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SUMMARY REPORT OF THE 5TH COMMON REVIEW MISSION 

NAME OF THE STATE: SIKKIM 

 TEAM MEMBERS 

Sl. 
No. 

Name and Designation Mobile No Email Address 

1. Dr.P.K. Nayak,  
DC (Training),MoHFW  
New Delhi 

9818972922  
dctraining.mohfw@gmail.com   

2. Sh. P.K. Abdul Kareem,  
Additional Eco.Adviser 
MOHFW 
New Delhi 

9868222707  
pkakareem@yahoo.com 

   

3. Sh. Amba Dutt Bawari, 
 US (NRHM-I) 
MOHFW 
New Delhi 

8860351247 omambaindia@yahoo.com  

4. Dr. Prashanth K.S,  
Consultant, NHSRC 
New Delhi 

9310353647 prasanth.mph@gmail.com  

5. Dr. Jagdeesan, 
 UNICEF 
New Delhi 

9971806225 jmurugesan@unicef.com  

7. Dr. Anubhav Srivastava 
Consultant ,NRHM 
New Delhi 

7428152150 consultantnrhm@gmail.com 
 

8. Dr. Jayant Pratap Singh 
Consultant ,NRHM 
New Delhi 

9873305526 jayantpratap07@gmail.com 
 

10. Dr. Pradeep Malhotra  
O/o Regional Director H&FW, 
Kolkatta 

9432237541 pradeepmalhotra@gmail.com 
 

 

Name of the State  SIKKIM  

Districts Visited  

SN  Name  District HQ  Name of DM  Name of CMO  

1  East District Gangtok Mr. D. Ananthan  Dr. Tshering 
Laden  

2  North District  Mangan  Mr. T. N. Kazi  Dr. Karma 
Tshering Lepcha  
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FACILITIES VISITED 

SN  Name  Level(SC/PHC/CHC/Other)  
North   

1  District Hospital 
Mangan 

District Hospital  

2  Phodong  PHC  

3  Passingdong PHC 

4  Dikchu PHC  

5  Phensong PHSC 

6  Ting Bong PHSC  

7  Singhtam PHSC  

East    

9  District Hospital 
Singhtam 

District Hospital  

10  Rhenock CHC 

11  Rangpo PHC  

12  Pakyong PHC  

13  Rongli PHC  

15  Assam Lingzey PHSC  

16  Changey Senti PHSC  

17  Rorathang PHSC  

18  North Regu PHSC 

 

PROFILE OF THE SIKKIM 

Geography  

SIKKIM, a small Himalayan State lying between 27 to 28 degrees North latitude and 88 to 89 degrees 

East longitude is the second smallest state in India. It is barely 7,096 sq km in size yet has an elevation 

ranging from 300 m to 8585 m above sea level. Its Geography is dominated by the most majestic 

mountain chain in the world which includes the Kanchenjunga, the world's third highest mountain and is 

worshipped as the guardian deity to their land. One of the smallest states of India, it is bounded by 

Nepal to the west and Bhutan to the east; by the Tibet Autonomous Region of China to the north and 

northeast and by West Bengal to the south.  
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Administration 

Sikkim is the 22nd state of the Indian Union. It became a state of the Indian Union under the constitution 

(Thirty-eight Amendment) Act, 1975. Sikkim has the largest area and the highest production of large 

cardamom in India. Under the unicameral legislature, it has 32 seats of legislative assembly. One 

member represents the state in the Lok Sabha and Rajya Sabha. It has 9 sub-divisions, 92 Zilla Panchayat 

ward, 159 units of Gram panchayat and 452 villages.  

Demography 

The population of Sikkim is 0.54 million according to 2001 census and is scattered over 4 districts and 

452 villages. The State has the density of 76 persons per sq. km. As against decadal growth rate of 

21.54% at the national level, the population of the State has grown by 33.06% over the period 1991-

2001. The sex ratio of Sikkim at 875 females to 1000 males is lower than the national average of 933. 

Female literacy of the State rose to 61.46% from 46.76% in 1991.  The population of Sikkim is mainly 

made up of the Lepehas, the Bhutias and their allied clans and the Nepalese. 
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HEALTH INDICATORS OF SIKKIM             

The Total Fertility Rate of the State is NA. The Infant Mortality Rate is 33 and Maternal Mortality Ratio is 

NA (SRS 2004 - 2006). The Sex Ratio in the State is 875 (as compared to 933 for the country). 

Comparative figures of major health and demographic indicators are as follows: 

 Table I: Demographic, Socio-economic and Health profile of Sikkim State as compared to India figures  

S. 

No. 

Item Sikkim India 

1 Total population (Census 2001) (in millions) 0.54 1028.61 

2 Decadal Growth (Census 2001) (%) 33.06 21.54 

3 Crude Birth Rate (SRS 2008) 18.4 22.8 

4 Crude Death Rate (SRS 2008) 5.2 7.4 

5 Total Fertility Rate (SRS 2008) NA 2.6 

6 Infant Mortality Rate (SRS 2008) 33 53 

7 Maternal Mortality Ratio (SRS 2004 - 2006) NA 254 

8 Sex Ratio (Census 2001) 875 933 

9 Population below Poverty line (%) 36.55 26.10 

10 Schedule Caste population (in millions) 0.027 166.64 

11 Schedule Tribe population (in millions) 0.11 84.33 

12 Female Literacy Rate (Census 2001) (%) 60.4 53.7 

13 RNTCP- (MIS 31TH March) 

Annualized new smear positive cases detection 

rate 

112%  

Success rate of new smear positive patients 86%  

14 NLEP 

Prevalence rate/10000-  

0.23  
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New case detection during 2010-11 15  

15 NPCB 

Total cataract surgeries (in lakhs) 2010-11 

0  

 

Table II. Administrative Divisions 

Number of districts (RHS 2010) 4 

Number of Sub Division/Talukas 9 

Number of Blocks  24 

Number of Villages (RHS 2010) 452 

Number of District Hospitals 4 

 

Table III: Health Infrastructure of Sikkim  

Item Required In Position Shortfall   Surplus 

Sub-centre 109 146 - 38 

Primary Health Centre 24 24 - 0 

Community Health Centre 4 2 2 - 

           Number of District Hospitals 4 4 - - 

Multipurpose Worker 

(Female)/ANM 

171 260 - 89 

Health Worker 

(Male)/MPW(M) 

147 130 17 - 

Health 

Assistants(Female)/LHV 

24 20 4 - 

Health Assistants(Male) 24 5 19 - 

Doctor at PHCs 24 45 - 21 

Surgeons 0 0 - - 

Obstetricians & 

Gynaecologists 

0 0 - - 
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Physicians 0 0 - - 

Paediatricians 0 0 - - 

Total specialists at CHCs 0 0 - - 

Radiographers 0 0 - - 

Pharmacist 24 24 0 - 

Laboratory Technicians 24 27 - 3 

Nurse Midwife 24 16 - 8 

(Source: RHS Bulletin, March 2010, M/O Health & F.W., GOI)  

 

 

Table IV. The other Health Institution in the State are detailed as under:  

 

Health Institution Number 

Medical College 1 

District Hospitals 4 

Referral Hospitals (STNM) 1 

City Family Welfare Centre  - 

Rural Dispensaries  - 

Ayurvedic Hospitals 1 

Ayurvedic Dispensaries 1 

Unani Hospitals - 

Unani Dispensaries - 

Homeopathic Hospitals - 

Homeopathic Dispensary 1 
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I. Infrastructure Development  

The Infrastructure development wing is functional under the Health Directorate which looks after the 

construction/renovation/up gradation of health facilities needing smaller budgets. Bigger budget 

projects are approved and monitored by State PWD. 

The state had good Infrastructure to begin with. However, frequent earthquakes and landslides have 

caused infrastructural damages, which are under various stages of repair. Since April 2005, 9 newer 

institutions were built up, 2 CHCs, 2 PHCs and 5 SCs (out of which the construction of one SC is yet to be 

completed). All the buildings have been handed over, occupied and used by the Health and Human 

services department.  

Major civil works have been undertaken in 36 buildings and repair works on the earthquake affected 

buildings were still going on. Only the older constructions were affected by earthquake and newer 

buildings within the same premises were unaffected (North district).  Staffs have moved to whichever 

buildings available in the premises and continue to provide services.  

Staff quarters were available in the institutions where the teams visited but many buildings were 

affected by earthquake and are non usable. Current gap in quarter requirement as per IPHS was only 

marginally addressed during the mission period (e.g. nurses quarters requirement in district hospitals is 

308 and only 4 was added during mission period, making a total of 48).  ASHA Ghar’s (ASHA 

accommodation) are present in the premises of health facilities visited.  

Safe drinking water supply, regular electric supply supported by generators and telephone connectivity 

is in place, however, internet connectivity is lacking in most of the health facilities. Generator 

functioning is affected by want of maintenance and fuel. 

II. Human Resources & Training 

Doctors are in place in the state as per the IPHS requirements. Most of the medical officer positions (87 

out of 98) are filled by regular post. The shortage is mostly for the specialists (only 29 out of 94 filled), 

Nurses (101 out of 309 required), and Pharmacists (11 out of 52 required). Even for the positions filled, 

the distribution is skewed to the most developed areas of the state, the capital city and East Sikkim. The 

district that has the maximum shortage is North Sikkim. In North district the shortage is addressed to a 

great extend by contractual staff. Because of the difficult terrain and distance from the capital city which 

has the many social amenities, hardly any staff prefers staying in the Northern district.  
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State has attempted various innovative measures for posting and retaining staff in difficult areas. Some 

notable one’s are the salary increments (5% yearly), compulsory PHC posting for 3 years before applying 

for PG course, allowances for difficult areas etc. The state plan to provide incentives to staff working in 

inaccessible areas had a setback when the state list of inaccessible areas was not accepted by the govt. 

of India because it did not meet the prefixed criteria.  The State wanted that a separate set of criteria’s 

may be applied to North Eastern regions which have a different geographical challenge to face.   

Recruitments of contractual staff are done only at State level, annually. The districts communicate the 

requirements to the State.  However, there are only a limited number of health personnel available in 

the State, inside or outside the system. When recruitments happen, they move from one place to the 

other. When one gap gets filled, some other place, it is created. Staff moves from North downward and 

from other districts to the capital city. Recruitment by other departments and bodies complicates the 

problem further. When there is a difference in the payment structure, people move there. This 

movement happens between the various programmes also like RNTCP, IDSP as well.  Unless the 

absolute number of health professionals increase in the State, the problem will not be solved. There is 

no pre service or induction training given to any contractual staff.  

For entry into the regular service, there is a single point available and there is no separate career 

progression for Specialists, public health professionals etc.   

The State has a Medical college, one ANM school, two GNM schools, and BSc. Nursing, Post Basic Bsc. 

Nursing and MSc. Nursing colleges one each. The in-service  training available in the State includes IUCD, 

NSSK, SBA, NSV, IMNCI and F-IMNCI. For BEmONC, CEmONC, MTP, Laproscopy  and LSAS training the 

State depends on institutions outside the State in Kolkata and Guwahati. Medical officers have 

undergone public health training and are posted at State level looking after National programmes. The 

State does not have an SIHFW.  The hall built by European Commission is used for training purposes. 

State is planning to set up Skill labs for training purposes.  

Training calendars for training are available and State has completed training of SBA (ANM) 47%, IUCD 

29%, IMNCI 44%, NSSK (MO) 62%, NSSK (SN( 71%, and FIMNCI 20% but post training evaluations are not 

done for any training. During visit the team observed correct use of partographs, warmer, photo therapy 

unit, BP apparatus etc. Appropriate post training postings (LSAS, EmONC) of doctors are not done.    

RKS and VHSNC orientation of RKS & VHSNC members and MCTS training of all health workers has also 

been completed.   
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III. Healthcare Service Delivery  

The state has 1 medical college, 1 state Referral Hospital (STNM), 4 district hospitals, 2 CHCs, 24 PHCs, 

and 146 PHSCs for a population of 6.07 lakhs.  The distribution for Eastern district is 1 district hospital, 

no CHCs, 7 PHCs and 48 PHSCs for a population of 177396 and for Northern district it is 1 district 

hospital, no CHCs, 4 PHCs and 19 PHSCs for a population of 42118. The bed occupancy is very low and in 

North district almost all the beds were vacant, when the teams visited except the district hospital. There 

are 57 PHSCs with Second ANM and 138 PHSCs with MPW (male). All the PHCs have diet services 

available. And 96% of all planned outreach immunization sessions are held.   

The state had identified delivery points but has not classified them into various levels of care.  In North 

district, there is no single MCH level 3 facility operational as of now. The PHCs are all staffed and normal 

deliveries can be conducted there. In case any complication is anticipated, mothers tend to travel 

eastwards to  STNM, Gangtok. An assurance of level 3 care is essential to ensure the district manages its 

own population.  The service delivery in PHCs are also getting affected because, in case of doubt, one 

tends to refer the case than try to manage it for the reason that to reach Gangtok it takes 4 hours from 

many places in the district.  

Out of 4 district hospitals, only 2 hospitals are conducting more than 50 deliveries a month. STNM 

hospital at Gangtok conducts 24% of all deliveries reported from Sikkim. Decentralization of the service 

delivery points is hence very essential.  

Among the 4 districts the North district is the most difficult geographically and is also prone for 

earthquakes. It is important that the district should have very good emergency transport system and 

also a specialized centre with functional OT, blood bank and ICU to manage emergency cases. As of now, 

this is not there and service deliveries in emergency situations are likely to suffer. The state does not 

have an Emergency transport service (EMRI) available.   

The state has 2 blood banks, 1 blood storage centre, 4 new born stabilization units and all the 24x7 PHCs 

offer 24x7 lab services. None of the facilities (DH, CHC or PHC) conforms to IPH standards, and this 

includes the 2 recently upgraded CHCs. The bed population ratio has improved from 530 to 390, in the 

mission period. The annual OPD has also increased from 194384 (2005-06) to 381021 (2010-11).  The 

OPD figure for 2010-11 is more than half the population of the state. If this reporting is true, the 

morbidity patterns of the population may have to be investigated. The IPD also showed an upward 

trend, from 27502 to 45703.  
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All the 4 districts have one MMU each which is functioning very well. An MMU is staffed by 2 doctors, 1 

ANM, 1 lab technician, 1 X-ray technician and driver. Every day, the MMU proceeds in a pre-decided 

route and provides basic OP services to say, 60-70 patients. In 2010-11, 44872 patients were examined 

in the MMU camps.  

The institutional deliveries in the state have shown a steady increase (HMIS) from 2430 (2008-09) to 

3813 (2009-10) to 6648 (2010-11).  Correspondingly the home deliveries have decreased from 2588 

(2008-09) to 1972 (2009-10) to 1483 (2010-11).  Most of the roads, especially in the Northern district are 

difficult and travelling in those roads when one is pregnant or ill becomes all the more difficult. 

Identifying high risk pregnancies and referring them for institutional deliveries when they can afford to 

travel would be better.  

RTI/STI services are available in East district but were not available in North district. Safe Abortion 

services are not available in the two districts visited. Only the STNM and the Sikkim Manipal Medical 

College offers the service.   

The out of pocket expenditure incurred by pregnant women are mostly for travel and while in case of 

other patients it is for the drugs. This is basically because most of the patients can resort to public 

transport but pregnant women have to take a private vehicle or book seats in a shared cab (2 seats to 

ensure sufficient space). The district hospital (North Sikkim) had a private medical store, which at the 

time of visit of CRM team, was crowded while there were hardly any patients in the hospital pharmacy. 

Most of the medicines prescribed were not available in the pharmacy. But when stocks were checked, 

73 types of medicines were available in the pharmacy. This could be due to the fact (based on random 

checking of prescriptions by team members) that many doctors are prescribing branded drugs instead of 

generic medicines which are available in the pharmacy.  

Service guarantees and citizens charter was displayed in all institutions. All registers and records were 

printed and filled in. Records on RKS funds spending on patients amenities were available. Signages 

were also adequately put up. Separate toilets were also available for women in all facilities. Canteen 

facility was available in district hospitals. Biomedical waste management and laundry was done by the 

hospital staff only. A grievance redressal system is also in place. The state had not initiated any quality 

accreditation programme, but plans to take it up the coming year.   
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IV. Outreach services  

Monthly planning of outreach services is being done at all levels and VHND’s, immunization are being 

conducted regularly. 96% of Planned Outreach immunization sessions have been held, and 94% of 

planned VHNDs have been held. 

Micro planning of RI per se has not being done in terms of its completeness. However, tracking of 

pregnant women & children for immunization is good. Conduction of VHNDs – planned and held – is 

good. Involvement of PRI members is good; however, male participation was low. Proceedings of 

meetings are well documented and follow up of discussed issues is being done.  

SC functioning is good but are lacking in birth preparedness plans. All visited centres had 2nd ANMs & 

MPW Male.  

MMU’s are being used in a planned manner to provide outreach services in the form of camps for ANC, 

Immunization, general checkups, screening of community for cataract etc. State has 4 Mobile Medical 

Units which make planned visits to outreach areas as per the requests received from BPHC’s. Number of 

patients examined at these MMUs :  2010-11 : 44872 while in 2011-12 :  18865 (2nd Qtr). 

IEC material has been displayed in all institutions. It would be more beneficial, if they are put in local 

language. 

V. ASHA Programme  

In Sikkim there are 666 ASHAs in place (for a population of 6.07 lakhs) and the selection has been 

completed by July 2010. ASHA’s are highly motivated and are proactive in most spheres including 

detection of high risk pregnancies, new born care, managing basic ailments and referral support. They 

are actively involved in escorting pregnant women for institutional deliveries, immunization, salt testing, 

diarrhea management, support to ANM’s, maintenance of beneficiaries list and tracking of pregnant 

women and children for immunization, IEC activities and conduction of VHND’s and meetings. 

All ASHAs have completed training up to 6th & 7th module. Training of ASHAs have been undertaken by a 

pool of 20 trainers at State level who conducts TOT at district level. The trainers at district level (with 

support from local NGO’s) do training below district and the modules were all completed by July 2011. 
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These NGOs are also part of the ASHA mentoring group. Post training, they reported that their 

confidence in work has also increased. 

ASHA facilitators, Block Community Mobilisers, (BCM), and District Community Mobilisers, (DCM) are in 

place.  The State ASHA Resource Center is yet to be established. The drug kits are periodically filled but 

the ASHAs in Northern districts complained that their kits were not replenished this year. ASHAs are able 

to read and write and the one’s we interviewed were 8th -10th class.  ASHA Diwas is regularly conducted.  

On an average ASHAs take care of 1000 population but in hilly areas (e.g. North, because of the sparsely 

population), one ASHA has 300-400 population and in thickly populated areas (e.g. East) they cater to 

1400-1600 population also. Since the population is sparse and the  geographical access difficult, 

especially in the Northern district, she has to cover distances that takes 3-4 hrs to reach a   beneficiary.  

All sub centres have a schedule of home visits, ranging from 2-5 depending upon the terrain they are 

located. On these home visits the ASHAs belonging to that area assists the multi-purpose worker, either 

male or female, in delivering essential healthcare as required. Many of these planned schedules 

incorporate visits to people who are chronically ill, notably, diabetes patients who require injections.   

Since the population catered by ASHA’s is less and the CBR being low as well, the average income that 

comes from JSY is low. Even though the average of income calculated as a state average (as per the state 

presentation) was 600 - 1800; during interviews in the Northern district, it came down to only 250-350 

per month.  The system of giving honorarium by the state government (3000/month, payable quarterly) 

to ASHAs in Sikkim has been helping them a lot. The only worry they shared was regarding the incentive 

for JSY, they said the one’s serving in difficult areas should be given more. This concern was shared by 

the other category of workers also in the Northern district.    

The ASHAs are very motivated and are able to see a meaning in the work they are doing. This is must be 

the reason that there is no single drop out post selection & training. The previous attrition was mainly 

due to low incomes which were compensated by honorarium now. Payment to ASHAs, including 

honorarium is by cash and they are getting it regularly.  ASHA bank accounts have not been opened. The 

ASHA ghur’s are in place and they are making use of it.   

For Grievance redressal ASHA approaches the ASHA facilitator who forwards the complaint to MOIC and 

then to CMO. The CMO addresses the issue and if required forwards the same to head office at State 

level. So far no complaint has reached the state level.  
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Community monitoring, the members have been selected up to PHC level and ASHA is also a member in 

the committee. The activities are yet to take off.  

VI. RCH II 

ASHA’s are creating demand for institutional delivery. The rate of institutional delivery has increased 

over a period of time but the challenge is that all ANC registrations (71%) do not end up in institutional 

delivery (51%). But for many quality indicators, this discrepancy doesn’t seem to affect. For example the 

rate of full immunization for children born in institutions or at home is almost same. Also, the newborns 

breastfed within 1 hour is 70%, a figure which is close to the ANC registrations. This could be due to the 

strong community based services and the peripheral level workforce. The rate of complicated 

pregnancies attended in public health institutions is 11%, which is good but the problem is that this is 

concentrated in very few institutions, mostly located in the capital city. Of the total institutional 

deliveries reported (2010 April to March 2011 – HMIS) in the state, 24% has been conducted in a single 

institution in Gangtok, the STNM hospital, which is not in fact getting any support from NRHM.   Among 

districts also the distribution is very skewed, the North district conducting only 30% of estimated 

deliveries when the state figure is 51%. However, as per the state figures, the institutional deliveries as a 

percentage of estimated deliveries is 84% for the period April to September 2011, which is an 

improvement over the last year’s figure of 81%. The home non SBA deliveries are only 8% now.  

JSY payments are by cash and regular but it takes normally a week to get dispensed. There is no backlog. 

Mothers have to come again to hospital to get the money. In a difficult terrain and when vehicle costs 

are much higher than in the plains, the JSY money would just compensate the travel cost. Some of the 

mothers whom we met had spent more money than they received on travel cost alone. Nobody could 

give a proper explanation as to why the mothers could not receive JSY incentive while at hospital. 

However, there is no cross checking by health officials to check JSY beneficiaries.  

No informal payments were made according to the mothers. They also did not spend money on drugs or 

consumables. They also received food from the hospital. On the day of visit the team could see rice and 

fish curry consumed by mothers. State had planned for MCH centres – ‘delivery points’; but they have 

not categorized by levels of care. The centres are providing MCH care but in North Sikkim, there was not 

a single centre providing MCH level 3 care.  Quality of institutional deliveries is good. There was 

maintenance of partograph, availability of emergency medicines, facility for autoclaving and cleanliness 

in the labour room. New born corners were also in place at delivery points. However, the toilets 



17 | P a g e  
 

attached to labour room were not clean. Mothers do not stay 48 hours in hospital. They leave the next 

day of delivery.  

Transportation between health institutions is provided.  In the institutions visited, the ambulance is put 

to use, on an average, 5-6 times a month. The pickup services from the village to the health institution 

are very limited.  But this is the service that would help the mothers a lot.  

JSSK is yet to be rolled out in the state. But most of the components are already available in the state 

like free drugs, food, inter-facility transfer etc. The big challenge when the state actually rolls out the 

programme would be the pickup facility from the villages.  

In the Family planning programme, use of permanent methods has come down in the recent years.   

Uses of temporary methods have stagnated over a period of time.  

There is only one private accredited centre for conducting delivery, Sikkim Manipal Institute of Medical 

Sciences, which according to the HMIS has conducted 1238 deliveries in the last financial year. There are 

no accredited providers for doing sterilization operations, anesthesia etc.   

School health programme is going on fine and we could see the visit schedules, and the beneficiaries by 

time period. Last year 88% of the school children were covered under the programme. Dentists are also 

conducting outreach services but they had a grievance that they do not get travelling allowances for the 

services but those who go in MMUs get it.  

Quality Assurance Committee is formed and orientation of the committee members is also over. 

Supportive supervision visits are conducted by State and district level officers. Analysis of data is 

conducted and feedback given.   

Menstrual hygiene programme was proposed for west district as pilot in last year PIP but not approved. 

The state is planning to propose the same for the whole state this year.  

The officers of the State were given orientation in Maternal Death Review at NERRC, Guwahati on 

March 16th 2011. The state workshop was organised on 28th May 2011.  The district level workshops are 

underway.  

In the period January to September 2011, ten maternal deaths were reported. Out of this the district 

wise bifurcation is East 0, West 2, North 1, South 2, and Urban & Manipal institute 5. PPH was the most 

common cause (4 out of 5 cases) of death in the rural (all districts) and the 5th one had a retained 
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placenta. The causes in Urban were PPH in 2 out of 5, and septic shock, pulmonary embolism and 

amniotic fluid embolism one each. The review meetings are happening in the districts and facility level 

committee meetings are in the process of becoming regularized.  

Reports on MDR Implementation from the districts are compiled at the State and sent to government of 

India.  

VII. Preventive and Promotive Health Services including Nutrition and Intersectoral 

Convergence 

Good inter-sectoral convergence between the Health and ICDS department observed as VHND’s are 

being conducted in planned manner as per microplans and VHND services are being provided to Women 

and children at AWW centers. 

During ANC visits, pregnant women are being provided iron supplementation. Vitamin A prophylaxis in 

children is being undertaken by providing Vit A doses upto 5 years of age.  

The sale of non-iodized salt is banned in the State of Sikkim under the provision of Food Adulteration Act 

37 of 1954 since September 1985. All the positions are filled and state iodine monitoring laboratory has 

been established in the state capital. ASHA’s have been provided salt testing kits and they are using 

these for testing of dietary salt. District IDD survey is being done at regular intervals. 

The state has issued G.O regarding renaming of VHSC’s as VHSNC’s and the officials and staff are aware 

of the change. VHSNC’s are holding meetings at regular intervals discussing issues related to food, water 

and sanitation. The same is being documented in the form of proceedings and countersigned by the 

committee members. Follow up of the decisions taken in these meetings is also being done. District 

health action plan available on the same is also available. There are no Nutrition Rehabilitation Centers 

in the state. 

District Level Water Quality Review Committee (WQRC) under chairmanship of district collector is 

constituted for better cooperation with the water authority (hygiene and sanitation).   

VIII. Gender Issues and PCPNDT Act 

The State Supervisory Board has been constituted under Section 16 (A) of the PCPNDT Act. Advisory 

Committees have been constituted at State, District and Sub district levels. The Committees have been 

holding meetings and the reports of the meetings have been forwarded to Government of India on a 
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quarterly basis. Constitution of State inspection and monitoring committee is under process.  State level 

PCPNDT cell is not separately constituted and the State RCH Cell is working as the State level PCPNDT 

cell.  In 2010-11 only one meeting has been held by the State supervisory board.  State has an annual 

state action plan for PCPNDT activities. The State does not have any Genetic counseling centres. 

The District Appropriate Authorities have been notified on 3rd of May 2007. Districts have an action plan 

for PCPNDT activities and it is part of the district’s MCH plan. Independent inspections by districts are 

held once a month. Analysis of form F and feedback is regularly conducted and the same is quarterly 

reported to GOI. Details of filled in formats F and H is also available at state headquarters. The total 

budget available for the year 50,000 remains unutilized.   

There are 18 ultrasound machines (9 Government and 9 private) registered in the State including 4 

mobile machines used in the 4 district MMUs. The East district had 8 registered machines and North 

district has 2 machines. Details of persons year-wise to whom machines have been sold by ultrasound 

machine manufacturers under rule 3 (A) is available in the State.  

No search & seizure of ultrasound machines have been done so far. There has also not been a single 

prosecution against anyone under the act. There is also no mechanism for making anonymous e-

complaints. The state attributes the consistent low sex ratio (875) to the army deployment in the border 

as well as the male migrant population from Nepal.  

IX. National Disease Control Programmes 

                     National Vector Borne Disease Control Programme (NVBDCP) 

Activities which are being undertaken under the NVBDCP include Early Diagnosis and complete  

treatment, Integrated vector control, Community based health education, Training and capacity building 

of various cadres of  medical and Paramedical staff for prevention, management  and control of  Vector  

Borne diseases and Effective monitoring, supervision and surveillance. 

In 2010, East district reported 3 Kala Azar cases. No outbreak of malaria was reported during 2010. The 

state of Sikkim has an increased number of Plasmodium falciparum cases. There are no reported cases 

of Filaria, Japanese Encephalitis and Chikungunya. 

Constraints observed were Shortage of technical man power under NVBDCP viz Entomologist, and 

Assistant Malaria Officer(AMO).  
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Revised National Tuberculosis Control Programme 

District TB centers are in place. Cure rate of DOTS patients is above 85% and case detection rate is above 

70%. MDR cases are being tracked and treated at STNM Hospital. TB labs functional at PHC/CHC level 

and sputum testing are being done. The equipments and reagents are adequate and stock registers are 

being maintained for the same. 

National Programme for Control of Blindness 

Construction of Dedicated Eye ward/O.T.  at DH, East (approved 2008-09) expected to completed by 

2011. Dedicated Eye Wing for DH, South (approved 2009-10) is nearing completion.  

By the end of 2nd quarter, 236 cases of cataract, 47 cases of glaucoma, 23 cases of corneal opacity, 16 

cases of Diabetic retinopathy, 11 cases of intra-ocular trauma and 8 cases of squint have been managed. 

Under School eye screening programme, 1451 children were screened by the end of 2nd quarter out of 

which refractive error was diagnosed in 65 cases. 21 teachers have also been trained. 

Integrated Disease surveillance Project 

The Government of Sikkim has started implementing the Integrated Disease surveillance project since 

2008. This has been gradually expanded and the private hospitals started reporting since 2009. 

The standard reporting formats such as P-form, L form and S form have been used to collect the 

information from various institutions. It has been reported that this project has included 4 non 

communicable diseases such as Diabetes, Hypertension, CVD and motor vehicle accidents since 2010. 

The reports are sent to the IDSP cell GOI regularly as we can see in the website of IDSP. 

All the health facilities have Desktop computers for data entry. The filled in formats are being sent to 

District Headquarters hospital for data entry into the web site. We could see more than 80% of 

reporting in the previous month. As the internet connectivity is fairly good at the district headquarter 

level they could enter the data at district level. 

The state is sending the weekly outbreak reports regularly. Since 2010, 6 outbreaks have been reported 

through the system. All the outbreaks have been investigated and controlled effectively. However these 
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reports are available only at the state Head quarters level. No outbreak investigation report was 

available at the district level. 

The project has shortage of manpower. Key posts like Epidemiologist and Microbiologist were vacant for 

some time now. This will affect the quality of the work of the project. Moreover frequent staff turnover 

is also a major problem. 

The VSAT equipments were not put in use in the state. The VSAT equipments were not functioning in 

head quarters as well as 3 district head quarters hospital where installed for want of satellite signal 

issues. VSAT equipment was not installed in North District.  The data transmission is done through 

internet. 

During the Earthquake, IDSP has daily reported on casualties and death from PHSC, PHC, District 

Hospitals and State Referral Hospital (STNM) and Medical College and Earth Quake Relief camps around 

the state. 

It is suggested that  

a. The infrastructure issues such as satellite connectivity has to be taken up with the appropriate 

authority to solve the issue 

b. The manpower management has to be improved (Staff retention) 

c. Quality of data collection need to be further concentrated 

d. Data validation at facility level has to be started 

e. The outbreak investigation reports need to be shared back to the districts for the follow up of 

events  

National Leprosy Elimination Programme 

New case detection rate in last 5 years is on the declining side, from 4.2 in 2008 to 2.13 in 2011-12. 

Treatment completion rate has improved from 55.5% in 2007-08 to 84.8% in 2011-12. In the East 

district, 4 new cases have been detected upto the month of Oct’11 and prevalence of the disease is 

0.31. Till FY 10-11, no reconstructive surgeries were undertaken by the state, however, 7 reconstructive 

surgeries have been planned in the current financial year. 

ASHA’s are playing active role in case detection and treatment for Leprosy patients. Out of the 45 lacs 

approved for the FY 2011-12, 15 lacs has been utilized by the state till 2nd quarter. 
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X. Programme Management & Decentralised Local Health Action  

The programme management team at State, district and block level is in place. The State Programme 

Manager, Accounts Manager and Finance Consultant are on deputation from the State government and 

other staffs are on contractual basis. State Health Mission meetings are irregular and only 3 meetings 

have been held since its formation in January 2007.  

At the district level District Health Mission is formed and meetings held regularly. DHS meetings were 

held regularly until last year. In 2011 meetings are irregular due to competing meetings and priority 

issues coming up in between (as told by the officials). The district team also have a District Public Health 

Nurse. 

Capacity building for district planning was conducted by State officers with support from NERRC. 

Trainings for Accounts managers, HMIS and other management trainings are conducted annually. 

However, the newly recruited staff (due to attrition) is yet to receive trainings.   

Coordination of the various programmes undertaken through the district and block programme 

management units are held through meetings and supervision & monitoring visits by nodal officers. The 

supportive supervision uses structured formats and only after the submission of tour report by the 

officer, the reimbursement of the travel expenses are made by the state.   

The state does not have a State Institute of Health and Family Welfare. The state request for an SHSRC 

was also turned down and there is also no other technical support body available within the state.   

The district plans and block plans are in place and are of good quality. The plans are majorly made by a 

team at each level and the involvement of other staff or members is very limited. Use of HMIS data in 

planning is very limited.  

The State had attempted preparation of Village health action plans in 2007. As of now what are being 

prepared are the sub centre plans which are compiled at the block level. The SC plans are actually 

formats which every sub centre fills and sends without prioritizing the requirements based on the 

specific needs of the sub centre or the villages that it caters to.    

Village Health Sanitation and Nutrition Committees are functioning (641 units) and funds are available 

on time. The Involvement of PRI is good. The Community monitoring is yet to take off. District level 

vigilance and Monitoring Committees are also not formed. As directed by GOI, letter was send to District 
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for formation of DLVMC. In the State of Sikkim there is only one MP and hence, Districts could not form 

the Committee. 

XI. Health Management Information System & MCTS 

Sikkim had developed a good physical infrastructure for the implementation of HMIS in the state. 

Adequate manpower is available in the State, district and Block level for collection compilation and 

transmission of data. All the Primary Health Centres have Computers and internet facilities. The staffs 

working in Primary Health Centres and other places were well trained and they are able to handle the 

system well. 

Based on the requirements of Government of India, Govt. of Sikkim had started the facility level 

reporting. The infrastructure for the facility level online data entry has been created. But due to poor 

internet and telephone connectivity they system could not function. Hence, there was no data uploaded 

in to the HMIS system for the past one year.  

All the centres visited had printed registers. The registers were filled in clearly with complete 

information. The staff was well motivated to fill in the registers. The reporting formats were complete.   

State is not using the data generated by the HMIS software. The state is relying on the old system in 

place to collect the data. The data collected by that system have been used for reviews and other 

purposes such as documentation. The major reason cited was they were not able to upload the data and 

there is no current data available in the HMIS for Sikkim.  Moreover they had recently uploaded 6 month 

data as bulk upload which is also not available in the HMIS server.   

The Mother and Child tracking system is doing well. This is done through the MCTS register. All the 

particulars have been recorded in a printed register and they are being regularly updated. As in line with 

other data transmission problems the Mother and Child tracking system was not made online. Hence it 

will be difficult to assess the level of coverage and generation of reports at the state level. 

XII. Financial Management & Procurement  

At the State level, the positions of Finance Manager, Accounts Manager, Assistant Accounts Manager 

and Assistant Accountant are filled. The position of Director (Finance & Accounts) is vacant but Sr. 

Accounts Officer of Health Care, Human Service & Family Welfare Department is   designated Dy. 

Director (Finance & Accounts), NRHM.  
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At the district level, the position of District Accounts Manager is filled but the position of Assistant 

Accounts Manager is vacant in all districts. The Block Accounts Managers’ position is also filled. The 

recruitment to the 4 positions which are vacant is in process.   

The electronic funds transfer system via. RTGS is in place to transfer funds from the State Health Society 

to District Health Society.  

Tally ERP 9 software has been procured and installed in all 24 PHCs, District Hospital and State 

Headquarter. The firm provided two days training to the Accounts Staff. However, the short training 

imparted was not sufficient. Therefore, the State Health Society has decided to organize a 15 days 

training during the month of December, 2011. Technical support from Tally Solutions Pvt. Ltd. will be 

available during the training.      

As per the Ministry’s guideline, Concurrent Auditor is appointed by State Health Society for auditing SHS, 

DHS and other vertical programmes. During 2010-11, A.K Kumar & Associates audited South & West 

District Health Societies and N. Marda & Associates audited East &North District Health Societies, State 

Health Society and other vertical programmes. During 2011-12 A.K Kumar & Associates has been 

appointed to audit all District Health Societies, SHS and all other vertical programmes.  

The FMG data is compiled at the district level and is entered into the HMIS portal. No time lag is 

observed in the filing of SOE and FMG and with the receipt & disbursement of funds. State’s 

contribution to the kitty needs improvement.  

Model Accounting Hand Books are received by the state during the month of August, 2011. It has been 

distributed to all the Districts for dissemination to the lower level. State is also planning to hold the 

training during the last quarter of this financial year.  

User charges collected from facilities are not used for facility improvement but are deposited to the 

State exchequer. RKS funds are not reaching the institutions on time. Other untied funds are disbursed 

on time and their utilization is properly documented.  

In the State there is no Centralized Procurement Agency for procurement of drugs and supplies. 

Procurement manuals are available and the societies follow the guidelines for procurement.  The 

Purchase of drugs has been entrusted to the Central Health Store and PHC’s/CHC’s/DH’s   indent from 

the Central health Store. ProMIS training is completed but implementation of the same is yet to start. 

Replenishment of drugs is quick. However, some essential drugs have been found to be not available in 
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the Northern district hospital and patients were buying them from the medical store within the hospital 

premise. Stock registers are available but a computerized system would improve the drug management 

process.  

The fund utilization rate was good, once it picked up, except for the year 2010-11. The overall fund 

utilization (from 2007 ) is 74% for RCH, 92% for NRHM and 95% for UIP.   

XIII. AYUSH 

The AYUSH branch that is available in Sikkim mostly belongs to the type AMCHI, is also known as the 

Tibetan System of Medicine. The system traces its origin to Lord Buddha. It uses many concepts of 

Ayurveda and the treatment is by use of herbs, minerals, animal organs, and mineral water. Around 121 

types of medicinal plants are used in this system. AMCHIs recommended different forms of medication 

including paste (60 species), powder (48), decoction (35), tablet (7), pills (5), cold infusion (5), and some 

others.    

There are 5 AYUSH co-located facilities in the state which are supported by NRHM. AYUSH doctors were 

working in the institutions visited (DH) and medicines were also available. They have seen a good 

number of OP cases (10311) last year.  There are no AYUSH doctors working as general duty medical 

officers. Along with the university (formal) trained doctors, there are also AMCHI practitioners by 

tradition in Northern Sikkim.  

 

 

 


