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Minutes of the meeting of  State Health Secretaries  

held on 15th and 16th  January 2010 at Board Room of AIIMS, New Delhi  
 

 A two days conference of State Health Secretaries and Mission Directors (excluding 

UTs/NE States) was held on 15 & 16 January, 2010 at Board Room of AIIMS, New Delhi.  

The meeting was attended by Principal Secretaries/Secretaries (Health), Mission Directors, 

Directors Health Services, Directors of Medical Education and other officials from various 

States.  The conference was inaugurated by Hon’ble Union Health and Family Welfare 

Minister and was also attended by Minister of State for Health and Family Welfare.  The list 

of participants is enclosed. 

 

 In his inaugural address, the Hon’ble HFM laid emphasis on maternal and child health 

and urged focused attention on these issues to have an impact on MMR and IMR and to 

realize the NRHM goals.  He mentioned that though primary healthcare have improved in 

general, there is need to focus on quality and accessibility in the difficult and remote areas so 

that the people residing in the remote parts of the country can avail of the facilities.  He 

reiterated the urgent need for identifying the health facilities in difficult, most difficult and 

inaccessible areas and providing financial and HR incentives to ensure availability of doctors 

and para-medics in these areas.  He also highlighted the reforms undertaken in medical 

education and urged the States to take full advantage of these initiatives.  Hon’ble HFM also 

laid emphasis for effective measures to control the communicable diseases like malaria, TB, 

leprosy and ensure full integration of these programmes with the delivery of healthcare 

services.  He also referred to new initiatives such as tracking pregnant mothers and children, 

strengthening of the nursing and ANM schools, initiatives to tackle non-communicable 

diseases and improvement in the supply and management system.  He urged all the State 

Governments to intensify their efforts to realize the goal of providing universal healthcare to 

the entire population. 

 

 Minister of State for Health and Family Welfare in his remarks highlighted the need 

for improvement in the quality of healthcare and service delivery mechanism and improve the 

monitoring system to identify the gaps for necessary remedial action.  
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 The discussion then took place agenda-wise. 

 
1. Revised National Tuberculosis Control Programme (RNTCP) 
  
 Initiating the discussions, Secretary (H&FW) mentioned that the programme has so far 

focused on achieving the benchmarks of 70% New Smear Positive (NSP) case detection and 

at least 85% treatment success rate. The programme should now aim for 100% case detection 

and more than 95% treatment success rate to reduce the mortality and morbidity and to 

prevent the emergence of drug-resistant TB. 

 JS(PH) informed that the State-wise issues were discussed with the DHS and the 

programme officers on 14.1.2010 in detail. He pointed out that although at the national level 

the programme was achieving the defined targets, there was wide variation in performance 

across States and districts. The performance of States and respective districts has already been 

shared with the States through a detailed note. It was informed that the poor performance of 

the States/districts was primarily due to the large number of vacancies of the key RNTCP 

staff. 

 Secretary (H&FW) asked all the states to undertake a detailed district and sub-district 

analysis to identify the issues related to under-performance and take appropriate corrective 

measures to address the same.  

 
Human Resources 
  

 List of States which presently do not have full time State TB Officers (STOs) and 

District TB officers (DTOs), the vacancy status of the contractual staff at the State TB Cell 

and the state-wise sub-district level supervisory staff vacancies are given in Annex-1.  

 Secretary (H&FW) emphasised that full time State and district programme managers 

were essential for the implementation of any National Health programmes. The states of 

Madhya Pradesh, Bihar, Maharashtra, Chattisgarh and Uttar Pradesh were requested to post 

full time programme managers at the State and district level to bring about desired results for 

tuberculosis control.  

 The commitment made by the states on human resource issues are as follows: 
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• Health Secretary of MP assured that the state will sanction and fill up the posts of full 

time State TB Officer and district TB officers in the 2 months. The additional charges of the 

present STO will be reduced substantially to enable him to adequately supervise and monitor 

the TB control activities and the vacancies of the contractual positions at the state and district 

level will be filled on priority.  

• Health Secretary of Chhattisgarh informed that the state is in the process of recruiting 

about 1000 medical officers against vacant positions. He assured that the present non-

sanctioned DTO positions will be sanctioned and a full time district TB officer will be posted 

in all districts within the next 2 months. All other vacancies in the contractual positions at the 

state and districts will also be filled up shortly. 

• Health Secretary of Uttar Pradesh assured that following the meeting of the DPC, 

scheduled in the following week, the vacant positions of the District TB officers would be 

filled.   

• The Principal Secretary of Tamil Nadu assured that the vacancy positions of DTOs 

and other key RNTCP staff in the districts would be filled within the next one month.  

 

 Secretary (H & FW) noted with concern that some of the State and District TB 

Officers and a large number of Medical Officers and Paramedical staff were not trained in 

RNTCP. The status of untrained medical and para-medical staff in various states is attached as 

Annexure-1.   

 It was emphasized that for ensuring effective programme implementation and correct 

identification and treatment of TB patients the staff should be trained at the earliest. 

 

Supervision and Monitoring 

 

 The status of state level review of RNTCP is attached as Annexure 2. Secretary (H & FW) 

requested the State Health Secretaries to regularly review the programme (for which a 

structured checklist was available), ensure that quarterly review meetings are held timely and 

to also prioritize the review of TB control Programme during the NRHM review meetings. 
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 JS (PH) pointed out that CMOs of districts in many states were not reviewing RNTCP 

in the monthly review meetings with medical officers. He also mentioned that many medical 

officers working in district and referral hospitals were requested to be prescribing anti-TB 

drugs from outside the programme.  

 

 Secretary (H & FW) asked all State Secretaries to issue government orders on the 

following: 

• CMOs to review RNTCP on a priority basis and submit minutes of these meeting to 

state headquarter  

• Prohibiting all Medical Officers in the State to prescribe anti-TB drugs outside the 

programme.  

 
Involvement of NGOs and Private Practitioners. 
 
The State wise involvement of NGOs and Private Practitioners (PPs) is given in Annexure 3.  

 It was emphasised that the involvement of private practitioners and NGOs was 

necessary for ensuring universal access to TB diagnostic services. Despite the availability of 

well defined NGO/PP schemes, the number of NGOs and Private Practitioners involved under 

the programme was declining. Some of the states such as Uttar Pradesh have not been signing 

the MoUs with NGOs and PPs.  

 Secretary (H & FW) stressed that the States should make earnest efforts to involve all 

NGOs and PPs in the State. She further stated that more and more community volunteers such 

as ASHAs should be involved for providing DOT Services to the patients and timely payment 

of honorarium to the community DOT providers should be ensured.  

 
Infrastructure and financial issues 
 
 In the some of the States like Bihar, UP and West Bengal the number of TB units and 

DMCs were much below the eligible norms as given in Annexure 4.  
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 It was informed that some of the states like Orissa, Bihar, UP, MP, AP, HP were not 

reimbursing POL bills to the contractual supervisory staff regularly and there have been 

delays in renewal of contracts and payments of salaries to the contractual staff.  

  

 Secretary (H & FW) asked the States to take necessary action to prevent such delays. 

The audit reports of all the states for the financial year 2008-09 were delayed and the audit 

reports of Himachal Pradesh and Chattisgarh have not been received till date. Secretary (H& 

FW) requested the State Health Secretaries and NRHM Directors to discuss and resolve the 

issue of delay in auditing by the auditors engaged by the NRHM. Further, more and more 

community volunteers such as ASHAs be involved for providing DOTS services to the 

patients. Timely payment of honorarium to the community DOTS providers should be 

ensured. 

  
Roll out of DOTS Plus services for the management of drug resistant TB 
 
 It was informed that Civil works of Intermediate Reference Laboratories was yet to 

begin in Karnataka and Bihar. The IRL Microbiologist in Madhya Pradesh and Uttar Pradesh 

were yet to be recruited.  There has also been a delay in accreditation of IRL in Chattisgarh. 

The state of UP is yet to initiate DOTS Plus services even after a year of the National training.  

• Secretary (H & FW) asked the States to enhance their capacity to take this additional 

challenge of implementing DOTS Plus and take adequate steps to ensure that the 

implementation of these services is not delayed.  

 

Issues Raised by the States 

 

• Karnataka state suggested the involvement of all those PHCs in case detection which 

have a laboratory technician and Binocular microscope. It was informed that Central TB 

Division will get in touch with State TB Officer and will examine such proposals and assist 

the state in establishing more Designated Microscopic centres. 

• Principal Secretary of Madhya Pradesh suggested that the sale of anti TB drugs from 

chemist shops should be banned to stop irrational use of these drugs.  Secretary Health (GOI) 
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stated that such measures may be considered only if universal access to anti TB drugs has 

been ensured under the Revised National TB Control Programme.  

 
 
 
2 National Vector Borne Disease Control Programme (NVBDCP) 

 

 Joint Secretary (PH) made a presentation based on the discussions and decisions taken 

on 14th January 2010 in the meeting of DHSs, State Programme Officers and Regional 

Directors and also the inputs from Dte. of NVBDCP.  Various issues on Malaria and Kala-

Azar were discussed and action point decided are mentioned below:-  

 

(a) General issues pertaining to malaria and Kala-azar :  

 

i. Malaria continues to be a major public health problem with increase in proportion of 

falciparum  cases and concerted efforts are needed to control Malaria. In Bihar Kala-azar is a 

problem and State needs to expedite efforts to achieve elimination of Kala-azar by 2010. This 

was emphasized even by Health and Family Welfare Minister in his inaugural address. 

ii. Identification of hot spots: There is an urgent need to undertake microanalysis of 

epidemiological data to find out hot spots for focused and effective action.  The action plan 

should be part of the State PIPs. 

 

(b) Manpower 

 

i. Manpower is an important component of vector borne disease control programme. 

Need for filling up of vacancies of regular staff (District Malaria Officers, Multipurpose 

Workers (Male), Lab Technicians) in all states and contractual staff (state level consultants, 

Vector Borne Disease consultants, Malaria Technical Supervisors, Kala-Azar Technical 

Supervisors, Multipurpose Workers, Lab Technicians) in Project States was emphasized. The 

details of vacancy position with respect to District Malaria officers, VBD Consultants, 

Malaria Technical Supervisors, Kala-azar Consultants, KTS, Lab Technicians and multi 

purpose workers (male) is given in Annexure-5. 
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ii. All the States agreed to fill-up already sanctioned posts of DMOs in the next few 

months and also create new posts of district malaria officers in the districts, wherever they do 

not exist. It was felt that till that is done, medical officers may be taken from other levels 

(even on contract – which could be considered for finance under NRHM), trained and posted 

as district malaria officers.  

iii. All project states agreed to fill-up contractual posts under the World Bank assisted 

project in the next two months. 

iv. It was also noted that in Uttar Pradesh (UP), different officers are working as 

programme managers for different diseases covered under NVBDCP, and there is lack of co-

ordination between these officers. The State representatives agreed to make one senior person 

the State Programme Officer for all diseases under NVBDCP. 

 

(c) Strengthening of Surveillance  

 

i. It was mentioned that strengthening of surveillance is essential to ensure that the  

Annual Blood Examination Rate (ABER) in all blocks reaches 10% or above. This is essential 

to detect and treat cases early, and to reduce the reservoir of infection, which in turn will help 

in reducing transmission of the disease. Malaria deaths in Munger in Bihar and Malda and 

Murshidabad in West Bengal, and outbreak in Kanpur Dehat in UP were cited as examples 

which could not be detected because of low ABER. All state secretaries agreed to increase 

ABER to more than 10% in all blocks in endemic areas. 

 

(d) Micro action plan for Indoor Residual Spray (IRS)  

 

i. The importance of IRS as an effective strategy and village level planning for effective 

IRS  was  emphasized.  

 

ii. All states were requested to prepare Micro-action Plan for IRS to ensure more than 

80% quality coverage in the identified areas. All the steps needed to prepare action plan were 

also explained during the meeting. It was stressed that Sub-centres should be the operational 
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unit for IRS. The steps for micro action planning or IRS are given in Annexure-6 for ready 

reference.  

iii. Micro action plans will be discussed at State headquarters, and an officer from the 

Directorate of NVBDCP will attend the meetings. The Regional Directors will also attend the 

meetings, and monitor the implementation of micro-plan for IRS. 

iv. Secretary (HFW) desired that the state health secretaries review the stock position of 

insecticide and ensure its use before the expiry date. For acceptability of IRS, community 

mobilization is must – which should be taken up before IRS. 

v. Untied funds under NRHM could be used, if necessary, for operational costs (for 

example, to pay wages of spray workers and community mobilization etc) for undertaking 

IRS. 

(e) Long Lasting Insecticide Treated Nets (LLINs): 

 

i. Preparing of action plan for distribution of LLIN was also emphasized. Secretary 

(HFW) desired to know the status of use of LLINs supplied to the States.  

ii. Chhattisgarh informed that they have not yet distributed the LLINs to the users 

because of elections. Secretary (HFW) instructed that the matter should be taken up with the 

Election Commission to exempt health services from the purview of Code of Conduct on 

account of elections. Chattisgarh was advised to review distribution of LLINs through Public 

Distribution System (PDS). 

 

iii. Generally, distribution should ensure sub-centres wise saturation. Priority should be 

given to sub-centres having API 5 or more. However, pregnant mothers may be given LLIN in 

other areas also. 

iv. Orissa Health Secretary confirmed that they will fully utilize the stock by end 

February. She also explained the mechanism for distribution of LLINs from State godown to 

the user. 

v. Details of distribution of LLINs should be conveyed to national programme manager 

i.e.  Dte. of NVBDCP for further monitoring. 

vi. Secretary (HFW) desired that Orissa should computerize the data on distribution of 

LLINs and compare the same with epidemiological data to show the impact of LLIN. This 
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data should be shared with national programme managers. Lessons learnt from Orissa should 

be shared with all States.  

vii. Secretary (HFW) observed that use of LLINs is to be up-scaled. States should assess 

the impact of LLIN and IRS. 

 

(f) Financial Issues: 

 

i. States need to submit the SOE for the latest quarter and UC and Audit Report for 

2008-09 at the earliest to get further funds from GOI.  

ii. States of Andhra Pradesh, Bihar, Chhattisgarh, Haryana,  J&K, Orissa, Rajasthan, UP, 

West Bengal, and Maharashtra have not submitted UC and audit reports for 2008-09 so far. 

They agreed to provide the same soon. 

 

(g) Urban Malaria 

i. It was noted that 125 out of 152 malaria deaths in the Maharashtra State occurred in 

Brihan Mumbai Corporation, Thane and New Mumbai Corporations in 2008. In contrast, such 

high proportion of deaths has not been reported in Kolkata, Chennai and Delhi. It was felt that 

there is a need to prepare a special action plan for these urban areas in coordination with local 

corporations.  

ii. Maharashtra said they would take up the matter with Corporations for doing the 

needful.  

iii. Secretary (HFW) desired that States should find out ways to increase human resources 

to control malaria in urban areas. 

 

(h) ASHAs 

 

 All ASHAs should be trained quickly in the use of RDK and treatment of malaria 

(p.falciparum) cases with ACT. West Bengal was not involving the ASHAs for this so far. 

Secretary, Government of West Bengal assured that ASHAs have been trained and now will 

be involved in this. 
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(i) Rapid Diagnostic Test Kits (RDKs) 

 

i. It was stressed that RDK should be used as per circulated guidelines of NVBDCP 

only. The blood slides should also be collected from a person tested by RDK as positive for 

malaria. 

ii. Secretary (HFW) desired that all states send the report on use of RDK for assessing its 

impact on the programme. 

 

(j) Procurement and logistics 

 

i. Some States raised the issue that break up on account of commodity grant in PIPs is 

not very clear on the part of Directorate of NVBDCP and requested that this break up should 

be clear as in the case of component wise cash grant. 

ii.  It was felt that States should also work out their requirements on technical basis with 

full justification and reflect in the PIP. States must plan their logistics carefully and in 

advance. This will help in preventing accumulation of drugs having short expiry.  

iii. MP and Chhattisgarh mentioned that they have some medicines (chloroquin blister 

packs and primaquin tablets) with expiry in next 6 months. Dte. of NVBDCP could consider  

reallocating the same to other States.  

iv. It was also instructed that Dte. of NVBDCP to assess the exact requirements for 2010-

11 strictly in consultation with the States so that excess stocks situation may not arise again. 

 

(k) Vehicles 

 

 States raised the issue that outlived vehicles are required to be replaced for use under 

the programme. After discussion, Secretary (HFW) instructed that they may make their case 

for requirements of vehicles for remote areas only and Government of India will try to 

consider this.  For other areas, the States may hire the vehicles. 
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(l) Japanese Encephalitis (JE) : 

 

 Issue of incidence of Japanese Encephalitis in Uttar Pradesh was also discussed. 

JS(PH) urged that the State Government should take initiatives on (i) IEC/BCC campaign, (ii) 

catch-up campaign in addition to routine campaign; and (iii) upgradation of BRD medical 

College, Gorakhpur for which an amount of Rs. 5.88 cr. was released by the Government of 

India.  

 

(m) Monitoring 

 

 Secretary (HFW) desired that all states health secretaries should monitor NVBDCP 

frequently and regularly. She requested them to review their district plans positively in Feb-

March 2010.  

 

(n) Regional Directorates 

 

 Role of Regional Directors in monitoring NVBDCP in states regularly was also 

emphasized by the Secretary (HFW). The Regional Directors were requested to be in touch 

with the State Governments on the issues of IRS, LLINs distribution, training of ASHAs and 

monitoring and evaluation of the programme. 

 
3. NATIONAL LEPROSY ERADICATION PROGRAMME 

 

Initiating the discussion, Secretary (H&FW) mentioned that Leprosy is yet to be eliminated 

and there should be no complacency. Female and children need more attention for early 

detection and complete treatment. She suggested that ASHA under NRHM should be 

effectively utilized for detection of cases and treatment completion. The incentive to ASHA 

should be given as per GOI guidelines. 

 

 Joint Secretary presented in brief highlights of the discussions held with State Leprosy 

Officers and Director of Health Services of the States on 14th January 2010.   
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 After detail discussions, following were decided:  

 

(i) Vacant posts of DLOs should be filled up by states and additional posts of DLOs 

created for districts without sanctioned posts of DLOs. (Annexure-7)  

(ii) States will analyse the situation of Leprosy taking block level new case detection in 

2008-09, as the criteria. The objective will be to attain ANCDR of <10/100,000 population in 

all blocks.  Focus on blocks having ANCDR > 30/1,00,000 will receive top priority. 

Annexure – 8 shows status of ANCDR level in each State during 2008-09.  Block level data 

are available with states. 

(iii) Posting of Programme Officers in districts with high ANCDR blocks should be given 

priority and one person should be identified for each high endemic block to ensure that 

training of all concerned is intensified, ASHAs fully involved and IEC/BCC activities scaled 

up in these blocks for aggressive case detection and complete treatment of leprosy cases.  

(iv) States have to monitor works of various institutions conducting Reconstructive 

Surgery and send Institution-wise reports of their performance to the Central Leprosy 

Division.  

(v) All eligible Leprosy affected persons with insensitive feet are to be given protective 

(MCR) footwear without delay.  

(vi) State should keep records of all the leprosy colonies (Annexure-9) and their 

inhabitants and send the same to the CLD urgently.  Leprosy Colonies should be visited and 

medical services provided to the colonies inhabitants regularly. Record of each visit by 

Medical Officer or Para Medical Worker should be maintained.        

 

 

4. Supply Chain Management and Tracking 

 

 Joint Secretary(Procurement) initiated the discussion highlighting the need for an 

efficient procurement and supply chain management system to deliver Right Product in Right 

quantity in Right place at Right time. Various pre-procurement issues such as lack of 

finalization of Essential Medicine List(EML), inaccurate quantification of requirements, non- 
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availability of standardised specification of products, absence of Standard Procurement 

Guidelines and consignee clarity, vis-a-vis a type of products and their seasonality were 

highlighted. The States were requested to share their  experience about EML and follow 

quantification method based on population/consumption/capacity. 

 

 Secretary (HFW) desired to know the Procurement plans for the States in respect of 

Centrally Sponsored Scheme(CSS). Addl. Chief Secretary, Health Maharashtra suggested that 

the composition of the RCH Kits should be reviewed and Govt. of India should give 

flexibility to the States in RCH Kit procurement. She gave the instance of soap and forceps 

being part of the RCH Kit, which merits review. Secretary (HFW) agreed to the suggestion 

and directed review of the RCH Kits and to separate consumables from appliances. The MD, 

NRHM, Madhya Pradesh, mentioned about the shortage of Tubular Rings. Additional 

Secretary (Admn.) replied that the procurement has been less as Supply Orders could be 

placed only on HLL Lifecare Ltd. during 2009-10. However, the shortfall in procurement is 

proposed to be met through supply of Tubal Rings by HLL against the advance order for the 

year 2010-11. Health Secretary of Orissa mentioned about the avoidable transactional cost for 

UIP Vaccines as they are being supplied in smaller lots on a number of occasions. She 

requested the Ministry to organise supply of vaccines in a manner that it is not spread over the 

entire year, and, instead delivered to the States in 2 or 3 consignments. 

 

 Secretary (HFW) agreed to this and concluded the discussion by asking all States to 

have proper management and planning of the procurements  and to clearly reflect the same in 

PIP. 

 

5. Reproductive and Child Health Programme  

 

Initiating the discussions, Secretary (H&FW) emphasized the need for effective 

measures for reduction of Maternal Mortality Ratio (MMR), Infant Mortality Rate (IMR), 

Neonatal Mortality Rate and Total Fertility Rate (TFR). Secretary (H&FW) stated that 

Diarrhoea and Acute Respiratory Infection (ARI) need to be controlled to reduce Neonatal 

mortality and hardcore decisions need to be taken  to achieve desired health goals and invited 
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suggestions from all the States/Union Territories regarding way forward to achieve the set 

targets. Secretary also mentioned of several consultations held in the Ministry on the core 

issues relating to maternal and child health that include consultations on JSY, the role of 

ASHA, Neonatal mortality and Nutrition involving experts and civil society representatives 

and issues highlighted on these consultations. 

  

JS (RCH) made a detailed presentation on RCH, wherein the State-wise status of 

MMR, IMR and TFR was analysed. The wide variations in respect of MMR, IMR and TFR 

between the States was highlighted. The States specific issues were also circulated. While 

phenomenal expansion of JSY has taken place, facility strengthening for providing full 

complement of quality services is slow. In this regard, lack of trained staff, equipment, 

adequate beds, quality of care, availability of blood and prioritisation of high load facilities for 

strengthening etc. were highlighted as critical areas requiring focused attention. Mechanisms 

for supportive supervision, training of the required staff and placing them at the identified 

facilities was emphasised. Micro-planning, tracking of pregnant women and children, 

ensuring complete antenatal care, identification of high risk pregnancies, ensuring 48 hours of 

stay post delivery and using the stay at the health facility for postnatal care, immunisation of 

the child, initiation of breast feeding to reduce the NMR were also discussed. Implementation 

of maternal death reviews was discussed and it was informed that the formats developed by 

the Ministry will be shared with the States to guide them in the process of MDR. The States 

were urged to tackle the problem of Anaemia in a big way as with 55% of women being 

anaemic (as per NFHS) it is a huge public health problem. 

  

JS (PH) suggested to include screening for TB and Malaria among pregnant women. 

 Secretary (H&FW) noted that in Andhra Pradesh MMR and TFR have declined, whereas 

IMR is observed to be high. Observations and comments from the participating States was 

invited to reduce the wastage of vaccine, improve coverage of immunization, micro-birth 

planning, child tracking and tracking of pregnant women and quality of institutional delivery 

and SBA delivery. The need for effective monitoring and supervision at every level is 

essential.  
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Secretary (H&FW) emphasized the need for operationalization of more facilities, 

provision for blood banks, training to health personnel, posting of trained personnel at 

facilities where they are required, prioritization of high load facilities, quality of manpower, 

full antenatal care, referral transport to attend health facility as well as to return back to home 

are the aspects that need to be taken care of to improve the quality of health services.  

 

Secretary (H&FW) began the discussion on child health by stating that Neonatal 

Mortality has been stagnant. She further stated that sixty six percent of neo-natal mortality 

occurs during first 28 days after delivery and therefore, post natal visits to ensure post natal 

care are crucial in reducing IMR. Secretary (H&FW) flagged that immediate actions are 

needed to reduce neo-natal Mortality (NMR). NMR continues to remain high and declined 

only by 1 point, from 37 (SRS 2004) to 36 (SRS 2007), contributing to nearly 2/3rd (65.5%) 

of IMR. In fact, early NMR has increased from 26 (SRS 2004) to 29 (SRS 2007), and 

accounts for 81% of NMR. Secretary (H&FW) referred to the Garhchiroli model and stressed 

that a few simple timely taken steps can significantly bring down the NMR. Secretary 

(H&FW) raised several issues which included the effectiveness of training Aanganwadi 

workers under IMNCI when their prime responsibility is nutrition, feasibility of involving 

ASHA in service delivery for neonatal care as part of the home visits post delivery; need for a 

community worker like  ASHA, AWW ,Dai, SHG member at the village level who can 

provide basic neonatal care  and trained to deliver this service; contents of the training; 

supportive supervision of the community workers and ANMs through an NGO or Public 

health Nurse .  

 

Secretary (H&FW) requested that appropriate steps need to be taken by all the States 

and Union Territories to achieve at least 15% reduction in neo-natal mortality. In this regard, 

malnutrition needs to be tackled and nutrition rehabilitation centres need to be made more 

effective. Community based maternal death audit, infant death audit need to be conducted by 

all the States/Union Territories. The delays on account of delays in decision making at family 

level and institutional level and delay in availing transport on account of non-availability of 

transport need to be avoided to ensure safe delivery. Community based strategies for 
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providing neonatal care along with proper supportive supervision to the community workers 

have to be worked out by the States.  

 

Secretary (H&FW) advised all the Health Secretaries that clear cut strategies need to 

be articulated in the next year PIPs for reducing neonatal mortality. The entire supervisory 

cadre needs to be improved. Strategies for strengthening the supportive supervision will also 

have to be spelt out by the States in their PIPs.    

 

Health Secretary, Haryana informed that in Haryana, 3 visits of ASHA is a must 

within 10 days of delivery for the delivery taking place in delivery huts. Haryana will propose 

a supervisor for each PHC who will mentor and supervise the ASHAs. 

 

MD, NRHM, Tamil Nadu, stated that although IMNCI is a good training programme, 

it does not specifically focus on Neonatal care. She mentioned that their analysis has been  

that 60% of the low birth weight babies are more prone to neonatal mortality.  TN is focussing 

on 3 areas which include special protocol for the care of low weight birth babies, strong 

referral system, strengthening of referral units. They are also focussing on improving infection 

management at the institutions and training of M.Os in proper delivery practices so that infant 

deaths can be reduced. 

 

Secretary, Health, Madhya Pradesh, highlighted the number of M.Os, ANMs, and 

AWWS trained in IMNCI and the results of an evaluation done on IMNCI especially 

regarding the problems faced by the AWW in managing neonatal care. He emphasised the 

need to keep up the momentum on promoting institutional deliveries, ensuring 48 hours stay 

at the institutions, and ensuring all quality protocols at the health institutions as 45 % of the 

infant deaths take place in the first 7 days of Birth. MD, NRHM MP was of the opinion that 

they need to strengthen the sub centres with 2 ANMs instead of involving ASHA in service 

delivery as she is only a link between the community and the service providers. In order to 

strengthen the sub centres MP is establishing ANM training schools in every district and 

strengthening the LHV to supervise the ANMs. There is no need to set up a parallel 

supervisory cadre. Secretary (H&FW) felt that the State needs to take steps to ensure that 
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ANM is available even in tribal areas and assess and improve the capacity of LHV to mentor 

and not just supervise the ANM. 

 

Secretary, Health, Chhattisgarh, stated that Mitanins have been trained in Home based 

Neonatal care including management of Asphyxia and sepsis , a drug kit has been provided to 

the Mitanins and a strong supervisory cadre with one resource person per 20 ASHAs has been 

established in the State.  HBNC has been started in 18 blocks. However, injectible and 

antibiotics are not being administered. A strong referral system has been established at the sub 

centre and 2 ANMs have been deployed at these identified sub centres in the 18 blocks who 

are trained to administer Gentamycin. ASHAs have been trained to identify the danger signs 

and refer to these sub centres. The best Medical officers in the State have been identified to 

conduct the HNBC trainings at the block level.   

 

Secretary, Health, Gujarat, stated that ANMs have been trained to identify danger 

signs as early as possible so that medicine can be administered at an early stage to avoid 

complications. The State has also proposed an incentive to ANMs for making post natal visits 

and the amount will be paid only if the child survives for one month after birth. Secretary 

(H&FW) was of the view that ANMs are already paid a decent salary and instead of 

incentives, a strong supervision of the ANM’s work is required. 

 

Secretary Uttarakhand suggested exploring the possibility of involving CDPOs and 

better integration with the W&CD department. 

 

MD, NRHM Orissa informed that they are doing IMNCI training in high IMR districts 

wherein they are training MOs, Ayush doctors and LHVs, in the NIPI districts they are 

training the ASHA too. 

 

MD, NRHM Kerala stated that that the four causes of Neo-natal mortality are (a) 

asphyxia; (b) Hypothermia; (c) Hypoglycaemia; and (d) Infections. They  are training MOs 

and nurses  who are conducting  the deliveries to tackle these causes of infant deaths. ASHAs 

can be trained on identifying danger signs for referral, for early initiation of breast feeding, 
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LBW monitoring. Focus on institutional deliveries needs to continue for reduction of neo-

natal mortality.  

 

PD, RCH, Karnataka informed that they have signed an MOU with SEARCH and are 

starting HNBC in 16 blocks. Training in administering injectibles and resuscitation are not 

part of the training of ASHA under HNBC. The ASHA trainers have now been engaged as 

ASHA mentors.  

 

Maharashtra stated that low weight birth baby may be a congenital problem.  This needs a 

research and effective data analysis.  

 

MD, J&K emphasised the need to involve TBA and Dais in their States. 

 

MD, West Bengal stated that they are finding it very difficult to train the AWWS in 

IMNCI as there is Supreme Court Order that feeding at the Aanganwadi Centre cannot stop. 

 

Dr Kishore, AC (CH), mentioned that IMNCI is not just training and has 3 elements that 

include capacity building, systems strengthening, and community awareness. Most States 

have only done capacity building and that too without much supervision and monitoring of the 

trainings. 

 
AS and MD NRHM summarised that different approaches are required in different states 

and in different districts within a State. Training of doctors and paramedics, improving the 

quality of care including improving hygiene, ensuring labour room protocols has to be 

ensured. Simultaneously home based neo-natal care is required as even after two days when 

the woman is discharged, home based care is needed for the infant. Specific training modules 

are required for ASHA and ANM depending on their roles in neo-natal care. 

 

Secretary HFW summarise that quality of care at the institutions including following 

discharge protocols needs to be done. However Home deliveries will continue and there is  

need to ensure that Community worker needs to support for new born care in case of home 
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deliveries. A proper supervisory structure including PHNs / NGOs is required for the 

community workers. Training institutions have to be identified to train these community 

workers .The Ministry will ascertain from DGHS whether ANMs can deliver Gentamycin 

after following proper training and certification. 

 

Maternal Health  

 

Secretary (H&FW) initiated the discussion by emphasising the need for matching the 

demand generation through JSY with good quality services on the supply side. The States 

were also advised to consider linkages with RSBY and to involve the private sector health 

facilities run by missionaries and NGOs in delivery of health services to pregnant women. A 

task force has been set up after the national consultation on JSY which will be looking at 

trying to further maximise the outcomes of JSY through differential financing mechanisms. 

 

JS (RCH) stated that there is sufficient flexibility available in JSY guidelines. The 

guidelines provide for payment of Rs. 500/-to BPL pregnant women of age 19 years and 

above up to two live births and the erstwhile National Maternity Benefit Scheme (NMBS) has 

been subsumed under JSY. To ensure transparency, the list of JSY beneficiaries should be 

displayed at the facilities. The physical and financial management of the scheme, HMIS 

reporting need improvement. Timely payment of incentives need to be ensured. 

 

Secretary (H&FW) emphasized the need to spend adequate amount of resources on 

management and supervision.  Community Health worker, NGOs and PHN can play an 

effective role for monitoring and supervision.  States need to identify their needs and make a 

provision for the same.   

 

Secretary (H&FW) stated that demand under JSY has increased but the quality of 

service has not increased proportionately. The infrastructure at the health facilities is 

inadequate and therefore, women coming for delivery do not stay at the health facilities for 48 

hours after delivery. For maternal care certain protocols and clear cut definitions should be 

articulated for institutional delivery and SBA.     
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Secretary (H&FW) referred to the findings of last three CRM reports wherein 

strengthening of infrastructure, poor quality of services, weak monitoring, and lack of 

manpower have been highlighted and expressed concerned over this. She stated that protocols 

for institutional deliveries and SBA deliveries should be developed. There should be clear cut 

definition for institutional delivery, SBA and home delivery. At least 4-5 facilities in each 

District should be identified where certain level of standard and quality of services is 

provided. Details of such facilities should be publicized for creating awareness amongst the 

target population. A system of rating the facilities by level of services available should be 

initiated.  

 

Dr. Padmanabhan (NHSRC) made a presentation on Family Friendly Hospital 

Initiative (FFHI), a kind of certification of health facilities wherein certain   quality of services 

needs to be ensured. The essential components for declaring a facility as FFHI are (a) 

evidence based protocol; (b) quality of services; (c) availability of essential drugs; (d) and 

availability of referral transport. If any State wants to have FFIH certification for their 

facilities, NHSRC would be available to provide necessary assistance.    

 

 Secretary (H&FW) commented on the quality of PIPs of the current year.  It was 

noticed that the PIPs were well drafted, diagnosis of the problems and need assessment have 

been done, but problem solving strategies are missing which are very important. All States 

need to mention strategies for supervision, monitoring and data analysis. The Districts should 

have a comprehensive plan wherein all pregnancies are segmented into first those that will go 

to private sector and those that will come to the public sector health institutions for delivery. 

Within those that come to public sector, segmentation has to be done by risk and it has to be 

ensured that all high risk pregnancies are handled at an institution that has all elements of 

providing comprehensive care .For other deliveries and home deliveries proper plan for 

providing SBA delivery should be prepared.  

 

Secretary (H&FW) informed the States to set up quality assurance cells that should 

regularly inspect and accredit/ rate the health facilities. Proper selection of good quality DPMs 

under NRHM was emphasised.  
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Addl. Chief Secretary (Health), Maharashtra, and Health Secretary, Orissa, mentioned 

that yearly preparation of PIPs is very time consuming and therefore MoHFW should consider 

a  two-year  PIP with arrangements for review and modification at the end of first year.   

 

Secretary (H&FW), Madhya Pradesh requested to allow flexibility to the States in 

implementing JSY so that they could make only part payment to the woman at the time of 

delivery and the rest after completion of immunisation of the child. 

 

JS, RCH informed that JSY guidelines provide for accreditation of Private sector 

facilities and payment for engaging specialists for conducting deliveries. These provisions 

have not been used widely by the States. The premise under RCH II was that every delivery is 

a high risk delivery and hence institutional deliveries were encouraged and promoted. There is 

certainly a strong case for improving quality of the services.   

 

Shri Anil Swaroop, Joint Secretary, Ministry of Labour made a presentation on 

Rashtriya Swasthya Bima Yojana (RSBY) which was started on 1st May 2007.  Under this 

scheme Rs. 30,000 cashless benefit is available without any premium. So far 90,000 cards 

have been issued and 3.00 lakhs persons have benefited from this scheme. It was stated that 

on 11-12 February, 2010 a workshop will be organized in Kerala on RSBY.  The Joint 

Secretary requested MDs, NRHM and Health Secretaries to join.  

 

6.  Immunisation 

 Universal Immunization Programme should be accorded priority and all States should 

try to improve coverage of vaccines against 6 Vaccine Preventable Diseases (VPDs), so that 

immunization coverage in good performing States can reach 100% and in other States at least 

80% within one year. Districts/Block specific plans for hard to reach areas/tribal areas/urban 

areas and other inaccessible areas should be prepared to improve the reach and the same 

should be reflected in the PIP. The States were requested to improve the accessibility to 

immunization services through Village Health and Nutrition Days and direct contact with 

dropout cases. It was also emphasized that the private practitioners may also be involved to 

improve coverage.  
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 The gap between the reported and evaluated coverage should be minimized. States of 

Kerala and Chattisgarh raised point that the evaluated coverage surveys under-estimates actual 

coverage since they take into account only the vaccinations given timely as per schedule. It 

was pointed out that there is disparity between the reported and evaluated coverage. In 

response, it was clarified that the evaluated coverage assess the immunization status “as on 

date of survey” for 12-23 months of children, so even if there is deviation from the schedule 

they are counted. 

 West Bengal pointed out that they have shortage of Hepatitis B vaccine and AD 

syringes in the state. In the ensuing discussion, it was pointed out that the States/UTs don’t 

send the monthly balance stock position of UIP vaccines in the first week of every month, 

which is critical for timely supply of vaccines and logistics to the states.  The consumption of 

vaccines in the states is sometimes less than their projected monthly requirement and States 

are refusing to accept the vaccines. States were requested to make realistic projections. The 

States are supplied vaccine taking into account 100% beneficiaries plus 25 % for wastage and 

25 % as buffer. However the coverage is even below 50% in many states, implying so much 

wastage of vaccines. Some of the States suggested that vial size may be modified and single 

dose vaccines may be supplied to minimize wastage. In response it was pointed out that single 

dose vials would entail huge increase in cold chain requirement as well as logistic 

management. In view of this, the best strategy would to minimize vaccine wastage would be 

through proper micro-planning of the sessions, improved mobilization of beneficiaries to 

session sites, following good storage practices and supply chain management.  

 Some of the States like Chattisgarh, Maharashtra and Kerala expressed that the present 

norm of Rs50/- per session for Alternate Vaccine Delivery to the outreach sessions sites is 

inadequate in view of the increased fuel costs. In response, it was clarified that there is 

provision for Rs 100/- for hard to reach areas. The PHCs/CHCs should prepare microplans 

accordingly and use the pool of fund available for alternate vaccine delivery to the session 

sites. 

 Supervision and monitoring of the programme was identified as one of the weak links 

in the programme. The effectiveness of the existing supervisory structure through LHVs was 
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felt to be unsatisfactory. The State of Madhya Pradesh expressed that the existing system 

should be strengthened through capacity building. However, Secretary H&FW pointed out 

that the skills of the LHVs have been observed to be poorer than that of ANMs. It was 

suggested that alternate manpower in supervision like the Public Health Nurses may be 

examined by States. NPSP-WHO should monitor the administration of OPV under RI also. 

The States were urged to improve monitoring for better results and prepare supervisory plan 

under the PIP. 

 Secretary H&FW emphasized that there should be team of epidemiologists, 

biostatisticians, health economists, supply chain and logistic managers at Central, State and 

District  levels for proper monitoring and supervision, overseeing the supply chain 

management, surveillance and overall better programme management. The existing system 

needs to be revamped and routine immunization strengthened at all levels.  

7 Human Resources in Health 
 

 Shri Debasish Panda, JS(HR) made  a presentation   on the status of medical colleges in 

private and Government sectors and highlighted the regional imbalance  in the distribution of 

medical  colleges and the seats.  He stressed the need for  producing more  health professionals 

in medical, nursing and paramedical fields.  There is an acute shortage of medical professionals 

in the country, especially the rural areas. He called upon the State Secretaries to take initiative 

for setting up more medical colleges, especially in Bihar, UP, MP, Jharkhand, Chattisgarh 

Orissa, West Bengal and north eastern States in the light of amended norms. 

 

 He apprised the participants of the  recent amendments made  in the MCI Regulations, 

especially the teacher students ratio in the PG courses. States which   intend to increase the 

number of  seats in PG courses  were requested to send the proposal before the  end of January 

2010, as 28 February 2010 is the last date for issuing permission by the Central Government. 

 

 JS (HR) also pointed out that Government is providing incentives to the in-service 

medical professionals serving in the rural areas by making 50% reservation in PG diploma 

seats and by giving 10% weightage in PG Entrance Exam for every years of service rendered 
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in rural areas up to a maximum of 30% in 3 years.  Also, the Government is planning to 

introduce a 3½  year  medical course called the Bachelor of Rural Medicine & Surgery.  In this 

connection,  MCI is organizing a workshop on 4th and 5th February 2010 in New Delhi and 

requested the State Secretaries, Deans, and Vice Chancellors of the Universities to participate  

in the workshop. 

 

 JS (HR) pointed out that the scheme for strengthening  and upgradation of Sate 

Government medical Colleges would facilitate increase of  PG seats, starting of PG courses 

and new PG disciplines under which  funding for filling up the critical gaps, particularly in the 

infrastructure, teaching faculty,  equipment  etc. would be permissible. An amount of Rs.1350 

crore has been earmarked for this purpose. The main objective of the scheme is to  produce 

more  specialists .  

 

 Some of the State Secretaries, especially Orissa, and  Tamil Nadu  requested  that  the 

teachers student ratio for the PG  courses may be raised from  two to four   especially in the  

disciplines of anatomy,  gynaecology, forensic  sciences, psychiatry   etc. as the  government 

medical colleges are facing acute shortage   of  professionals  in these disciplines for faculty 

positions.   JS (HR) pointed out that the  concerns would be addressed but States in the first 

place  should start availing of the relaxation already provided.  Replying to  the queries from 

various State Secretaries as to how the 50% reservation for PG  Diploma courses for inservice 

doctors, will be implemented, JS (HR) said that for the sake of uniformity in implementation of 

the provisions across the states, detailed guidelines would be framed.   

 

 Regarding  National Council for  Human Resources in Health, JS (HR) informed that the 

draft bill along with the recommendations of the Task Force have been sent to the States  

Governments for  their comments.  Secretary (HFW) requested the States to expedite their 

comments to the Central Government  at the earliest. 

 

 JS (HR) stated that the quality of nursing education in the nursing  schools  needs drastic 

improvement.  He requested States to  inspect the  nursing schools regularly.  He enumerated 

the  step  taken by the Ministry of  Health  & Family Welfare to provide financial assistance to   
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Nursing Schools and Nursing Colleges and the strategy to meet the gaps with regard to  faculty 

development scheme as a short term measure, schemes for unserved districts to reduce regional 

imbalance and relaxation of norms by Indian Nursing Council.  He urged the States to  establish  

centres of excellence in the State  and commence  PG courses .  At present,  not  all nursing 

professionals are registered with the State Nursing Council and   States will be provided  Rs. 1 

crore for capacity building, computerization and streamlining the data and registers.   

 

 At the end, Union Secretary (HFW), while summing up the deliberations on Human 

Resources in Health urged the States to take advantage of the recent  amendments made  in the 

MCI  Regulations to start new colleges, expand the capacity of existing medical colleges and 

increase the number of seats in PG courses.  Secretary further urged the states to innovatively 

use the funds provided by the Central Government to improve the quality of nursing.   

 

8 National Programme for Control of Blindness 

  

Joint Secretary (SP) Ms. Shalini Prasad, made a presentation on the National 

Programme for Control of Blindness highlighting the achievements, new initiatives in the 11th 

plan and the issues to be resolved by the various States.  

The highlights of the presentation are detailed below: 

• The National Programme for Control of Blindness was launched in 1976, as a 100 % 

Centrally Sponsored Programme to reduce prevalence of Blindness from 1.4 % to 0.3 %.  

• The emphasis over the years has been focused on Cataract Operation, training of 

Ophthalmic Surgeons, and Distribution of Free Spectacles to School Children, with targets 

being achieved in full measure while collection of donated eyes is yet to pick up.  

• The focus areas for the 11th five year plan besides Cataract include Childhood 

Blindness, Refractive Error and Low Vision, Corneal Blindness, Glaucoma, Diabetic 

Retinopathy and Trachoma. 

• The new initiatives of the 11th plan include - 

• Construction of dedicated eye wards and eye operation theatre in North East States, 

Bihar, Jharkhand, J&K, Himachal Pradesh, Uttarakhand and few other States as per demand. 
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• Appointment of Ophthalmic surgeons at Rs. 25000 and Ophthalmic Assistants at Rs. 

8000 in new district hospitals, PHCs / Vision Centres where there are none. 

• Appointment of Eye Donation Counsellors at Rs.10000 on contract basis in eye banks 

under Govt. / NGO sector.  

• Recurring Grant in aid to NGOs for Management of other eye diseases, other than 

Cataract, like Diabetic Retinopathy, Glaucoma Management, Laser Techniques, Corneal 

Transplantation, Vitreoretinal Surgery, treatment of Childhood Blindness etc. ( Rs. 750 for 

Cataract Surgery with Intra Ocular lenses Implantation and Rs. 1000 for other intervention) 

• Involvement of Private Practitioners in sub-districts, Block and Village levels. 

• Maintenance of Ophthalmic Equipments supplied to RIOs, Medical Colleges District 

Hospitals, PHCs/ Vision centres etc. 

• Development of Mobile Ophthalmic units with Tele-Ophthalmology network in 

North-East, hilly states difficult terrain underserved States and few fixed models in other 

States for Diagnosis and Medical Management of Eyes Diseases – Diabetic Retinopathy. 

• There has been variations in total budget allocation and the funds released in many 

states.  

 During discussions states like Gujarat, Uttarakhand pointed out that the salaries for the 

Ophthalmic Surgeons was too low to attract potential candidates and should be at power with 

NRHM @ the rate of Rs. 35000/- for the Ophthalmic Surgeons. Similar parity was sought by 

the state for other contractual appointment s under the programme. J&K desired to have the 

Guidelines for Construction of Eye ward.  

 

Issues to be addressed by the States / NRHM 

 

• Ophthalmic Surgeons & Ophthalmic Assistant have not been posted evenly in the 

districts with surplus in some and scarcity in the remote areas. 

• Ophthalmic surgeons even if posted in some districts are being utilized for other 

programs or even for causality duties there by effecting the programme adversely.  

• Newly sanctioned contractual manpower under the 11th plan since October 2008, have 

not been recruited by all the states though salaries have been released to many in the last 

financial year and this year. 
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• The DPMs/ DPOs identified at the District Levels are not Ophthalmic Surgeons and 

have multiple responsibilities.  

•  The contractual staff employed at the state health society and in the mission have 

variation in wages and hence the post are not filled up or they leave the job. 

• The procurement of ophthalmic equipment remains a sore point despite relaxed 

procedural guideline given by GOI.  

• The State Mission Director, District Mission Director and District collector to monitor 

programme on quarterly basis and ensure timely report to the centre. 

• Delegation of Financial powers approved in NRHM to be followed and Director 

Health Services to be given power to sanction proposals up to the amount mentioned in the 

guidelines. 

• The release of payment from the State Health Society should be expedited even if 

required by adding another signatory to the bank account. 

• The proposals cleared by the programme division at the PIP stage at the National 

Level need not be approved again at the state level as this only leads to delays. 

• New components like teleophthalmology, Construction of Eye Wards, Diabetic 

Retinopathy, Glaucoma, Corneal Blindness, Childhood Blindness including in the 11th five 

year plan are yet to start in many of the states. State Mission Directors and DCs need to ensure 

the same. 

• Funds for components like constructions of Eye Wards/ Eye OT  has been released to 

the states  of Bihar, Himachal Pradesh, Jharkhand, Uttarakhand  during the year 2008-09 and 

Chhattisgarh during the year 2009-10.  Funds for Tele-ophthalmology has been released to 

Bihar, Himachal Pradesh, Jharkhand, Orissa and Uttarakhand but details regarding 

implementation is yet to be received.  

• Funds for Eye Bank @Rs.10 lakh during the year 2008-09 & 2009-10 @Rs.15 lakh as 

shown below has been released but details regarding implementation  is yet to be received.  
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                         Non recurring GIA for Eye Bank 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
• Money has been released for recruitment of Man power under the 11th Five Year Plan 
as per the table below but till date no recruitment has been done. 

Man Power 
2008-09 2009-10 
Andhra Pd. Andhra Pd. 
Chhattisgarh Chhattisgarh 
Gujarat Gujarat 
Goa Haryana 
Haryana Kerala 
Himachal Pd. Madhya Pd. 
J&K Maharashtra 
Jharkhand Orissa 
Karnataka Punjab 
Kerala Rajasthan 
Madhya Pd. Tamil Nadu 
Maharashtra Uttar Pd. 
Orissa Uttarakhand 
Punjab West Bengal 
Rajasthan  
Tamil Nadu  
Uttar Pd.  
Uttarakhand  
West Bengal  

 
• Non recurring grant in aid has been released to NGOs for the upgradation of facilities 
as per details given below but the status has not been communicated to GOI.  

Sl.No Non recurring GIA 
for Eye Bank @10 
lakh for 2008-09 

Non recurring GIA for 
Eye Bank @15 lakh for 
2009-10 

1 Chhattisgarh Gujarat 
2 Gujarat Haryana 
3 Karnataka Karnataka 
4 Kerala Kerala 
5 Maharashtra (2) Maharashtra (2) 
6 Tamil Nadu Orissa (2) 
7 Uttar Pradesh Rajasthan 
8 West Bengal Tamil Nadu 
9  Uttar Pradesh 
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Non-recurring GIA for NGOs @ Rs.30 lakh 
 

Sl. No Non recurring 
GIA for NGOs @ 
Rs.30 lakh for 
2008-09 

Non recurring GIA 
for NGOs @ Rs.30 
lakh for 2009-10 

1 Maharashtra Andhra Pd. 
2 Rajasthan Haryana (2) 
3 Gujarat Kerala (2) 
4 West Bengal Maharashtra (2) 
5 Himachal Pd. Tamil Nadu (2) 
6 Tamil Nadu Uttarakhand (2) 
7 Uttar Pd.  
8 Jharkhand  

 
 
 
• Non recurring Grant in aid released for Vision Centre and Eye Donation Centres as per 
the details below but no information has been received regarding their establishment.  

 
Non-recurring GIA for Vision Centres @ Rs.50000 

 
Sl. No Non recurring GIA 

for Vision Centre 
@Rs.50000 for 2008-
09 

Non-recurring GIA 
for Vision Centre @ 
Rs.50000  for 2009-10 

1 Haryana Andhra Pd. 
2 Rajasthan Bihar 
3 Andhra Pd. Chhattisgarh 
4 Jharkhand Gujarat 
5 Gujarat Haryana 
6 Uttar Pd. Karnataka 
7 Himachal Pd. Kerala 
8 Chhattisgarh Madhya Pd. 
9 Kerala Orissa 
10 Orissa Punjab 
11  Rajasthan 
12  Tamil Nadu 
13  Uttar Pd. 
14  Uttarakhand 

15  West Bengal 
 
 
 



30 
 

Non-recurring GIA for Eye Donation Centre @ Rs.1 lakh 
 
 

Sl. No Non recurring GIA 
for Eye Donation 
@ Rs.1 lakh for 
2008-09 

Non recurring GIA for 
eye Donation @ Rs.1 
lakh for 2009-10 

1 Maharashtra Andhra Pd. 
2 Haryana Bihar 
3 Karnataka Gujarat 
4 Rajasthan Haryana 
5 Andhra Pd. Karnataka 
6 Jharkhand Kerala 
7 Gujarat Madhya Pd. 
8 Uttar Pd. Orissa 
9 West Bengal Punjab 
10 Chhattisgarh Rajasthan 
11 Kerala Tamil Nadu 
12 Tamil Nadu Uttar Pd. 
13 Orissa Uttarakhand 
14  West Bengal 

 
 Mission Directors may take proactive steps to ensure that all the components detailed 

above are implemented and reports sent to GOI on quarterly basis. 

• Audited Utilization Certificates have not been received from Chhattisgarh, Gujarat, 

Himachal, J & K, Kerala, Maharashtra, Uttar Pradesh and Uttarakhand.  This may be 

expedited  

• Huge unspent balances released under various heads are still available with the States 

 
9 Development of AIIMSs in six States under PMSSY. 
 

JS(Proc.) presented the progress of civil works for the upgradation of medical college 

institutions  as well as housing and residential projects at the six new AIIMS sites.  The Chair 

observed that construction of hospital and medical college at the six AIIMS sites is likely to 

commence in March, 2010.   The concerned State Governments  were, therefore, requested to 

ensure site clearances and expeditious action for resolving site specific issues so that the 

construction work is not hampered.  
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 The issues which came up for discussion and the decisions taken are mentioned as under:- 
 
AIIMS, Bhubaneswar  
 
• Secretary, Govt. of Orissa informed that some part of land could not be made available as a 

court case is pending in the matter which would be resolved soon. 

 

• It was further informed that the matter regarding alternate road in lieu of the road being used 

by Sijua villagers is being pursued with local authorities.   This is expected to be resolved soon. 

 

•  On shifting of High-tension line, it was informed that four pillars out of seven pillars have 

already been shifted and the remaining pillars would also be shifted shortly. 

 

• The issue regarding the laying of water pipeline has been resolved. 

 
AIIMS, Patna 
 
• The representative of the State Govt. stated that the entire land is already in possession of 

the Central Govt. and action for transfer of title is underway. 

 

• Regarding provision of services for water, electricity etc., it was informed that action is 

already in process and would be completed soon.  It was also assured that expeditious action would 

be taken to resolve  pending site issues. 

 
 
AIIMS, Raipur 
 
• State Govt. informed that the requirement of the institution would be sufficiently met by 

establishing a 33 KV substation, there is no need for separate 11 KV substation for residences. It 

was also informed that there is no shortage of funds for land for undertaking the work of 

substation.  It was stated that the residential portion is located separate and have much lower load 

requiring 11 KV sub-station and not 33 KV sub-station as asked for by the  State Electricity 

Board. Since there was disagreement by the State Govt. over the capacity of substation to be 

installed, Secretary (HFW) desired that a Committee be constituted to sort out the matter. 
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• Regarding tree cutting at the site, it was informed that about 2000 trees would be required 

to be cut at the site for which permission is being taken from the various departments.  In view of 

large number of cutting of trees, Secretary (HFW) desired that all out efforts should be made to 

save the trees and if need be, the feasibility of modifying layout plan may be explored by the 

concerned DPR consultant. 

 
• Regarding other issues, the State Govt. assured that expeditious action would be taken to 

provide services etc. up to the site. at the site. 

 
AIIMS, Rishikesh 
 

 State Govt. assured that expeditious action would be taken to provide necessary 

services etc. at the site.     

 

UPGRADATION – Medical College (J&K) 

 

 Secretary directed that the local site issues may be discussed at the level of Joint 

Secretary with all concerned at the site.  

 

 Concluding the review meeting, Secretary (HFW) thanked all the State Secretaries, 

MDs and DHSs for the active participation and requested them to take follow up actions on 

the various points decided during the review meeting. It was also mentioned that all the 

presentations made during the Conference shall be uploaded on the website and can be 

accessed by the States.  
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Annexure 1 
Human Resources 
 

a.  State TB Officers with Multiple Additional Charges 
 

State Addl. Programme Charge held by STO 

Bihar State Leprosy Officer,State Nodal Officer for Health related RTI,Heads 
four sections in the Health Directorate 

Chhatisgarh Establishment 
Jharkhand MO of Jharkhand High court 

Madhya 
Pradesh 

IDSP, Leprosy, State Transport Officer, Vidhansabha, Legal, 
Departmental coordination, etc… 

Maharashtra Additional Director Family Welfare and Joint Director Leprosy 

Orissa Jt. Director Med is In-Charge 

Tamil Nadu Deputy STO is In-Charge 

Uttarakhand Director NRHM & Director STDC 
 

b. Inadequate staffing and high turn over of key staff at State TB Cell 
 

State Vacancies at State TB Cell 
Bihar 1 MO 

1 TB HIV Coordinator  
1 IEC officer 
1 Pharmacist 
1 Accounts officer 
1 Secretarial Assistant 

Himachal Pradesh 1 MO 
1 Secretarial Assistant 
1 Accounts Officer 
1 TB-HIV Co-ordinator 
1 Pharmacist 
*All positions are vacant since approval 

Uttar Pradesh 2 Medical Officers1 TB-HIV coordinator  
1 Pharmacist 

Madhya Pradesh 1 Medical Officer 
1 State IEC Officer 

Chhattisgarh 1 MO 
1 TB-HIV Co-ordinator  
1 Secretarial Assistant 

Karnataka 1 Medical Officer 
1 State IEC Officer 

Tamil Nadu 1 DEO 
1 Secretarial Assistant 

Jharkhand 1 Medical Officer 
1 TB HIV Co-ordinator 
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Kerala 1 TB-HIV Co-ordinator 

 
c.  District TB Officer post not sanctioned / with additional charges 

 

State Total Districts 
Districts without 

sanctioned DTO Posts 
Districts without 
full time DTO* 

Madhya 
Pradesh  

45 All districts All  districts 

Bihar 38 4 15 
Chattisgarh 18 10 14 
Jharkhand 24 5 5 
Maharashtra 55 

(33DTOs,22 CTOs) 
7 18 

Tamil Nadu 30 2 8 
Uttar 
Pradesh  

71 0 30 

Uttarakhand 13 0 2 
 

d. Vacant posts of key staff at sub-district level and untrained MOs and paramedical staff  
 

State MO-TC STS STLS LTs Untrained  Staff 

Bihar 
24/168 
(14%) 

16/168 
(10%) 

19/168 
(11%) 

75/698 
(11%) 

17% MOs 
20% Paramedics 

Chhattisgarh 
6/62 

(10%) 
15/62 
(24%) 

10/62 
(16%) 

31/296 
(10%) 

28% MOs 
15% Paramedics 

Himachal 
Pradesh 

8/41 
(20%) 

1/41 
(2%) 

1/41 
(2%) 

1/168 
(1%) 

18% MOs 
13% Paramedics 

Madhya 
Pradesh 

29/144 
(20%) 

12/144 
(8%) 

6/144 
(4%) 

- 
6% MOs 
16% Paramedics 

Tamil Nadu 
31/145 
(21%) 

8/145 
(6%) 

46/145 
(32%) 

179/790 
(23%) 

20% MOs 
4% Paramedics 

Uttar Pradesh 
31/376 
(8%) 

36/376 
(10%) 

52/376 
(15%) 

- 
27% MOs 
40% Paramedics 

Uttarakhand 
6/30 

(20%) 
- - 

19/143 
(13%) 

34% MOs 
41% Paramedics 
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Annexure-2 
 

Inadequate state level supervision and monitoring 
 

a. State Level RNTCP Reviews in 2009 
 

States 
State QRM 

( Norm - 4/yr) 
NRHM Meeting where 

RNTCP reviewed 

AP 4 0 

Bihar 3 2 

Chhatisgarh 1 0 

Goa 4 0 

Gujarat 4 4 

Haryana 4 3 

HP 2 3 

J & K 3 0 

Jharkhand 2 2 

Karnataka 4 9 

Kerala 4 4 

MP 3 4 

Maharashtra 3 4 

Orissa 4 0 

Punjab 3 1 

Rajasthan 4 4 

Tamil Nadu 3 12 

Uttar Pradesh 3 0 

Uttarakhand 1 4 

West Bengal 3 0 
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Annexure-2 (cont) 
b. Supervision and Evaluations by States in 2009 

 

States 

Districts visited by STO 
and State 

Representatives (Norm 
- 2 visits /district/yr) 

IRL OSE visits to 
Districts (Norm - all 

districts/yr) 

State Internal 
Evaluation (Norm - 

8/yr) 

Actual 
Districts 
visited 

Expected 
districts 

visits 
% 

IRL 
OSE 
Done

Total 
Districts

% 
State 

IE 
Done 

Expected 
no. of 

Districts 
% 

Andhra 
Pradesh 

17 48 35 12 24 50 1 8 13 

Bihar 12 76 16 2 38 5 2 8 25 

Chhatisgarh 5 32 16 0 16 0 3 8 38 

Goa 2 4 50 2 2 100 0 2 0 

Gujarat 79 60 132 19 30 63 8 8 100

Haryana 8 42 19 10 21 48 2 8 25 

Himachal 
Pradesh 

14 24 58 4 12 33 3 8 38 

Jammu & 
Kashmir 

12 28 43 9 14 64 2 8 25 

Jharkhand 7 44 16 9 22 41 0 8 0 

Karnataka 54 60 90 25 30 83 6 8 75 

Kerala 28 28 100 9 14 64 3 8 38 

Madhya 
Pradesh 

36 90 40 31 45 69 2 8 25 

Maharashtra 47 102 46 50 51 98 5 8 63 

Orissa 42 62 68 10 31 32 7 8 88 

Punjab 44 40 110 21 20 105 5 8 63 

Rajasthan 32 64 50 33 32 103 2 8 25 

Tamil Nadu 13 60 22 5 30 17 5 8 63 

Uttar 
Pradesh 

NA 142 NA 9 71 13 2 8 25 

Uttarakhand 8 26 31 7 13 54 0 8 0 

West 
Bengal 

8 38 21 16 19 84 6 8 75 
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Annexure-3 
 

Sub-optimal involvement of NGOs, PPs and other health care providers  
 

a. NGOs and Private Practitioners involved in RNTCP up to 3rd Quarter 2009 
 

States NGO PP States NGO PP 

Andhra Pradesh 153 73 Madhya Pradesh 42 82 
Bihar 23 12 Maharashtra 261 1971 

Chhatisgarh 107 0 Orissa 38 2 

Goa 15 0 Punjab 84 536 
Gujarat 190 2596 Rajasthan 57 212 
Haryana 13 149 Tamil Nadu 100 144 

Himachal 
Pradesh 

2 29 Uttar Pradesh 376 224 

Jammu & 
Kashmir 

3 8 Uttarakhand 10 16 

Jharkhand 35 12 West Bengal 95 5 
Karnataka 54 407    

Kerala 84 38 India 1991 6738 
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Annexure-4 
 

Sub-optimal Involvement of General Health System 
 

a. TB Units and DMCs not established as per population norms*: 
 

State 

TB Units 
eligible 
as per 
norms 

In place Shortage 

DMCs 
eligible  
as per 
norms 

In place Shortage 

Bihar 191 168 23 (12%) 953 698 255 (27%) 

UP 407 376 31 (8%) 2036 1778 258 (13%) 

WB 191 188 3 (2%) 957 848 89 (9%) 

 
*Population Norms: 
− Tuberculosis Unit @ 1 per 5 lac population (1 per 2.5 lac population in tribal, hilly and difficult 

terrains) 
− Designated Microscopy Centres @ 1 per 1 lac population (1 per 50,000 population in tribal, 

hilly and difficult terrains 
 
 
 



39 
 

 

Annexure-5 

State-wise Status of DMOs 
S.No
. 

State 
No. of 
Districts 

Required Sanctioned To be Created 
In 

position  
Vacant 

1 Orissa 30 30 3 27 3 27
2 Jharkhand 24 24 11 13 7 17
3 Goa 2 2 1 0 1 1
4 Chhattisgarh 16 16 2 14 2 14
5 Haryana 21 21 21 0 21 0

6
Madhya 
Pradesh

50 50 44 6 15 35

7 West Bengal 20 20 20 0 20 0
8 Rajsthan 33 33 33 0 33 0
9 Kerala 14 14 14 0 11 3
10 Gujarat 26 26 26 0 24 2
11 Maharashtra 37 37 36 1 25 12
12 Uttar Pradesh 71 71 70 1 56 15
13 Tamil Nadu 42 42 42 0 42 0

14
Andhra 
Pradesh

23 23 22 1 13 10

15 Uttarakhand 13 13 9 4 5 8
16 Punjab 20 20 20 0 11 9
17 Karnataka 29 29 28 1 25 4
18 J & K 22 22 6 6 0
19 Himachal  Pd 12 12
20 Bihar 38 38 24 14 16 22

 

 

State
State Consultants Dist. VBD Consultants

Allotte
d

Recomme
nded

In 
Position

Allotted
Recomme
nded

In 
Position

Andhra 
Pradesh 5 4 1 5 5 2

Chhattisgarh 5 4 4 11 11 9

Jharkhand* 5 4 3 12+4 12+4 10+3

Madhya 
Pradesh 5 3 2 9 9 7

Orissa 5 3 3 13 11 11

Bihar (KA) 6

Process initiated by 
NHSRC

31 31 0

W.Bengal (KA) 4 11 11 8

VBD Consultants (World Bank)

* Malaria + KA
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Malaria Technical Supervisor (MTS) 
under World Bank Project 

States MTS

Allocated Recruited Trained

Andhra Pradesh 30 0 0

Chhattisgarh 66 48 45

Jharkhand 72 30 30

Madhya Pradesh 54 45 33

Orissa 78 77 58

 

 

Kala-azar Consulants & KTS

S.
No.

State No. of VBD 
Consultants

No. of KTS

Sanctioned Joined Sanctioned Joined

1. Bihar 31 Nil 186 0

2. Jharkhand 4 3 24 0

3. West 
Bengal

11 7 66 0

Total 46 10 276 0
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State LTs

Allocated Recruited Trained

Andhra Pradesh 15 0 0

Chhattisgarh 33 21 0

Jharkhand 36 32 0

Madhya Pradesh 27 20 20

Orissa 39 36 36

Laboratory Technicians (LTs) under 
World Bank Project

 

 

Multipurpose Workers  
(Male-Contractual from NVBDCP)

S.No States MPW (from Domestic Budget)

Sanctioned Recruited Trained

1 Jharkhand 1116 1080 1080

2 Orissa 816 561 204

3 West Bengal 500 0 0

4 Andhra Pradesh 55 40 40

5 Chhattisgarh 830 830 0

6 Madhya Pradesh 516 28 0

7 Maharashtra 116 95 0

8 Rajasthan 66 66 66

9 Karnataka 156 State is filling from their own fund

Total 4171 2592 1350
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Annexure-6 

 

Components of Indoor Residual Spray (IRS)-Micro Plan 

 

• API-wise stratification of sub-centres 

• Prioritization of sub-centres with API 2 and above for IRS 

• Estimation of insecticide 

• Transportation of insecticide to sub-centres 

• Estimation of requirement of spray pumps and accessories 

• Engagement of spray workers and their hands-on training 

• Funds estimation and approval 

• Deployment of spray workers for spray 

• Informing community about the date of spray, benefits, and importance of 

coverage of all rooms 

• Supervision plan for each level i.e. Sub-centre, PHC, district and State levels 

• Maintenance of daily dairy by village level supervisor 

• Submission of daily coverage report 
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Annexure-7 
Statewise Status of District Leprosy Officers 

 
S. 

NO. 
Name of State Districts  DLO Sanctioned 

Posts 
DLO posts to be 

created 
DLO posts in position DLO posts vacant  

1 Andhra Pradesh 23 23 - 11 12 
2 Bihar 38 13 25 11 2 
3 Chhattisgarh 16 8 8 1 7 
4 Goa 2 1 1 1 0 
5 Gujarat 25 8 17 8 0 
6 Haryana 20 20 - 20 0 
7 Himachal Pradesh 12 3 9 3 0 
8 Jharkhand 24 17  7 11  6  
9 Jammu & Kashmir 22 0 22 0 0 
10 Karnataka 29 27 2 21 6 
11 Kerala 14 14 - 11 3 
12 Madhya Pradesh 48 15 33 6 9 
13 Maharashtra 34 18 16 17 1 
14 Orissa 30 30  - 0  30  
15 Punjab 20 4 16 4 0 
16 Rajasthan 33 4 29 4 0 
17 Tamil Nadu 30 20 10 12 8 
18 Uttar Pradesh 71 71 - 41 30 
19 Uttarakhand 13 3 10 1 2 
20 West Bengal 19 15 14 13 2 

  Total 523 311 212 195 116 
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                                  STATUS OF LEPROSY ANCDR IN BLOCKS       Annexure-8
DURING 2008-09 

S.No. State / UT 
Total No. 
of Blocks 

No. of Blocks as per ANCDR/100,000 

 <10 10 to 20 > 20-30 > 30-50 > 50 

1 2 3 4 5 6 7 8 

1 Andhra Pradesh 1127 507 416 133 58 17 

2 Bihar 500 106 193 111 78 12 

3 Chhattisgarh 147 49 21 24 29 24 

4 Goa 28 28 0 0 0 0 

5 Gujarat 223 157 7 15 24 20 

6 Haryana 156 155 1 0 0 0 

7 Himachal Pradesh 70 67 3 0 0 0 

8 Jharkhand 195 57 69 49 17 3 

9 Jammu & Kashmir 111 111 0 0 0 0 

10 Karnataka 177 129 42 4 1 1 

11 Kerala 189 187 2 0 0 0 

12 Madhya Pradesh 313 247 48 13 5 0 

13 Maharashtra 368 174 119 34 27 14 

14 Orissa 314 135 99 36 34 10 

15 Punjab 158 151 6 1 0 0 

16 Rajasthan 204 204 0 0 0 0 

17 Tamil Nadu 386 303 77 4 2 0 

18 Uttar Pradesh 805 290 338 143 33 1 

19 Uttarakhand 95 86 7 1 1 0 

20 West Bengal 336 191 54 34 41 16 

  Total 5902 3334 1502 602 350 118

  Percentage   56.49 25.45 10.20 5.93 2.00 
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Annexure-9 
 

Leprosy Affected Persons ( LAPs) residing in Leprosy colonies 
 

State/UTs No. of Leprosy 

colonies 

No. of LAPs residing 

in colonies 

Andhra Pradesh 83 5378 

Bihar 27 734 

Chhattisgarh 14 1521 

Goa - - 

Gujarat 17 1632 

Haryana 14 564 

Himachal Pradesh 8 130 

J & K (Jammu Div.) 1 82 

J & K (Kashmir Div.) 1 95 

Jharkhand 51 8207 

Karnataka 26 590 

Kerela 3 1024 

Madhya Pradesh 10 1134 

Maharashtra 32 4374 

Orissa 79 2056 

Punjab 33 2192 

Rajasthan 9 398 

Tamil Nadu 47 2839 

Uttar Pradesh 63 2701 

Uttaranchal  29 863 

West Bengal 35 8536 
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State Health Secretaries’ Meeting held on 15th -16th January 2010 at AIIMS, New Delhi 

List of Participants 
 

Sl.No State Name,   Designation Mobile/Tel. Office e-mail 
 
 

 Andhra Pradesh     
 

1  Dr. P V Ramesh Secretary (Health)  09866551230 pvrameshvn@gmail.com
2  Dr. M. S. Srinivas Rao Jt. Director, NRHM/ 

Project Officer NRHM  
09849902228  jdrchs@gmail.com 

 
3  Dr. G. Srinivas Rao PO(SPMO) 09849902228 drgsrao69@yahoo.co.in 
4  Dr. G. Ram Swaroop  Director of Health 09849902201  

 Bihar 
 

    

5  Sh. Ravi Parmar Secretary 09771499199 ed_shsb@yahoo.co.in 
 

6  Sh. Pankaj Srivastava Regional Director 09471000109/ 
0612-2202677 

rhopatna@gmail.com 
 

7  Dr. N.M. Sharma Jt. Director 09431311025  
8  Dr. R. N. Pandey Jt. Director 09835012758  
 Chhattisgarh     

 
9  Sh. Vikas Sheel Secretary 09425256606/ 

0771-2221164 
mdnrhmcg@nic.in 
 

10  Dr. R. K. Rajmani Director 09425501414  

 GOA 
 

    

11  Sh. Rajeev Verma Secretary 09422416609 rajeew1966@hotmail.com 
12  Dr. Rajnanda Desai Director of Health 

Services 
09422441662/ 
0832-2225561 

directorhealth_goa@yahoo.co.in 
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 Gujarat 
 

Vyaylaxami Joshi Principal  Secretary 
(Public Health & FW) 

9978407918 
9879200601 

 

13  Sh. Rajesh Kishore Principal Secretary 099784-07001 sechfwd@gujarat.gov.in 
14  Smt.  Anju Sharma Mission Director, 

NRHM 
09978405600 md_nrhm@gujrat.gov.in 

15  Dr. P. V. Dane Additional Director(PH) 09376176580  
16  Dr. B K Pahi Addl. Director 09825748149  
17  Dr. G C Sahu Regional Director 09879050907/ 

079-22740714 
079-22742474 

 

 Haryana     
 

18  Navraj Sandhu 
 

Principal Health & 
Medical Education  
Secretary  

0172-2711706 
 
9876160883 

sandhunavraj@hruy.nic.in 

19  Dr. Narveer Singh DGHS 09216956181/ 
0172-2584549 

 
 

20  Dr. Kamal Deep Gill Deputy Director, 
Medical Education 

09216330424/017
2-2564490 

 

 Himachal Pradesh     
 

21  Sh. P.C. Dhiman,  Pr. Secretary 09418842066/ 
2622269 

pcdhiman@gmail.com 
 

22  Dr. Ashok Pawar Dy. DHS 09418030368  
23  Dr. Naresh Gupta Dy. DHS 94181-01725/ 

0177-2625782 
 

24 
 

 Dr. B R Kashyap SPO(Lep) 094181-89412/ 
0177-2625726 

slohpsimla@yahoo.co.in 
 

 Jharkhand   
 

  

25 
 

 Dr. Satish Kumar Sinha Director, Health 
Services 

09204855285/ 
0651-2261856 

kumarsinhasatish@gmail.com. 
 

26  Dr. Praveen Chandra State RCH Officer 094311-69542/ 
0651-2261856 

 

27  Anjani Kumar Officer On Special 09868207111  
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 Duty 
 

 Jammu & Kashmir     
 

28  Dr. M.A.Wani Director  09419019316/ 
0194-2452052 

drmawani@yahoo.co.in 
 

29  Dr. K. Pandotra director   
30  Dr. Vijay K. Gupta Dy. Director  09419235730  
31  Dr. Yogeshwar State Nodal Officer, 

NRHM 
09419185554  

 Karnataka 
 

    

32  Sh. E.V.Ramana Reddy Secretary  09844068698 prs_hfw@karnatakagov.in 
33  Dr. C. Anbazhagan Sr. Regional Director 09886845962 anbu_enanbu@yahoo.co.in 
34  Dr. K. Ravi Kumar CMO, RoHFW 09886159380/ 

25539249 
ravi1706@gmail.com 

35  Sh. D. N. Nayak Commr. Health 098458-27000 comhfw@gmail.com 
36  Dr. Mohnnrajis  Director 09845078474/ 

080-22870224 
pdrchkar@gmail.com 

37  Dr. A R Aruna DME 09845043985/ 
08022875798 

drararuna05@yahoo.co.in 
 

38  Dr. Hearo B.R.    
   

 
 

   
 

 Kerala 
 

    

39  Dr. Usha Titus  Medical Education 09447030470 utitus@gmail.com 
40  Sh. Manoj Joshi Secretary 09995023269 sec@health.kerala.gov.in 

41  Dr. Jeevan DHS 09946105491/ 
0471-2303025 

drmkjevan@gmail.com 
 

42  Dr. Dinesh Arora MD(NRHM) 09946066660
 Madhya Pradesh  
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43  Sh. S. R. Mohanti Secretary   
44  Sh Manohar Agnani Mission Director 0755-2441071  
45  Dr. Ashok Sharma Director 0755-2552958  
46  Dr. V. K. Saini Director Medical 

Education 
09425346597/ 
0755-2551719 

 

 Maharashtra     
 

47  Sh. Jayant Banthia Principal Secretary 09691741903  
48  Sh. S Gokhale Addl. Chief Secty 09833168242  
49  Dr. D. S. Dakhure Director 09371015369/ 

022-22621006
 

50  Sh. Milind Mhaiskar Secy. Medical 
Education 

22026233 milindmhaiskar@yahoo.com 
 

51  Dr. W.B. Tyal DMER   
 Orissa 

 
 
 
 

   

52  Smt. Anu Garg Secretary  09437559200  
  Sh. G. Mathi Vathanan Mission Director 09437095067  
53  Dr. G. N. Mahalic DHS 09437084381  
54  Dr. D.K.Panda JDHS(RH)  dr.dkpanda@gmail.com 
55  Dr. A. K. Satpathy SR. RD 094375-65150  
56  Prof. Dr. Prasanna Kumar 

Das 
Director Medical 
Education 

09437094955  

 Punjab 
 

    

57  Sh. Satish Chandra  PS HFW 09815074300 pbsatishias@gmail.com 
58  Dr. J. P. Singh DHS 09872074403
59  Dr. Jai Kishan Director research & 

Medical Education 
09888774425  

60  Dr. C. S. Brar FWS, NRHM 09815555111  
61  Dr. S. S. Shergill Principal CMO 09780023234  
62  Dr. S. P. S. Sohal DHS 09814122143/ 

0172-2609142 
 

 Rajasthan     
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63  Dr. B. R. Meena Director (PH) 09829164678/ 

2224831 
 
 

64  B.S. Detha MD, NRHM 0141-2221590  
65  Dr. P K. Sarawat PMC ME 09414939133  
66  Dr. S K Mathur NRHM 09414227609  
67  Dr. K. N. Gupta SLO 09414607201  
68  Dr. P. K. Saraswat Principal Controller  09414939133 medicalcollegeajmer@yahoo.co.in 
69  Dr. K.L. Sihra Ad. Director, RCH 9783593099 dr.K.L.Sihra@gmail.com 
70  Jai Singh Shekhawat SPM NRHM 09414783852 Spm-raj.nrhm@yahoo.com 
 Tamil Nadu 

 
    

71  V. K. Subburaj  Principal Secretary 09444450600/ 
044-25671875 

hfsec@tn.gov.in 

72  Smt. Girija Vaidyanathan MD NRHM 09940674396 rchpcni@tn.nic.in 
73  Dr. S. Elango Director of Public 

Health  
09443449115/ 
044-24320802 

 

74  Dr. A. Sukumaran DDME 09994645554/ 
04428364501 

 

 Uttar Pradesh     
 

75  Sh. Pradeep Shukla Principal Secretary 
Health 

09415009120  

76  Sh. P. K. Sarangi Secretary 09997775457  

77  Sh. S. K. Singh GM NRHM   
 

78  Sh. K. A. Singh Deo Secretary Medical 
Education 

09793107666/ 
09811036359/ 

 

79  Dr. C. B. Prasad DG FW 09415325023  

80  Dr. M. C. Sharma DG ME 09839787879/ 
0522-2287653 

 

81  Dr. S. Chooramani Gopal Vice Chancellor CSM 
Med. Univ. Lucknow 

 chooramani@yahoo.co.in 
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 Uttarakhand 
 

    

82  Sh. Keshav Desiraju Principal Secretary 09927992517/ 
0135-2712044 

piyushsingh1976@gmail.com 

83  Dr. Rakesh Kumar Secy. Med. Eduction 09756609223/ 
0135-2711881 

 
 

84  Sh Piyush Singh Mission Director 09768099765 k.desiraju@nic.in 

85  Dr. A. P. Mamgain Director 09412058570/ 
0135-2622168 

rkumar92@hotmail.com 
 

 West Bengal 
 

    

86  Sh. S. K. Gupta Secretary 033-23357-3625 pd_spsre@wbhealth.gov.in 

87  Dr. Aniruddhakar  DHS& Education Secy   

88  Dr. S. N. Banrjee DME 09831075347/ 
033-23575101 

 

89  R.K. Vats Secretary 033-23579278 vkvats@wbhealth.gov.in 

90  A.K.Chakraborty RD, Kolkata  mohfw.kolkata@gmail.com 
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State Health Secretaries Meeting held on 15-16th January, 2010 
List of Participants from the Department of Health & Family Welfare 

Sl. NO Name Designation 
1 Ms. K. Sujatha Rao Secretary(HFW) 
2 R.K. Srivastav DGHS 
3 Sh. Shiv Lal Spl DG(PH) 
4 Sh. V. Venkatachalam Additional Secretary(A) 
5 Shri P. K. Pradhan AS & MD(NRHM) 
6 Sh. R.C. Deka Director, AIIMS 
7 Shri Vineet Chawdhry Joint Secretary(R) 
8 Shri B. K. Prasad Joint Secretary(Proct) 
9 Ms. Shalini Prasad Joint Secretary(NCD) 
10 Shri R. S. Shukla Joint Secretary(PH) 
11 Shri Debasish Panda Joint Secretary(HR) 
12 Shri Amit Mohan Prasad Joint Secretary(RCH) 
13 Shri S.K.Rao,  Joint Secretary(Coord) 
14 T.Sundaraman ED, NHSRC 
15 Sh. A. S. Sachdeva Eco Advisor 
16 Ms Dharitri Panda CCA 
17 Sh. Arun Baroka Director 
18 Shri Avinash Mishra Director 
19 Dr. Tarun Seem Director 
20 Sh. Ashok Parmar Director(IFD) 
21 Ms. Sujaya Krishnan Director(NCD) 
22 Sh. Deep Shekhar Director  
23 Ms. Vandana Gurnani Director 
24 Ms. Anuradha Vemuri Director 
25 V.K.Tyagi CE, PMSSY 
26 Dr. V. Rajshekhar Dy. ADG(O) 
27 Dr. A.K. Puri ADG(L) 
28 Dr. G. P. S. Dhillon DDG(Leprosy) 
29. Dr. L. S. Chauhan DDG(TB) 
30. K.S. Sachdeva CMO(TB) 
31. Dr. Srinahh S. Consultant(Central TB) 
32. Dr. B.N. Barkakty Consultant , NLEP 
33. Dr. P. L. Joshi Director(NVBDCP) 
34. Dr. Sharat Chauhan Director(Immunization) 
35. Sh. Dhiraj Singh Director(M&C) 
36. Dr. V. K. Raina Joint Director(NVBDCP) 
37. Dr. Jagvir Singh  Joint Director(NVBDCP 
38. Dr. P. K. Srivastava  Joint Director(NVBDCP) 
39. Dr. M. M. Thorat ADG(Leprosy) 
40. Dr. Meera Kapoor Consultant 
41. P.R.Mangalam Consultant 
42 Sh. T. Dileep Kumar Nursing Advisor 
43. Shri K. V. S. Rao Deputy Secretary 
44,. Sh. R. Ravi  Deputy Secretary(CGHS) 
45. Sh. R.Sankaran Under Secretary 
46. M.K. Mishra Under Secretary 
47. D.P.S. Chowan Under Secretary 
48. Manoj Sinha Under Secretary 
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