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Background

Orissa is considered to have the largest tribal population in India after
undivided Madhya Pradesh. There are a number of different tribal groups
spread throughout the districts of Koraput, Rayagada, Malkanagiri,
Nabarangapur, Kandhamal, Gajapati, Keonjhar, Sundargarh, Mayurbhanja,
Sambalpur, Bolangir, Kalahandi and Dhenkanal. Important tribes include
the Kandha, Ganda, Santhal, Saora, Sabar, Kolha, Munda, Paraja, Oraon,
Kisan, Bhuyan, Bhottada, and Bhatudi. The tribal groups belong to different

Figure 1: Tribal districts in Orissa
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linguistic groups, profess diverse religions and are at different levels of
socio-economic deprivation.

According to the 2001 census, 118 of the total 314 blocks in Orissa are
considered tribal blocks. The estimated tribal population is about 70.32
lakhs. This is roughly about 22.2% of the state’s total population: 5.1% of
the tribal population resides in urban areas, compared to 13.7% for the
population as a whole. In the tribal population, 49.9% are males and 50.1%
are females, the ratio being 1,003 females per 1000 males. This serves as a
significant positive contrast to the corresponding figures for the general
population of 982 females per 1,000 males.

The overwhelming impact of MDT has led to a drastic reduction in the disease
burden of leprosy in Orissa. The PR has come down from 121.4/10,000 in
1983 to 7.6 by February 2003. With the widespread activities pushed through
MLEC III in the month of November 2001, leading to detection of many
new cases, the PR increased to 9.6 per 10,000 population. The PR of leprosy
in tribal areas is generally lower than in non-tribal Orissa, as shown in
Figure 2.

Figure 2: Leprosy PR for Orissa, state-level, tribal and non-tribal blocks
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It was observed that as of March 2002, 37 tribal blocks reported a PR >10,
whereas 22 tribal blocks reported a PR >10 as of March 2003, as shown in
Figure 3.

The rising trend in the number of blocks with a PR above 10 in 2002
compared to 2001 was likely due to the implementation of MLEC-III,
conducted in November 2001. During this campaign, active search was
conducted in most tribal areas. During MLEC-IV active search was carried
out in the areas having a PR of more than 5/10,000 (as of March 2002),
and VRC was conducted in the blocks with a PR of less than five.

Analysing these data, five senior DANLEP officials with extensive field
experience assessed the 118 tribal blocks in terms of relative remoteness as
seen from a service provision perspective on a scale from one to three, with
three indicating very remote areas. Table 1 clearly shows that PR seems to
be lower in more remote areas. There can be two reasons for this. One is
that people live in more scattered settlements, which in itself may serve to

Figure 3: Prevalence trends of 118 tribal blocks

Table 1: Remoteness and average PR April-2000 to March 2003

Category 3 Category 2 Category 1 Total

No. of blocks 49 59 10 118

Average PR as of March 2003 4.68 7.36 11.74 6.55
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limit exposure to infection. Another possible reason can be insufficient
access to services resulting in low case detection, hence providing a false
picture of the leprosy situation.

A hypothesis was made that remote areas would have greater fluctuations
in PR, since case detection would depend more on special initiatives like
SAPEL and MLEC than on regular services, which would be limited. Keeping
in mind the possibility of an uneven pattern of exposure to infection, and
keeping in mind that some areas may not even be reached by special
initiatives, the blocks were further subdivided into two groups, 1) with PR
below 5, and 2) with a PR of 5 or above in any of the years between April
2000 and March 2003. Through this procedure, it was intended to separate
the groups with a known high prevalence measured at least once during the
three-year period from those where leprosy prevalence is either low or
hidden. Subsequently block-wise variance over time during the above period
was calculated to test the hypothesis, using the VAR equation; and the
average variance was calculated for each category below and above the
PR=5 cut off point. A VAR of 0 equals no variance, and a high value indicates
a high degree of variance. The table below provides the results.

Table 2: Average VAR by PR-level (Apr 2000 – Mar 2003) and
remoteness category

Cat 3 Cat 2 Cat 1

N % VAR N % VAR N % VAR

Group with PR>5 23 47 16.81 47 80 12.64 9 90 21.96
at least once

Group with PR >5 26 53 0.57 12 20 0.92 1 10 2.20
at no time

Total 49 100 8.19 59 100 12.65 10 100 19.99

Looking at the VAR values for the three groups, the results seemed to falsify
the hypothesis, but it may be noted that Category 1 only contained ten
blocks with two blocks having a high VAR of >50. However, it is interesting
to observe the pattern of low vs. high PR blocks in each category, which
shows that many more low prevalence blocks are perceived as least accessible.
This points to a strong association between (perceived) remoteness and
PR. So, while a large variance persists in both more or less accessible blocks
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according to this somewhat crude way of classifying, the general assumption
that availability of routine services would render the PR less prone to extreme
variation during special initiatives, such as MLEC, may still be valid. The much
higher proportion of low PR blocks in remote areas (Category 3) may be a
sign of lack of service, absence of leprosy, or both in an unknown pattern.

Consequently, poor accessibility coupled with lack of routine service delivery
for many tribal people may pose serious threats for the elimination of leprosy
in tribal areas, where actual leprosy prevalence is hidden.

Tribal link workers in Orissa

The idea of development through link-workers was adopted from the Danida
Animal Husbandry project at Koraput, where they were given a honorarium
for their services. This approach was tried out in seven tribal blocks in
different districts, where the link workers were selected from the panchayats.

In order to enable the communities to adopt certain changes in health
seeking behaviour with relevance to leprosy elimination, and to inform
them of NLEP services, the traditional system needed to adjust to this input.
However, the input also had to adjust to the traditional system so as not to
alienate or destroy the identity and role of the traditional healers, who had
their own methods of treating skin diseases, including patches, which could
potentially be signs of leprosy. The event of access to MDT should not mean
‘assimilation’ of the community (involving a loss of social identity), but
‘adaptation’ of services to existing conditions.
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The DANLEP Orissa staff were the prime movers in initiating a discussion
with the PHC and block development functionaries to organise workshops
for capacity building of link workers as grass-root representatives in leprosy
elimination.

The statutory panchayati raj institutions have generally replaced the
traditional tribal councils, which were often hereditary rather than elected
bodies, even if at times the hereditary system was sometimes bypassed in
favour of installing an individual based on personal characteristics and
achievements. The traditional role of the tribal councils has been
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incorporated in the panchayat system, including resolution of social conflicts
and religious and judicial matters, with the added responsibility of
implementing development work. Hence, the panchayat has a broad
administrative function that involves economic, social and other issues,
including health.

The selection of link workers was the prerogative of the medical and block
staff. The intention was to identify one male and one female representative
from each panchayat, who were either dedicated developmental workers,
social activists or opinion leaders. Also, the traditional healers – one from
each panchayat – were purposefully identified, as the programme saw a
need to integrate them in the initiative and provide information on MDT
services. A sensitive approach was required so as not to deny their local
knowledge, but to update them on the particular characteristics of patches
that should lead to referral for leprosy diagnosis.

The HWs under the panchayat, the MO at the sector-level, the BEE, the
CDPO, the MO-PHC and the BDO also took part in the workshops, as they
would be responsible for collaborating with the link workers and panchayat
members in future extension of leprosy elimination activities to the remote
peripheral level.

In addition, six sarpanch or panchayat members actively involved in social
and developmental work were invited to attend the workshops, together
with the Chairman of the Panchayat Samiti who heads the development
activities of the block.

Local NGOs were also involved in the workshops. The NGOs working in the
area of health and development were invited with the intention that they
would follow upon the leprosy elimination activities. The NGOs can be seen
as the main agents acting as intermediaries between state and society. The
challenge was to acknowledge and channel the initiatives of the NGOs into
leprosy elimination activities.

With these stakeholders, the objectives of the workshops were to:

1. Build the capacity of the participants for collaborative leprosy
elimination.
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2. Establish a close relationship between the government health system
and the tribal link workers to promote leprosy elimination.

��		��	�
������

The experiences of the initiative showed that attendance was good when
the meeting was held at block-level and participants were from that area. In
contrast, attendance was low, when the meeting was organised for
participants from two adjacent blocks, as only participants from the block
where it was organised would attend.

The link workers took keen interest at the workshop, but this was sustained
only for a short period of time. At times, it was difficult to identify link
workers according to the established criteria, because nomination tended
to be politicised, and commitment tended to shift to other interests after
nomination.

The attitudes of the functionaries of the health care system, who should
have shouldered the responsibility of maintaining and building up strong
linkages with the people’s representatives, especially the link workers, were
at times discouraging. The interactive dynamics of this kind of direct
collaboration was often not appreciated, as they were used to a more distanced
work culture. They tended to blame people for the failures of the health
care system and accepted no responsibility themselves.

IEC activities were appreciated as new cases were detected immediately
following the workshop, but this was not often found to be sustainable.
However, in some blocks, the link workers, together with the health staff in
the field, oriented all AWWs in the block on leprosy elimination.

In some places, dedicated NGOs organised street theatre as an effective
means of disseminating information on leprosy to illiterate communities.
This was not implemented in remote areas.

Critically assessing this intervention, it was noted that, too often, it only
benefited the centre of the block rather than the periphery and hence did
not effectively address the issue of delivering information and services to
the most marginalised groups. An increase in voluntary reporting of cases
was not visible. The usefulness of the intervention from a programme



Towards Leprosy Elimination in Tribal Communities86

perspective was the lessons learnt and experienced gained, which led to a
renewed realisation that reaching out to the marginalised tribal areas
continues to be an urgent issue, requiring well-planned intersectoral efforts.
However, sustainability of any initiative continues to depend on local
involvement and acceptability of the intervention, based on a genuine
dialogue rather than a top-down monologue from health care providers.

Based on the lessons learnt, it was decided to make a renewed effort, and a
pilot project was planned and implemented in six tribal blocks of Orissa.

Involving the Panchayat in Tribal Networks: A Pilot Project

The tribal pilot project promoted an integrated participatory approach for
facilitating collaboration between the government health system, the NGO
sector, the developmental sector, PRI members and tribal communities to
strengthen the quality of existing leprosy services, sensitisation of
communities concerning leprosy awareness and information about the
availability of free and effective treatment. The project was implemented
through the local leadership with the overall aim being to enhance voluntary
reporting and treatment completion.

The key persons for starting the initiative were the medical officer of the
PHC/CHC, the BDO, the BEE and local NGO representatives, who would manage
the network comprising representatives from the different sectors of the
block and gram panchayats. They would also be responsible for capacity
building of local health staff and the NGO sector The PRI members were
conceptualised as the prime movers and link persons at the grass-root-
level.
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The overall objective of the tribal initiative was to identify and try out
strategies for active community participation and involvement of PRIs in
sustained leprosy elimination activities in selected tribal blocks in Orissa.

�
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� To establish a network between the health care providers, PRI members,
tribal link persons and other developmental sectors such as ICDS, NGOs
and SHG for leprosy elimination.
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� To educate the above groups on the basics of leprosy and the possible
role they could play in the society.

� To facilitate case detection in high endemic pockets where the prevalence
of leprosy is more than 5/10,000 with involvement of the community.

� To monitor the progress of leprosy elimination activities through a
participatory approach by health providers and PRI members, using
the existing facilities, which include sector meetings and gram panchayat
meetings and palli sabha (financial committee set up by the gram
panchayat).
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Six tribal blocks were selected on the basis of geographical location and
leprosy prevalence rate (PR > 5/10,000) for piloting the intervention. In
addition, the willingness and cooperation of the health staff to participate
in the tribal leprosy elimination initiative was also taken into account. Based
on these selection criteria, Bahalda, Tiring, and Jamada blocks in Mayurbhanj
district, Kuarmunda block in Sundargarh district and Borigumma and
Kotapada blocks in Koraput district were selected as pilot project sites.

Figure 4: Pilot project sites in Orissa

Project sites
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Area-wise, Mayurbhanj is the largest district in Orissa. It is predominantly a
tribal district characterised by a difficult and hilly terrain. This district is
known for its chhau nritya, a type of dance depicting war scenes. The area is
inhabited by different tribal groups, including the Santhal and the Lodha
tribes. Bahalda, Tiring and Jamada are the most difficult areas in terms of
access. All three blocks have a PR of more than 20/10,000. Despite the fact
that Mayurbhanj is the largest district in Orissa with a predominantly tribal
population, no SAPELs have been conducted in the district, mainly due to
the lack of initiative of the local health care system.
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Kuaramunda block in the district of Sundargarh is situated in the western
zone of Orissa, close to the Rourkela steel plant. This tribal block has better
communication facilities than the blocks in Mayurbhanja, and has a lower
PR of less than 20/10,000.
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Borrigumma and Kotapada are two tribal blocks in Koraput District bordering
Chhattisgarh. These districts come under the Eastern Ghats and are very
remote, both in respect of accessibility to services and communication. They
have a PR of less than 10.

Table 3: PR at beginning of pilot intervention 2002

Tribal blocks Case load PR/10000 March 02 Population (mid 2001)

Bahalda 264 32.2 82,210

Tiring 98 20.4 47,833

Kuarmunda 134 16.9 79,211

Jamada 63 30.8 56,112

Boriguma 88 7.7 113,983

Kotapada 40 5.7 69,803

�����
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The pilot intervention in the selected tribal blocks was conducted in January
to December 2002. It was expected that all the players – health care providers
and community partners – would work together towards the goal of leprosy
elimination. All of them would sit together at least once in a month in gram
panchayat and panchayat samiti meetings and review the leprosy situation.
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All four groups – people, providers, patients and policy makers – should
have a shared understanding of leprosy as a curable disease, its signs,
symptoms and treatment availability. Furthermore, they should agree to
undertake special case detection drives with active community support and
participation. Hidden cases should be found, treated and followed-up until
cured and released from treatment.

It was also very important that a draft activity plan be prepared by the
prime mover, who should preferably be from health sector. S/he would
develop the activity plan in consultation with health policy makers such as
the Collector or Chief District Medical Officer (CDMO) and Additional District
Medical Officer (ADMO). This plan of action was to be agreed upon by all
partners either in formal meetings or through informal discussions.

Table 4: A generic activity plan

Initiate interaction with all potential stakeholders to appraise them about the leprosy
situation and gain commitment for their involvement in leprosy elimination activities.

Form a block health committee headed by the chairperson of the block, gram
panchayat health committee headed by the sarpanch of the concerned gram
panchayat, and a village health committee headed by a ward member.

Ensure participation of MOs and BEEs in panchayat samiti meetings and
inclusion of leprosy in the common health agenda for regular discussion.

Ensure participation of health workers in gram panchayat meetings and inclusion
of leprosy in the common health agenda for regular discussion.

Ensure participation of local health staff in palli sabha and facilitation of
discussion on leprosy.

Conduct community mobilisation interactive sessions at block-level

Conduct community mobilisation interactive sessions at gram panchayat-level.

Organise brief interactive sessions at village-level.

Develop area-specific IEC materials containing key health/leprosy messages
in local language. Involve the local beneficiaries in the production of the material.

Generate awareness through traditional folk/dance/other media based on local
cultural platforms.

Conduct village-wise case detection through voluntary reporting centres at
village-level organised and managed by community volunteers.

Ensure treatment and follow-up of cases by the service providers with community
involvement in case holding.

Ensure monitoring of leprosy elimination programme at weekly sector meetings
and monthly PHC meetings by the health programme managers.

Local players and the community accept responsibility for the ownership and
sustainability of the programme.
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The MO, BEE and NGO representatives (wherever available) were identified
as key persons to initiate the process of identifying leaders and link persons
to form network and motivate individuals and groups to create a supportive
and self-sustaining environment for realisation of the goal of leprosy
elimination. It is important for members forming a network to determine
how they will manage the logistics, the planning of meetings, invitations to
participants, working lunch and other provisions.
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DANLEP officials took the initiative and with the CDMO and DLO analysed
the block-wise leprosy situation of the district and reached a consensus to
pilot the activity in Bahalda, Tiring and Jamda blocks on account of their
geographical terrain, low accessibility to service facilities and high
prevalence of leprosy.

Subsequently, the Sub-divisional Medical Officer (SDMO), Rairangapur, was
consulted, since all the three blocks come under his administrative
jurisdiction. He showed keen interest and made a commitment to undertake
the initiatives in the three blocks. Later, the DLO, the SDMO and DANLEP
officials met the Sub-Collector (head of administration of the sub-division),
Rairangapur, appraised him of the plan and gained his commitment for the
programme. All agreed that activities to mobilise the Bahalda community
would be held on 14-15 May 2002.

The planning and implementation of the strategy was undertaken by the
MO at Bahalda PHC in consultation with other key players such as VARRASA
(Voluntary Association for Rural Reconstruction and Social Awareness) and
SDMO Rairangapur. The Secretary of VARRASA took keen interest and played
a key role in mobilising grass root-level link persons.

VARRASA is a small local NGO started in 1999 with its headquarters in Bahalda.
In addition to leprosy, it is engaged in a host of social activities in the
areas of health, education, environmental protection and provision of
emergency relief in several blocks of Mayurbhanj district. The NGO organised
a two-day POD camp during March 2002 for 80 leprosy-affected persons
from the three blocks of Bahalda, Tiring and Jamadha. A DANLEP functionary
served as the resource person for this camp In addition to co-ordinating
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the block and gram panchayat-level sensitisation meetings. VARRASA also
has a cultural troupe that performs dramas on social issues, including leprosy.
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On 14 May 2002, a community mobilisation interactive session for
networking and awareness generation at block-level was organised with the
participation of the Block Health Committee’s chairperson and vice
chairperson, the BDO, the MO and other health managers of the area,
Sarpanchs, Samiti members, VARRASA representatives, the CDPO and other
ICDS functionaries, informal tribal leaders, traditional healers, religious
leaders, womens’ organisations, private practitioners, cured patients and
other interested parties. VARRASA was identified to carry forward the activities
at gram panchayat-level. The Sub-collector and local representatives were
invited and took part in the interactive session. At the workshop, attempts
were made to facilitate dialogue and collaboration between the participants
from different network groups, both inside and outside the tribal
communities.
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Innovative, behavioural change communication strategies were adopted to
harness community potential. These included both open-ended and close-
ended questions to help clarify the basics of leprosy, using multiple
communication channels in a simple language, and translating the basic
contents of the proceedings into local tribal languages such as Alchiki or
Santhali to ensure adequate mutual understanding during the meeting.

Use of educational games is an easy and interesting means of acquiring
knowledge and promoting desirable attitudes and skills. They can also serve
as ice-breakers to encourage good interaction among participants. Indoor
and outdoor games to suit various needs, such as snakes and ladders with
leprosy information, had been developed and put into use. In the workshop,
different types of leprosy were pictorially depicted using images of a king
and a queen with crowns of MDT blister packs, capturing MB, PB and SSL
patient as illustrated by number of patches.

A street theatre presentation was organised by VARRASA. A tribal dance
with songs containing messages on leprosy was performed by local members.
The key messages were that leprosy is not only touchable and treatable, but
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also curable through safe and effective drugs available free of cost at
government health facilities. Different communication channels were used
to propagate these messages at the gathering. Patient-centred learning
was advocated, and patients were invited to narrate their experiences to
the participants.
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In the afternoon session, a gram panchayat-wise activity plan was prepared
and dates were fixed to conduct awareness sessions at the gram panchayat-
level. The MO of the CHC/PHC together with the BDO, CDPO and Chairman
panchayat samiti came to an agreement with the concerned sarpanchs of the
gram panchayats on dates and venues for the orientations at gram panchayat-
level.
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Members of every gram panchayat in the block were oriented about the
basics of leprosy at a venue suitable for 35 to 40 members, preferably
under a tree in front of the gram panchayat office. Some of the learning
techniques delineated above were used to communicate key messages about
leprosy. The participants at the gram panchayat-level meetings were all ward
members, panchayat samiti members, AWWs, members of self-help groups
and mahila mandals, NGO representatives, representatives of youth clubs,
volunteers, HWs (female and male), traditional healers (seera, desari and
gunia) and local tribal headers. The sector medical officer and other block-
level officials attended sessions as resource persons, based on a resource
persons list that had been prepared and agreed upon earlier at the block-
level meeting. The local sarpanch was identified as the nodal person at the
gram panchayat-level.

The gram panchayat-level workshop was usually held in an open-air space,
made attractive with colourful banners, posters and exhibits depicting
important messages about leprosy. This attracted many onlookers, who silently
observed the proceedings of the workshop from outside the boundaries,
without interrupting the scheduled activities. At the end of the session, a
village-wise work plan would be developed, whereby it was agreed to conduct
a community search on the following day in all the villages represented in the
gram panchayat. A composite team, comprising local ward member as the
team leader, AWWs and village volunteers, was formed at village-level.
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The team, along with other community members, conducted an awareness
campaign by visiting houses, propagating messages about leprosy, showing
flash cards and encouraging people to get all skin patches examined. Cases
were confirmed on the spot by the health workers, and appropriate referral
made for starting treatment. The outcome of the examination was made
available to the team for future follow-up.

This approach helped to identify many hitherto undetected cases, who
otherwise would have remained undetected, and acted as a source of
transmission of the disease.

The approach described above was implemented with local adaptations in
the other five tribal blocks of Tiring and Jamda in Mayurbhanj, Kuarmundia
in Sundargarh and Borigunma and Kotapada in Koraput districts.
Subsequently, the same strategy of involving the PRI at block and village
levels was used in various blocks of other tribal districts, such as Rayagada,
Kalahandi, Jharsuguda, Sambalpur, Phulbani and Nabarangapur.
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In all the six pilot areas, the group of major stakeholders were more or less
the same. The block-wise participation of different stakeholders is presented
in the table on next page.
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As a result of the pilot intervention, gram panchayat-level sensitisation was
carried out, and micro-planning for sensitisation and case detection was
done in all six areas.

In all the areas, a community participatory search-cum-voluntary case
detection drive was carried out, and hidden cases were detected.

The largest number of suspected and confirmed cases were from Tiring and
Jamda blocks in Mayurbhanj district. In Borigumma only one case was
confirmed out of 53 suspected persons. In Kuarmunda and Kotapada blocks,
since no cases were suspected but new cases were discovered, all new cases
(19 and five, respectively) were identified through voluntary reporting.
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Table 5: Principal stakeholders in the pilot project sites

Tribal Block Stakeholders Total no. of
individuals

Bahalda Sarpanch, link volunteers, teachers, private 80
practitioners of ISM, youth club members,
SHG, AWWs, HWs, LHW, BEE, MOs, DLO,
BDO, PA ITDA, Sub-collector, SDMO,
Rairangpur, secretary and chairman of VARRASA,
Bahalda, and local MLA.

Tiring Sarpanch, volunteers, tribal leaders, traditional 80
healers, teachers, PPs of ISM, youth club members,
SHG, AWWs, LHV HWs,, CDPO, BEE, MOs, DLO,
BDO, PA ITDA, Sub-collector, SDMO, secretary
and chairman of VARRASA, Tiring, and ex-MLA.

Kuarmunda Sarpanch, samiti members, link volunteers, 80
teachers, private practitioners of ISM, youth club
members, AWWs, LHV HWs, LHV, BEE, MOs,
DLO, BDO and Chairman, Kuarmunda.

Jamada Sarpanch, samiti members, link volunteers, 102
teachers, youth club members, CDPO, SHG,
AWWs, HWs, LHV, BEE, MOs, DLO, BDO, and
chairman Jamada, DLO, VARRASA and others.

Boriguma PRI members, health providers, traditional tribal 64
leaders, desaries (faith healers), teachers, other
volunteers, BDO, Lepra India, ICDS functionaries
and others.

Kotapada Sarpanch, samiti members, health providers, 55
traditional tribal leaders, desaries (faith healers),
teachers, other volunteers, chairman and BDO,
Kotapada and Lepra India, ICDS functionaries
and other NGOs.

Conclusion

The blocks were selected according to endemicity (PR>5/10,000) and
revenue zones. The PR of all these tribal areas had consistently remained
high during the last couple of years.
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� While selecting the participants, more emphasis was given to identifying
the local traditional spokespersons, leaders, faith healers and women
representatives. However, the involvement of the BDO, the Sub-collector
and the project administrator, Integrated Tribal Development Agency
(PA ITDA) was significant in all the areas. Their participation played a
crucial role in bringing the tribal stakeholders on a common platform.

� In spite of participatory micro-planning and community search
facilitating voluntary case disclosure, there are still hidden cases in the
community to be detected in the future. For instance, in Tiring block,
more new cases were identified during MLEC IV in February 2003 than
during the pilot intervention. Table 7 shows the differences between
case detection in the two campaigns.

Table 6: Activity coverage during the pilot project in six tribal blocks

Tribal block No. of Micro-planning Total no. Cases Cases
Gram done sensitised suspected confirmed

panchayats

Bahalda 12 Yes 720 245 72

Tiring 10 Yes 372 493 69

Kuarmunda 10 Yes 224 NA 19

Jamada 8 Yes 117 354 37

Boriguma 30 Yes 111 53 1

Kotapada 11 Yes 127 NA 5

Total 81 All 1671 1145 203

Table 7: Comparison of results of pilot intervention and MLEC IV for
Tiring Block

Pilot Intervention MLEC IV in

(July 2002) (February 2003)

Population enumerated 43,620 49,852

Population examined 22,5977 40,420

Suspected cases 493 247

Confirmed new cases 69 59

Case detection rate 0.14 0.24
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When laypersons are involved in identifying cases, the pool of suspects
always rises because there is a tendency towards over-diagnosis. This explains
the higher number of suspected cases in the pilot intervention in comparison
to MLEC IV, which is a health-worker driven campaign. The higher case
detection rates during MLEC IV in Tiring could be the outcome of the massive
awareness generation campaigns conducted both during the pilot
intervention phase in July 2002 and the MLEC IV itself in February 2003.

Since 2001, DANLEP Orissa has been organising a series of block and gram
panchayat-level workshops to train people in case identification, treatment
and follow-up. The pilot interventions in the six blocks described above
was a systematic attempt to implement a uniform strategy in high-prevalence
tribal areas. Participation from all the four ‘P’s (policy makers, providers of
health services, peoples representatives and patients) was ensured in varying
degrees in all the six blocks.


