state headquarters and no linked PHC-HWC were operating
as hub at the time of visit. In Manipur tele-consultation is run through e-Sanjeevani OPD
platform with state hub at NHM office whereas in Assam both the wings of e-Sanjeevani
platform (e-Sanjeevani OPD and e-Sanjeevani HWC) were in use with state hub at NHM office,
Assam.
Availability of Drugs/Medicines at SC HWCs in Assam and Manipur
The credibility of HWC rests on the availability of essential medicines and diagnostics for a
range of health care needs as assured under the expanded package of services for the
catchment population of the HWC. In 2015, Government of India, launched ‘Free Drug Service
Initiative (FDSI)’, under NHM, which provide essential drugs free of cost in public health
facilities. According to 2015 FDSI guideline, 57 medicines should be available in Sub Health
Centres. However, MoHFW, GoI, updated essential medicine list (EML) for SC-HWC, and PHCHWCs in 2020 and accordingly, 105 medicines should be available in SC-HWC. However, State
of Assam and Manipur have their own EML as per requirements for all categories of health
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facilities. According to EML notified by the Govt. of Assam, SC should have 26 medicines. In
Manipur, SC should have 127 medicines according to the state EML (2019).
During the study, it was found that, in both the states, none of the SC-HWCs were stocking
the required number of drugs as per the facility level EML. In Assam, all the SC-HWCs were
having on an average of 12 to 17 number of drugs against the 26 recommended as per the
EML. Out of the 12 SC-HWCs visited in Assam, in 6 facilities (3 in Goalpara, 3 in Kamrup Rural)
the supply of drugs for Hypertension and Diabetes were adequate. In 5 SC-HWCs (3 in
Goalpara, 2 in Kamrup Rural) the supply was inadequate in regard to the patients under
treatment and in 2 centres under Goalpara supplies of drugs were irregular. Most of the SCHWCs in Assam do not maintain buffer stock of at least 3 months.
In Manipur, in 1 SC-HWCs the supply of drugs for Hypertension and Diabetes was adequate.
In 2, the supply was inadequate in regard to the patients under treatment and in 9 supplies
of drugs were irregular.
There is no uniform system of indenting medicines in both the states. Most of the SC-HWCs
in Assam and Manipur indent medicines once in a month and some indent as and when
required. Among MPWs, 2 of the MPWs were unaware about the system of medicine
indenting in their respective facilities and most of the CHOs/MPWs collect the medicines on
their own from the linked PHC-HWCs
Although the health facilities in both the States follow state EML none of the SC-HWCs visited
were having drugs as per EML. Moreover, the states have not updated the EML as per the
CPHC guideline. During the interview with the CHOs and MPWs it became evident that they
were not having adequate knowledge on drugs management system. Inadequacy and
irregularity of drug supply in the SC-HWCs will not only push the community towards seeking
private treatment but is also an important reason of dropping out from the cycle of continuum
of care. The interaction with community also shows that they prefer private treatment for
Non-Communicable Diseases (HTN and DM) over public sector health facilities due to various
reasons which lead to out-of-pocket expenditure.
Taking the course of above-mentioned findings, the Pharmacist, CHOs and MPWs should be
trained in indenting and management of drugs in order to strengthen the system.
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Chapter 5: Field Observation of the PHC-HWCs
Findings and Observations vis-à-vis PHC-HWC-HWC and Management of Hypertension and
Diabetes
The PHC-HWCs play a pivotal role when it comes to support the SC-HWCs in roll out, outreach
and sustainability of activities associated with the expanded packages of services introduced
under CPHC. The PHC-HWCs act as a primary hub for the initiation and maintenance of the
primary healthcare management processes and community based promotive and preventive
interventions in health along with being a gatekeeper for appropriate and timely referral of
beneficiaries to secondary level healthcare facilities. Also, with the expanded role of the PHCHWC, it has become imperative that along with the assurance of the availability of quality
primary level healthcare services for the community, a mechanism is established and
maintained for the adequate follow-up of the beneficiaries to ensure continuum of care.
The study was undertaken to determine the role of the PHC-HWC staff regarding
a. Screening, diagnosis, and management of beneficiaries in the catchment area for

Hypertension and Diabetes
b. Community level promotive, preventive and follow-up activities in the catchment area

for the control of Hypertension and Diabetes
c. Supportive supervision and monitoring of the linked SC-HWCs to ensure quality

management of Hypertension and Diabetes including establishing mechanisms to
ensure continuum of care.
Findings and Observations in Kamrup Rural and Goalpara Districts of Assam
Healthcare facilities selected in Kamrup Rural District, Assam
a. Boko Block PHC-HWC (Boko FRU) with 35 linked SC-HWCs
b. Rangia Block PHC-HWC (Rangia Model Hospital) with 10 linked SC-HWCs
c. Azara Block PHC-HWC (Azara CHC) with 26 linked SC-HWCs
Healthcare facilities selected in Goalpara District, Assam
a. Agia Block PHC-HWC with 16 linked SC-HWCs
b. Chaibari Mini PHC-HWC with 8 linked SC-HWCs
c. Matia Block PHC-HWC with 11 linked SC-HWCs
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**The major drawbacks regarding the above selected healthcare facilities were that they
were all functioning as First Referral Units except for Chaibari Mini PHC-HWC (Goalpara).
Although these Block PHC-HWCs had attached Block Program Management Units, the staffs
of these units including the Medical Officer were only involved in monitoring and reporting of
public health programs but were not actively involved in community level monitoring and
ownership of the processes involved in the control of Hypertension and Diabetes at the
community level under CPHC.
Observations / findings of data collected from Medical Officers of BPHC-HWCs/MPHC-HWC
**6 Medical Officers (MO) were interviewed which included 1 MO In-charge (Chaibari MPHCHWC) and 5 Nodal MOs for NCD in 5 BPHC-HWCs
Fixed screening days (OPD) for Hypertension and Diabetes
a.

Of the 6 health facilities, 3 (Agia and Matia BPHC-HWCs and Chaibari MPHC-HWC)
had fixed OPD days, on Tuesdays and Fridays for NCD clinics whereas the rest 3 did
not have OPD days assigned specifically for NCD clinics.

b.

All the 6 MOs attended to beneficiaries for screening, diagnosis, and management
of Non-Communicable Diseases opportunistically on all OPD days as well.

c.

However, there were no special camps organized by any of the health facilities for
screening and management of Hypertension and Diabetes in the catchment areas.

Training in NCD screening and management
a. Only 2 MOs (Boko and Rangia BPHC-HWCs) out of the 6 MOs were trained in
Screening and Management of Non-Communicable Diseases under the CPHC-HWC
program.
b. All the 6 MOs interviewed were screening, diagnosing and managing Hypertension
and Diabetes based on their knowledge and expertise acquired through training
and experience although none of them followed any standardized treatment
protocols set as per the CPHC guideline.
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Utilization of MO Portal and CPHC-HWC application
d. Only 1 out of the 6 MOs was trained in the MO Portal and CPHC-HWC application
although the same was not utilized for the purpose of disease management
Processes involved for Screening, Diagnosis and Management for Hypertension and
Diabetes for beneficiaries referred from linked SC-HWCs
a. Only 3 of the 6 MOs mentioned that their facilities maintained a separate register
for patients of Non-Communicable Diseases (Hypertension and Diabetes)
b. There were no separate processes involved in facilitating the management of
suspected/confirmed cases of Hypertension and Diabetes referred to the health
facilities from the linked SC-HWCs except for the fixed OPD days for NCD clinics
followed in 3 of the 6 health facilities visited.
c. Only 3 of the 6 MOs reported that they maintain channels of communication
(Calls, SMS, and WhatsApp) with the CHOs/AMNs/ASHAs from the linked SCHWCs for management and follow-up of Hypertension and Diabetes in the
catchment community
d. Complicated cases of Hypertension and Diabetes were referred to secondary /
tertiary level healthcare facilities but there was no uniformity in the selection of
the referral facilities. Also, except for 1 MO (Matia BPHC-HWC), none of the other
5 MOs had any mechanism to ensure follow up or determine the outcome of such
referred patients.

Tele-consultation Services
a. None of the 6 healthcare facilities has implemented any Tele-consultation
Services Platforms for the management of diseases / ailments including
Hypertension and Diabetes. The State NHM has not yet taken the initiatives to
supply the requisite equipment along with the training of MOs for this purpose
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Drugs and Diagnostics Utilized for the Management of Hypertension and Diabetes
a. All the 6 MOs reported adequate supply of drugs (as per guidelines) and
diagnostics for the management of Hypertension and Diabetes in the health
facilities. Although during the time of the visit to the health facilities it was noted
that 3 out of 6 health facilities did not have any stock of Tablet Enalapril (antihypertensive) and 1 MO (Chaibari MPHC-HWC) reported instances when
Hypertension and Diabetes drugs were in short supply or were out of stock
b. All the 6 MOs reported to prescribing drugs for 30 days to diagnosed patients of
Hypertension and Diabetes with follow-up for refill of prescription with dose
titrations as required
Monitoring and Supervision of the SC-HWCs
a. All the 6 healthcare facilities reported conducting regular monitoring and
supervision visits of the linked SC-HWCs with frequency ranging from weekly to
monthly. Except for the MO of Chaibari MPHC-HWC who does monitoring and
supervision visits to the SC-HWCs, the 5 other MOs interviewed reported that
these visits were carried out by the sector MO from the Block Programme
Management Unit of the BPHC-HWC. On interviewing the MOs of these sector, it
was noted that the field visits mostly involved RCH and Immunization activities
along with routine monitoring and supervision of the activities of the peripheral
healthcare workers. Not much attention was given to activities of population
enumeration, CBAC completion and screening and diagnosis of Hypertension and
Diabetes.
Findings and Observations in Imphal West and Thoubal Districts of Manipur
The healthcare facilities selected in Imphal West District, Manipur:
1. Khumbong PHC-HWC with 9 linked SC-HWCs
2. Wangoi CHC with 4 linked SC-HWCs
3. Mayang PHC-HWC with 26 linked SC-HWCs
The healthcare facilities selected in Thoubal District, Manipur:
1. Khongjom PHC-HWC with 3 linked SC-HWCs
2. Wangjing Lamding PHC-HWC with 2 linked SC-HWCs
3. Hiyanglam PHC-HWC with 3 linked SC-HWCs
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Observations / findings of data collected from Medical Officers of PHC-HWC-HWCs:
**5 Medical Officers In-charge of 5 PHC-HWC and 1 Nodal MO for NCD (Wangoi CHC) were
interviewed.
Fixed screening days (OPD) for Hypertension and Diabetes
a. 3 of the 6 health facilities - Wangoi CHC (Monday), Mayang PHC-HWC (Monday and
Friday) and Hiyanglam PHC-HWC (Tuesday and Thursday) had fixed OPD days for NCD
clinics whereas the rest 3 did not have OPD days assigned specifically for NCD clinics
b. All the 6 MOs attended to beneficiaries for screening, diagnosis, and management of
Non-Communicable Diseases opportunistically on all OPD days.
c. However, there were no special camps organized by any of the healthcare facilities
for screening and management of Hypertension and Diabetes in the catchment area.
Training in NCD screening and management
a. 5 MOs (except the MO in Wangjing Lamding PHC-HWC-HWC) were trained in
Screening and Management of Non-Communicable Diseases through the CPHC-HWC
programme
b. All the 6 MOs interviewed were screening, diagnosing, and managing Hypertension
and Diabetes based on their knowledge and expertise acquired through training and
experience although none of them followed any standardized treatment protocols
set as per CPHC guideline.
Utilization of MO Portal and CPHC-HWC application
a. 4 MOs (except the 2 MOs in Mayang & Khongjom PHC-HWCs) were trained in the
MO Portal and CPHC-HWC applications although the same was not utilized for the
purpose of disease management. The reasons for poor utilization of these
applications were cited to be poor internet connectivity and unavailability of health
system supplied handheld devices/laptops
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Processes involved for Screening, Diagnosis and Management for Hypertension and
Diabetes for beneficiaries referred from linked SC-HWCs
a. Only 4 of the 6 MOs mentioned that their facilities maintained a separate register
for patients of Non-Communicable Diseases (Hypertension and Diabetes)
b. There were no separate processes involved in facilitating the management of
suspected/confirmed cases of Hypertension and Diabetes referred to the health
facilities from the linked SC-HWCs except for the fixed OPD days for NCD clinics
followed in 3 of the 6 health facilities visited.
c. Out of the 6 MOs, 4 reported that they maintain channels of communication
(Referral Slips, Calls, SMS, and WhatsApp) with the CHOs/AMNs/ASHAs from the
linked SC-HWCs for management and follow-up of Hypertension and Diabetes in the
catchment community
d. Complicated cases of Hypertension and Diabetes were referred to secondary /
tertiary level healthcare facilities but there was no uniformity in the selection of the
referral facilities. Also, none of the 6 MOs maintained any mechanism to ensure
follow up or determine the outcome of such referred patients
e. 4 of the 6 MOs interviewed mentioned that the usual process for diagnosis and
management of cases of Hypertension and Diabetes were carried out by them at the
SC-HWC level. They visited the linked SC-HWCs at least once a month (pre-informed
date) for supportive supervision and monitoring during which they screened the
suspected cases of Hypertension and Diabetes, diagnose and treat with medications.
However, these field visits to the SC-HWCs were mostly halted for most part of the
2 years prior to the study due to the involvement of the MOs in Covid-19 pandemic
control activities.
Tele-consultation Services
a. None of the 6 healthcare facilities has implemented any Tele-consultation Services
for the management of diseases / ailments including for Hypertension and Diabetes.
The State NHM has not yet taken the initiatives to supply the requisite equipment
along with the training of MOs for this purpose. Wangoi CHC has a laptop and printer
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along with internet connection for initiation of teleconsultation services, but they
have not utilized the same.
Drugs and Diagnostics Utilized for the Management of Hypertension and Diabetes
a. All the 6 MOs reported inadequate supply of drugs (as per the EML guidelines) and
diagnostics for the management of Hypertension and Diabetes in the healthcare
facilities. The drugs which were not in stock at the healthcare facilities during the
visits were Enalapril, Olmesartan, Losartan, Metformin, Amlodipine, and Atenolol
b. All the 6 MOs reported to be prescribing drugs for 30 days to diagnosed patients of
Hypertension and Diabetes with follow-up for refill of prescription with dose
titrations as required
Monitoring and Supervision of the SC-HWCs
a. All the 6 healthcare facilities reported conducting regular monitoring and
supervision visits of the linked SC-HWCs with frequency ranging from weekly to
monthly. However, these field visits to the SC-HWCs were mostly halted for most
part of the two years prior to the study due to the involvement of the MOs in Covid
19 control activities.
Availability of Drugs at PHC-HWC HWCs in Assam and Manipur
According to 2015 FDSI guideline, 285 drugs should be available in Primary Health Centres.
However, according to MoHFW, GoI, 2020 updated EML list for PHC-HWC, 172 medicines
should be available in PHC-HWC. State of Assam and Manipur follow their State’s EML for
PHC-HWC. According to EML notified by the Govt. of Assam, PHC-HWC should have 348
drugs. In Manipur, State notified 179 drugs for PHC-HWCs.
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Table: 27 (a) Knowledge assessment of Pharmacist

Health Institution

Pharmacist

Knowledge
about SCHWCs under
own Health
Facility

1

Khumbong PHC-HWC

Yes

Yes

Yes

No

2

Mayang PHC-HWC

Yes

Yes

Yes

No

Wangoi CHC

Yes

Yes

Yes

No

4

Wangjing PHC-HWC

Yes

Yes

No

No

5

Hiyanglam

Yes

Yes

Yes

No

6

Khongjom PHC-HWC

Yes

Yes

Yes

No

7

Agia BPHC-HWC

Yes

Yes

Yes

No

8

Chaibari BPHC-HWC

Yes

No

No

No

Matia BPHC-HWC

Yes

Yes

Yes

No

10

Rangia BPHC-HWC

Yes

Yes

Yes

No

11

Azara BPHC-HWC

Yes

No

Yes

No

12

Boko BPHC-HWC

Yes

Yes

Yes

No

Sl. No.

State

3

Knowledge
of DVDMS

Knowledge
about drug
procurement
system under
AB-HWC

Manipur

9
Assam

Table: 27 (b) Knowledge assessment of Pharmacist:

Health Institution

Adherence
to EML

Maintenance of
Stock Registers
for CPHC-HWC
programme

Supply of
drugs and
logistics

Knowledge of
Buffer Stock

1

Khumbong PHC-HWC

Yes

Yes

Irregular

No

2

Mayang PHC-HWC

No

Yes

Regular

No

Wangoi CHC

No

Yes

Irregular

No

4

Wangjing PHC-HWC

No

No

Irregular

No

5

Hiyanglam

Yes

No

Irregular

Yes (2-3 Days)

6

Khongjom PHC-HWC

Yes

No

Irregular

Yes (10 Days)

Sl. No.

State

3
Manipur
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Sl. No.

State

Health Institution

Adherence
to EML

Maintenance of
Stock Registers
for CPHC-HWC
programme

Supply of
drugs and
logistics

Knowledge of
Buffer Stock

7

Agia BPHC-HWC

Yes

Yes

Irregular

Yes (90 Days)

8

Chaibari BPHC-HWC

Yes

No

Irregular

Yes (15 Days)

Matia BPHC-HWC

Yes

No

Regular

Yes (30 Days)

10

Rangia BPHC-HWC

Yes

Yes

Irregular

Yes (90 Days)

11

Azara BPHC-HWC

Yes

No

Irregular

No

12

Boko BPHC-HWC

Yes

Yes

Regular

Yes (90 Days)

9
Assam

According to the pharmacists in the PHC-HWCs of Assam, their facilities follow State EML for
indenting and stocking drugs. The EML concept is known to all, but their numbers were found
different in every other PHC-HWC visited. It was observed during the visit that the number of
drugs available were far below the recommended number as per the EML for the facility. In
Manipur, 2 of the centres followed the state EML but it was observed during the visit that the
number of drugs available were far below the recommended number as per the EML for the
facility. 4 of the facilities visited in Manipur stated that they do not follow the State EML and
indent as per requirement.
Most of the Pharmacists interviewed from the PHC-HWCs of Assam and Manipur were aware
about the conversion of their facility into HWCs although concept of the AB-HWCs was not
clear to them. Few of the pharmacists in the PHC-HWCs were unaware about the conversion
of their centre into AB-HWC.
Drugs and Vaccine Distribution Management System (DVDMS)
The Drugs and Vaccine Distribution Management System (DVDMS), a web-based supply chain
management application launched by the MoHFW, GoI deals with Purchase, Inventory
Management & Distribution of various drugs, and medical items in health facilities.
The drugs and logistic procurement mechanism as per the CPHC-HWC Guideline was not clear
and unheard by Pharmacists and they were found following the same drug distribution ‘as
and when required’ approach. Out of 6 pharmacists from PHC-HWCs of Assam, 5 were aware
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about DVDMS. None of the PHC-HWCs were using DVDMS for drug inventory management,
although State of Assam and Manipur have introduced DVDMS till PHC-HWC level. Out of the
6 pharmacists from PHC-HWCs in Manipur, 5 were aware about DVDMS but are not using the
system, only CHC Wangoi was utilizing the same.
Medicine Indenting
As per CPHC-HWC Guideline, to ensure Continuum of Care, the link PHC-HWCs and SC-HWCs
must maintain at least 2 months medicine stock for the patients who are under their follow
up treatment. And if the health facilities do not maintain the necessary buffer stock the
continuum may break.
In Assam all the pharmacists/centres are following the manual mode of medicine indenting.
Usually, facilities directly collect medicines from district by themselves following paper based
indenting system as per requirement given by Block PHC-HWCs. Accordingly, PHC-HWCs and
SC-HWCs provide indent to Block PHC-HWCs and medicine dispensing is done accordingly
based on the available stock in the Block PHC-HWC. The indenting includes maintenance of
regular medicine stock, buffer stock, logistics stock etc.
Ideally, the buffer should be maintained for 90 days. During the study, it has been observed
that 3 pharmacists in Assam were aware about the concept and correct duration of buffer
stock maintenance. It is also to be mentioned that 2 pharmacists maintain 20% buffer stock,
followed by 10% buffer stock being maintained by 1 pharmacist and remaining 03 of the
pharmacists had no idea about buffer stock and thus, not maintaining.
In Manipur, 2 pharmacists had no idea on buffer stock time-period, 2 PHC-HWCs maintain
buffer stock for 90 days, 1 for 30 days and 1 for 15 days. In Manipur, most of the centres
indent medicine manually by filling indenting form or application.
In Assam, the pharmacist in 4 PHC-HWCs told that they do not receive drugs and supplies on
regular basis even after timely indenting. Only 2 PHC-HWCs receive drugs and supplies on
regular basis. In Manipur, 5 PHC-HWCs do not receive drugs and supplies on regular basis
except 1. One of the pharmacists in Manipur said that they refer the patients for purchasing
drugs from private pharmacy in case of unavailability. Few PHC-HWCs in Assam mentioned
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that under AB-HWC, they have provision of separate storeroom wherein they can store the
drugs in organised manner.
In here it is pertinent to mention that irregular drug supply in the PHC-HWCs will not only
push the community towards seeking treatment from private health care providers but is also
an important reason of dropping out from the cycle of continuum of care. The interaction
with community also revealed that they prefer private treatment for Non-Communicable
Diseases (HTN and DM) over public sector health facilities due to various reasons which lead
to out-of-pocket expenditure.
Diagnostics Services
As per the Ayushman Bharat – Comprehensive Primary Health Care guidelines, the 9 key
elements mention ‘Medicines & Expanding Diagnostics – point of care and new technologies’
as one prominent element to reach the goal of Comprehensive Primary Health Care at the
very grass root level i.e., Health and Wellness Centres.
The CPHC-HWC guidelines speak about the linkages between SC-HWC with PHC-HWCs and
they are termed as Link-PHC to bring the ‘Continuum of Care’ approach to the beneficiaries.
As per the revised guidelines of National Free Diagnostic Service Initiative, 2019, at HWC-SC
level 14 diagnostic tests and at PHC-HWC level 63 diagnostic tests should be available which
was earlier 7 for SC and 19 for PHC. Every PHC-HWCs and SC-HWCs must display the list of
tests conducted along with the timing of sample collection and reporting as per National Free
Diagnostic Service Initiative.
Table 28: The status of tests conducted in-house and outsourced in the linked PHCHWCs/BPHC-HWCs/CHC
Linked PHCHWC/BPHCHWC/CHC/SD

In house
test

Outsourced
test

Linked PHCHWC/BPHCHWC/CHC/SD

Assam

In house
test

Outsourced
test

Manipur

Agia BPHC-HWC

15

0

Khumbong PHCHWC

0

0

Chaibari MPHCHWC

10

0

Mayang PHC-HWC

0

19
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Linked PHCHWC/BPHCHWC/CHC/SD

In house
test

Outsourced
test

Matia PHC-HWC

18

0

Rangia BPHC-HWC

10

Boko BPHC-HWC
Azara BPHC-HWC

Linked PHCHWC/BPHCHWC/CHC/SD

In house
test

Outsourced
test

Wangoi CHC

0

16

9

Wangjing PHC-HWC

5

10

1

19

Hiyanglam PHCHWC

0

14

13

11

Khongjom PHC-HWC

0

16

The Free diagnostic tests as provisioned in the CPHC-HWC guideline were not found in all the
PHC-HWCs visited in Assam. The same was observed in Manipur also. In the visited PHC-HWCs
of Assam, none of them were doing 63 tests as per CPHC guideline. Most of them were doing
10 to 18 tests in in-house mode. In 2 PHC-HWCs, some of the laboratory tests were
outsourced. In Manipur, in most of the visited PHC-HWCs the laboratory tests were
outsourced to private party under Public Private Partnership (PPP) mode, but the number of
tests done were not more than 19.
24x7 emergency laboratory services were available in 5 of the PHC-HWCs in Assam, for
selected Haematology & Biochemistry tests whereas 1 of the PHC-HWCs does not have the
provision.
Laboratory test register is maintained in all the PHC-HWCs of Assam. In Assam 4 of the PHCHWCs maintain separate register for NCD patients and these PHC-HWCs maintain follow up
register for NCD patients.
In Manipur, none of the PHC-HWCs have 24x7 emergency laboratory services. In Manipur only
1 PHC-HWC maintains separate register for NCD tests and most of the laboratory technicians
were not aware of maintaining separate register for follow up of NCD cases. Similarly, they
also had no clue in regard to maintaining follow up register for patients under treatment in
their facilities which in turn would have given a data base showing the improvement or the
progress of the disease of the said patients. Further, maintenance of separate register in the
laboratory also helps in the indenting of reagents and logistics under AB-HWC Program.
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Table 29: Knowledge assessment and management process by Laboratory Technician

Sl
.

LT
(Yes
State

Health Institution
/No
)

Knowledge
about SC-HWCs
under own
Health Facility
(Good/Fair/Poor
)

NCD
register
maintena
nce
(Yes/No)

Provision
for Followup for NCD
cases
(Yes/No)

Knowledg
e of
Follow-up
of cases in
NonCommunic
able
Diseases
(Yes/No)

1

Khumbong PHCHWC

No

NA

NA

NA

NA

2

Mayang PHC-HWC

Yes

Fair

No

No

No

Wangoi PHC-HWC

Yes

Fair

No

No

No

4

Wangjing PHC-HWC

Yes

Fair

Yes

No

No

5

Hiyanglam

Yes

Poor

No

No

No

6

Khongjom PHC-HWC

Yes

Good

No

No

No

7

Agia BPHC-HWC

Yes

Good

No

No

No

8

Chaibari BPHC-HWC

Yes

Good

Yes

No

No

9

Matia BPHC-HWC

Yes

Good

Yes

No

Yes

Rangia BPHC-HWC

Yes

Fair

No

No

No

1
1

Azara BPHC-HWC

Yes

Fair

No

No

No

s1
2

Boko BPHC-HWC

Yes

Good

Yes

No

No

3

1
0

Manipu
r

Assam

The study noted that in the state of Manipur, most of the PHC-HWC Laboratory Technicians
were not well informed about the SC-HWCs under their own Health Facilities whereas in
Assam, the Laboratory Technicians were found to be well informed about the SC-HWCs under
their own Health Facilities. The concept and provision of follow up for NCD cases needs
attention herein too as 3 Laboratory Technicians were found maintaining the NCD case
register and 1 knew about the benefit of follow-up.
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Staff Nurses
The Staff Nurses of PHC-HWC are integral to the PHC-HWC unit and their participation in the
CPHC-HWC program is vital. The AB-CPHC program provides trainings to the Staff Nurses of
the upgraded PHC-HWCs for screening the referred beneficiaries for diagnosis by the PHCHWC Medical Officer and it is done through a structured process.
Table 30 (a): Knowledge Assessment of Staff Nurse

Health Institution

Knowledge
about SCHWCs under
own Health
Facility
(Yes/No)

Knowledge
about NCD
and CPHCHWC
programmes
(Yes/No)

Trainings on
NCD and
CPHC-HWC
programmes
(Yes/No)

Sufficiency of
the Trainings
on NCD and
CPHC-HWC
(Yes/No)

1

Khumbong PHC-HWC

No

No

No

No

2

Mayang PHC-HWC

Yes

Yes

Yes

No

Wangoi PHC-HWC

Yes

Yes

Yes

No

4

Wangjing PHC-HWC

Yes

Yes

Yes

No

5

Hiyanglam

No

No

No

No

6

Khongjom PHC-HWC

Yes

No

No

No

7

Agia BPHC-HWC

No

No

Yes

No

8

Chaibari BPHC-HWC

Yes

No

Yes

No

Matia BPHC-HWC

Yes

Yes

Yes

No

10

Rangia BPHC-HWC

Yes

Yes

Yes

No

11

Azara BPHC-HWC

No

No

No

No

12

Boko BPHC-HWC

No

No

No

No

Sl.

State

3
Manipur

9
Assam
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Table 30 (b): Knowledge Assessment of Staff Nurse

Sl.

State

Health Institution

Knowledge of
PBS and CBAC
(Yes/No)

Knowledge of
Follow-up for
NCD cases
(Yes/No)

Knowledge of
Continuum of
Care Terminology
under CPHC-HWC
(Yes/No)

1

Khumbong PHC-HWC

No

No

No

2

Mayang PHC-HWC

Yes

No

No

Wangoi PHC-HWC

Yes

No

Yes

4

Wangjing PHC-HWC

Yes

Yes

No

5

Hiyanglam

No

No

No

6

Khongjom PHC-HWC

No

No

No

7

Agia BPHC-HWC

No

No

No

8

Chaibari BPHC-HWC

No

Yes

Yes

Matia BPHC-HWC

Yes

Yes

Yes

10

Rangia BPHC-HWC

Yes

No

No

11

Azara BPHC-HWC

No

No

No

12

Boko BPHC-HWC

No

No

No

3
Manipur

9
Assam

In the study, it was found that in both the states, though the Staff Nurses are working for NCD
program, but they have not received any training and even if some have received training,
their concept about the program is compromised. The Staff Nurses interviewed had the basic
idea on Population Based Screening and Community Based Assessment Checklist (CBAC)
however none of them were found to be not very familiar with the term “continuum of care”
which is a matter of concern. It is pertinent to mention here that the if the treatment unit and
its cadres are not aware of the programmatic processes the said program is bound to fail, so
both the states need to impart proper training to Staff Nurses keeping focus on their role in
promotion, prevention and curative aspects of the components of CPHC-HWC.
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Chapter 6: Perceptions of Community and Feedback from Patients (Assam and Manipur)
Community Perceptions
The community interaction in 23 out of 24 SC-HWCs of both the states (12 SC-HWCs in Assam
and 11 SC-HWCs in Manipur except Arom Tera SC-HWC) provided a different perspective of
AB-HWC. On an average 10-19 people participated in the Community Interaction held in the
health facilities which included PRI members, school teachers, members of VHSNC, members
of Self-help Group, Community Leaders and members from Community-Based Organisation.
All the participants were from the catchment area of that SC-HWC selected for the study.
Awareness level on AB-HWC
Regarding awareness about the concept of Ayushman Bharat-Health and Wellness Centre
(AB-HWC), the community members had varied opinion.
Table: 31 State wise level of Awareness of community on AB-HWC.
Assam
Questions (Facility wise)

Manipur

Yes

No/
Not aware

Yes

No/
Not aware

Awareness on AB-HWC

5

7

7

4

SC has been functioning as HWC

5

7

7

4

Awareness about expanded services
provided by GoI through HWC

4

8

10

1

The above table shows a mixed picture regarding awareness on the concept “AB-HWC”.
During community interaction in 12 SC-HWCs in Assam, it was observed that the community
members from 5 SC-HWCs are aware about AB-HWCs whereas in 7 SC-HWCs community
members opined that they have not heard about AB-HWC or are not aware about it. In
Manipur, community members in 7 SC-HWCs are aware about the AB-HWCs and in 4 SCHWCs, community members shared that they have not heard about AB-HWCs.
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Expanded packages of services in HWCs
Regarding the community level awareness on the availability of expanded services in HWCs
of Assam, the community members in only 4 SC-HWCs were aware about the expanded range
of services whereas in the rest they were not aware of it. In Manipur, community members
from 10 SC-HWCs heard about the expanded services like testing of glucose level, blood
pressure, emergency care, newborn, and maternal care, etc. But regarding the wellness
component being introduced in the HWCs, the community did not have much awareness. The
community members in few of the SC-HWCs in Manipur mentioned that posting of CHOs in
HWCs have generated curiosity in the villages about the new services that the villagers are
going to receive. However, some of the community members are of the opinion that CHO is
just another ANM who will support the existing Sub Centre staff in their activities. The
members are not aware about the roles and responsibilities of CHOs. It became apparent
during interaction that most of them have been expecting that with the induction of new
staff, the people will get additional health services. Community members were also aware of
ASHA/MPWs visits to village for screening of Hypertension and Diabetes Mellitus.
Common Illnesses in the Community
While interacting about the common illness issues in Assam, the community members opined
that Diabetes, Hypertension, Fever, Skin Infections, Gall Bladder, kidney stone, Loose motion,
Cancer etc. were among the most common illnesses that communities suffer.
In Manipur - Hypertension, Diabetes Mellitus, COPD, mental health, arthritis, joint pain, Fever,
Skin Infections, Gall Bladder, kidney stone, loose motion, Cancer, Appendicitis etc. were
among the most common illnesses that communities suffer.
Awareness on Hypertension & Diabetes Mellitus
Table 32: Screening for Hypertension & Diabetes Mellitus in Assam and Manipur
Questions asked during FGDs
Awareness level of community members on DM and
HTN
Awareness Severity of DM and HTN
Community members screened for DM and HTN by the
service provider
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Yes
Assam
Manipur

No/ Not Aware
Assam Manipur

10

10

2

1

10

11

2

0

6

9

6

2

Community Members from 20 SC HWCs (10 SC-HWCs each from Assam & Manipur) were
aware of Diabetes Mellitus and Hypertension and they believe it is on the rise because of their
eating habits and mental stress. The community members in 21 SC-HWCs (10 from Assam
and 11 from Manipur) perceived Diabetes Mellitus & Hypertension to be major health
problems at present and most of the community members were aware of the signs and
symptoms of Diabetes Mellitus and Hypertension and possible complications. However, most
of the community members do not follow the regular checkup despite knowing about the
complications of Hypertension and Diabetes Mellitus.
As per the CPHC-HWC operational Guidelines, the key front-line worker should screen all
population of 30 years of age and above in the community at the nearby health facility as per
population-based screening for Non-Communicable Diseases. CHOs along with MPW (M&F)
screens the community members for Diabetes Mellitus and Hypertension in SC-HWC.
During the community interaction, it was observed that community members were aware
about screening of Diabetes Mellitus & Hypertension in Assam as well as Manipur. In terms
of screening for Diabetes Mellitus & Hypertension of community members in Assam, it was
found that only about half of the community members were screened for Hypertension &
Diabetes Mellitus. In Manipur, community members from 9 SC-HWCs confirmed that they
have been screened for Hypertension & Diabetes Mellitus. However, in both the states i.e.,
Assam and Manipur, community members informed that they mostly got information
through ASHAs about the NCD screening. In Assam, the community members stated that the
ASHAs went to their homes and filled up the CBAC form with their due permission whereas
only few community members in Manipur opined that before the NCD screening process, the
ASHAs went to their homes and filled up the CBAC form.
So, it can be inferred that most of the people who came for screening, their CBAC form was
filled up during the screening process implying that its mostly the opportunistic screening that
is taking place in Manipur.
Do’s & Don’ts advised by Service Providers
Community members in Assam as well as Manipur shared that all screened 30+ people were
being counseled by health care providers to maintain a healthy lifestyle and good eating
habits i.e., avoiding excessive salt and sugar consumption to keep a good health even if they
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were not ill. Members of the community were not aware of the benefits of wellness activities
such as yoga & exercise and they believed that they do not have enough time to participate
in the wellness activities. In Assam, few community members commented that the local clubs
or community-based organizations sometimes conduct yoga sessions in their areas but not
regularly. One community member (a school teacher) in Assam mentioned, “ bhal swasthya
r karone moi xokolo studentok yoga xikaiso, aru koiso jate ghorot maa-deotar agot kori dekhai
aru inspire kore ma-deotakok practice koriboloi” (I taught every student “yoga” and asked
them to practice at home so that their parents can also learn to do it for better health).
Supply of Medicines for Diabetes Mellitus & Hypertension
Regarding supply of medicines, community members at times face challenges to get their
required medicine from SC-HWC due to shortfall of medicines. Out of 12 SC-HWCs in Assam,
the community members of five (05) SC-HWCs stated that mostly they try to collect the
medicines from SC-HWC but due to short supply they sometimes procure from private
pharmacies. Even few of the respondents said that they were also not aware about the
availability of the medicines (for HTN/DM) in HWCs as mostly those medicines are irregular
in supply. Few members shared that these medicines when taken from private pharmacies
provide better relief to them than the medicines available in the govt. facilities. In Manipur
out of 11 SC-HWCs, the community members from seven (07) SC-HWCs mentioned that the
drugs are of regular supply whereas 04 SC-HWCs mentioned it as the supply is irregular.
During the Focus Group discussion, community members from only four (04) SC-HWCs
mentioned that the supply was regular while community members from the rest nineteen
(19) SC-HWCs mentioned that the supply was not regular in both the states.
Awareness on Upward and Downward referral
The concept of referral linkage system and the availability of specialized services through teleconsultation were observed not to be very familiar among the community members. The
community members were also not aware about the requisite involvement of ASHA or the
HWC staffs in the process of community level follow up. Even they do not like to re-visit the
SC-HWC for the requisite follow up once their symptoms are alleviated.
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Challenges to avail treatment from higher facilities
Community members are facing challenges while availing treatment from higher facilities due
to various reasons which are cited below:
a. Transportation problem
b. Long waiting period for treatment and results in wage loss.
c. Not getting proper attention from the health providers.
d. The SC-HWC staffs while referring does not tell whom to contact at the referral facility
for confirmation of diagnosis and required treatment.
General challenges faced by Community
Community also shared their dissatisfaction regarding the lack of space and amenities in SCHWCs as the screening days are extremely packed. Regarding diagnostics services the
community members shared that the private diagnostic facilities are much more hassle-free
as compared to those in govt. health facilities. Some of the other challenges faced by the
communities in availing the services are mentioned below:
a. Lack of waiting/sitting area in the SC-HWCs
b. Non-availability of diagnostics in SC-HWCs, especially glucometer, weighing machine,
BP apparatus.
c. The results of the laboratory tests done in the PHC-HWCs takes longer time and
response from the staffs at times is not good.
d. Irregular medicine supply along with the perception about the quality of medicine
supplied not being up to the mark
e. Overall cleanliness and non-availability of basic amenities (separate toilets, water
supply, power supply etc.).
f. Frequent absenteeism of staff and untimely opening of SC-HWCs.
g. Non-availability of residential facilities for the staffs of SC-HWCs.
h. Non-availability of dedicated vehicle for patient referral.
Regarding Health promotional activities conducted in HWCs, the community members of
both the states stated that mostly Yoga sessions are being conducted but are not on regular
basis. Some of the wellness sessions are taken up by untrained professionals who ultimately
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fail to create desirable wellness impact. When asked about patient support group the
community members stated that there is no patient support group available in the
community. They are not aware about this group, its functionality, and services to be
provided.
Suggestions provided by Community to improve the functionality of HWCs
During the interaction with the community members of both the states – Assam and Manipur,
the suggestions provided by communities were noted and they are:
a. The CHOs/ANMs should not be engaged outside the SC-HWC because this creates
disconnect between the beneficiaries and the health system which was apparent
during the COVID 19 pandemic.
b. Non-availability of medicines is a concern.
c. The space of the HWCs should be reviewed by the authority and necessary expansion
should be done.
d. The service providers should have quarter facilities within the premises of SC-HWCs
to ensure their availability.
e. Inter-Sectoral convergence meeting with ICDS, Education, PHED, PRI, etc. should be
conducted regularly.
f. Medical Officer is required in the SC-HWC level.
Beneficiaries Feedback
Beneficiaries for the purpose of the study were the population from the catchment area who
have been screened for Hypertension and Diabetes Mellitus in the SC-HWC and subsequently
diagnosed in the PHC-HWC and were on treatment for 90 days or more with registration in
the NCD register of the SC-HWC. During the study 175 beneficiaries were interviewed in both
the states Assam (87) and Manipur (88).
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Table 33: Community factors for availing screening services for Non-Communicable
Diseases
Indicators
Sought services from
Health facilities when
felt discomfort
Got diagnosed while
seeking treatment for
other health
conditions
Consulted ASHA
when felt discomfort
Sought services
following Population
Enumeration/CBAC
filled-up by ASHA

Goalpara

Assam
Kamrup (R)

Total (%)

Imphal West

Manipur
Thoubal

Total (%)

28

23

51(62%)

24

40

64(71%)

4

6

10(12%)

9

9

18 (20%)

0

2

2(2%)

1

4

5(6%)

12

7

19 (23%)

2

1

3(3%)

In Assam, 62% of patients out of total interviewed said that they went for check-up when they
felt discomfort, 12% said that they got diagnosed while seeking treatment for other health
conditions, 2% of the patients said that they contacted ASHAs when they felt discomfort and
23% of the patients came to know about their health issues during population enumeration
or during filling up of CBAC form.
In Manipur, 71% of patients out of total interviewed stated that they went for check- up when
they felt discomfort, 20% stated that they got diagnosed while seeking treatment for other
health conditions, 6% contacted ASHAs when they felt discomfort and 3% of the patients
came to know about their health issues during population enumeration or during filling up of
CBAC form by ASHA.
Table 34: Initial screening/Diagnosis
Indicators
Screening at SC-HWC and
diagnosis at link PHC-HWC
Screening and diagnosis a PHCHWC
Screening and diagnosis at Private
facility
NA/Forget/Can't Say
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Assam
Kamrup
Goalpara
Rural
22

10

5

3

17

18

0

13

Manipur
Total
(%)
32
(37%)
8
(9 %)
35
(40%)
13
(15%)

Imphal
West

Thoubal

13

11

12

27

10

12

1

1

Total
(%)
24
(27%)
39
(44%)
22
(25%)
2
(2%)

In Assam, 37% out of the total patients interviewed got screened at SC-HWC and then were
referred to the link PHC-HWCs for diagnosis, 9% of the patients got confirmed of the
preliminary diagnosis in the PHC-HWC, 40% of the patients availed confirmatory diagnosis in
private health facilities and 15% of the patients could not recall the process of diagnosis.
In Manipur, 27% out of the total patients interviewed got screened at SC-HWC and then were
referred to the link PHC-HWCs for diagnosis, 44% of the patients got confirmed of the
preliminary diagnosis in the PHC-HWC, 25% of the patients availed confirmatory diagnosis in
private health facility and 2% of the patients could not recall the process of diagnosis.
Table 35: Refilling of medicines
Assam
Indicators

Manipur
Total
Imphal West Thoubal
(%)
45(58%)
19
34
2(3%)
2
0

Goalpara

Kamrup Rural

32
1

13
1

0

1

1(1%)

3

13

16 (14%)

11

17

28(36%)

20

20

40 (35%)

0

0

0

2

2

4(3%)

1

0

1(1%)

0

0

0

SC-HWC
Link PHC-HWC
Other Public
Health Facility
Private
Pharmacy
ASHA/Other
health worker
Others*

Total (%)
53 (46%)
2(1%)

*Details not disclosed by patient
In Assam, 58% of patients out of total patients interviewed collected the required medicine
from SC-HWCs. 3% of the patients collected the medicine from the linked PHC-HWC, 1%
collected from other Public Health Facilities, around 36% patients bought medicine from
private pharmacies.
Whereas in Manipur, 46% of patients out of total patients interviewed collected the required
medicine from SC-HWCs. 1% of the patients collected the medicine from the linked PHC-HWC,
14% collected from other Public Health Facilities, around 35% patients bought medicine from
private pharmacies and 3% of patients took medicines through ASHAs/Other Health Worker.
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Table 36: Type of facility visited for follow up

Indicators

Goalpara

Assam
Kamrup
Rural

SC-HWC

39

27

Link PHC-HWC.

0

2

Other Public Health
Facility

0

0

Pvt. Health facility.

6

15

Over the counter
Pharmacy

2

0

Others

0

1

Manipur
Total
(%)
66
(71%)
2
(2%)

Imphal
West

Thoubal

27

37

3

3

0

6

13

3

5

0

0

0

0

1

1
(1%)

21
(22%)
2
(2%)
1
(1%)

Total
(%)
64
(72%)
6
(6.8%)
19
(22%
8
(10%)

In Assam, 71% of the patients visited SC-HWC for follow up whereas only 2% of patients visited
linked PHC-HWCs for follow up, 22% of patients visited other Private Health facilities for
follow up, 2% went to pharmacies for check-up and 1% visited other sources.
In Manipur, 65% of the patients visited SC-HWC for follow up whereas 6% of patients visited
linked PHC-HWCs for follow up, 19% of patients went to other Public Health facilities, 8% of
patients visited other Private Health facilities for follow up and 1% visited other sources.
Table 37: Patients followed up
Assam
Indicators
Followed up by Service
provider
Not followed up by Service
provider
Couldn’t respond

Goalpara

Kamrup
Rural

37

10

5

19

1

15

Manipur
Total
(%)
47
(54%)
24
(27%)
16
(18%)

Imphal
West

Thoubal

23

29

8

16

6

6

Total
(%)
52
(59%)
24
(27%)
12
(13%)

In Assam, 54% of patients were followed up by ASHA/ANM/MPW/CHO, 27% of the patients
were not followed up by any health service provider and 18% of the patients could not clearly
state whether they were followed up or not.
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In Manipur, 59% of patients were followed up by ASHA/ANM/MPW/CHO, 27% of the patients
were not followed up by any health service provider and 13% of the patients could not clearly
state whether they were followed up or not.
Suggestions by beneficiaries to improve the services
a. Infrastructure should be upgraded and expanded.
b. Indoor patient service should be initiated at the PHC which was discontinued during
the pandemic
c. Availability of combination drugs in regard to Hypertension and Diabetes like diseases
d. Public awareness meetings on the services through AB-HWCs should be conducted
more frequently.
e. Confirmation of diagnosis and treatment should be done in the SC-HWCs
f. Insulin facilities should be initiated in HWCs (SC & PHC)
g. Services related to the Ayushman Health Card should be done in SC-HWCs as well.
h. Assured diagnostic facilities to be available in HWCs
i. Waiting time for the patients should be reduced.
j. Medicine should be made available round the year without delays.
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Chapter 7: Discussion
“Let us be the ones who say we do not accept that a child dies every three seconds simply
because he does not have the drugs, you and I have. Let us be the ones to say we are not
satisfied that your place of birth determines your right for life. Let us be outraged, let us be
loud, let us be bold” -Brad Pitt (American Actor)
India as a country has one of the most ancient civilizations in recorded history and so comes
the health care needs and their management for its citizens. Sarva Jana Sukhino Bhavatu –
May All Men be Free from Diseases and May All be Healthy, this ancient saying of the Indian
Sages speaks a lot about the practices and believes of their time.
Travelling through the journey dated back from 3000 B.C. from Indus Valley Civilization to
British Royal Commission recommending “Commission of Public Health,1859 in India to Bhore
Committee recommendation 1946 wherein Public Health, Medical Relief, Professional
Education, Medical Research, and International Health were reviewed and commented for
Indian Health perspectives.

In the process, Indian Public Health system reached an

Independent India wherein again Planning Commission was formed and different policies on
existing and emerging diseases were formulated and during the course 1952, Primary Health
Centres were set up and in the Shrivastav Committee recommendation came up the vital
suggestion that primary health care should be provided within the community itself through
specially trained workers so that the health of the people is placed in the hands of the people
themselves, which led to the launch of Rural Health Scheme in the year 1977.
In the year 1978, with India endorsing the Alma Ata Declaration primary health care approach
became the utmost necessity to improve the day-to-day health needs of Indians which spoke
Primary health care is a whole-of-society approach to health and well-being centred on the
needs and preferences of individuals, families, and communities. It addresses the broader
determinants of health and focuses on the comprehensive and interrelated aspects of
physical, mental, and social health and wellbeing.
It provides whole-person care for health needs throughout the lifespan, not just for a set of
specific diseases. Primary health care ensures people receive comprehensive care - ranging
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from promotion and prevention to treatment, rehabilitation, and palliative care - as close as
feasible to people’s everyday environment.
Subsequently, in the year 1983 India came up with its first ever National Health Policy and
currently the recommendations of National Health Policy 2017 are being worked upon.
India’s 2017 National Health Policy committed that the government is to invest a major
proportion (>2/3rds) of resources to Primary Health Care. The main mechanism to achieve
this was the formation of 150 000 Health and Wellness Centres (HWCs) be upgrading the old
Sub Centres and Primary Health Centres or to make the new ones, which were intended to
become the main points of contact for communities within the public health system. These
centres were to provide comprehensive health care, covering around 70% of out-patient care,
including non-communicable diseases and maternal and child health services. These centres
were also to provide free essential drugs and diagnostic services as well as referral access to
secondary and tertiary health care.
So, to achieve universal health coverage, the Ayushman Bharat programme was launched in
the year 2018, the programme included the health insurance component, the Pradhan Mantri
Jan Arogya Yojana (PM-JAY) along with Ayushman Bharat – Health & Wellness Centre (ABHWC) component. The Ministry of Health and Family Welfare launched the first operational
guideline on Ayushman Bharat Comprehensive Primary health Care through Health and
Wellness Centers (AB-CPHC-HWC) in the year 2018.
The AB-CPHC-HWC guideline became the process tool and accordingly the programme
implementation started and is still going on following the milestones and nearing the
deadlines.
The guideline speaks about:
1)
2)
3)
4)
5)
6)

Defining Health & Wellness Centres
Service Delivery and Continuum of care
Human Resources
Information and Communication technology
Planning, Location and Infrastructure Upgrade of Health and Wellness Centres
Medicines, Diagnostics, and other Supplies
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7) Quality of care
8) Health promotion, Community Mobilization and Ensuring Wellness
9) Programme Management
10) Financing
Keeping the guideline as a reference, this study was conceptualized and worked.
The study sought to assess the role of Primary Health Care Team in screening, management
and ensuring continuum of care in case of Hypertension and Diabetes in and through the
Health and Wellness Centres which are operational since last one year or more. With the
inclusion of the CHOs in the SC-HWCs, there is visible change in the approach towards
delivering the expanded range of services to the community and was found satisfactory. The
communities have now initiated discussions on health issues related to Non-Communicable
Diseases as well as wellness activities to improve their overall health. The demand generation
for services through AB-HWC is also increasing but as per CPHC guideline Section 2, Box 2.1
Key principles Point No. 4, the concept of instilling a Team Based Approach to delivery of
quality health care encompassing preventive, promotive, curative, rehabilitative and
palliative care was found lacking. In the field it was apparent that the CHOs are not well
accepted mainly due to being posted over and above ANMs and MPWs, both from being
regular cadre of Department of Health and Family Welfare of respective state governments.
The situation was more prominent in the state of Assam. The SC-HWCs were found taking
curative care till date and rest are yet to be started in many places. The role of CHOs is well
defined and shared with them through various induction programmes and trainings but the
role and responsibilities of ANMs, MPWs and even ASHAs were found a miss as screening for
Hypertension and Diabetes Mellitus was practiced differently in different centres visited in
both the states. It was further noted that even after completion of 2-3 years of HWCs, MPW
(M/F) are of the opinion that NCDs is a program to be handled by CHOs and RCH to be handled
by MPW (F). The communities have not been well informed about the Hypertension and
Diabetes Mellitus screening and management from the SC-HWCs.
With introduction of the expanded package of services at the SC-HWCs, the role and
responsibility of the peripheral staff including ASHAs on various thematic areas have
expanded which include-population enumeration, filling- up & maintenance of family folder
and CBAC form, record keeping, screening and referral for confirmation to PHC-HWCs, follow79 | P a g e

up and keeping track of confirmed cases on regular basis. However, during study, it was
observed that further handholding was required as the uptake and maintenance of these
services by the staff was lacking.
Further, the study intended to explore the management protocols for Hypertension and
Diabetes Mellitus along with the factors associated with the utilization of these services to
ensure Continuum of Care and it was found that only few centres visited are following the
actual management protocols for Hypertension and Diabetes Mellitus as developed by
MoHFW, Government of India. The referral linkages even if laid down as per the AB-CPHC
guideline Section 3, Sub Section 3.1.4, the referral linkages are not being followed consistently
and it was informed that total compliance is a far cry. In none of the centres visited in both
the states the continuum of care approach is followed even if the scope is very much present.
Analysis of data on treatment compliance for the State of Assam for the FY 2020-21 shows
that out of total confirmed cases, 86.22% of the beneficiaries for Goalpara and 242% Kamrup
(Rural) for HTN were on treatment. In Kamrup Rural patients on treatment was on higher side
compared to total confirmed cases which may be either due to data discrepancy especially
duplicate entry of the follow up cases or high number of patients attending private facilities
who are now seeking treatment at SC-HWC level (as informed by CHOs during interview).
Similar picture has been seen in case of DM treatment where the numbers of patients on
treatment is more than the confirmed cases (Goalpara – 111% and Kamrup Rural – 127%).
In Manipur, the data depicts a similar picture where the total no. of patients on treatment
was high then the total confirmed case, especially in Imphal West district (137% for HTN &
217 % for DM). Probable reasons for high turnout for treatment than total confirmed cases
may be due to already diagnosed patients (before assessment year 20-21). The probable
reasons for higher follow-up turn out might be due to
a) Regular visit of the MOs of the linked PHC-HWC,
b) Availability of fixed dose combination, e.g. Metformin + Glimepiride and Telmesartan
+ Hydrochlorothiazide etc.
The MOs of the PHC-HWCs in the districts of Imphal West and Thoubal in Manipur were
actively involved in the activities of CPHC-HWC at the primary and the community level.
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However, since the year 2020 involvement of the MOs in facilitating the SC-HWCs team and
handholding was limited due to the COVID-19 pandemic as the MOs got involved in
management of COVID patients.
On interview of the MOs of the PHC-HWCs in both the states, the major barrier towards
ensuring continuum of care for Non-Communicable Diseases at the primary level was
irregular supply of antihypertensive and anti-diabetic drugs resulting in the inability to ensure
continuous management of Hypertension and Diabetes. This often compelled the
beneficiaries to seek health care from the private sector which mostly comprises of local
private pharmacies dispensing these drugs over the counter. The short supply of drugs at the
PHC-HWC also results in the inadequate supply of drugs downstream to the concerned SCHWCs. This in turn affects the follow-up activities by ASHAs and other SC-HWC team
members. This was also found to be instrumental in leading the patients in seeking care from
the private practitioners/pharmacies.
Further the study desired to assess Drugs Inventory Management System and Diagnostics in
HWCs for management of Hypertension and Diabetes Mellitus and it was found that DVDMS
is not in place in any Link PHC-HWCs in both the states and only few Pharmacists were actually
aware about the system. The manual ‘as and when required’ approach is being followed by
the Pharmacists and CHOs. The knowledge of indenting process and concept of buffer stock
maintenance was new to some of the Pharmacists and CHOs. The states are not adhering to
the updated National List of Essential Medicines, 2020 to be followed as a reference. The ABCPHC-HWC guideline, Section 7, Sub Section 7.5 was also not adhered by the states where it
is mentioned that the continuous supply of drugs and logistics should be the priority of the
programme. The use of e-Aushadhi software is also spoken in the guideline for the states
which is a complete miss by states.

The study also found that diagnostics facilities are also not as per the AB-CPHC-HWC
guidelines, Section 7, Sub Clause 7.2; 7.2.1 and 7.2.2 wherein it is mentioned that minimum
14 tests at SC-HWCs and 63 tests at PHC-HWCs are to be done and in case it is not feasible inhouse then to minimise the movement of the patient and to improve the timeliness of
reporting, the Hub and Spoke Model is to be followed but in the field it was otherwise. Firstly,
the tests are not done, secondly, even if done, they are few and in case tests are very much
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necessary then the patient is referred to the higher centre or in private sector for
investigations. The sample collection mechanism is totally missing at all the SC-HWCs and the
future road map was also not clear to any officials met regarding mitigation of diagnostic
issues.

Further the study speaks to assess the Knowledge, Attitude and Practices (KAP) of the
beneficiaries / patients on the acceptance/ uptake regarding services related to NonCommunicable Diseases (Hypertension/Diabetes Mellitus) and the findings such as that only
62% (Assam) and 71% (Manipur) population of visited centres seek the government health
services by self and 23% (Assam) and 3% (Manipur) actually sought the services after going
through population enumeration process through CBAC forms. The service providers did the
follow up of 54% (Assam) and 59% (Manipur) patients who came into the category of lost to
follow up which is again not up to the AB-CPHC-HWC guideline Section 3, Sub Section 3.1.4
wherein it is stressed that continuum of care must be ensured throughout the treatment
course and also as per Section 9, Sub Section 9.4.1 wherein it is mentioned that the
CHOs/MLHPs are to reach all segments of the population either by self or through Frontline
Workers, VHSNCs, MAS, SHGs, NGOs, Patient Support Groups. The beneficiaries also
mentioned that due to poor infrastructure, distance, excess time to care and irregular supply
of drugs their health seeking attitude gets affected for which the AB-CPHC-HWC programme
was envisaged.

The CBAC form has been received by most of the HWCs on time; however, there were HWCs
where the supply was irregular due to which CHOs were managing with photocopy of the
CBAC forms. Filling- up of CBAC form was still on-going for the 30 and above population. Even
though NCD screening started the progress was observed to be slow in both the states.

The study also intended to understand the perception of community members (PRI members,
School teachers, members of Self-Help Groups/Community Based Platforms, Village Elders)
on CPHC-HWC especially Medicine Intake, Wellness Measures, Diet etc and the findings
inform that about 50% in Assam and 40% in Manipur population interviewed were actually
aware of the Ayushman Bharat Health & Wellness Centre concept and its upgraded
functionality and out of these, 70-80% population informed that medicine supply remains
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irregular, forcing them to purchase the same. Surprisingly, both in Assam and Manipur, 70 to
80% population was aware about the Hypertension and Diabetes Mellitus as disease and its
complexities but only 45-50% of this same population has been reached by the service
providers for screening of the Hypertension and Diabetes Mellitus which again is not as per
the AB-CPHC-HWC guideline Section 3, Sub Section 3.1.1 wherein it is mentioned that in order
to ensure equitable population coverage and to address issues of marginalization, the
frontline workers would create population-based household lists and undertake registration
of all individuals and families residing within the catchment area of a Health and Wellness
Centre. It is this registration that is referred to as empanelment. It is a right of anyone,
resident in that area to be enrolled. An active process of enrolment is encouraged to ensure
that there is an active contact between the HWC team and entitled population and from
empanelment, further the screening process will continue but, in the field, this is beyond
reality as of now.

Awareness on AB-HWCs and the expanded packages of services was observed to be poor
among the community members. However, they were aware about Hypertension and
Diabetes and its risk factors. Most of the beneficiaries interviewed stated that they visited the
health facilities only when they feel discomfort or are suffering from certain ailments. The
preventive measures for the modifiable risk factors such as -food habit, lifestyle etc. regarding
the conditions were still not much visible among the communities, as observed during FGD
and interview of NCD patients. It was also found that wellness activities were still not very
popular among the community members, major factors of which include- time, wage loss etc.

In regard to Wellness measures and diet, the community members were with the opinion that
whenever they visit the SC-HWCs or PHC-HWCs some sort of health promotional knowledge
they receive but the patient centric or community targeted health promotion activities are
still not present. Yoga is practiced in some HWCs but not regularly which has made the
percolation of its benefit among masses difficult. This irregularity is again not as per the ABCPHC-HWC guideline Section 9, Sub Section 9.3 wherein it is mentioned to ensure wellness
and health promotion through Yoga and mainstreaming of AYUSH till now.

In regard to infrastructure of SC-HWCs, it was expected that the states should upgrade their
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health facilities as per the norms of IPHS 2012. However, it was found that basic amenities
such as regular piped water supply and electricity/power back-up are still not available in few
of the health facilities in both the states. Although façade branding was found to be
completed in most of the visited health facilities, the quality was found to be poor in some.
Also, space constraint was a concern in most of the visited SC-HWCs.

Regarding the capacity building of the Primary Health Care Team at the SC-HWCs, it was
observed that most of them were still in need of re-orientation especially on the
programmatic and management aspects of AB-HWC at the grass root level and to overcome
the day-to-day implementation challenges. Common challenges faced by the SC-HWC team
werea) Correct & complete filling-up of CBAC forms
b) Storage, filling & sorting of CBAC forms village / ASHA wise for easy access
c) Mobilizing all 30 & above population whose CBAC forms were filled for screening
d) Limited hands-on training during NCD training
e) Record keeping and maintenance (including records of referral & follow-up
treatment).
The training imparted during the launch of AB-HWCs was more focussed on the overview of
Comprehensive Primary Health Care. However, implementation of the program at the
grassroots has highlighted several field level challenges and bottlenecks prompting the need
for re-orientation of these cadres building on the field level experience.
MPWs in both the states shared that NCD training which was imparted was a fruitful learning
experience for them. However, during the field visit it was observed that the MPWs lacked
the skills such as anthropometric measurements, correct procedures for blood sugar
measurement, bio-medical waste management along with record keeping & maintenance
know how. Also, the concept of MPWs on AB-HWC app and NCD-CPHC-HWC app was
observed to be poor.
Tele-consultation platform is to be leveraged to ensure quality management and continuum
of care regarding ailments especially Non-Communicable Diseases. Tele-consultation services
were yet to be started in any of the visited PHC-HWCs (as a hub to link SC-HWCs) of Assam.
The major reason for this is the non-availability of hardware/equipment at the health facilities
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to initiate tele-consultation services. However, tele-consultation sessions were being
conducted in both the states through a centralised hub at state headquarters. In Manipur
tele-consultation services were being run through e-Sanjeevani OPD platform with state hub
at NHM office, Manipur. In Assam both the wings of e- Sanjeevani platform (e- Sanjeevani
OPD and e-Sanjeevani HWC) were operated through the state hub at NHM office, Assam. In
both the States, poor net connectivity and a long waiting period to consult with concerned
doctors were reported to be the major barriers by the beneficiaries in optimum utilization of
Tele-Consultation platform.
This study has put forward the gaps which the study intended to find, analyse and come up
with the solutions to mitigate the shortcomings. In few aspects it was also conceded that the
present AB-CPHC-HWC guideline is not explicit and lacks the process of implementation for
the service providers. The role and responsibilities of the axillary health workers are not
made, and the existing Directorates of Health are also not in tandem with the HWC progress
in ground reality. It is pertinent to mention that all the expanded range of services are in one
way or other part of existing national programmes but stress to be given for HWC roll out.
Above all that the implementation process varies state to state as per the existing guideline
which needs further streamlining through various steps as follows:
1) Convergence among all directorates and HWC Primary Health Care Team
2) Interpretation of programs under HWCs should be similar leading to uniformity of
implementation structure.
3) Simple Organogram for ensuring Continuum of care
4) Step ladder approach (Bottom to top approach) in implementing the health care
programs under HWCs
5) Learning from best states that has been pioneering and performing for ensuring
continuum of Care.
So, our study puts forward genuine concern regarding the implementation of the AB-CPHCHWC programme till now and opens the platform for rigorous studies in the sector and
formation of further implementer friendly guidelines for monitoring and successful progress
of the programme.
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Chapter 8: Recommendations

With the launch of Comprehensive Primary Health care under Ayushman Bharat and
conversion of the SCs and PHCs into HWCs with introduction of expanded package of services,
there has been sea lot of changes at the periphery over last 2 years, but the bottlenecks in
terms of quality of training, lack of proper referral mechanism with follow-up and continuity
of care, lack of adequate numbers of drugs and diagnostics calls for further handholding of
the primary health care team both at health facilities – HWCs and at community level.
Although majority of the populace were aware about the up-gradation of the SC into SC-HWCs
with the posting of CHOs, very less was known by them about the bouquet of extended
services newly introduced.
Based on the findings of the evaluation, following suggestions are recommended:
1. Undertake robust outreach drive including communication and behaviour change
activities to achieve the followings:
a) Making the community aware about the services introduced at the SC-HWC.
b) Cultivate the sense of ownership of the programme to ensure accountability of the
service providers through formation and activation of Jan Arogya Samiti (JAS).
c) Motivate the community to avail the services introduced at the SC-HWC on a
regular basis.
2. Population Enumeration, completion of Family Folder and CBAC at the field level was
found to be lagging in most of the SC-HWCs. Since this is an annual activity, therefore
it is recommended that all the back logs are completed within a fixed time frame
before redoing the exercise for the next financial year. Quality filling-up of CBAC and
Family Folder with complete information to optimally identify the target population
for screening of Non-Communicable Diseases.
3. The State/District needs to ensure adequate supply of CBAC forms and Family Folders
along with continued efforts for retraining and motivation through supportive
supervision of the field staff (MPW, ASHA, ASHA Facilitators) for quality and timely
undertaking of the activity. The existing ASHA support structure (ASHA
Facilitators/BCM/DCM) should be utilized by the States/Districts to streamline the
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process which is at present a regular community-based activity for NCD screening,
diagnosis, and management.
4. The system of universal screening for Non-Communicable Diseases needs to be
strengthened in both the States. Besides prioritising high risk population, facilities
should attempt to screen all who are administered CBAC- precisely all 30 years and
above. Opportunistic screening of patients visiting the HWCs should not be taken as a
proxy for actual community-based screening and management of Non-Communicable
Diseases.
5. The State/District has to initiate measures to strengthen the linkages required to
ensure Continuum of Care through from SC-HWCs to PHC-HWCs and further followup involving the CHOs and ASHAs. At risk populace for Non-Communicable Diseases
identified through screening at the SC-HWCs need to be referred to the linked PHCHWC for confirmation and further management while maintaining a clear record of
the same to ensure required follow-up.
6. The CHOs in SC-HWCs and MO in-charge of the PHC-HWCs is to ensure proper record
maintenance of referred suspects of Hypertension & Diabetes Mellitus from the SCHWCs to ensure quality management and assured follow- up.
7. The MO in-charge and other staff of the linked PHC-HWC needs to be trained,
sensitized, and motivated to understand the concept of CPHC-HWC and their
involvement as an irreplaceable part towards actual implementation of the program
activities at the community level. Clarity about roles and responsibilities including
management challenges (as per cadre) need to be defined and training imparted as
per developed Standard Operating Procedures.
8. Treatment Protocols for Hypertension and Diabetes Mellitus need to be standardized
and training for the same to be provided to the MOs posted at the PHC-HWCs. The
observation during the study was that none of the MOs posted at the PHC-HWCs in
both the states were trained in management protocols specifically developed for
management of Hypertension & Diabetes Mellitus at the HWCs, resulting in nonstandardized treatment approaches which mostly relied on the undergraduate
training received by the concerned MOs.
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9. Both the states should arrange trainings for Pharmacists in cascade mode for proper
orientation about CPHC-HWC program with emphasis of the Pharmacist’s role in the
program.
10. It is recommended to overhaul the supply chain & logistics management system in
both the States to include DVDMS and the assurance of drugs, diagnostics and
consumables and the guaranteed services under expanded packages of CPHC-HWC.
The CHOs/MLHPs and the Pharmacists at the HWCs need to be trained in the indenting
process and proper stock maintenance including buffer. Also, adequate space for
stocking of medicine/diagnosis/consumables as per guidelines is to be ensured both
in PHC-HWC and SC-HWCs.
11. The platform of PHC-HWC Monthly review meeting may be utilised as one of the
opportunities for reviewing the performance of the SC-HWCs, management &
implementation challenges, probable solutions to ensure accountability of the system
to collectively employ measures for smooth functioning of the program.
12. Continuous involvement of the community in the system by regular field visit by the
SC-HWC team, reviewing program implementation challenges from the ASHA and
other FLWs during monthly review meeting at the SC-HWC etc.
13. Active involvement of peripheral health workers in mobilization efforts to ensure
timely screening of the 30 years and above population and further management in a
time bound manner.
14. To achieve universal participation of the community in wellness activities under the
AB-HWCs, there should be a mechanism to cater to other avenues such as - School,
College, SHG, VHSNC, Religious Institutions and Local Clubs etc. This mechanism
should also consider heterogeneous population with varied occupational
backgrounds, norms, beliefs, and different lifestyles etc. So, there should be various
wellness points to cover all sections of the community.
15. It was noted and seen during the data collection that SC-HWCs cater to female
population than the men as initially RMNCHA+ N services were prevalent in SCs.
Mechanisms should be thought and implemented keeping the local context in mind
to increase the participation of both men and female population in the upgraded SCHWCs.
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Abbreviations
AB

Ayushman Bharat

ANM

Auxiliary Nurse Midwife

ASHA Accredited Social Health Activist
AWCs Anganwadi Centres
AYUSH Ayurveda, Yoga and Naturopathy, Unani, Siddha And Homeopathy
BCC

Behaviour Change Communication

BCM

Block Community Manager

BMO Block Medical Officer
BPM

Block Programme Manager

BPMU Block Program Management Unit
BPHC Block Primary Health Centre
CHC

Community Health Centre

CHO

Community Health Officer

COC

Continuum of Care

COPD Chronic Obstructive Pulmonary Disease
CPHC Comprehensive Primary Health Care
CBAC Community Based Assessment Checklist
DCM District Community Manager
DH

District Hospital

DPM

District Programme Manager

DPMU District Program Management Unit
DM

Diabetes Mellitus

DVDMS Drugs and Vaccine Distribution Management System
EDL

Essential Drug List

EML

Essential Medicines List

FRU

First Referral Unit

FLW

Frontline Worker

GNM General Nursing and Midwifery
HTN

Hypertension
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HWC Health & Wellness Centre
SHC

Sub Health Centres

ICDS

Integrated Child Development Program

IEC

Information Education Communication

KAP

Knowledge, Attitude and Practices

MLHP Mid- Level Health Provider
MO

Medical Officer

MOIC Medical Officer In charge
MPW Multi-Purpose Worker
MPHC Mini Primary Health Centre
NCD

Non-Communicable Disease

NGO

Non-Governmental Organisation

NPCDCS National Programme For Prevention And Control Of Cancer, Diabetes,
Cardiovascular Diseases And Stroke
OOPE Out of Pocket Expenditure
OPD

Outpatient Department

PHED Public Health Engineering department
PHC

Primary Health Centre

PRI

Panchayati Raj Institutions

RCH

Reproductive and Child Health

SBA

Skilled Birth Attendant

SHGs Self Help Groups
SN

Staff Nurse

STGs

Standard Treatment Guidelines

UHC

Universal Health Coverage

UHND Urban Health and Nutrition Day
VHSNC Village Health Sanitation and Nutrition Committee
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