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Foreword

Recognizing the importance of Health in the proadseconomic and social development and improving
the quality of life of our citizens, the Governmentindia has resolved to launch the National Rutadlth
Mission to carry out necessary architectural caiwedn the basic health care delivery system.

This District Health Action Plan (DHAP) is one diet key instruments to achieve NRHM goals. This plan
is based on health needs of the district.

After a thorough situation analysis of district hleacenario this document has been prepared.elpldm,

it is addressing health care needs of rural pope@ally women and children, the teams have andlyze
coverage of poor women and children with preventimd promotive interventions, barriers in access to
health care and spread of human resources cateemith needs in the district. The focus has alsmbe
given on current availability of health care intrasture in public/NGO/private sector, availabilay wide
range of providers. This DHAP has been evolvedutinca participatory and consultative process, where
community and other stakeholders have participateascertained their specific health needs iagai$,
problems in accessing health services, especially women and children at local level.

The goals of the Mission are to improve the avditgbof and access to quality health care by peppl
especially for those residing in rural areas, therpwomen and children.

| need to congratulate the department of HealthFardily Welfare and State Health Society of Bihar f
their dynamic leadership of the health sector raf@rogramme and we look forward to a rigorous and
analytic documentation of their experiences so thatcan learn from them and replicate successful
strategies. | also appreciate their decision tatengonsultants (NHSRC/ PHRN) to facilitate our DHS
regarding preparation the DHAP. The proposed looatif HSCs, PHCs and its service area reorganized
with the consent of ANM, AWW, male health workerdgparticipation of community has finalized in the
block level meeting.

| am sure that this excellent report will galvanthe leaders and administrators of the primarythezdre

system in the district, enabling them to go inttade of implementation based on lessons drawn fifoim
study.

(Jitendra Srivastava, IAS)
DM, BEGUSARAI
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About the Profile

Under the National Rural Health Mission this DigtitHealth Action Plan of BEGUSARAI district has bee
prepared. From this, situational analysis the sputgeeds to make recommendations towards a paticy
workforce management, with emphasis on organizakjanotivational and capability building aspects. |
recommends on how existing resources of manpowemaaterials can be optimally utilized and critical
gaps identified and addressed. It looks at how fdudities at different levels can be structureddan
reorganized.

The information related to data and others usddigaction plan is authentic and correct accordmnmy
knowledge as this has been provided by the condenwezlical officers of every block. | am gratefulthe
state level consultants (NHSRC/PHRN)and Districtdleconsultants (DPM, DAM and District M&E
Officer) ACMO, MOICs, Block Health Managers and AMMind AWWSs from their excellent effort we
may be able to make this District Health ActionrPtd BEGUSARAI District.

| hope that this District Health Action Plan willlfill the intended purpose.

Dr. Dr. Anjani Kr. Gupta
ACMO Civil Sgeon
BEGUSARAI BEGBARAI
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Chapter-1

Introduction

1.1 Background

Keeping in view health as major concern in the psscof economic and social development revitabmati
of health mechanism has long been recognized. deraio galvanize the various components of health
system, National Rural Health Mission (NRHM) hasmdaunched by Government of India with the
objective to provide effective health care to rysapulation throughout the country with specialie®n

18 states which have weak public health indicatmd/or weak infrastructure. The mission aims to
expedite achievements of policy goals by facilitgtenhanced access and utilization of quality healt
services, with an emphasis on addressing equitygemdier dimension. The specific objectives of the

mission are:

= Reduction in child and maternal mortality

= Universal access to services for food and nutrjtsamitation and hygiene, safe drinking water

= Emphasis on services addressing women and chilthhaad universal immunization

= Prevention and control of communicable and non-camioable diseases, including locally endemic
diseases

= Access to integrated comprehensive primary heailté c

= Revitalization local health traditions and mainatreng of AYUSH

= Population stabilization

One of the main approaches of NRHM is to commusiitrghich will entail transfer of funds, functionsda
functionaries tdPanchayati Raj Institutions (PRIs) and also greater engagemeriRofii Kalyan Samiti
(RKS). Improved management through capacity devetoy is also suggested. Innovations in human
resource management are one of the major challengeaking health services effectively availabldte
rural/tribal population. Thus, NRHM proposes endusvailability of locally resident health workers,
multi-skilling of health workers and doctors andegration with private sector so as to optimalle us
human resources. Besides, the mission aims forngakatied funds available at different levels oéltie

care delivery system.
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Core strategies of mission include decentralizealipinealth management. This is supposed to b&eshl
by implementation of District Health Action PlariBHAPSs) formulated through a participatory and bwtto
up planning process. DHAP enable village, blocistritt and state level to identify the gaps and
constraints to improve services in regard to accdemand and quality of health care. In view with
attainment of the objectives of NRHM, DHAP has besvisioned to be the principal instrument for
planning, implementation and monitoring, formulatiough a participatory and bottom up planning

process. NRHM-DHAP is anticipated as the corneestafrall strategies and activities in the district.

For effective programme implementation NRHM adoptsynergistic approach as a key strategy for

community based planning by relating health andafiss to other determinants of

good health such as safe drinking water, hygierte samitation. Implicit in this approach is the nded
situation analysis, stakeholder involvement in @actplanning, community mobilization, inter-sectoral
convergence, partnership with Non Government Orgaioins (NGOs) and private sector, and increased
local monitoring. The planning process demandsksaing, followed by planning of actions by invatg

program functionaries and community representaeBstrict level.

Stakeholdersin Process

o Members of State and District Health Missions

o District and Block level programme managers, Meb@8icers.

o State Programme Management Unit, District Progranii@aagement Unit and Block
Program Management Unit Staff

o Members of NGOs and civil society groups

o Support Organisation — PHRN and NHSRC

Besides above referred groups, this document Vgdl be found useful by health managers, acadensician
faculty from training institutes and people engagedrogramme implementation and monitoring and

evaluation.

1.2 Objectives of the Process
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The aim of this whole process is to prepare NRHBHAP based on the framework provided by NRHM-
Ministry of Health and Family Welfare (MoHFW). Spkc objectives of the process are:

= To focus on critical health issues and concernsipally among the most disadvantaged and under-
served groups and attain a consensus on feasibkeoss

= To identify performance gaps in existing healthrasfructure and find out mechanism to fight the
challenges

= Lay emphasis on concept of inter-sectoral convergeby actively engaging a wide range of
stakeholders from the community as well as diffeparblic and private sectors in the planning preces

= To identify priorities at the grassroots and cumug roles and responsibilities at block level in

designing of DHAPs for need based implementatioNRHM

1.3 Process of Plan Development
1.3.1 Preliminary Phase
The preliminary stage of the planning comprisedesiew of available literature and reports. Follogi

this the research strategies, techniques and desagsessment tools were

finalized. As a preparatory exercise for the foratioin of DHAP secondary Health data were compleed t

perform a situational analysis.
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1.3.2 Main Phase — Horizontal Integration of Vertial Programmes

The Government of the State of Bihar is engagethénprocess of re — assessing the public healthcare
system to arrive at policy options for developingl narnessing the available human resources to make
impact on the health status of the people. As pafrtthis effort present study attempts to addréss t
following three questions:

1. How adequate are the existing human and matesalrees at various levels of care (namely from
sub — center level to district hospital level) imetstate; and how optimally have they been
deployed?

2. What factors contribute to or hinder the perforneaotthe personnel in position at various levels of

care?

3. What structural features of the health care sysdsnit has evolved affect its utilization and the

effectiveness?

With this in view the study proceeds to make recamdation towards workforce management with
emphasis on organizational, motivational and cadpdwuiilding aspects. It recommends on how existing
resources of manpower and materials can be optimtlized and critical gaps identified and addeskdt

also commends at how the facilities at differemele can be structured and organized.

The study used a number of primary data componghish includes collecting data from field through
situation analysis format of facilities that wagpbkgd on all HSCs and PHCs of BEGUSARAI distriat. |
addition, a number of field visits and focal grodiscussions, interviews with senior officials, Hiagi
Survey were also conducted. All the draft recomnagéinds on workforce management and rationalization
of services were then discussed with employeedtagidassociations, the officers of the state ridisand
block level, the medical profession and profesdidawalies and civil society. Based on these disoussi

the study group clarified and revised its recomna¢iod and final report was finalized.
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Government of India has launched National Ruralltdelslission, which aims to integrate all the rural
health services and to develop a sector based agpreith effective intersectoral as well as intciseal
coordination. To translate this into reality, cagter planning in terms of improving the service aion is
envisaged as well as developing adequate capactdigwovide those services. This includes health
infrastructure, facilities, equipments and adedyaskilled and placed manpower. District has been
identified as the basic coordination unit for plewghand administration, where it has been concetliat

an effective coordination is envisaged to be pdssib

This Integrated Health Action Plan document of BES3MRAI district has been prepared on the said

context.
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1.3.3 Preparation of DHAP

The Plan has been prepared as a joint effort uthgiechairmanship of District Magistrate of the dcdt
Civil Surgeon, ACMO (Nodal officer for DHAP formulan), all programme officers and NHSRC/PHRN
as well as the MOICs, Block Health Managers, ANKIS,a result of a participatory processes as détaile
below. After completion the DHAP, a meeting is orgad by Civil Surgeon with all MOIC of the block
and all programme officer. Then discussed and aysal prepared DHAP. If any comment has came from
participants it has added then finalized. The fahifs of the department too have played a sicanifi role.
District M&E Officer has provided technical assista in estimation and drafting of various compogerft
this plan.

After a thorough situational analysis of distri&alith scenario this document has been prepareiheln
plan, it is addressing health care needs of ruoar gespecially women and children, the teams have
analyzed the coverage of poor women and childréim preventive and promotive interventions, barriars
access to health care and spread of human resaategsig health needs in the district. The focas d&so
been given on current availability of health cargastructure in pubic/NGO/private sector, availipof
wide range of providers. This DHAP has been evoltredugh a participatory and consultative process,
wherein community and other stakeholders haveqyaatied and ascertained their specific health needs

villages, problems in accessing health servicgge@ally poor women and children at local level.
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District Health Action Plan Planning Process

- Fast track training on DHAP at state level.
Collection of Data through various sources

- Understanding Situation

-Assessing Gap

-Orientation of Key Medical staff, Health Mareag
n DHAP at district level

|

-Block level Meetings

-Block level meetings organizdach level
by key medical staff and BMO

-District level meetings

-District level meadito compile information
-Facilitating planning process for DHAP
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ter 2

Begusarai : District Profile
Introduction : Begusarai occupies a central position in NortfaBi In 1870 it was established as
a sub-divison of the Munger district. It emergedhahstrict in 1972. It was named after "Begu" axma

of this district who used to look after "Sarai"@d and small market.

Geographical features Begusarai lies in North Bihar between latitude%1%' and 25 45' north

and longitudes 8%5' and 86°36" east. This town
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POPULATION

Year Male Female Total Decadal Area per Density of
Growth Sqg.Km. Population
(in %) per sq. km.

1991 956310 858463 1814773 24.61 1918 946

2001 1226057 1116932 2342989 29.11 1918 1222

Source: Census, 1991, 2001

Land : In accordance with the reports compiled by thetiiit Agriculture Office, Begusarai, the

principal characteristics of the land use pattdrithe Begusarai district for the year 2002-2002&3s

follows:

Total area

Total irrigated land:
Forest area

Orch. etc. area
Kharif Paddy
Garma Paddy
Wheat

Irrigated Area

Garama & Rabi maize:

1, 87,967.5 ldees
74,225.57 Heetar
Nil

5000 Hectares
22000 Hectares
10000 Hectares
61000 Hectares
(1) Permanent: 6384.29 Hectares

50000 Hectares.

4866.37 Hectares
63000 Hectares

(2)&Senal:

Kharif maize:
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Begusarai : Geography and Geology

A Note on the Geography and Geology of Begusarai

Background

The district Begusarai, an important district in the state of Bihar lies on the northern bank of river Ganga. Earlier it was a part of
the greater Munger district. Begusarai district was carved out of it as a separate district on. 2n October 1972 (A handnote on
Begusarai district census-1991). Now it is a part of the Munger commissionery. Geographically, lying between latitudes
25015°N & 25914'N and longitudes 85045°E & 85%45'E, it covers an area of 1918km 2. In the north, it shares its boundaries with
Samastipur district; in the east and NE it is surrounded by Khagaria district. In the southeastern part lies the Munger district. In the
south is Lakhisarai and in the southwestern side, along the banks of River Ganga, it is shares its boundaries with Patna district. It
is situated in a part of Middle Gangetic plains, locally known as North Bihar plains. Administratively it is divided into five
subdivisions- Begusarai, Teghara, Balia Manjhaul and Bakhri and eighteen blocks namely Begusarai, Mattihani, Teghra,
Samho, Bachhwara, Barauni, Bhagwanpur, Balia, Sahibpur Kamal, CheriaBariarpur, Khudabandpur, Bakhari. Mansurchak,
Birpur, Dandari, Nawkothi, Garhpura, and Chhaurahi The average population density is app. 900 persons per square kms. The
economy is mainly agriculture based and the major crops are wheat, maize, chilli, sugarcane efc.

: The views presented in this article belongs to the author and in no case represent the views of the

organization to which he belongs or the website which hosts the article.

Two big industries mark the skyline of the district i.e. Thermal power station and Petro-Chemicals factory and Oil
refinery complex at Barauni. Earlier Barauni Fertilizer was also an important industry which is now non functional.
Rajendra Bridge across Ganges at Barauni forms an important link way connecting north and south Bihar, Resting spot
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for migratory birds in a wetland known as Kanwar tal and the Ghats of Ganga at Simaria possessing religious

importance, exists as a potential tourist spots.

Climate

Being a part of Gangetic plain of Indian subcontinent, the district experiences three climatic seasons — summer
from late March to mid time rainy season from mid June to October and the winter season from November to February.
The month of February & March fall in the transitional season from winter to summer described as spring or “Basant’.
Similarly the months of September & October falls in the transitional season from rainy season to winter season

described as “Shishir”.

Temperature Data (1993) Source: Meteorological Dept., Patna

Ilorth Dlean raonthly (°C) Ilean roin (52 Ilean roax (20
Janmary f f 175
Fehruary 20 g 20
Ilarch 25 13 28
Lprl 33 16 30
Nlay 35 19 3
June 30 22 31
July 28 20 20
Lougust 20 18 15
Septerber 25 15 2l
COctober 14 i) 21
Hoveroher 10 9 17
Dieceraher 7 T 15

During summer due to high temperature this becomes an area of low pressure. During this period Bay of
Bengal, due to its geographical characteristics, serves as homeland for cyclones. Being on area of low
presser, the plains of Begusarai and associated areas attract these cyclonic winds. This leads to the dust
storms. These dry, hot, dusty storms are locally termed as ‘Loo’. These are prevalent in the month of May-

June.

The rainfall is average in this area. The average annual rainfall in this belt of Ganga- Burhi Gandak is
1384mm of which 83% falls between Mid June and & Mid-October. Monsoon normally starts in June and lasts
till October. The early monsoon currents, channeled to he NW are the principal source of rainfall of the region.
17 % of pre monsoonal rains, which is spread in the different months of the year (specially in the months of
November- December-January) have been explained as due to Norwester affect and rest during monsoons
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due to Himalayan affect. Heavy rains, supplemented by physiographic/geomorphic features lead to heavy
flood.

The chilling winter starts in mid-october and continues fill initial periods of March. Most part of the winter is
dry except some sporadic rains as mentioned above.

Physiography and Relief

North Ganga plain is a major physiographic unithed Indian landmass. It extends from the
Himalayan terrain in the north to the river Gangahie south covering about 56980%ra roughly
guadrilateral shape. Generally recognized as "a&mgtrplus area”, this quadrilateral region is
bounded by a northern piedmont belt where watee®da the surface, followed by a broad belt of
swampy lands, depressions and lakes, and finallaggregation of alluvial fans as all these
northern streams bend to form confluence pointk thié Ganga (Singh & Kumar, 1970).Hence, the
surface is characterized by palaeo levees, swamfleanl basins locally called "Chaurs”, relict
palaeo channels aggraded in varying degrees, medredes, ox-bow lakes and cut-of loops
(Ahmad,1971). Its fluvial geomorphology is domirchtieom west to east by the Ghagra-Gandak
Interfluves, the Gandak-Kosi Interfluves and thesteen Kosi Fan Belt. Some of these rivers
frequently change their channels. Their channedscalled by different names in different parts of
their courses. According to a study in 1976 on Wretk in Bihar, by Govt. of Bihar, natural
wetlands of more than 100 ha each covered abo28468& (Directory of Wetlands, Govt. of Bihar)

The district of Begusarai lies in the middle pafttlus great plain known as mid Ganga
plain. In general, it is a low-lying flat terra{iMSL45m-32m) having a southerly to southeasterly
slope. This factor governs the flow of streams. iBa@ghologically it is a part of the Gandak- Kosi
inerfluve (please refer subheading Geomorphologgrgbelow). The southern part of the district,
except those of low-lying flood plains of Ganga,pears to be an elevated landmass when
compared to the adjoining districts of Khagaria &ainastipur. Hence, being a safer destination

amidst the flood drained region, it supports thenano activities in a better way.
The district Begusarai is divided into three flood plains namely
Kereha-Old Bhagmati flood plains,
i Burhi Gandhak Flood plain and
iii. Ganga Flood plain

The first two flood plains thfe district are very low lying areaS and are prtm
the flood. The floods owe their origin to the complinterplay of fluvial geomorphic elements in
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the upstream sections of the Kosi, Bagmati-KaretkBuGandak and related rivers. These two
flood plains converge in the southeastern parhefdistrict, which is lowland. The streams flowing
in the region show a shifting tendency. In the seunf their shifting, the rivers leave behind their
scars of their previous channels. Thus due to ispifnature of streams and physiographic
characteristic, this part is full of wetlands, bsssiamps and oxbow lakes. However, in the southern
part, the flood plains of Ganga are least pronéladd. Interestingly the Railway track passing
through the district marks a prominent divider lfoe Ganga flood plain and Kereha- old Bhagmati
flood plains & Burhi Gandhak flood plain. The Flogthins of Burhi Gandak and Kareha are
marked by the presence of paleo levees, oxbow |gi@sochannels, relict streams and chaurs viz
Kaulachaur and Bhagwanpur chaur. These chaurs asregcellent fertile agricultural lands duing
summer and are submerged during rains. Also thesaaeound these chaurs face the problem of
submergence for around three-four months a yeawaK lake, a large fresh water lake which is

basically a huge wetland is present as an impopaygiographic feature of this part.

In the Gangaflood plain, which is approaximately3g8km long and 5-6kms wide,in the
southern part of the district, except those lomdyareas of “Taals and chaurs”, the typical fluvial
characteristics of North Bihar rivers are not Misjbwhich are prominent in the north of Railway
track. This is the least flood prone area of thstridit, which gets drowned only in cases of
exceptional floods in Ganga and Burhi Gandak. Télatively upland area appears to be the levee
of river Ganga.

Geomorphic Setup

The mid-Ganga plains may be broadly divided intawanber of major geomorphic
units(Fig-).The northernmost part is the regiontleé Siwalik ranges and is followed by the
piedmont fan surface fringing the foothills, 10-80kvide, built up by coalescing fan surfaces of
major Himalayan rivers. This surface includes btite bhabar and tarai land. Built upon these
surfaces are fluvial regimes classified into megaféf) and interfluves, characterised by upland
terraces (T2), river valley terraces (T1) and a&cfiood plain surfaces (T0). The entire district of
Begusarai falls in this TO surface. The southerd aarthern banks of the Gangain and around
Begusarai are charactersied by tributaries that flarallel to the Gangafor long distances over the
floodplain itself, before it joins at deferred jdioms. This belt is named as the Gangayazoo belt
(Sinha and Friend,1994).The Gandak-Kosi interfas l@en divided into an upper area of gently
converging rivers that flow SE , Perpendicularhte tmountain front and a downstream area (the
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district of Begusarai and neighbouring area)whbeeermore sinuous channels of the Burhi Gandak

,Baghmati,Kamla and Balan systems flow gently & S$it.

Drainage

The district is drained by a no of rivers viz. Ganga, Burhi Gandak, Bagmati and Balan rivers and in
addition, small rivulets, dhars, nalas which are originated locally and preserve rain water, mark the landscape.
Among the rivers, Ganga, Burhi Gandak, Kosi, Kareha and Bagmati are perennial, whereas Channa River,
Bainti nadi, Kachna nadi, Monrya nadi and Malti nadi are seasonal.

All the types of streams i.e. the mountain fed, foothill fed, plain fed and mixed fed, drains the district.
Ganga is a mountain fed river while Bagmati is a foothill fed river. Burhi Gandak, Baya, Balan, Baintia, Chanha
etc are originated in the plains and present examples of plain fed rivers. The small rivulets serve as tributaries
to the streams of higher order. These rivulets are often dry lowlands during summer and flooded during rainy
season.

In general, the drainage pattern of the rivers of this region forms a part of the greater Gangetic Plain,
which is characterized as dendritic drainage pattern. However, locally they exhibit their typical characteristics.
The Ganga River here shows Yazoo pattern of drainage and the area is known a Ganga Yazoo belt. Yazoo
pattern of drainage is defined by the streams, which travel in a parallel fashion before confluence. Burhi
Gandak, Bagmati, Kareha and Balan, Baintia, shows very high sinuosity and are typically meandering rivers.

River Ganga enters into the southwest part draithegChamtha block in the district. This
river along with its flood plains, “Chaurs” and “‘Ifadetermines the boundary of the district in the

southern part.

The Burhi Gandak, the" most important river, also known as Sirkahanaténtipper
reaches, enters the district near Parihara abowni@pstream of its confluence with the Balan
River. It forms the boundary with Samastipur distin Khodawandpur and Cheriabariyarpur
blocks. This is a river showing very high sinuosatyd has characteristically low slit content than
other Himalayan rivers. After traversing a distaméeapproximately 100 Km. it drains in Ganga

near Khagaria .The river cause periodic floodhewestern part of the district.

River Balan enters the district in the Bachhwaiack! After taking a course of app 30kms

km. it drains into Burhi Gandak River 5 km wesiMéinjhaul. This is also a highly sinuous stream

Bagmati — A very Juvenile stream of North Biharipga drains only the northeastern corner

of district. It enters into the district near BakaAnd is well known for its unstable nature andlspi
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channels. After traversing the low-lying valley asg it meets the Kosi near Sankosh outside the

territories of the district. It is responsible ftwods in the northern part of the district.

Baintia River is a plain fed stream originated in the adjoining district of Samastipur and enters in
Bhagwanpur block of the district. Upstreams, in the Samastipur district, it is known as Jamwari Nadi. This
drains into Burhi Gandak after joining the Balan River. It is also a stream having water round the year. Baya
Nadi drains the district Teghra, Bachhwara and Barauni block. It merges with river Ganga at Roopnagar near
Barauni fertilizer factory. This is a stream which does not show any sinuosity in the Begusarai district and is a
perrennial stream. In the mid of the Burhi Gandak flood plain lies a vast fresh water lake known as Kawer Tal,
which is basically a wetland formed by shifting of river BurhiGandak. Kawartal gets its water either due to
rains or due to near-by overflowing rivers such as Burhi Gandak, Bagmati

Kawar Tal

Kawar Tal is one of the examples of excellent wetlands, which are found in the flood plains, and is the
largest freshwater lake in Northern Bihar. It lies between Burhi Gandak, Old Bhagmati and Kareh rivers. The
lake is formed by the meandering action of Gandak River and is now a residual ox-bow lake, one of the
thousands in Bihar and Uttar Pradesh flood plains. In years of high rainfall, vast areas of these two states get
flooded. This causes coalescing of wetlands and forms one huge expanse of water. During these times the
wetlands of the Kawartal region may cover hundreds of sq. kms. The floods leave behind deposits of sand, slit
and clay in layers of varying thickness. In years of average rainfall, Kawartal gets connected with Burhi
Gandak (a tributary of River Ganga) and with nearby Nagri Jheel and Bikrampur chaurs, unite to form a lake of
about 7400 ha. By late summer however, the water is confined to the deeper depressions and only about 300-
400 ha of Kawartal remains flooded and cut off from the adjacent floodplains (chairs). As the water level
recedes, over 2800 ha of the exposed mudflats are converted into rice (paddy) fields. In 1951, a drainage
channel was excavated to expose additional areas for agricultural purposes, but the channel silted up in few
years, and the lake reverted to its former condition. In recent years, further siltation of the overflow channel has
resulted in sight fluctuation in water levels throughout the lake. There is a permanent island (Jaimangalgarh) of
about 130ha in the Southeast corner of the lake. The Kawar and its adjoining lakes are probably oxbow lakes
fed by highly meandering river, the Burhi Gandak that once flowed through these areas. As this lake area
remains wet and submerged for a longer period, it has developed specially adopted wetland vegetation and
organisms. The emergent, submerged and floating plants present some unique type or representative flora
and fauna particularly of this lake and its adjoining areas. Hence, it is a spectacular wetland habitat and

perhaps one of the largest freshwater inland wetlands in the country.
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DRAINAGE AROUND KAWAR TAL
(From Kumar, Sanjeev, 2004)

Drainage Characteristics of the Gandak Kosi interfa

The district of Begusarai lies in the southern part of the Gandak Kosi interfan area. The region
between the Gandak and the Kosi megafans is a vast plain with a south-easterly slope reflected in the
drainage directions. The major interfan rivers are the foot-hill-fed and the plain-fed Burhi Gandak, Bagmati,
Kamla and Balan. These rivers determine the architecture of the flood plains. However, numerous
interconnected minor channels participate in carving out the features of the plains by reworking and
redistributing the sediments deposited by the major tributaries of the river. All the channels constitute low-lying
areas and remain waterlogged during the monsoon. Channel avulsion and overbank flooding are the two most
important factors controlling the floodplain development of the region (Sinha,1996). Avulsion is the sudden
diversion of a part or whole of a river channel to a new course at a lower level on the flood plain. There is also
a paucity of cut-offs, consistent with their moderate sinuosities.

The Burhi-Gandak river system has developed along the palaeochannel of the Gandak (Mahadevan
2002). Its channel has, however, become much smaller and highly sinuous and provides an example of river

"metamorphosis”. The river has however, been changing its course locally through avulsion, leaving extensive
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floodplain scars such as sinuous abandoned channels, "neck cut-offs" and ox-bow lakes, unmatched in their
scale and abundance by any other part of the North Bihar Plains. Such cut-offs have resulted in reduction of
channel lengths and sinuosity. Distinct topographic levels similar to what has been described earlier in the Kosi
channel characterize the Burhi-Gandak floodplains near Muzaffarpur. The development of the different levels
is attributed to local fluctuations in discharge and sediment load resulting in downcutting by the channel and
lateral migration.

The Bagmati avulsive system is characterized by abandoned channels to the east of the present mid-
reaches of the river. These are "underfit" channels and are activated and recaptured from time to
time(Sinha1996) .A westward shift of the river is ,however, still evident. The Baghmati system encompasses
what are turned "chute cut-offs", that may be a reflection of the "active migration where loop development and
floodplain erodability during brief overbank flows are such as to allow the creation of new short-circulating
channels". The Kamla and Balan systems show less evidences of avulsion. The westward shift of the Balan
river is linked with the growth of the Kosi megafan. The Kamla river,however,is outside the influence of the
growth of the Kosi megafan.

The transformation of channels, their metamorphosis, and the development of underfit channels,
according to Sinha (1996), are both not due to climatic changes, as often assumed, but due to channel
avulsion and channel-floodplain relationships. The development of "cut-offs" in the river systems is not so
sudden an event and has taken place over a period of time, which, therefore, opens up scope to investigate
the phenomenon more thoroughly. Some of the cutoffs have also evolved into ox-bow lakes. Other features of
interest in understanding the evolution of the floodplains include features developing from lateral accretion,
such as point bars and bedding structures and featured resulting from vertical accretion as natural levees,
crevasse splays, backswamps, wetlands and lakes.

Controls in Shifting Courses

The rivers of this area exhibit a migrating tendenthe migration of rivers has to be
viewed in the context of the fluvial evolution dfet Indo-Gangetic plains. Brubank et al.(1996 in
Mahadevan, 2002) address this question. A plausilgel that helps to view the course changes is
that the Himalayan provenance for the forelandrsialanged from a period tectonically dominated
by thrust—loading and uplift in the Miocene to aostonally dominated climatic-unloading, causing
isostatic uplift. This concept is supported by theset of suggested monsoonic climate due to

Himalayan uplift around 8 Million years back.
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As mentioned in the Geology subtitle, this MidGaplgan is a forelend basin which is
subsiding with continous sedimentation in frontrisfng Himalayas. The cross-sectional geometry
of the foreland and the patterns of fluvial depositinferred from the limited data now available,
also support a dichronous evolution. In the Mioceeeiod, when thrust loading dominated, the
Indo-Gangetic foreland had an axial river systemosits medial and distal parts flowing over its
own accumulated sediments. With the onset of ckmatduced erosional unloading of the
Himalaya, transverse river systems started, domigaihe medial foreland pushing the medial
axial river southwards to almost the featheredgthefforeland basin, even as the proximal part of

the foreland was witnessing uplift.

In the context of the fluvial setting outlined alegwhannel shifting has been attributed to
regional tilting, depletion of flow by fanhead itily, derangement of drainage by earthquakes, the
coriolis effect and auto cyclic mechanisms (Weltsl ®orr.Jr. 1987 and references there in, from
Mahadevan 2001).

Recent publications have emphasized the role ofectmic changes in shifting river
courses. Mohindra et al. (1992) and Mohindra (198§)bute the shifting of the river Gandak to
neotectonic tilting of the megafan eastward. Howgethee recent shifting of the Gandak River to its
present channel from the Burhi Gandak channel waesisy suggests that there are also other factors
(?autocyclic) which play an important role. A didianalysis of the causes of shifting of the Kosi
river by Wells and Dorr Jr. (1987 in Mahadevan 2062ds to the conclusion that the

major shifts are "stochastic and autocyclic " dmelytdo not well correlate with many severs

earthquakes and floods, though they may have pritreedystem for shifts.

Diverse avulsion mechanisms have been inferred ttechannel systems in the Gandak-
Kosi interfluve. The Burhi Gandak shifts its chahmastwards due to paleotopography and
sedimentological readjustment. The Baghmati shitstward through the same mechanisms. The
avulsion of the Balan river channels, however, tigibated to neotectonic response and the
westward shift of the Kamla to the expanding growthithe Kosi megafan, on whose fringes the

channels of Balan flow. The widely differing expédions of the shifting behaviors of North Bihar

Rivers underline the complexity of the problem #melneed for further reseatch
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Geology and Soil

The geology of the area constitutes the highest alluvial plain in the domain of the Himalayan Rivers to
the north of the Ganga. It is a part of the Great Gangetic Basin. The basin was formed during late Paleogene-
Neogene times and is related to the upheaval of the Himalayas vis a vis flexural downwarp of the Indian
Lithosphere under the supracrustal load of the Himalayas (Wadia, 1961). The entire segment abounds in
buried faults and grabens. The basin came into existence as a result of the collision of India and China
continental Plates (Dewcy and Bird, 1970 in Parkash) during the Paleocene. Collision resulted in intraplate
subduction along the MCT(Main Central Thrust lying in the Himalayas) raising the Higher Himalaya to form
source rocks and “popping through” of the more southerly part of the Indian plate to form the basin. This
“popping through” might have lead to the development of longitudinal and transverse lineaments thougout the
basin. With time more southerly areas were raised and by mid-Paleocene subduction also started along the
MBF(Main Boundary Fault lying in the Himalayas). These phenomena are reflected in the presence of a
coarsening up megacycle with at least two superimposed minor cycle and in the composition of the sandstone
and conglomerates of the basin. Later folding of the northern edge of basin to form the Siwalik Ranges during
the Early Pleistocene led to cannibalism of this part of the basin.

The basin had east west elongated shape and started with a shallow marine environment, which
changed to estuarine and deltaic one with time. By mid-Miocene, continental sedimentation marked by fluvial
environment dominated the scene and this set up has continued to the recent with minor modifications. The
basin had predominantly transversal pattern controlled by southerly flowing rivers emerging from the Himalaya
and during Neogene period, a master stream along the southern margin of the basin drained into the Bay of
Bengal. The fluvial sedimentation took place the form of mega-alluvial cones. Sedimentation in the basin was
influenced by tectonism through out its evolution.

The Indogangitic Basin, still an active one, needs to be studied for detailed stratigraphic correlation,
sedimentary facies relationship, change in climate through space and time and modern sedimentation.

A Quaternary fault system has been identified in the region. This is an echelon pattern of surface
faults associated with Begusarai fault (Fig). Within this fault zone, various geomorphic features are found
which have their origin in both the lateral and vertical movement of fault-bounded slices, as well as in the
persistent strike-slip. In regions where tectonic activity is less pronounced, streams generally flow more or less
perpendicular to the adjacent highlands

The Quaternernay sediments of the Indogangetic plains have been traditionally subdivided into the
older and younger alluvium and locally called Bhanger and Khader. Entire area of Begusarai falls in the
domain of “Khader” sediments
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The soil of this land unit is primarily unaltered alluvium, which is yet to undergo pedogenesis (process
of soil formation). Texturally it varies from sandy loam to loam in the meander scroll and levee(the
upland bounding the flood plains of the river) areas, to silty loam and silt in flood basin areas of the Himalayan
rivers and from loam in the levees of Ganga to clayey loam and clay in the basin of Burhi Gandak and
Bhagmati river. The soil of the area is sandy loam rich with humus and is also very fertile.

Referances:-
1. The subsurface Geology of the Indo-Gangetic pldah8.R Rao,1973,no:-3,vol-14,journal of Geological
Society of India,pp-217-242.
2. Geological Evolution of Gangaplains an overviemdrh Bir singh,Journal of Paleontological Societynalia
vol-41,1996,pp-99-137
The Indogangetic Basin- B.parkash and Sudhir Ki@smlimentary burins of India, Tectonic contest.

Study of spatio-temporal changes in the weltands 0dforth Bihar through Remote
Sensing,A.K.Ghosh,N.Bose.K.R.P.Singh and R.K.Sidldy 204,ISCO-204,International soil conservation
organisation conterence Brisbane

5. kanwar lake wetlands, strategies for conservatimev Kumarhttp//sndp.nic.delhi..in, downloadedviarch
2004
6. Tectonic Zonation using Multi-Criteria Decision-Mag (MCDM) Techniques: A case study of Kosi Farditn

Ajay Srivastava , www.gisdevelopment.net/application/geolpgy downloaded in  March 2004
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(from Srivastava, A, 2004 )

MAMHOWING AROUND BEGUSARAI
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2.1. Administrative structure : The administrative divisions of the district atiee following :

Administrative Division Number
No. of Sub-Division 05
No. of Blocks 18
No. of Panchayats 257
*No. of Revenue Villages 1229
*No. of Habitations 1198

Demographic feature The 2001 census count placed the Begusarai populat

23,42,989 as on the first of March. The populatias grown at an annual average rate of 2.9%. There
are many stages in the demographic transition baginwith a declining mortality and continuing
fertility to a stage where both mortality and figitirates decline more or less at the same ratekaep

the population stable over a period of time.
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Begusarai : Health

2.2

BEGU

MANJH

SARAI | AL BALLIA BAKHARI| TEGHARA |BEGUSARAI
ITEM REF. YEAR \UNIT SUB. | SUB. SDL:S SUB. DIV| SUB. DIV | DISTRICT
DIV. DIV
Civil Hospital Govt. 2004 Nos 1 1
Referal Hospital 2004 Nos 1 1 2
Primary Health Centres 2004 Nos 3 2 2 1 3 11
Additional Primary Health Centres 2004 Nos | 10 4 4 3 6 27
Health Sub Centres 2004 Nos | 89 50 42 31 76 288
States Dispensaries 2004 Nos 1 1
Family Welfare Centres 2004 Nos 9 6 6 3 3 33
No. of Beds 2004 Nos | 114 12 12 6 24 168
Doctors (Allopathec)
(a) Sanctioned Post 2004 Nos | 55 19 16 10 25 125
(b) Fillup Post 2004 Nos | 45 16 13 8 20 102
Doctors (Homepath) 2004 Nos 1 1
Doctors (Aurvedic) 2004 Nos 1 1
Nurses & Midwives 2004 Nos
Para Medical Staff 2004 Nos
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2.3
Begusarai : Industry

DIC(District Industries Centre)

District Industry Centre manages and control the entire industrial activity of the

district. It provides registration of industrial units, keeps data, gives training to new
entrepreneur. It provides loan (PMRY) to educated unemployed youths and hence
them in establishing industry/business/services.

The registered small and tiny industries from year 1975 to Dec 2003 is as follows

Sub-division No. of Reqistered Units
Begusarai 2004
Teghra 810
Bakhri 184
Ballia 237
Manjhaul 172
Total 3407

@OIL REFINARY

@Barauni refinery is one of the country's biggest oil refinery's at Barauni in Bihar
State. The refinery is managed and controlled by Indian Oil Corporation
Ltd.(IOC). Barauni Refinery was built in collaboration with Soviet Union at a cost of
Rs. 49.40 crore and went on stream in July 1964. By November 1967, the initial
capacity was expanded from 2 MMTPA (million metric ton per day) to 3 MMTPA.
The present capacity of the refinery is 6.00 MMTPA.

@BARAUNI THERMAL POWER STATION
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@BTPS was established on 26 January 1963 , starting from 15 MW with a unit of
(Kerosine Oil to Coal) 365 MW, BTPS went through different stages of revolutions.
@ FERTILIZER

@ Chemical fertilizer plants are located at Barauni in Begusarai District. In Nov'1962
it was proposed to the govt.In 1967 it was established. Here 330 Ton urea is ready
per year. It is expanded in 330 acre Lands. The name of final product is Moti
Urea.

@BARAUNI DAIRY

@ Established in 1959, a fully co-operative organisation,markerting it's product
to Kolkotta,Ranchi,Jamshedpur,Bokaro,Gaya,Danbad etc. M.D.Barauni Dugdh
Utpadak Sahkari Sangh Ltd, Barauni Diary. Ph No -- 32202,32888,32908.
Fax----- 32430

@OTHER INDUSTRIES

1. Kumar Hydro Carbon Industries Private Limited

Manufacturer & exporter of calcined petroleum coke.

Address: Industrial Area, Barauni, P.O-Tilrath, Begusarai - 851112, India
Phone: +(91)-(06243)-22880 Fax: +(91)-(06243)-23373

Kanishka Carbon

Airson Retailers

Surekha Metal Enterprises

National Auto Works

Ram Padharth Show Mill

Bihar Machinery Product

Bihar Petrol Chemical

© ©® N o U A WD

Kumar chemicals

10. Electro Cabon India Pvt Ltd.
11. Bihar Chemical Co-orporation
12. Hindusthan Industries

13. Vikas Industries
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14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24,
25.
26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.
37.
38.
39.
40.
41.
42.
43.

Panvan Mahabir Wax Industries

Choudhary Chemical

Mahabir par product Pvt. Ltd.

Nipo Carbon

Barauni Carbon

Graphite India Ltd.

Jai Mata di Metal Pvt. Ltd.

Binod Petroleum

M/S. Mregandra Cold storage pvt. Ltd. ,Rajbara Barauni.
Sarkari Seth Bhandar Barauni

Begusarai Cold Storage

Jai Shankar Hume Pipe Tilrath

Mahavir Industries Unit-2 ,Industrial area baruni
Universal Hydro carbon

Bharat Chemical Co-orporation Insustrial Area
Ranjeet Congrit Industrial Area.

M/S Plastic Imporium BajalPura Teghra Bazar.
Bharat Masaca Industries, Guara Teghra.
Anamika Volyag Laxman Tola, Bachwara.

M/S BajRand Floor Mill Pvt. Ltd. Teghra.

Bina washing Acid Works Sahvri Barauni.

Impherial Industries ,18 Barauni Industrial Area Tilrath

Barauni Engineer Co-orporation,Industrial area Baruni ,Tilrath.

Kanhai Masala Udyad, Malti Baruni

Mukesh Bakery, Rajdhani chowk Bihat

Om. Coal Briqutte, Kesaway Barauni

Janki Bhandav,ratnpur

Jai Lakshmi Industries ,Chatarbhuj Asthan
Permanad Bakery ,Panchambha ,Sahivd Nagar

Venketeshwar Industries ,Power House Road
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44,
45,
46.
47.
48.
49,
50.
51.
52.
53.
54.
55.
56.
57.
58.
59.

Laloo Biscuit Industries,Anandpur

Rohit Bakery, Bus Stand

Navi Hast Kala Mandir, Azad Krtiv Mugeri Ganj
Roy Electrical Co-orporation ,Pokharia

Milkoj Food Products, Sindhaul

Diamond Atka Chakki, Diviyapur,Matihani

M/S Janta Bakery, Sabjee Bazar

M/S Anand Dal Mill, Bakhri Bazar

Deo. Coal Brequatte Sind,Bakhri Bazar

Keshri Floor Mill,Bakhri Bazar

M/S Sahu Dal Mill,Bakhri Bazar.

New Choudhary Bakery

New Hero Bakery,Lakminia

Pachbir Atta Chakki, Pachbir Bazar, SahebpurKamal
Leather Finishing Indutry {1958}

Gautam QOil Industries.Ratanpur.
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Chapter 3

Situation Analysis

In the present situational analysis of the blodkdistrict BEGUSARAI the vital statistics or thedicators
that measure aspects of health/ life such as nuofbarths, deaths, fertility etc. have been refdrfrom
census 2001, report of DHS office, BEGUSARAI andiamas websites as well as other sources. These
indicators help in pointing to the health scenami®@EGUSARAI from a quantitative point of view, wai
they cannot by themselves provide a complete @abfithe status of health in the district. Howevers
useful to have outcome data to map the effectieoégpublic investment in health. Further, whenadat
pertaining to vital rates are analyzed in conjuwntivith demographic measures, such as sex rationgadh

age of marriage, they throw valuable light on gendenension. Table below indicates the Health

indicators of BEGUSARAI district with respect tolBir and India as a whole.

Table: Health Indicators

Indicator BEGUSARAI Bihar India
CBR 31.9 29.2 23.8
CDR 8.1 8.1 6
IMR 61 61 58
MMR 371 371 301
TFR 4.6 4 2.68
CPR 33 34.1 56.3
Complete Immunization 26.1 32.8 44
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Sources: DLHS3, NFHS3, SRS2007
3.1GAPS IN INFRASTRUCTURE:

Population
808020000

Population
20000-30000

Population 5000

First contact point with community

Introduction:
Health Sub Centre is very important part of entlealth System. It is first available Health fagili

nearby for the people in rural areas.

We are trying to analyze the situations at preseatcordance with Indian Public Health Standards.

3.1.1 Infrastructure for HSCs:

IPHS Norms:
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A Sub-centre should have its own building. If that is not possible immediately, the
premises with adequate space should be rented in a central location with easy
access to population.

i. Location of the centre: The location of the cestiould be chosen that:

a. lItis not too close to an existing sub centre/ PHC

b. As far as possible no person has to travel mone 3n&m to reach the Sub centre

c. The Sub Centre Village has some communication mtw®oad communication/Public
Transport/Post Office/Telephone)

d. Accommodation for the ANM/Male Health Worker wilebavailable on rent in the village if
necessary.
For selection of village under the Sub Centre, ayglr of Panchayats as may be considered

appropriate is to be obtained.

ii. The minimum covered area of a Sub Centre along witsidential Quarter for
ANM will vary from 73.50 to 100.20 sgq mts. deperglion climatic conditions(hot and dry
climate, hot and humid climate, warm and humid ali@), land availability and with or without
a labor room. A typical layout plan for Sub-Centrégh ANM residence as per the RCH Phase-
Il National Programme implementation Plan with &@ace Specifications is given below

Typical Layout of Sub- Centre with ANM Residence
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350 50 MTE

b warreG ames

11

SUBCENTER
OVERED AREA

Waiting Area : 3300mm x 2700mm
Labour Room ; 4050mm x 3300mm
Clinic room : 3300mm x3300mm
Examination room: 1950mm x 3000mm
Toilet : 1950mm x 1200mm

Residential accommodation : this should be madéadola to the Health workers with each one having
2 rooms, kitchen, bathroom and WC. Residentiallifgcior one ANM is as follows which is
contiguous with the main sub centre area.

Room -1 (3300mm x 2700mm)

Room-2(3300mm x 2700mm)

Kitchen-1(1800mm x 2015mm)

W.C.(2200mm x 900mm)

Bath Room (1500mm x 1200mm)
One ANM must stay in the Sub-Centre quarter andsésumay be taken on rent for the
other/ANM/Male Health worker in the sub centreagje. This idea is to ensure that at least one worke
is available in the Sub-Centre village after thenmal working hours. For specifications the “Guide t
health facility design” issued under Reproductived a&Child Health Program (RCH-I and Il) of
Government of India, Ministry of Health and Familfelfare may be referred.

Health Sub Centers:Total population of the district as per 2001 censu2718421. After considering
two percent growth rate of the total populatiortaimes around 3187470 (Decadal Growth Rate
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2.3). After considering projected population in 80the district needs altogether 637 HSCs to cater
its whole population. At present BEGUSARAI have 338ablished Health Sub Centers and 154
more Health sub centers are proposed to be forsegher the IPHS norms (5000 population in

plain area) the district still requires 135 new HSG be formed. Again, out of 339 established
HSCs, only 39 have their own buildings and rest 800in rented houses. All these 39 HSCs need

renovation work. All the above mentioned HSCs neguipments, drugs, furniture and stationaries.

Health Sub Centers:
Sub Heads Gaps Issues Strategy Activities
A. Out of 339 Inadequate facility | Enhance AStrengtheing of HSCs
HSCs only 39 are | in constructed visibility of HSC | having own buildings
Infrastructure having own building and lack of| through hardware
building community activity by the
ownership help of
B. In existing 39 community B.1.White washing of
buildings 26 are participation HSC buildings.
running in
comparatively in B.2.0rganize adolescent
good condition, 6 girls for wall painting
are in under and plantation./hire loca
construction , one painter for colorful
is in very poor painting of HSC walls.
condition and one List out all services
is constructed but which are provided at
not handed over tg HSC level on the wall.
health department
B.3.Gardening in HSC
premises by school
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C. Not even one
building is having
running water and

electric supply.

D. Lack of
equipments and
ANMs are
reluctant to keep
all equipments in
HSC .

E. Lack of
appropriate

furniture

Operational
problem in
availability of
equipment in
constructed HSC

children.

C. Mobilize running
water facility from
nearby house if they hav
bore well and water
storage facility and it
could be on monthly

rental.

D.1.Purchase of
Furniture Prioritizing the
equipment list according
to service delivery(for
ANC /Family planning
/Immunization/)

D.2. Purchase of
equipments according ta
services

D.3. Purchase one
almirah to keep all
equipments safely and it
could be keep in AWW /
ASHA house.

1.Non payment of
rent of 300 HSCs
for more than three

years

1.Non payment of

rent

Regularizing rent

payment

3B. Strengthening of
HSCs running in rented
buildings.

B1. Estimation of
backlog rent and
facilitate the backlog

payment within two
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months

B2. Streamlining the
payment of rent through
untied fund from the
month of April 09.
B3.Purchase of
Furniture as per need
B4 Prioritizing the
equipment list according
to service delivery

B5 Purchase of
equipments as per need
B6 Printing of formats
and purchase of

stationaries

1. The district still
needs 135 more
HSCs to be
formed.

1. Land Availability
for new

construction

2. Constraint in
transfer of

constructed building

3C. Construction of
new HSCs

C1. Preparation of PHC
wise priority list of HSCs
according to IPHS
population and location
norms of HSCs

C2. Community
mobilization for
promoting land donation
at accessible locations.
C3. Construction of
New HSC buildings

C4. Meeting with local
PRI /CO/BDO/Police
Inspector for smooth
transfer of constructed
HSC buildings.
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Non participation
of Community in
monitoring

construction work

Monitoring

Ensuring
community

Monitoring

1. Biannual facility
survey of HSCs through
local NGOs as per IPHS
format

2. Regular monitoring of
HSC facilities through
PHC level supervisors i
IPHS format.

3. Monitoring of
renovation/construction
works through VHSC

members/ Mothers

committees/VECs/others

as implemented in Bihar,
Education Project.

4. Training of
VHSC/Mothers
committees/VECs/Other|
on technical monitoring
aspects of construction
work.

5. Monthly Meeting of
one representative of
VHSC/Mothers
committees on

construction work

D
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1. Lack of 1.Community Strengthening of | 1.Formation and
community ownership VHSCs, PRIs strengthening of VHSCs,
ownership in the Mothers committees,
construction of
Health

infrastructures.

2.“Swasthya Kendra
Chalo Abhiyan” to
strengthen community

ownership

3.Nukkad Nataks on
Citizen’s charter of
HSCs as per IPHS

4.Monthly meetings of
VHSCs, Mothers

committees

3.1.2 Services of HSCs:

As per IPHS norms a sub center provides interface wighcthmmunity at the grass root level providing all
the health care services. Of particular importaace the practices/ packages of services such as
immunization, ANC, NC and PNC, prevention of matiiidn and common childhood diseases, family
planning services and counseling. They also proeigenentary drugs for minor ailments such as AR,
diarrhea, fever, worm infestation etc. And carryt community need assessment. Besides the above,
government implements several national health amdily welfare programs which again are delivered

through these frontline workers.

As per the DLHS3( 2007-08)reports the percentagrilbimmunization(BCG, 3 doses each of DPT and
Polio and measles) coverage(12-23 months) in thkeictiis 56.4%. And BCG coverage of the distrct |
89.5%. 3 doses of polio vaccine is 72.5%, 3 do$&Pd vaccine is 71.4% and Measles Vaccine is 72.3%
The coverage of Vit A supplementation for the a@id9 months to 35 months is 66.6 percent.
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ANC in Rural Area
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Comparision of Immunisation Coverage in Rural Area
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Sub Heads Gaps Issues Strategy Activities
Service Unutilized untied | Operationalization | Capacity building | 1.Training of
performance fund at HSC level | of Untied fund. of account holder | signatories on

of untied fund operating Untied
fund account, book
keeping etc

2. Timely
disbursement of
untied fund for
HSCs
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3. Hiring a person
at PHC level for

managing accounts

No ANC at HSC

level

Improvement in
guality of services
like ANC, NC and
PNC,

Immunization

Strengthening one
HSC per PHC for
institutional
delivery in first

quarter

1. Identification of
the best HSC on
service delivery
2.Listing of
required
equipments and
medicines as per
IPHS norms

3. Purchasing/
indenting according
to the list prepared
4.Honouring first
delivered baby and
ANM

Only 14.2% PW
registered in first
trimester

PW with three
ANCs is 15.1%,
TT1 coverage is
35.4%,

Family Planning
Status:

Any method-
43.6%

Any modern
method-39.8%

No sterilization at

Improvement in
guality of services
like ANC, NC and
PNC,
Immunization and

family planning

1. Phasewise
strengthening of 3¢
HSCs for
Institutional
delivery and fix a
day for ANC as pelf
IPHS norms.
2. Community
focused family

planning services

1 Gap identification
of 39 HSCs
through facility
survey

2. Eligible Couple
Survey

3. Ensuring supply
of contraceptives
with three month’s
buffer stock at
HSCs.

4. training of
AWW/ASHA on

family planning
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HSC level methods and

IUD insertion - RTI/STI/HIVIAIDS

0.5% 5. Training of

Pills-1.5% ANMs on IUD

Condom-1.9% insertion

Total unmet need

Is 32.7%, for

spacing-14.9,

Lack of counseling Training Training 1. Training to

services ANMs on ANC,
NC and PNC,

Immunization and

other services.

HSC unable to
implement disease

control programs

Integration of
disease control
programs at HSC

level.

Implementation of
disease control
programs through
HSC level

1 Review of all
disease control
programs HSC wisé
in existing Tuesday|
weekly meetings a
PHC with form 6.

( four to five HSC
per week)
2.Strengthening
ANMs for
community based
planning of all
national disease
control program

3. Reporting of
disease control
activities through
ANMs

4. Submission of

A} %4

t
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reports of national
programs by the
supervisors duly
signed by the

respective ANMSs.

80% of the HSC

staffs do not reside

at place of posting

D

Absence of staffs

Community

monitoring

1. Submission of
absentees through
PRI

Problem of
mobility during

rainy season

Communication

and safety

1.Purchasing Life
saving jackets for
all field staffs

2. Providing
incentives to the
ANMs during rainy
season so that they

can use local boats|.

Lack of
convergence
at HSC level

Convergence Convergence

1. Fixed Saturday
for meeting day of
ANM, AWW,
ASHA,LRG with
VHSCs rotation
wise at all villages
of the respective
HSC.

2. Monthly Video

shows in all schools

U7

of the concerned
HSC area schools
on health , nutrition
and sanitation

issues.

Lack of

proper

Reporting Strengthening of

reporting system

1.Training to the

field staffs in filling
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reporting

from field

Lack of
appropriate
HMIS

formats.

up form 6, Form 2,
Immunization
report format, MCH
registers, Muskan
achievement report
etc
2.Printing of
adequate number @
reporting formats
and registers

3. Hiring
consultants to

develop softwares

[72)

for reporting.

3.1.3

Resour

ce

Page 48 of 172




Source: DHS BEGUSARAI Report

D

Sub Heads Gaps Issues Strategy Activities
Out of 360 seats
135 seats of
contractual 1.Selection and
ANM®, are recruitment of 135
vacant. ANMs
H Filling up the staff
uman :
Out of 101 seats shortage Staff recruitment 2. Selection and
Resource of Staff Nurses recruitment of 30 staff
30 seats are nurse.
vacant.
All 360 1.Training need
contractual Assessment of HSC levg
ANMs needs Capacity staffs
training on Untrained staffs building 2 Training of staffs on
different various services
services.
The ANM 1.Analyzing gaps with

training school
situated at Sada|
Hospital campus
lacks adequate
number of
trainers, staffs
and facilities

-~

Training

Strengthening of
ANM training

school

training school

2.Deployment of

required staffs/trainers

3.Hiring of trainers as pe

need

4.Preparation of annua

training calendar issue

-
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wise as per guideline of

Govt of India.

5.Allocation of fund and
operationalization of

allocated fund

1.No drug kit as
such for the
HSCs as per
IPHS
norms.(KitA, Kit
B, drugs for
delivery, drug for

national disease

Strengthening of

1.Weekly meeting of
HSC staffs at PHC for
promoting HSC staffs fof
regular and timely
submission of indents of
drugs/ vaccines

according to services and

_ _ reporting process reports
Drug kit control program Indenting _ )
L and indenting
availability (DDT, MDT,
through form 6
DOTs,
DECs)and
contraceptives,
2.No Drug kit for
AWCs(@one kit
per annum,)
3.No ASHA kit
1.Ensuring supply of Kit
A and Kit B biannually
Only need based through Developing PH(
emergency wise logistics route map
suuply Logistics 2.Hiring vehicles for

Irregular supply
of drugs

7

supply of drug kits
through untied fund.

3.Developing three

coloured indenting
format for the HSC to
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PHC(First reminder-
Green, Second reminde
Yellow, Third reminder-

Red)

Couriers for

vaccine and othe

r per need

1 Hiring of couriers as

Operationalization| drugs supply 2 Payment of courier
through ANMs account

1.Purchasing of cold
Phase wise chain equipments as pe

strengthening of
APHCs for
vaccine / drugs

storage

IPHS norms

2. training of concerned
staffs on cold chain

maintenance and drug

storage

-
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3.2Additional PHCs: --

be established.

There are 22 APHCs functioning in the district &8dmore are proposed to

Additional PHC:

Sub Heads

Gaps

Issues

Strategy

Activities

Infrastructure

1.The district
altogether need
85 APHCs but
there are 22
APHCs
functioning in
the district and
63 more are
proposed to be
established.

2. Four more are
required to be
formed.

3.0ut of 22
APHCs only 09
are having own
building
4.Existing 13
buildings are not
properly
maintained

Lack of facilities/
basic amenities in
the constructed
buildings

Non payment of
rent

Land Availability
for new

construction

Constraint in
transfer of
constructed

building.

Lack of community

ownership

Strengthening of
VHSCs, PRI and
formation of
RKS

Strengthening of
Infrastructure and
operationalization
of construction
works in Three

phase

1.“Swasthya Kendra
Chalo Abhiyan” to
strengthen community
ownership

2.Nukkad Nataks on
Citizen’s charter of
APHCs as per IPHS
3. Registration of RKS
4.Monthly meetings of
VHSCs, Mothers
committees and RKS
A.Strengtheing of
APHCs having own
buildings
A.1Rennovation of
APHCs buildings

A.2 Purchase of
Furniture

A.3 Prioritizing the
equipment list according
to service delivery
A.4 Purchase of
equipments

A.5 Printing of formats
and purchase of
stationeries

Purchase of equipments
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Monitoring

as per need

B6 Printing of formats
and purchase of
stationeries

3C. Construction of new
APHC buildings as
standard layout of IPHS
norms.

C1. Preparation of PHC
wise priority list of
APHCs according to
IPHS population and
location norms of
APHCs

C2. Community
mobilization for
promoting land donation
at accessible locations.
C3. Construction of
New APHC buildings
C4. Meeting with local
PRI /CO/BDO/Police
Inspector in smooth
transfer of constructed
APHC buildings.

4 Biannual facility
survey of APHCs
through local NGOs as
per IPHS format

4.1 Regular monitoring
of APHCs facilities
through PHC level
supervisors in IPHS

format.
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4.2 Monitoring of
renovation/construction
works through VHSC
members/ Mothers

committees/VECs/others

as implemented in Bihar
Education Project.

4.3 Training of
VHSC/Mothers
committees/VECs/Other|
on technical monitoring
aspects of construction
work.

4.4 Monthly Meeting of
one representative of
VHSC/Mothers
committees on

construction work.

D

Human

Resource

Lack of doctors,

Lack of ANMSs,

Lack of A Grade

nurses,

Lack of
Pharmacists.

Untrained ANMSs
and male

workers

The ANM

Filling up the staff
shortage

Untrained staffs

Staff recruitment

Capacity building

1.Selection and
recruitment of 51 Grade
A nurse/ANMs
2.Selection and
recruitment of 28 male
workers

3. Sending back the
staffs to their own
APHCs.

1.Training need
Assessment of APHC
level staffs

2.Training of staffs on
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training school
situated at Sada
Hospital campus
lacks adequate
number of
trainers, staffs
and facilities
Most of the
APHC staffs are
deputed to
respective PHC
hence APHC are

defunct

Strengthening of
ANM training

school

various services

3.EmoC Training to at
least one doctor of each
APHC

1.Analyzing gaps with
training school

2.Deployment of
required staffs/trainers

3.Hiring of trainers as

per need

4. Preparation of annual
training calendar issue
wise as per guideline of

Govt of India.

5.Allocation of fund and
operationalization of

allocated fund

Drug kit

availability

No drug kit as
such for the
APHCs as per
IPHS
norms.(KitA, Kit
B, drugs for
delivery, drug for
national disease
control program
(DDT, MDT,
DOTs,
DECs)and
contraceptives,

Only need based

Indenting

Logistics

Operationalization

Strengthening of
reporting process
and indenting
through form 2
and 6

Couriers for

vaccine and othef

1.Weekly meeting of
APHC staffs at PHC for
promoting APHC staffs
for regular and timely
submission of indents of
drugs/ vaccines
according to services an
reports

2.Ensuring supply of Kit
A and Kit B biannually
through Developing PHC
wise logistics route map
2.1 Hiring vehicles for

supply of drug kits
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emergency
suuply

Irregular supply
of drugs

drugs supply

Phase wise
strengthening of
APHCs for
vaccine / drugs

storage

through untied fund.
2.3 Developing three
coloured indenting
format for the APHC to
PHC(First reminder-

Green, Second reminder

Yellow, Third reminder-
Red)

3.1 Hiring of couriers as
per need

3.2 Payment of courier
through APHC account
4.1 Purchasing of cold
chain equipments as pe
IPHS norms

4.2 training of concernec
staffs on cold chain
maintenance and drug

storage

Service

performance

RKS has not
been formed at
any of the
APHC.
Unutilized untied
fund at APHC
level
No institutional
delivery at
APHC level
No OPD At any
of the APHC
No inpatient
facility available
No ANC, NC

Formation of RKS
Operationalization
of Untied fund.

Improvement in
quality of services
like ANC, NC and

PNC, Immunization
and other services

as identified as

gaps.

Integration of

disease control

Capacity building
of account holder

of untied fund

Phasewise
strengthening of
16 APHCs for
Institutional
delivery and fix a
day for ANC as

per IPHS norms.

1.Training of signatories
on operating Untied fung
/IRKS account, book
keeping etc
2. Assigning PHC RKS
accountant for supportin
operationalization of
APHC level accounts
2. Timely disbursement
of untied fund/ seed
money for APHCs RKS
3. 1 Gap identification of
16 APHCs through
facility survey

2.strengtheing one

«Q

i
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and PNC and
family planning
services.

No lab facility
No Ayush
practitioner
posted
No rehabilitation
services
No safe MTP
service
No OT/ dressing
and Cataract
operation
services.
Approx 80% of
APHC staffs not
reside at place o
posting
Lack of
counseling
services
Problem of
mobility during
rainy season
Lack of
convergence at
APHC level
Operational
gaps: There is n(
link between
HSCs and
APHCs and the

same way there

programs at APHC

level.

Family Planning

services

Convergence

Operational issues

Implementation
of disease contrg
programs through

APHC level
where APHC will
work as a

resource center
for HSCs. At
present the samg
is being done by
PHC only.

Community

focused Family

Planning services contraceptives with thre

APHC per PHC for
institutional delivery in
first quarter
3.Honouring first
| delivered baby and ANM
1 1 Review of all disease
control programs APHG

wise in existing Tuesday

)

weekly meetings at PH(
with form 6
2.Strengthening ANMs
> for community based
planning of all national
disease control program
3. Reporting of disease
control activities through
ANMs
4. Submission of reports
of national programs by
the supervisors duly

1%

signed by the respective
ANMs.
5.Weekly meeting of the
staffs of concerned HSC
( as assigned to the
APHC)
1.Eligible Couple Survey
2. Ensuring supply of

112

month’s buffer stock at
HSCs.
3.Training of
AWW/ASHA on family

planning methods and
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is no link
between APHC
and PHC

PPP

Convergence

RTI/STI/HIV/IAIDS
4. Training of ANMs on
IUD insertion

1.0utsourcing services
for Generator, fooding,
cleanliness and

ambulance.

1. Fixed Saturday for
meeting day of ANM,
AWW, ASHA ,LRG with
VHSCs rotation wise at
all villages of the

respective HSC.
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3.3Primary Health centers: The district has 18 PHCs, 02 referral hospitals,sOb divisional
hospital and a District hospital. The PHC of MATINAand referral hospital of MATIHANI is

running in the same building.

Primary Health Centers:(30 bedded)

Indicators Gaps Issues Strategy Activities
Infrastructure | All PHCs are Available facilities | Upgradation of | 1.Need based (
running with only | are not compatible | PHCs into 30 Service

six bed facility.
At present 10 PHC
are working with

average 10 deliver

with the services
ssupposed to be
delivered at PHCs.

y

per day, 4 inpatientQuality of services

10 FH

operation/emergenc

Kala-azar,

operation and 15

OPD per day in eac

PHC. This huge
workload is not
being addresse

with only six beds
inadequate facility.

Identified the facility

and equipments gap

before preparation @
DHAP and almos
50-60% of facilities
are not adequate :
IPHS
norms.(List attache
)
The
analysis of facility
survey(08-09)

per

an(

comparative

D

y
DCommunity

hparticipation.

-

[

S

|

D

bedded facilities.

ISO certification
of selected PHCs
in the district.

Strengthening of
BMU

Delivery)Estimation of
cost for upgradation of
PHCs

2.Preparation of
priority list of
interventions to deliver

services.

1.Selection of any two
PHCs for ISO
certification in first
phase.

2. Sending the
recommendation for
the certification with
existing services and

facility detail.

1. Ensuring regular
monthly meeting of
RKS.

2. Appointment of
Block Health
Managers, Accountant
in all institutions.(16
PHCs, 3 Referals and

[72)
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DLHS3 facility

survey(06-07) , the

service availability
tremendously

increased but th

quality of services is$

still the area of
improvement.
Lack of equipments
as per IPHS norm
and also unde
utilized equipments.
Lack of appropriate
furniture

Non availability of
HMIS
formats/registers an
stationeries
Operation of RKS:
Lack in uniform
process of RKS
operation.
Lack of community
participation in the
functioning of RKS.
Lack of facilities/
basic amenities if
the PHC buildings

174

D

o

Ensuring
community

participation.

Strengthening of
Infrastructure and
operationalizatior
of construction

works

Sadar hospital.)

3. Training to the RKS
signatories for account
operation.

4. Trainings of BHM
and accountants on

their responsibilities.

1.Meeting with
community
representatives on
erecting boundary,
beautification etc,

2. Meeting with local
public representatives
Social workers and
mobilizing them for
donations to RKS.
Strengtheing of PHCs
1.Rennovation of PHC
2.Purchase of
Furniture

3. Prioritizing the
equipment list
according to service
delivery and IPHS
norms.

4. Purchase of
equipments

5. Printing of formats
and purchase of
stationeries

1. Biannual facility

survey of PHCs
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Monitoring

through local NGOs as
per IPHS format

2. Regular monitoring
of PHC facilities
through PHC level
supervisors in IPHS

format.

Human

Resource

As per IPHS norms
each PHC requires
the following
clinical staffs:(List
attached)

Only 16 BHMs and
18 accountants are
placed at present.

Demotivated BPMU

staffs

Staff shortage

Untrained staffs

Staff recruitment

1.Selection and
recruitment of Doctors
2.Selection and
recruitment of ANMs/
male workers
3.Selection and
recruitment of
paramedical/ support
staffs

4.Appointment of
Block Health
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Capacity building

Managers, PHCs, 2
Referals 1 and Sadar
hospital. 1)
1.Training need
Assessment of PHC
level staffs

2.Training of staffs on
various services
3.Trainings of BHM
and accountants on
their responsibilities.
4. Trainings of BHM
on implementation of
services/ various

National programs.

Drug kit

availability

Irregular supply of
drugs because of
lack of fund
disbursement on
time.

Only 70 % essential
drugs are rate
contracted at state

level .

Lack of fund for the
transportation of
drugs from district
to blocks.

There is no clarity
on the guideline for
need based drug
procurement and

transportation.

Indenting

Logistics

Operationalization

Strengthening of
reporting process
and indenting

through form 7

Strengthening of
drug logistic

system

1.Training of store
keepers on invoicing o
drugs

2.lmplementing
computerized invoice
system in all PHCs
3.Fixing the
responsibility on
proper and timely
indenting of medicines
keeping three months
buffer stock)

4. Enlisting of
equipments for safe
storage of drugs.

5. Purchase of enlisted
equipments.

6. Ensuring the
availability of FIFO list

f
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of drugs with store

keeper.

7. Orientation meeting

on guidelines of RKS

for operation.

1°2)

Service

performance

1.Exessive load on
PHC in delivering
all services i.e. 10
delivery per day, 4
inpatient Kala-azar,
10 FP
operation/emergenc
operation and 150
OPD per day in eac
PHC.

2. Total 54 seats of
Regular and 39 seal
of contractual
doctors in the
district is vacant.
3. All posted doctorg
are not regularly
present during the
OPD time so the no
of OPDs done is
very less( only
averagel6 patients

per Doctor per OPD

Optimun
Utilization of

Human Resources

)

S

Quality
improvement in
residential
facility of
doctors/ staffs.

Recruitment

1. Hiring of rented

houses from RKS fund

for the residence of

doctors and key staffs.
2. Incentivizing doctors

on their performances

especially on OPD,
IPD, FP operations,
Kala-azar patients
treatment.

3. Revising Duty

rosters in such a way

that all posted doctors

are having at least 8 h

assignments per day

1.Selection and

appointment of

contractual doctors an

staffs

1. Mapping of the area

having history of

S

[72)
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days during April08-
MAR 08, however
the IPHS norms say|
that the OPD should
be 40 per Doctor.)
4.7 PHCs out of 18
are lacking 24 hrs
new born care
services.

5. 7 PHCs are still

not providing

Tubectomy services|

6. 4 Lab services
provided by PPP
services have fled
away.

7.Health facility
with AYUSH
services is not being
provided

8. Referral

a. No pick up
facility for PW or
patients.

b.BPL patients are
not exempted in
paying fee of
ambulance.

c. Lack of
maintenance of
ambulances

d. Shortage of
ambulances

9. Quiality of food,

Epidemic outbreaks
sand Need based
intervention in

epidemic areas.

Service Load
centered at PHC

Availability of
AYUSH pathy.

Insecurity ( Staff

5 Proper and timely
information of

outbreaks

Strengthening of
equipments and
services and
increase in the
number of

ambulances.

Strengthening of
AYUSH services
at PHC level in

the first level.

outbreaks disease wis

2.Developing micro
plans to address
epidemic outbreaks
2.Assigning areas to
the MOs and staffs

3.Motivating ASHA on

immediate information

of outbreaks

4. Purchasing folding
tents, beds and
equipments and

medicines to organize

camps in epidemic
areas.

1. Repairing of all
defunct Ambulances
2. Repairing of PHcs
gensets and initiating
their use.

3. Hiring of
ambulances as per

need.

1. Appointment of one

AYUSH practitioner
and Yoga teacher in

every PHC

1.Insurance of all

properties and staffs o

PHC
2.Placing one TOP in
every PHC

11

f
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cleanliness
(toilets,Labour
room, OT, wards
etc) electricity
facilities are not
satisfactory in any o
the PHC.

10. In serving
emergency cases,
there are maximum
chances of
misbehave from the
part of attendants, s
staffs are reluctant t
handle emergency

cases.

11. Several cases 0
theft of instruments,
computers, and
submersible pumps
etc at PHCs.

12. No guidance to
the patients on the
services available af
PHCs.

13. Non friendly
attitude of staffs
towards the poor
patients in general
and women are
disadvantaged grou
in particular.

14. Lack of inpatient

and Properties)

f Govts existing
services like lab, x-
ray, generator,
fooding and
cleanliness

services.

i

O

Confidence
building

measures

Strengthening of
the Govts
existing services
like lab, x-ray,
generator,
fooding and
cleanliness

services.

Creating friendly

environment

1. Assigning mothers
committees of local
BRC for food supply ta
the patients in govt’s
approved rate.
2.Recruitment of lab
technicians as require
3. Purchase of
equipments/
instruments for
strengthening lab.

4. Hiring of menial
workers for cleanliness
works.

1. Assigning LHV for
counseling work

2. Wall writing on
every section of the
building denoting the
facilities

3. Name plates of
doctor

4. Displaying Roster of
doctors with their
details.

5. Gardening

6. Sitting arrangement
for patients

7. Installation of LCD
TV with cable
connection
8.Installation of safe
drinking water

equipments/water

)
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facility for kala-azar
patients.

15.Lack of
counseling services
16.Problem of
mobility during
rainy season

17. Lack of
convergence

18. Lack of timely
reporting and delay
in data collection

HMIS and
strengthening of

reporting process

cooler,

9.Installation of solar
heater system and ligh
with the help of
BDO/Panchayat

9. Apron with name
plates with every
doctors

10. Presence of staffs
with uniform and name

plates.

1.Orientation of the
staffs on indicators of
reporting formats
2.Puchase of Laptops
for DPMs and BHMs
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3.4 District Hospital:

District Hospital BEGUSARAI:

Indicators Gaps Issues Strategy Activities

Infrastructure | 1.There are 108 beds in théacks in| Strengthening of 1. Purchase of 30
Sadar hospital which is noinfrastructure infrastructure beds.
adequate as per the 2. Repairing of
requirement. beds.
Ward No of 3. Listing of
beds required equipment|
Male medical ward: 20 as per IPHS norm
Male surgical ward: 20 and their purchase.
Female ward : 20 4. Listing of
Child ward : 20 required  furniture
Delivery ward 10 and their purchase.
Infectious disease : 10 5. Simplifying
Prisoners ward : 08 process of RKS$S

Total : 108 operation.

2. At present District
hospital is working with 6.Computerization
average 25 deliveries per of registration
day, 30 inpatient Kala-azar, system for the
20 FP operation/emergency OPD/IPD patients.
operations and 800 OPD 7.Construction  of
per day. This huge shed for waiting
workload is not being patients
addressed with only 108 8. Installation of 3
beds inadequate facility. Water cooler freeze
3. Lack of equipments as as per requirement.
per IPHS norms and also 9. Installation of

under utilized equipments.
4.Lack

furniture

of

appropriate

seven vapor lights

10. Renovation o

as per requirements.

[

\"ZJ

f
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5.0peration of RKS:
Delayed process d
operation.

Delay in disbursement ¢
fund

6.Lack of facilities/ basic

amenities in the PH(
buildings

7.Huge workload in centrg
registration unit

8. No sitting arrangemer
for patients.

10. No safe drinking wate
facility.

11. Half of the hospital are
remains dark at night.

12. Delivery room lacks

beds, labor table, stretche
equipments.

13. No proper gate an
boundary wall.

14.No proper post mortel
room and equipments.

15. Heavy water loggin
during rainy season.
16.Buildings  for ICU,
Causality ward are reac
but due to lack o
equipments, facilities ar|
not functional.

17. No use of paying ward
18.No enquiry counter §
such for the patients.

20.No residential facilitie

—

\J
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it

=

a
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S,

m

QL

y
f

[¢7)

U
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boundary wall anc
gate.

11. Construction o
new Post morten
room  with all
facilities.

12. Renovation o
drainage system an
leveling of internal
area up to the leve
of outer area.

13. Construction o
enquiry counters g
the gate.

14. Hiring of
ambulances.

15. Construction o
new residentia
buildings.

16.Hiring of rented

houses from RKS$

fund for the

residence of

doctors, BMU and

key staffs.
16.Tender for
canteen facility.

17. Sitting

arrangement fo
patients

18. Installation of
LCD TV with cable

connection

f

n

f
d

N

f

f

r
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for doctors and staffs.

21. No canteen facility

Human 1.Post of gynecologist and.ack in  Staff| Recruitment 1. Appointment of
Resource pathologist are vacant. position gynecologist  anc
2.Post of one dresser, one pathologist on
OT assistant and one contract basis.
ophthalmic assistant are 2. Appointment of
vacant. one dresser, one O
assistant and on
ophthalmic assistarn
on contract basis.
Deputing staffs | 1. Deputation of
required staffs from
field.
Drug kit | 1. Irregular supply of drugsimproper Supply Capacity 1.Training of store
availability because of lack of fungdand logistics building and| keepers on

disbursement on time.
2. Only 70% essential drug
are rate contracted at sta

level.

JS
e

3. There is no clarity on tqe

strengthening o
reporting
process an(

indenting

f invoicing of drugs
2.Implementing

I computerized
invoice system

4. of

through form 7

Enlisting
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guideline for need based

drug procurement and

transportation.

4. Lack of proper space,

furniture and equipmentsLack in storage

equipments for saf

storage of drugs.

5.  Purchase of
enlisted equipments.

6. Ensuring the

1)

for drug storage facility availability of FIFO
list of drugs with
store keeper.
Service 1.Exessive load in Workload Motivation 1. Incentivizing
performance | delivering all services building doctors/ staffs on

2. Blood storage unit is
present but not utilized
3.No 24hrs Lab facility
4.Health facility  with
AYUSH services is not
being provided

5. Referal

a. No pick up facility for
PW or patients.

b.BPL patients are not
exempted in paying fee
of ambulance.

c. Lack of maintenance
of ambulances

d. Shortage of
ambulances

6. No guidance to the
patients on the services
available at DH.

7.Non friendly attitude of
staffs towards the poor
patients in general and
women are

disadvantaged group in

Lack

infrastructure

in

Strengthening o

infrastructure

their performance

especially on OPD

Kala-azar patient

treatment.

Blood storage unit,
3. IEC on blood
storage unit.
4. Revising Duty
rosters in such
way that all postec
f doctors are havin

assignments per da

5. Repairing of al
defunct Ambulances
6. Hiring of
ambulances as p¢
need.
7. Appointment of
one AYUSH

IPD, FP operations,

2. Purchase of

equipments fol

at least 8 hrs

Uy

UJ

Ur
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particular.

practitioner and

Yoga teacher

8. Purchase of

equipments/
instruments for
strengthening lab.
9. Wall writing on
every section of the
building  denoting
the facilities

10. Name plates @
doctor

11. Displaying

Roster of doctors

with their details.
12. Gardening

13. Apron with
name plates with
every doctors

14. Presence @

staffs with uniform

1%

—

and name plates.
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Chapter 4
Setting Objectives and Suggested Plan of Action

4.1 Introduction

District health action plan has been entrusted psraeipal instrument for planning, implementatiand
monitoring of fully accountable and accessible tieahre mechanism. It has been envisioned through
effective integration of health concerns via demded management incorporating determinants of
health like sanitation and hygiene, safe drinkirager, women and child health and other social aorsce
DHAP envisages accomplishing requisite amendmaernttse health systems by crafting time bound goals.
In the course of discussions with various stakedrodploups it has been anticipated that unmet derfzaind
liable service provision can be achieved by adgptintersectoral convergent approach through
partnership among public as well as private sectors

4.2 Targeted Objectives and Suggested Strategies

During consultation at district level involving ange of stakeholders from different levels, annaptiehas
been made to carve out certain strategies to aehie® specific objectives that are represented by
different indicators. The following segment of thbapter corresponds to the identified district plan
objectives demonstrating current status of thecedrs along with the expected target sets that are
projected for period of next three years (2009-12).
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4.3 MATERNAL HEALTH

Logical Framework

Sl.

Goal

Sl

Impact indicators

To
improve
maternal
health

11

Reduction in MMR

Sl.

Objective
S

Sl.

Outcome
indicators

Sl.

Strategy

Sl.

Output
indicators

To
increase
institution
al safe
delivery
by 28.2%
( DLHS3)
to 100%
by year
2010

11

% of institutional
delivery reported

111

To make functional
PHC (24hr x7days)
for institutional
deliveries

1111

% of PHC
having
functional OT
and Labour
room with
equipment

1.1.1.2

% of PHC
having
Obestetric First
Aid medicine
24hrx 7 days

1.1.13

% of Grade A
nurse available
24hrx7days

1114

% of PHC
having
functional Neo-
natal care units

1.1.2

To make functional
FRUfor institutional
deliveries

1121

No of FRUs
having
functional blood
storage units
linkage with
blood banks ang
24hr ready
referral
transport

)

1.1.2.2

No of FRUs
having EmOc
and CEmOc
facilities

1.1.2.3

No of FRUs
having
specialist
doctors/
multiskilled
Medical

Officers

Page 73 of 172



1.1.2.4

No of FRU
having
functional Neo-
natal care units

1.1.3 | To provide Referral | 1.1.3.1| No of pregnant
transport services at women availed
FRU /PHC the referral
facilities (pick
up and drop)
1.1.4 | To strengthen Janani 1.1.4.1| % of pregnant
Suraksha Yojana / women
JSY reecieved JBSY
payments
immediately
after delivery
To 2.1 | Proportion of birth| 2.1.1 | To ensure support of| 2.1.1.1 | % of home
increase attendent by SBA at home deliveries
safe skilled health deliveries attended by
delivery personnel SBA
by trained
SBA
9.6%( DL
HS3) to
100% by
year 2010
To 3.1 | % ANC reported | 3.1.1 | To strengthen HSC | 3.1.1.1 | % of HSCs
increase through HMIS for providing having ANMs
ANC formats / Form -7 outreach maternal 3.1.1.2 | % of HSCs
coverage care conducted fixed
with ANC and
quality clinics
16% ( planned &
(DLHS3) held)
to 50% by 3.1.2 | To organise 3.1.2.1| % of RCH
year 2010 integrated RCH camps planned
camps specially for and held
hard to reach areas,
isolated population
and Maha Dalit Tolas
3.1.3 | To improve 3.1.3.1 | No of pregnant
adolescent adolescent
reproductive and counselled by
sexual health ANM/
AWW/ASHA
3.1.4 | To accelrate APHC | 3.1.4.1| % of OPD
for OPD and Fixed clinics orgnised
AN clinics at APHC level.
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4 | To 4.1 | % MTP cases 4.1.1 | To provide MTP 4.1.1.1| No of facilities
provide reported through services at health having MTP
safe HMIS formats / facilities services (public
abortion Form -7 and private )
services
at all
facilities

5 |To 5.1 | % of Mabhila 5.1.1 | To strenghten 5.1.1.1 | % of mothly
increase mandal meetings Monthly Village Village Health
communit conducted. Health and Nutrition & Nutrition
y Days Days planned
participati and held
onin
maternal
care

MATERNAL HEALTH
Sl Strategy S Gaps S Activities Unit
Cost Total Budget
To make Infrastructure
A1 | functional 1.1 | All PHCs are with 1.1.1 |Needbased | @2000 3600000
PHC (24hr only six bedded ( Service 00/-Per
X7days) for facility.50-60% of delivery)Estima| pHC
institutional facilities are not tion of cost for
deliveries adequate as per upgradation of
IPHS norms.(List PHCs
attached, Selection of any
Annexure..) two PHCs for
ISO
certification in
first phase
1.2 | Atpresent 10 PHC 1.2.1 | Preparation of | NA 0

are working with
average 10 delivery
per day, 4 inpatient
Kala-azar, 10 FP
operation/emergenc
operation and 150
OPD per day in eac
PHC. This huge
workload is not
being addressed
with only six beds
inadequate facility.

priority list of
interventions to
deliver services
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1.4 | The comparative 14.1 Sending the NA
analysis of facility recommendatio
survey(08-09) and n for the
DLHS3 facility certification
survey(06-07) , the with existing
service availability services and
tremendously facility detalil.
increased but the
quality of services is
still the area of
improvement.
0
1.5 | Lack of equipments| 1.5.1 | Prioritizing the | NA
as per IPHS norms equipment list
and also under according to
utilized equipments. service delivery
and IPHS
norms. 0
1.5.2 | Purchase of NA
equipments 0
1.6 | Lack of appropriate| 1.6.1 | Purchase of NA
furniture Furniture 0
1.11 | Lack of facilities/ 1.11.1 | Rennovation of | NA
basic amenities in PHCs
the PHC buildings 0
To make 1.12 | As per IPHS norms
functional each PHC requires
PHC (24hr the following
x7days) for clinical staffs:(List
institutional attached) 0
deliveries Salary of 94
Contrctual MBBS
Doctors @2000
0/ 22560000
1.12.1 | The actual position Selectionand | 36
is not sufficient as recruitment of | Doctor
per IPHS norms Lis Doctors (SPL) | s to be
of Human resource on contractual appoint
is attached in basis and give ed
Annexure. priority in
selection those
who are living
in same PHC. 10800000
1.12.10.1] Salary of 71
Contarctual Grade
Grade A nurses| A
Nurse 6390000
1.12.10 Selectionand | 31
recruitment of | Grade
grade A nurses| A
for conducting | hurse
delivery for
53010000
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each

PHC
Selectionand | 18
recruitment of | Dresser
dresser . one
for
each
PHC 972000
Selectionand | 18 x2
recruitment of | Pharma
Pharmasist. sist for
each
PHC 2160000
Three month 100/-
induction per day
training of X 90
Grade A nurse days
gﬂggrrvision of for 102
District level grade
resource team. A
nurse 918000
1.13 1.13.1 | Training need | NA
Assessment of
PHC level staffg 0
Honorarium of | 18
Block Accou
Accountants ntant
@
12000/ 2592000
Rent of Data 19
Center Data
Center
@
7500/ 1710000
Honorarium of | 18
BHM BHM
@
18000/
- 3888000
Mobility Rs
support to 2000
BHMs per
month
per
BHM 432000
1.14 1.14.1 | Appointment of | 4 BHM
Block Health and 4
Managers, Accou
Accountants in ntants
all Budget
1440000

Foge -




institutions.(1 | in RKS
SDH, 2 head
Referrals and
Sadar hospital.)
Process of all | 6 types
recruitments of
recruit
ment
@
10000 60000
Trainings of 22
BHMs on BHMs
Health statistics 44000
Training on 22
Program, BHMSs,
Finance 22
management | glock
and HMIS Accou
ntants
and 22
Data
Center
operato
rs 132000
Drug Supply
1.16 | Irregular supply of 1.16.1 | Ensuring the NA
drugs because of availability of
lack of fund FIFO list of
disbursement on drugs with store
time. keeper. 0
1.17 | Only 38 essential 1.17.1 | 2.lmplementing| NA
drugs are rate computerized
contracted at state invoice system
level . in all PHCs 0
Purchase of Rs
Drug invoice 10000
software per
PHC 180000
Lack of fund for the | 1.17.2 | 3.Fixing the NA
transportation of responsibility
drugs from district on proper and
to blocks. timely
indenting of
medicines
( keeping three
months buffer
stock) 0
0
1.18 1.18 | 4.Payment from Rs
Rogi Kalyan 20000
samiti account. | per

(VEHICLE+OF

4560000




FICE EXP.) month
per
PHC
1.19 | There is no clarity 1.19.1 | 5. Orientation | Rs
on the guideline for meetings/ 2000
need based drug training on per
procurement and guidelines of PHC
transportation. RKS for
operation. 38000
1.2 | Drugs are not 1.20.1 | 6. Enlisting of | NA
properly stored equipments for
safe storage of
drugs. 0
1.20.2 | 7. Purchase of | Rs
enlisted 15000
equipments. per
PHC 285000
1.20.3 | 8.training of Rs
store keepers ol 2000
invoicing of per
drugs PHC 38000
Performance 0
1.21.1 | Exessive load on 1.21.1 | Recruitment of | NA
PHC in delivering Doctors on
all services i.e. 10 contractual
delivery per day, 4 basis
inpatient Kala-azar,
10 FP
operation/emergenc
operation and 120
OPD per day in eac
PHC.
0
1.21.2 | Total 59 seats of NA
Regular and 25 seat
of contractual
doctors in the
district is vacant.
0
1.22 | All posted doctors 1.22.1 | Hiring of rented| Rs
are not regularly houses from 5000
present during the RKS fund for | per
OPD time so the no the residence of pyc
of OPDs done is doctors and key per
very less (only staffs.
averagel6 patients —— month 1140000
per Doctor per OPD 1.22.2 | Incentivizing _ Rs
days during Aprilos- doctors on their| 5000
Nov 08, however the ggggggﬁ‘;%is FI;?_IV c
IPHS norms says
that the OPD should g;?ét'izr?é FP | per
be 40 per Doctor.) Kala-azar month
patients

1140000




treatment.

1.22.3 | Revising Duty | NA
rosters in such &
way that all
posted doctors
are having at
least 8 hrs
assignments pe
day 0
To make 1.24 | 5PHCs arelacking 1.24.1 | Ensure 24 hrs | Budget
functional 24 hrs new born car new born care | in
PHC (24hr services. services in 10 | child
x7days) for PHC. health
mdstllt_uthnal care
eliveries activity 0
1.27 | Only five PHCs 1.27.1 | Ensure 24 hrs 0
provides 24 hrs BEmoC
BEmoC services. services at 10
PHC
Training of one | 2000/- 20000
Doctor from Per
each PHC on | pocter
BEmoC.
Equipments for | 50000 500000
BEmoC per
facility
1.29 | 13 PHC does not 1.29.1 | Deputation of | NA 0
have laboratory 17 regular Lab
facilities on PPP tech at PHC
based srvices.But level for
except Mahnar all providing free
Phc have T.B lab of cost lab
Technician. In services to all
addition to this the pregnant
regular lab women and
technician has been BPL families.
deputed for this
purpose.
1.3 1.30.1 | Recruitment of | 6000/- 360000
5lab per
technicians as | head
required for
regular support
of lab activity
Training of TB | 1000/- 17000
lab technician | per
on other trainin
pathological 9
tests.
Purchase 5000 1020000
reagent(recurrin per unit
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g) for per
strengthening | month
lab.
Purchase of 50000/ 850000
equipments/ -per
instruments if | pHC
needed . Fund
could be rooted
through RKS
and if it is not
utilised it could
be diverted to
other women
and child
friendly
activites.
1.32 | Health facility with Establising one| 10000 120000
AYUSH services is Panchkarm Per
not being provided center in PHC
Chehrakala
PHC
Establishing 5000/- 120000
two each
homeopathy PHC
centers in for
Jandaha and .~
Vaishali medici
ne,
equipm
ents
and
Furnitu
re.
1.33 | Referral Services 0
1.33.1 | No pick up facility | 1.33.1.1 | Provision for 60000/ 13680000
for PW or BPL pick up & drop | -each
patients. pregnant PHC
mothers and
c per
BPL families month
free of cost
using existing
Ambulence
services at PHQ
level.
Provide EDD | NA 0
list of pregnant
women to
Ambulance
driver and
Number of
ambulance

diriver and 102
/PHC tel No to
all Pregnant

woment
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1.33.3 | Lack of maintenanc¢ 1.33.3.1 | Repairing of all | TEN 500000
of VEHICLE defunct VEHIC
VEHICLE LE @
rs
50000
per
VEHIC
LE
1.33.4 | Shortage of 1.33.4.1| Hiring of one in 2280000
ambulances ambulances as | each
per need. PHC
@ Rs
10000
Per
month
Prepare list of | NA 0
Vehicle those
are utilised in
Monitoring
work in PHC
that can be use
in pick up and
dropping
facility for PW.
1.34 | Quality of food, 1.34.1 | Assigning Rs 50 8550000
cleanliness mothers per
(toilets,Labour committees of | patient
room, OT, wards local BRC for | 5 into
etc) electricity food supply to 25
facilities are not the patients in .
satisfactory in any of govt’s approved patient
the PHC. rate. S per
day per
PHC
Rewiev of 0
Cleanliness
activity in all
PHC by Qulity
assurance
committee and
payment of
agency should
be link with it.
1.34.2 | Hiring of Two 1368000
workers for worker
cleanliness of | g per
OT and Labour | pyc
room in PHC for
maxim
um 30
days @
Rs 100
per day
by
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concer

ned
RKS
Purchage 50000/ 950000
equipments and each
uniform for PHC
cleanliness in
all PHC
Training of 2500/- 95000
Workers on per
using PHC
machine/equip | twice
ments and in a
importance of
cleanliness . year.
Develop NA 0
mechanism for
monitoring of
cleanliness
work
1.35 | All PHCs have their| 1.35.1 | Repairing of Rs 95000
own generator sets PHCs gensets | 5000
but are not in use. and initiating per
their use. PHC
1.7 | Non availability of 1.7 Printing of Rs 950000
HMIS formats and 50000
formats/registers an purchase of per
stationeries stationaries PHC
1.7.2 | Biannual NA 0
facility survey
of PHCs
through BHM
as per IPHS
format
1.7.3 | Regular NA 0
monitoring of
PHC facilities
through PHC
level
supervisors in
IPHS format.
1.8 | Operation of RKS: 1.8.1 | Ensuring Confec 114000
regular monthly tionary
meeting of costs
RKS. @ Rs
500 per
month
per
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PHC

1.8.2 Appointment | Nine 2808000
of Block Health | more
Managers, BHMs
Accountants in | gnd 6
all
institutions.(16 ?&rgu
PHCs, 3
Referals and ntants(
Sadar hospital.)| RS
18000
per
month
for
BHMs
and Rs
12000
per
month
for
Accou
ntants)
1.9 | Lackin uniform 1.9.1 Training to the | Rs 38000
process of RKS RKS signatorie§ 1000
operation. for account per
operation. particip
ant,
Two
particip
ants
from
each
PHC
1.9.2 Trainings of Rs 34000
BHM and 1000
accountants on| per
their | particip
responsibilities. ant,
Two
particip
ants
from
each
PHC
1.1 | Lack of community | 1.10.1 | Meeting with 5000/- 95000
participation in the community per
functioning of RKS. (School PHC
children or
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other)representi
tives on
erecting
boundary,
beautification
etc,

1.10.2

Meeting with
local public
representatives
Social workers
and mobilizing
them for
donations to
RKS.

NA

1.36

In serving
emergency cases,
there are maximum
chances of
misbehave from the
part of attendants, s
staffs reluctant to
handle emergency
cases.

1.36.1

Meeting in RKS
with Local
Police Station
incharge to
handle
emargency
situation .

NA

Training local
NCC/NYK/Sco
ut &
Guide/NSS
etc.volunteers
on
identification of
emargency
situation. And
deployment of
volentears at
PHC.

5000/-
per
PHC

95000

To make
functional
PHC (24hr
x7days) for
institutional
deliveries

1.37

Several cases of
theft of instruments,
computers, and
submersible pumps
etc at PHCs.

1.37.1

Insurance of all
properties and
staffs of PHC

Rs
10000
per
PHC

190000

1.38

No guidance to the
patients on the
services available at
PHCs.

1.38.1

Pictorial wall
painting on
every section of]
the building
denoting the
facilities and
attached traineg
volenters to
guide paitents.

Rs
2000
per
PHC

38000

1.39

Non friendly attitude

1.39.1

Name plates of
Doctors

Rs

38000
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of staffs towards the Displaying 2000
poor patients in Name per
general and women Photograph and pHC
are disadvantaged DOB of all staff
group in particular. of PHC and put
cleanliness staff
name on top of
the list.
1.41 | Lack of counselling| 1.41.1 | Thereare 22 | 1000 22000
services LHV in the per
district we can | person
utilise their
experience in
counseling
work of women
and adolecent
girls after
training.
1.42 | There is no hot 1.42.1 | Installation of | 100000 1900000
water facility for solar heater /-per
PW and there is no system and ligh{ pHC
adequate lighting with the help of
facility at adjoining BDO/Panchayal
area of PHC at PHC or
purchage
equipments
from market.
1.43 | Lack of convergenc¢ 1.43.1 | Convergence | NA 0
meeting by
RKS & DHS
1.44 | Lack of timely 1.44.1 | Orientation of | NA 0
reporting and delay the staffs on
in data collection indicators of
reporting
formats
1.44.2 | Puchase of Rs 624000
MOBILE for 10000
DPMU -3 and per
BPMU-36 with | nit+
maintenace. 500 per
month
1.44.3 | Puchase of Rs 1239000
Laptops for 35000
DPMU -3 and per
BHM-18 with unit+
internet facility. 2000
per
month
1.45 | Lack of space for 1.45.1 | Gardening Rs 95000
waiting, 5000
environmental per
cleanliness around PHC
PHC, provision for ™3 255 "Sjting Rs 95000
hospitality etc arrangement for 5000
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patients per
PHC
Construction of | 75000/ 1425000
patients waiting| -Per
shade PHC
1.45.3 | Installation of | Rs 1900000
LCD projector | 100000
for manage /- per
wait over time PHC
of OPD
patients.
1.45.4 | Installation of | Rs 190000
safe drinking 10000
water per
equipmentsiwatl pyc
er cooler,
1.45.5 | Apron with Rs 250 51250
name plates per
with every Doctor
doctors for
total
205
doctors
1.45.6 | Presence of NA 0
staffs with
uniform and
name plates.
1.45.7 | “MAMTA" Rs 75 4500000
should be per
appointed at | deliver
PHC level as y for
well. approx
60000
instituti
onal
deliver
y
To make
FRU 2.1 | C-SectiondeliverieY 2.1.1 | Deviop 500000 3500000
functional are not conducted ir SAMHO, PER
and institution. MANSURCHA | pHC
upgradation K, BIRPUR,
of PHC to GARDHPURA,
~ CHC for DANDARI,
institutional CHAURAHI
deliveries and
NAWKOTHI
PHC for C-

section facility
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2.1.2 | Training of 3 42000
MOs of 07 Doctor
PHCs in s from
mulltiskilling. each
PHC
@
2000/-
per
person
2.1.5 | Specialist NA 0
should be
posted at Sadan
Hospital/and
above mention
three PHC
2.1.6 | Incentive for C-| Rs 2100000
section to PHC | 25000
those who per
conducted 10 - | pyc
15 = 10000,15- per
20=20000, 25- month
30= 50000/,C-
section in a
month the
incentive
money should
be distributed
among all staff
of the PHC
after the
decision of
RKS.
2.1.8 | Need based List of 1900000
Equipments and Equpm
drugs in O.T ent
and Labour attache
room. d(1000
00 per
PHC)
None of the PHC Establishing 60000/ 180000
provides 24 hour blood storage | - Per
blood transfusion units at PHC
services, however Lalganj, Mahua
PHC Mahnar has & Rahopur,
been provided the
equipments for
blood storage unit.
Training of lab | 3 lab 3000
technicions on | technic
management of| jons

blood storage
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Infection control 2.2.2 | Licensing blood| NA 0
protocols is not at al storage / blood
maintained at all bank
facilities
2.2.3 Meeting 10000 30000
infrastructure Per
requirements as pHC
per norms for
Blood storage
2.2.4 | Training of Rs 38000
MO and lab 1000
tech/ staff nurse per
blood storage particip
on } ant,
grouping /cross| . .o
matching and -
management of particip
transfusion ants
reactions from
stabilized each
linkages with PHC
mother blood
bank.
2.2.5 | Provide free of | 20000/ 720000
cost Blood for | -for
pregnant each
heed blood | 1
nee
transfusion for Eneor nth
severe anemia/
PPH on
prescribed
through RKS
Fund
2.2.11 | Organize Blood| Rs 380000
donation camps 10000
at all institution | per
and mob_lllze camp
community for
per
voluntary blood PHC
donation
for
organiz
ing two
camp
annuall
y
2.3 | Welcome PW at 2.3.1 Provision of NA 0
Institution and PHC food for the
and FRU delivered

mothers and
mothers under
gone in
tubectomy in all

the health
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facilities.

2.3.2 Mobilize NA 0
community
Resources for
providing Free
food for PW at
Institution.
2.3.3 | Quality NA 0
indicators
(clean
environment,
wards with
clean linen,
clean toilets ,
clean labour
rooms, running
waters supply,
hot water and
safe water for
inpatients, new
born corners,
treatment
protocols,
aseptic
precautions,
immediate
disbursement of
JBSY funds
2.4 | Reporting of 2.4.1 | Training of Rs 95000
maternal death ASHA & ANM | 5000
Maternal death on reporting of | per
reporting is usually Maternal deaths pyc
not reported by and conduct
worker Verbal Autopsy
2.4.2 | Incentives for Rs 15000
maternal death | 50/-per
reporting by | matern
ASHA @ Rs al
50/-per
maternal death death
for
approx
300
matern
al
deaths
2.4.3 | Reporting line | NA 0

should be in
five columns —
name of
mother, place of
death, date of
death, cause of
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death and no. o
birth.

24.4

Institution and
urban center
also to report
Maternal death
to the district
CS/ACMO.

NA

245

Maternal Death
should be
reported by
ASHA, AWW,
ANM Staff
Nurse &
Doctors to the
district data
center .

NA

2.4.6

Investigation of
maternal death
by district team.
and third party
review(District
magistrate)

NA

2.4.7

Training of
ASHA and
investigation
team objective
and process of
investigation
and review of
maternal death

Rs
3000
per
PHC

57000

2.5

Biomedical waste
management is not
properly taken care
off at all institution

251

Procurement of
equipment

Rs
50000
per
PHC

950000

252

As per example
Introduce color
coded buckets
for facilities as
per IMEP

NA

To
strengthen
Janani
Suraksha
Yojana /
JSY

4.1

Tracking of
preghant women
from first Trimester
is not done form the
register.

41.1

Review of early
registration
with 3 AN
checkup ,two
TT.100/200
IFA Tab. in
ASHA Diwas.

NA

4.2

Too much
documentation
process. Photo
required for mother
and baby. It cost

42.1

Ensure 100
%Pregnancy
Test Kitis to
ASHA and
regular supply.

Rs 50
for
99000
pregna
ncies

4950000
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Rs.30/- to Rs.60/- . 4.2.2 | Direct transfer | NA 0
of funds from
district to PHC
through core
banking /
directly from
DHS
4.2.3 | Finger print NA 0
technology for
JSY
beneficiaries at
facility level
where computet
with internet
facility is
available. This
will help in
financial
monitoring.
4.2.4 | The photo Incenti 4950000
system should | yve to
be replaced by | ASHA
s<|)me o'Fher for rs
alternatives
like- bank g(\)/vpgr
account )
opening of openin
pregnant g of
women in first | bank
trimister and accoun
directaly t of
transfer the PW for
money to their | 99000
account after | pregna
delivery. ncies
Incentive for Rs 132000000
institutional 2000
delivery. per
deliver
y
To ensure 5.1 | Home Delivery is 5.1.1 | Home Delivery | NA 0
support of still prevailing should be
SBA at through untrained conducted by
home traditional Dai’s SBA trained
deliveries Staff Nurse or
ANM.
5.1.2 | Provision of NA 0
Dai Delivery
kit(DDK) to
TBA where
institution
access is poor.
And it should
be supervised
by ANM for
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home

deliveries.
5.1.3 | Delivery kit Rs 190000
(equipment, 10000
medicine)for per
ANM should be| pyc
supplied
5.1.4 | Supply of NA 0
delivery Kits as
per number of
deliveries
conducted in
home.
5.2 Reporting of home | 5.2.1 | Incentive based NA 0
delivery is not done system for
so the PNC is not reporting of
provided home delivery
by ASHA and it
should be
linked with
ANM
5.3 Non paiment of 5.3.1 | The JSY money Rs 500 16500000
Home delivery to the mother | per
through JSY who has home
delivered baby | qeliver
at Home paid
y for
by ANM. approx
33000
home
deliveri
es
To Infrastructure 0
strengthen 6.1 | Outof 338 HSCs 6.1.1 | Strengtheing of 0
HSC for only 39 are having HSCs having
providing own building own buildings
outreach
maternal 6.2 | Inexisting 39 6.2.1 | White washing | Rs 38000
care buildings 26 are in of HSC 2000
running buildings. per
comparatively in PHC
good condition, & 6.2.2 | Organize NA 0
are in unqler . adolescent girls
construction ,one is for wall
very poor_condmon painting and
and one is plantation./hire
constructed but not local painter
handed over to for colourful
health department. painting of HSC
walls.
6.2.3 | Listout all NA 0

services which

is provided at
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HSC level. On
the wall.

6.2.4 | Gardening in NA 0
HSC premises
by school
children.
6.3 | No one building is 6.3.1 | Mobilize Water 0
having running running water | rent for
water and electric facility from 39
supply. near by house if HSC,
they have bore Rs 100
well and water
storage facility per
and it could be month
on monthly from
rental.(Untied | untied
fund) fund.
Arrangement of| Rs 195000
water supply 5000
upto HSC per
(Wiring ) from | ysc
water source
To 6.4 | Lack of appropriate| 6.4.1 | Purchase of Rs 780000
strengthen equipments and Furniture 20000
HSC for ANM are reluctant Prioritizing the | per
providing to keep all equipmentlist | Hgc
outreach equipments in HSC | according to having
maternal service own
care delivery(for L
ANC /Family buildin
planning gs
/Immunization/)
6.4.2 Purchase of NA 0
equipments
according to
services
6.4.3 | Purchase one | Rs 3390000
almirah for 10000
keep all per
equipment HSC
safely and it
could be keep
in AWW /
ASHA house.
6.5 | Non paymentofrent 6.5.1 | Strengthening 0
of 300 HSCs for of HSCs
more than three running in
years rented
buildings.
6.5.2 | Estimation of | Rs 300 0
backlog rent per
and facilitate HSC
the backlog per
payment within month
two months for 36
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months

(State
fund)
6.5.3 | Streamlining Rs 300 0
the payment of | per
rent from the HSC
month of April per
09. month
for
12mont
hs( fro
m State
fund)
6.5.4 | Purchase of From 0
Furniture as per untied
need where fund
building is on
rent
6.5.5 | Prioritizing the | NA 0
equipment list
according to
service delivery
6.5.6 | Purchase of From 0
equipments as | untied
per need fund
6.6 | The district still 6.6.1 | Construction of | From 0
needs 135 more new HSCs. 39 | State
HSCs to be formed. are having own| Govt
building, 54 fund
new is proposeq
and rest 480 arg
supposed to be
constructed.
6.6.2 | Preparation of | NA 0
PHC wise
priority list of
HScs according
to IPHS
population and
location norms
of HScs
6.6.3 | Community NA 0

mobilization for
promoting land
donations at
accessible
locations.
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6.6.5 | Meeting with NA 0
local PRI
/CO/BDO/Polic
e Inspector in
smooth transfer
of constructed
HSC buildings.
To 6.7 | Non participation of| 6.7.1 | Biannual Rs 200 135600
strengthen Community in facility survey | per
HSC for monitoring of HSCs HSC
providing construction work through local | piannu
outreach NGOs as per ally
maternal IPHS format
care 6.7.2 | Regular NA 0
monitoring of
HSCs facilities
through PHC
level
supervisors in
IPHS format.
6.7.3 | Monitoring of | NA 0
renovation/cong
truction works
through VHSC
members/
Mothers
committees/VE
Csl/others as
implemented in
Bihar Education|
Project.
6.7.4 | Training of Rs 340000
VHSC/Mothers | 20000
committees/VE | per
Cs/Otherson | pyc
technical
monitoring
aspects of
construction
work.
6.7.5 | Quartely Rs 50 204000
Meeting of one | for TA
representative | tg
of VHSC
VHSC/Mothers membe
committges on | s for
construction .
work and other attendi
issues ng
monthl
y .
meetin
g at
PHC
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6.8 | Lack of community 6.8.1 | Formation and | NA 0
ownership in the strengthening ol
monitoring of VHSCs,
construction work. Mothers
committees,
6.8.2 | “Swasthya NA 0
Kendra chalo
abhiyan” to
strengthen
community
ownership
One week Rs 300 178500
Training of per
Nukkad Natak part|c|p
teamon IPHS | gt per
day for
85
persons
for 7
days
6.8.3 | Nukkad Nataks | Three 1525500
on Citizen’s days
charter of HSCS perfor
as per IPHS mance
at 339
HSCs
6.8.4 | Monthly NA 0
meetings of
VHSCs,
Mothers
committees
Human Resource
7.1 1.0ut of 29 7.1.1 Selection and | Honora 18864000
sanctioned post of recruitment of | rjum of
LHVs only 22 are 262 ANMs 262
placed, ANMSs
2.All 195 posted
ANM ® are not %508
trained enough to
deliver services. per
3. 223 seats of month
contractual ANM®, for 12
12 seats of months
contractual ANMs Honorarium of | Honora 14544000
and 27 seats of existing 202 rium of
Regular ANMs are ANMs existin
vacant. g 202
ANMs
@rs
6000
per
month
for 12
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months

7.1.2 | Selection and | Honora 1680000
recruitment of | rjum of
28 male 28
workers male
worker
S@Rs
5000
per
month
for 12
months
7.1.3 | Training need | NA 0
Assessment of
HSC level staffg
by BHM in
weekly meeting
7.1.4 | Training of Rs 492000
staffs on 1000
various services per
in the PHC, particip
ant
(Total
no of
particip
ants
262
new
ANMSs,
202
existin
g
ANMs
and 28
new
male
worker
s)
To 7.2 | The ANM training 7.2.1 | Analyzing gaps 0
strengthen school situated at with training
ANM Sadar Hospital school
Training campus, lacks 7.2.2 | Deployment of 0
School for adequate number of required
providing trainers, staffs and staffs/trainers
regular facilities 7.2.3 | Hiring of 0
training of trainers as per
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ANMs.

need

7.2.4

Preparation of
annual training
calendar issue
wise as per
guideline of
Govt of India.

7.2.5

Allocation of
fund and
operationalizati
on of allocated
fund

Rs
200000
ina
year

200000

To
strengthen
HSC for
providing
outreach
maternal
care

Drug Ki

t

Availability

8.1

No drug kit as such
for the HSCs as per
IPHS norms.(KitA,
Kit B, drugs for
delivery, drug for
national disease
control program
(DDT, MDT, DOTs,
DECs)and
contraceptives,

8.1.1

Weekly
meeting of HSC
staffs at PHC
for promoting
HSC staffs for
regular and
timely
submission of
indents of
drugs/ vaccines
according to
services and
reports

NA

No Drug kit for
AWCs(@one kit per
annum,) . No ASHA
kit, only need based
emergency but that
too being irregular

in supply

8.1.2

Ensuring supply
of Kit A and Kit
B biannually
through
Developing
PHC wise
logistics route
map

From
state
fund

8.1.3

Hiring vehicles
for supply of
drug kits
through untied
fund.

Rs 200
per
HSC
per
month

691200

8.14

Developing
three coloured
indenting
format for the
HSC to
PHC(First
reminder-
Green, Second
reminder-
Yellow, Third

reminder-Red)

Rs
2000
per
PHC

38000
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8.1.5 | Hiring of Rs 50 960000
couriers as per | per
need courier
for 200
courier
s for 8
days
per
month
8.1.6 | Payment of Fund 0
courier through | for the
ANMs account payme
nt of
Courier
S
should
be
transfer
red to
ANMs
accoun
t.
To Performance 0
strengthen 9.1 | Unutilized untied 9.1.1 | Training of Rs 100 67800
EriSi ;?r:g fund at HSC level signatories on | per
operatin
outreach U?]tied ft?nd 'f"oerrfv‘v’g
maternal account, book persons
care keeping etc for 339
HSCs
9.1.2 | Timely Rs 3390000
disbursement | 10000
of untied fund per
for HSCs HSC
per
year
for 339
HSCs
9.1.3 | Assigning a NA 0
person at PHC
level for
managing
accounts
9.2 | No ANC atHSC 9.2.1 | Identification of | NA 0
levelOnly 14.2% the best HSC or
PW registered in service delivery
first trimesterPW 9.2.2 | Listing of NA 0
with three ANCs is required

15.1%, TT1

coverage is 35.4%,

equipments and
medicines as
per IPHS norms

in facility
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survey

To
strengthen
HSC for
providing
outreach
maternal

9.2.4 | Honouring 5 ANM 47500
those ANMs in a
who devlope | year
women friendly per
H_SC _in(glj_ive_n PHC
criteria (list is .
attachet) social
honour
ing
with
one
shawl.
9.3 | Family Planning 9.3.1 | Gap NA 0
Status:-Any method identification of
43.6%,Any modern 39 HSCs
method-39.8%,No through facility
sterilization at HSC survey
level,IUD insertion -| 9.3.2 | Eligible Couple | NA 0
0.5%,Pills- Survey
1.5%,Condom- 9.3.3 Ensuring State 0
1.9%,Total unmet supply of Fund
need is 32.7%, for contraceptives
spacing-14.9,Lack with three
of counselling Skill. month’s buffer
stock at HSCs.
9.3.4 | One day Rs5000 95000
training of per
AWW/ASHA PHC
on family
planning
methods and
RTI/STI/HIV/A
IDS
9.3.5 | Training of Rs 190000
ANMs on IUD | 10000
insertion per
PHC
9.4 | HSC unable to 9.4.1 | Review of all NA 0
implement disease disease control
control programs programs HSC
wise in existing
Tuesday weekly
meetings at
PHC with form
6.( four to five
HSC per week)
9.4.2 | Strengthening | NA 0

ANMs for
community
based planning
of all national

disease control
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care

program

9.4.3

Reporting of
disease control
activities
through ANMs

NA

9.4.4

Submission of
reports of
national
programs by the
supervisors
duly signed by
the respective
ANMSs.

NA

9.5

80% of the HSC

staffs do not reside
at place of posting

951

Submission of
absentees
through PRI

NA

9.6

Problem of mobility
during rainy season

9.6.1

Purchasing Life
saving jackets
for all field
staffs

3 units
per
PHC at
the rate
ofRs
3000
per unit

171000

9.6.2

Providing
incentives to the
ANMSs during
rainy season so
that they can
use local boats.

From
untied
fund

9.7

Lack of convergenc

at HSC level

”

9.7.1

Fixed Saturday
for meeting day
of ANM,

AWW,
ASHALRG
with VHSCs
rotation wise at
all villages of
the respective
HSC.

from
untied
fund

9.7.1

Monthly Video
shows in all
schools of the
concerned HSC
area schools on
health,

nutrition and
sanitation
issues.

From
untied
fund
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9.8 | Lack of knowledge 9.8.1 | Training to the | NA 0

and skill of field field staffs in
level staffs in data filling up form
compilation in 6, Form 2,

HMIS formats Immunization

report format,
MCH registers,
Muskan
achievement
reports etc

9.8.2 | Printing of Discus 0
adequate sed
number of earlier
reporting
formats and
registers
To organise 10.1 | Out reach camps are 10.1.1 | Identifying NA 0
integrated not orgnised in plan Socially
RCH camps manner. It is totally Backward,
specially for based on demand of Slums & Maha
hard to orgnisation and Dalit Tolas.
reach areas, eventually it is not 10.1.2 | Hiring trained | Rs 2280000
isolated reported to alternate 10000
population respective HSCs angd vaccinator/ per
and Maha PHCs. retired ANMs | pHC
Dalit Tolas and Medical
. - per
officer .hiring month
vehicle for

fixed day out
reach camps
with drugs.

10.1.3 | Fixed day OPD| NA 0
clinics at APHC
level and
adjoining HSC
of respective
APHCs. with
dedicated MO
and support
staff.

10.1.4 | To make NA 0
calendar for
camps with datg
and identified
areas.and link
NGOs those
who are willing
to orgnise
Camps .

10.1.5 | Community NA 0
based reporting
system through
SMS. involve
PRI members
and training on
reporting and
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Camp approach

11

To improve
adolescent
reproductive
and sexual
health

111

No training
programme for
adolescent
particularly health
and sex.

1111

Multipurpose
counsellor can
be used for
adolescent care
For this serviceq
of LHV can be
used.and
callender of
activity could

be devloped.

NA

11.2

Preventions of
anemia in
adolacencent girls

1121

Linkage with
adolescent
anemia control
programme in
Schools with
Unicef. And
training to one
teacher from the
school

Rs
5000
per
PHC

95000

11.3

Marriage before
legal age.

1131

Sensitization of
PRI members
pertculerly
women

Rs
5000/-
Per
PHC

95000

114

Preventions of teen

age pregnancy and
abortion.

114.1

Adolescent
pregnancy
should be
addressed with
priority

care( eclampsid
3 ANC, anemia,
100 IFA, 100%
institution
delivery, low
birth Wight
baby, Brest
feeding.PNC
with in 48
hours.

NA

11.6

Limited
interventions for
empowering
adolescent girls

11.6.1

Family
counseling for
adolescent
pregnancy
tracking on
above
mentioned
through ASHA

and AWW.,

NA
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To improve
adolescent
reproductive
and sexual
health

11.6.2

State to develoy
and issue
guidelines for
implementation
of Kishori
MandalsFormat
ion of Kishori
Mandals by
registration of
all girls(11-18
yrs)

NA

11.6.3

Prepare a
monthly plan of
activities for
one day per
week

NA

11.6.4

Counseling
nutrition, health
and social
issues every
week at AWCs
by AWW

NA

11.6.5

Weekly
distribution of
IFA Tablets to
out-of-school
girls at AWCs

From
State

11.6.6

Deworming
adolecent every
6 months

Purcha
se of
12 lac
tablets

900000

11.6.8

Initiate family
schools for
learning child
care , safe
motherhood life
skills and
Family life
education

Rs
10000
per
School
s each
in each
PHC

190000

12

To provide
MTP
services at
health
facilities

12.1

MTP services are
not available in
Public sectors

1211

Selection of
facilities for
provision of
safe abortion
services

NA

12.1.2

Location of
facility
availability of
trained service
provider, space
equipments.

NA

12.1.3

To Provide
appropriate
equipments at
all facilities and

MVA syringes.

50000/
-per
PHC

950000
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12.1.4

Putting the
trained doctors
at appropriate
facilities to
commence the
services

NA

12.1.5

Training of
Medical
officers and
Para medical
staffs on Safe
abortion
services
training
including
awareness
about legal
aspects of
MVA/ EVA
and Medical
abortion by
IPAS .

One
doctor
and
one
ANM
from
each
PHC
@ Rs
2000

38000

12.1.6

Formation of
district level
committee
(DLC) to
accredit private
sites as per GO
guide line .

NA

12.1.7

Develop
reporting
system of MTP
services in
private and
public secter.

NA

To provide
MTP
services at
health
facilities

12.1.8

Through
training
program make
the govt doctors
skilled to
perform MTP in
the approved
sites.

NA

12.1.9

To Involve
community to
aware about
location of
services ,
process and
legal aspects of
MTP services
through -
AWW, ASHA
& ANM, LRG
and mass

media.(IEC)

Rs
5000/-
Per
PHC

95000
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12.1.10

The services of
Pregnancy
testing should
be strengthened
and it should be
linked with

MTP services.

NA

12.1.11

NGO’s and
local
Practitioner
should be
involved for
counseling and
information of
facility

NA

12.1.12

Assurance of
privacy and link
with family
welfare serviceg
counseling at al
facility.

NA

12.1.13

Linkage with
MTP services
with NGOs
(PPP) those
who are
working in Safe
abortion
services. and
create one
modal center at
district and
PHC level.

NA

12.1.14

Training of
ASHA on
medical
abortion.

Incorpa 0

roted in
ASHA
trainin
g

13

To
strenghten
Monthly
Village
Health and
Nutrition
Days

131

Nutrition and
Counselling
Component is not
visible in VHND
and there is no
monitoring of
VHND activity by
Community.

13.1.1

AWC should be
developed as a
Hub of
activities
(VHND)

NA

13.1.2

Develop an
activity plan
calendar for
VHND as

seasonality.

NA

13.1.3

Counseling of
mothers on
ANC,
preparation for
Child

care ,STI/RTI,

and AYUSH,

NA
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adolescent
Health

13.1.4

Organize
VHND in Four
Table concept
regularly where
One place is for
registration, ong
is for weighing,
one is for
immunization
and fourth is for
counseling

Bookle
ton
four
table
concep
t @Rs
5 for
10000
booklet
S

50000

13.1.4

Meeting of
VHSC and
preparation for
area specific
epidemiological
planning and
community
based
monitoring.

NA

13.1.5

Skill
development
training is
required to
ANM , ASHA
& AWW and
Dular (LRG)

Rs
5000
per
PHC

95000

13.1.6

Develop
monitoring plan
map of each
village and
displaced at
AWC with
identification of
priority houses
with PW,
lactating
women ,Malnou
rished children |,
New born,
DOTs and other
services

From
untied
fund

13.1.7

SMS reporting
system of
conducting
VHND and
ANM collect
Data from field
level and
compile it in
weekly/Monthl

y formats.

NA
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APHC Infrastructure 0
To form 1.3 | Out of 30 APHCs 1.3.1 | Registration of | NA 0
/strenghten only 16 are having RKS
APHC in own building
Phase
manner
1.4 | Existing 16 1.4.1 | Rennovation of | Rs 2850000
buildings are not APHCs 150000
properly maintained buildings from per
RKS Fund APHC
1.5 | Nonpaymentofren] 1.5.1 | Payment Of From 0
of 14 APHCs for Rent of APHC | state
more than three building fund
years
1.6 | Lack of equipments| 1.6.1 | Purchse of From 0
equipment as | state
per service fund
need from
RKS fund
1.7 | Lack of appropriate | 1.7.1 Purchase of From 0
furniture Furniture from | state
RKS fund fund
Human Resource 0
2.1 |inthedistrictnoany] 2.1.1 | Operationalisin | NA 0
APHC functioning g one APHC in
as per IPHS norms each PHC by
conducting
daily OPD by
Doctor and
support staff.
2.2 2.2.1 | Notification NA 0
from district for
oprationaliing
APHC
Drug Supply 0
3.1 | Nodrugkitassuch| 3.1.1 | Purchasing 23 | Rs 3800000
for the APHCs as listed OPD 200000
per IPHS norms., Drugs of PHC | /- per
for APHC PHC
for
OPD
drugs
for one
year.
RTI/STI 5.1 | No regular clinic at 5.1.1 | Trained service| Rs 34000
services at all PHCs & APHCs. provider on 1000/-
health syndrome for
facilities management of| T\vo
RTI/STI (As
per GOI guide Fr(e):ion
line) upto
APHC level. each
PHC
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5.1.2

Logistics of
setting of
clinics and free
drugs
availability

NA

5.1.3

Integrated
Counselling
services in four
public sector
facilities by
trained
personnel .

NA

5.14

IEC/BCC for
awareness
available
RTI/STI
services at all
health facilities.

Rs2000 380000

0 for
Per
PHC

Total

393724350
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Logical Framework
Impact indicators

Sl. Goal Sl.
1 1.1 Reduction in IMR
To improve 1.2 Child performance in the school - enrolment, attendence and dropout
Child health &
achieve child
survival
Sl. Objectives Sl. | Outcome indicators Sl. Strategy Sl. Output
indicato
rs
1 To increase 1.1 | %increase of ORS | 1.1.1 % of
ORS distribution . PHC
distribution initiated
from IMNCI
51%(DLHS3) and
to 80% HBNC
2 To increase % increase of training.
treatment of treatment of
diarrohoea diarrohoea within two
from 77.1% to weeks
90% within two
weeks
To increase % increase of
treatment of treatment of
ARI/Fever in ARI/Fever in the last
the last two two weeks
weeks from
82.2%(DLHS3) IMNCI,Home Based Newborn
to 95% Care/HBNC
To increase of % increase of infant No of
infant care with care with in 24hr of PHC
in 24hr of delivery . initiated
delivery from FBNC
29.7%(DLHS3) with
to 50% trained
MAMTA
on
facility
Strengthening of Facility based
Based Newborn Care/FBNC new
and trained workers on using born
equipments. care..
To increase % % increase of No of
of breastfeeding training
breastfeeding within 1 hr of birth . orgnise
from 33.8% to din
70% within 1 Infant and Young Child PHC on
hr of birth Feeding/IYCF IYCF
6 To increase % increase of
intiation of complimentry feeding
complimentry among 6month of
feeding among children.
6 month of
children from
88.3% to 90%
7 To increase % increase of
exclusive exclusive
breastfeeding breastfeeding among
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among 0-6
month of
children from
36.4% to 80%

0-6 month of
children .

8 To increase % increase of full
immunization immunization
coverage from coverage .
53.3% to 70%
9 | Toincrease vit To increase Vit A 1.1.3 Two
A coverage of reported adequte round of
received coverage among (9m Child
atleast one to 5ys ) survival
dose (9month Month
to 35 months) organis
from 67.3% to edin
80% and one
include up to 5 financial
years. Management of diarrheq, year.
ARI and Micronutrient
Malnutrition through Child
srvival months
10 To decrese % of decrese 114 No of
Malnutrition Malnutrition age VHND
form group of (0 to 5 yrs) orgnise
58%(NFHS llI Care of Sick Children and dvs
state ) to 30% Severe Malnutrition and Planned
of the age strenthen VHND at all AWCs .
groupof (Oto5 | 2.1 2.1.1 School Health Programme No Of
yrs) school
health
progra
mme
orgnise
din the
PHC
Sl. Strategy Gaps Activities Unit Cost Budget
IMNCI,Home . NA 0
Based Training Assessment of Training
Newborn Gaps(AWW- load and prepare
Care/HBNC 2308/2500,ASHA- calendar of training
0, ANM- Incorporate ASHA in NA 0
225/360,MO- IMNCI fraining team
55/94,Health
supervisors-
27,NGQOs-06)
ASHA kit regular supply
and incorporate use of
No ASHA is ASHA Kit in fraining
frained on IMNCI curriculum.
NA 0

Inadequate
monitoring of this
activity at field level

Division of area among
all frained supervisors for
revision of IMNCI activity

in their area.
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BHM will be responsible
for review of health
supervisor sand
LS(ICDS)on given
format.Unicef staff will
support in devloping
review mechanism in
PHC.

NA

Incorpate IMNCI reports
in HIMS formate

NA

Encouraging mother
regarding child care.in
VHND

NA

Frequent checkups of
babies by Paediatrician.

Distribute teliphone
number to AWW and
ANM of respective
doctors those who are
supervising them in the
field.

NA

Wednusday could be
fixed a day for IMNCI
related work at HSC level

NA

360000
0

Community based
Monitoring support
system devlop with SHG
in one PHCTraining of
Group membersseed
money to SHG for reffral
services and other need
based services.

Rs 100000 for
one PHC

100000

Facility Based
Newborn
Care/FBNC

only eight
institutions have
baby warmer
machines but
maintenance of
machine is not up
to the mark and
district having
referral six
bedded SNCU

All PHCs should be
equipped with baby
warmer machines.

Mobilizing nine
units from
UNICEF
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born care and

ANMs and Rs 5000/- for 5000
Doctors are not demonstration
trained to Training of Doctors and at District level
operate these ANMs to operate baby
machines warmer machine.
One Nurse 5000
from each
There is no Organize training PHC Cost will
provision of stay programme for newborn be 5000/-
of mothers of care for the nurses in the
neonates at PHC. district hospitals
Rs.5000/-for 5000
one time
District level Supporting training
supervisory team should
be devlope with the
responsibility of
nunfuctioning of
Neonatal Care neonatal care unit.
Unit not up to Training of team on
mark. monitoring of NCU
Training of Mamta and ¢ Rs 1500 for | 342000
. eam members
staff nurse on logistics of | to; each PHC
Non availability of New born Care units.by per month
“"MAMTA" at PHC district level supervisory
level. Team.
NA 0
Infant and Colostrum feeding and
Young Child breast feeding inclusively
Feeding/IYCF for six months. Through
IMNCI Training.
94 MBBS 225600
Baby friendly hospital @20000/ 00
Training of one doctor
from each Nursing
Non awareness of hospital at District Level
breast feeding Rs 20000/~ for | 20000
and proper diet training
of young Selection and recruitment of Programme
children. Doctors (SPL) on contractud|
basis and give priority in
selection those who are living
in same PHC.
71 Grade A | 639000
Accreditation of nursing Nurse 0
home and facility
according to norms of
baby friendly hospital
initiatives
Poor knowledge Development and 31 Grade A 538300
regarding new Prinfing of BCC nurse for
materials each PHC
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18 Dresser, | 972000

child feeding
practices one for each
Preparing adolescent PHC
and pregnant mother
on IYCF by IPC through
AWW, LRP and ASHA
18 x2 216000
. - Pharmasist 0
Linking JBSY with
colostrums feeding for each PHC
100/-per day| 918000
x 90 days for
Counselling and 102n8;§ge A
Myih g orientation of local
Vs onr priests, opinion leaders,
mlsck:)onciep ||ons fathers, mother in laws
N .T‘?UT. eor? by ICDS/ Health
b nl |?f|ondq functionaries in
reastteeding. mothers meetings and
exclusive breast VHSCs meetings
feeding and Folk performance to Included in 0
complementary promote exclusive maternal
feeding breast feeding health
Uniform message on 18 2590200
radio from state head | Accountant
quarter @ 12000/
Lack of 19 Data 171000
0
awareness on Organize social events | Center @
importance of through VHSCs 7500/
opproprio’re Strengthening of 18 BHM @ | 388800
and timely IYCF Mahila Mandal 18000/- 0
meetings- fortnightly
with involvement of
adolescent girl
Rs 2000 per 432000
month per

Organize healthy baby
shows, healthy mother
/ pregnant woman.

PHC

institutions.(1 SDH, 2

Appointment of Block Health
Managers, Accountants in a

Referrals and Sadar hospital.

4 BHM and 4| 144000
Accountants

0

Budget in
RKS head
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Programme

checkup camp for
children in schools should
be organized.

NA 0
Celebration of
“Annaprashan( Muhjut
thi) Day” at AWC
Demonstration of 22 BHMs | 44000
recipes.
22 BHMs, 22| 132000
Block
. Accountants
Equsure visits to and 22 Data
existing NRCs to Center
observe different operators
models in the country
Rs 1000000 400000
) o per unit 0
There is not a single Establish rehabilitation
Care of Sick < ' SIng center in district hospital,
) unit in the district
Children and where severly FRU and one PHC and
Severe malnurished children promote locally aviliable
Malnutrition
could be treated. food farmula for
nutritional Tharapy as
Hadrabad Mix
Procurement of ,ORS , 100000 ORS | 370000
Vitamin A packets at the 0
supplementation(9m to 5 gg:engESt (?f
years children) with De- ORS is not
worming pediatric IFA provided in Kit
syrup. A)
IFA syrup for
800000
children at rate
of Rs 4 per
There is high S— children
Management privlance of PEM and Include covrage of Vitamin A NA 0
of diarrhea anemia among and IFA,children in New HIMS
ARI and childrn because of format.
Micronutrient Child nutrition is least
Malnutrition priporty among ——
service providers. Insure two round of Vitamin A Rs 1500000 180000
and deworming for the age per round into
group of (Omto 5 yrs) & (2 yrs | two rounds( If
to 5 yers) respectivly in the Vit A is not
month of April And Oct as per | provided in Kit
GOl guide line. A)
Involvement of ICDS, NA 0
school teachers and PRI
for monitoring and
evolution
Half yearly health Rs 2000 per 38000
School Health PHC

No Pre School
Health checkup
& complete
Immunization
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card.

No training of 4.Payment from Rogi Kalyary Rs 20000 per 456000
school teacher samiti account. month per 0
for basic health (VEHICLE+OFFICE EXP.) PHC

care and
personnel
hygiene.
Quarterly meetings of NA NA
VEC representatives by
attending existing
meetings of VECs
representatives at block
No regular health level by the concerned
checkup camp MOICs and BHMs.
af school.
Linking existing 7 Mobility 190000
opthalmic paramedics | Supportof Rs
with this program and lgoHocofzfr

No Training & developing school wise | maving other

Screening of calender. blocks and
school’s teacher hard to reach

for eye sight test. areas.
School health anemia | Budget 0
No other specific control programme incorporated in
program has should be strengthened adﬁleejffnt
been formulated with biannually de
in the district. worming .
Organizing Rs 20000 per | 380000
competitions/Debates/P PHC
ainting
competitions/Essay/dem
onstration and model
preparation of nutritional
food and health.
Half yearly Health Printing of 100000
checkups and health | Health Card at
card of oII‘schooI going Tgeriea?(; Eﬁ
children. the children of
class 6 to 10
Films shows on health, Use LCD 0
sanitation and nutrition projector in
this activity.

issues
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Social science Lab Included in 0
activities. adolescent
health
Rally and Prabhat Phery Local 0
in epidemic areas. (Kala- 00”5?12220”/
azar & Malaria) Fund/VHSC
Referral system for the From RKS 0
school children for higher fund
medical care.
Total 113473
000
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Logical Framework

SI. | Goal Sl. Impact indicators
1 Population 1.1 | To decrease TFR upto replacement level
stablisation To increase sex ratio
SI. | Objectives SI. | Outcome Sl. Strategy Sl. Output
indicators indicators
2 To increase 2.1 | % increase in 211 211.1 % of
female female terminal/limiting
sterlization from sterilsation Terminal/Limiting Methods methods use
present 2.1.2 2.1.2.2 No of facilities
35%(DLHS3) to providing
50% quality manuals
) o on sterilization
Dissemination of manuals standards of
on sterilization standards sterilization
& quality assurance of services.
sterilization services
2.1.3 2.1.3.3 No of camps
orgnised for
Female Sterilization femgle .
camps sterlization .
214 2144 % of Female
Compensation for female received
sterilization compensation
2.15 2.155 No of IUD used
IUD camps in Camps
2.1.6 2.1.6.6 No of Private
providers
Accreditation of private accredlate. for
providers for IUD insertion IUD .Insertlon
X services.
services
3 Toincrease male | 3.1 | % increase in 3.11 3.11.1 No of NSV
sterlizationfrom male sterlization Camps
0.6%( DLHS 3) NSV camps orgnised.
to 2% 3.1.2 3.1.2.2 % of Male
Compensation for male received
sterilization compensation
3.1.3 3.1.3.3 No of Private
providers
i . accrediated for
o e
X services.
services
4 To increase use 4.1 | %increase in 41.1 4111 No of Condoms
of condoms from the use of distributed
1.9% (DLHS3) to condoms Promotion to Social through Social
5% Marketing of condoms Marketing.
4.1.2 41.1.2 No of Seminars
Orgnised on
Contraceptive Update Sggg;ceptlve
seminars )
5 To increase use 5.1 | % increase in 5.1.1 51.1.1 No of Pills
of pills from the use of pills distributed
present Promotion to Social through Social
1.5%(DLHS3) Marketing of pills Marketing.
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among current
married women
age 15-49 yrs to
5%

Sl. Gaps Activities Unit Cost Total Budget
Strategy
Ensure one MO Rs 20000 380000
trained on minilep
and NSV up to PHC
Lack of Training of nurses and | Rs 10000 190000
Terminal/Limiting knowledge of ANMSs on IUD and
Methods small family other spacing
norms. methods at PHC level.
Ensure availability of Rs 500000 9500000
contra ceptives per PHC
(indenting , logistic
Trained doctors on Above 0
mentioned
laparoscopy.
Female Laparoscopy Procure Laparoscopy | RS 100000 1900000
Sterilization surgery not equipments for per PHC
camps done. trained doctors
Training of doctors Mentioned 0
needed. above
Procurement of Mentioned 0
equipment. above
Trained
NSV camps doctors are
not available.
Immediate Rs1000 3800000
Fund for .
Compensation Compensation disbursement of each for
for female for sterlization is incentive after 25000 male
sterilization not aviliable on sterilization camps. and 5000
time at facility. female
operations
Compensation Logistic planning is NA 0
for male needed before
sterilization organizing camps.
Block Health manager | NA 0
can hire one support
staff for logistic
support.
Immediate Discussed 0
disbursement of earlier
incentive after
sterilization camps.
Logistic planning is NA 0

needed before
organizing camps.
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Block Health manager | NA 0
could be hire one
support staff for
disbursement for
logistic support.
Accreditation of NA 0
private nursing home.
As per GOB
Camps not Training of ANM & Discussed 0
IUD camps P staff nurse for IUD earlier
held : .
insertion.
94 MBBS 22560000
Procurement of IUD. @20000/
Selection and recruitment Discussed 0
No of Doctors (SPL) on earlier
Accreditation of accreditation co'ntr'ac_tual ba5|_s and give
private providers of private priority m.s.ele(?tlon those
for IUD insertion oroviders for who are living in same
services IUD insertion PHC.
. Accreditation of 71 Grade 6390000
services - .
private providers for A Nurse
IUD insertion services.
As per GOI guide
lines.
Social marketing of 31 Grade 53010000
need based OC & Qarélrjlrls::)ergr
Monitoring of IUD.
Social Marke.ting Social Mar.kiting Increasing access to 18 Dresser 972000
of contraceptives is not monitored . one for
by PHC. contraceptive
through communities | €ach PHC
based distribution
system free of cost.
seminars for MO and | 18 x2 2160000
other through Pharmasist
Professional bodies for each
(FOGSI. BMA, Nursing | PHC
association etc..on
100/-per 918000
Contraceptive Not being day x 90
Update seminars held. Copper-T 380-A days for
should be 102 grade
popularized. A nurse
Awareness for NA 0
emergency
confraceptive.
Total 101780000
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4.6 Kalaa Zar

Gaps Issues Strategy Activities Unit Cost Total
Budget
Poor Vector To
coverage of | control | increase the
DDT spray through | coverage of
insecticide | DDT spray in
spray in the the endemic
attack area zone , there
should be
%rgr?i(taéring by 1. Ensure planning for timely spray
the DDT in Feb-March and May-June for 40
. days in each block
supervisors,
capacity
building of the
sprayer,
supervisors
and other
healthcare
professionals NA 0
Monitoring of o ) Rs 50 for
the spraying 2. Identlflcatlon of Houses with Kala-1229 villages
squad by | &zar patients by ANM & ASHA @ 50/twice in a
MOIC per village. year 122900
3. Two round of spraying scheduled in
Feb-March and May-June should pe
strictly observed NA 0
4. DDT spray should be at the rate|of
1gm/sq. meter upto the height of 6 feet, NA 0
Lesstime | Training and | Regular capacity building training on | Rs 5000 per 95000
spent on capacity prescribed module for the sprayerto | PHC
spraying building for ensure that every corner of the house is
DDT proper properly spraye upto heigth of six feet
spraying from ground level.
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Poor Regular Fund allocation and timely release for ;| Rs 150000 150000
condition | checking of maintencae of old sprayer pumps, for the
of Sprayer, | the spraying | Puchase of new pumps and other articledistrict
pump and | pumps for needed- buckets, mugs etc.
nozzles etc| better
No of functioning
Pumps and timely
available- | replacement o
266, No of | the faulty
pumps pieces.
required-
20, No of
bucket
savailable-
421, No of
buckets
required-
167, No of
gallon
available-
102, No of
gallon
required-
45, No of
pond
measure
available-
119, No of
pond
measure
required-
28, .
Inadequate| Making Ensure adequate Stock of DDT through DDT
stock of available DDT| proper & timely indenting to improve theCarriage
DDT, DDT | during guality of spray
available- | spraying
41mt, DDT | round
required-
33mt 30000
Faulty Appropriate Fund would be allocated for regular 147SFW x
payment | fund payment of wages (147 SFW to be usgdRs113 x 40
plan allocation for | and 735 FW to be used for monitoring | days
the payment of and spraying work)
the spraying of
DDT 664440
735FW x Rs
92 x 40 Days 2704800
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Poor rate of | Early Case detection Increase efficiency of case detection | Purchase of
case diagnosis | rate should be| through training of Community workers 50000 units
detection of | and increased with| on signs and symptoms of Kala-azhy: | of RK39 @
Kalazar treatment | appropriate three weeks persistent fever not Rs 25 per
through diagnostic test| responding to antibiotics, malaria being unit
PHC excluded, with palpable sple@hEnsure
system availability of aldehyde test at PHC level
3) Purchase of RK 39 kit for detection of
Kalazar
1250000
Reduction Early 1. Ensuring availability of Purchase of
of kala- | diagnosis and| Amphotericin at all level 10000 vails
azar treatment of
mortality | through PHC Amphotericin
and system B @ Rs 65
morbidity per unit 650000
Loss of wages for KZ patients(case Rs 50 for 22
detection in year 2007-3275) days for 3200
patients 3520000
2.  Replacing of medicines on priorityNA
based 0
3. Training of ANMs and ASHA for IM | Rs 5000 per
injection PHC 95000
Lack of Monitoring Preparation of Monthly visit plan for | Mobility
monitoring and supervision :- Checking spraying | support for
and supervision | schedule- For supervision & treatmenjt €S, ACMO
supervision mechanism follow up and DMO
mechanism,
45000
Mobilty for
MOIC 19x
40days x Rs
100 76000
Mobility for
supervisor
33x 40 daysx
Rs100 132000
Office expenses 25000 for the
district 25000
Lack of Increasingl Community | 1. Fund allocation for training activities|  NA 0
a;g)(r:%pgate aW?(r)?ness [?Fa]r:;ccllpayon 2. Identification of NGO/PrivateNA
: Ucing | partner as trainer 0
Community i i P
e prevention| mortality and __ NA
Mobilization. | "¢ kaja- | morbidity | 3- Knowledge sharing with the
azar due to Kala- | community on signs and symptoms of
azar Kala-azar through VHSC 0
4. Training of VHSC/PRI and NA
community health worker on sign &
symptom of Kala-azar 0

Page 124 of 172




NA
5. Regular monitoring of IEC activitigs 0

6. IEC activities through nukkad natak,| RS 20000 per

kalajatha mass media like radio etc PHC 380000
7.Activity for survillance like polio NA

survillance 0
8.Wall painting of Tretment protocole ﬁte)z%\{iec})ned

and provisions for pateints in PHC in

Hindi. 0
IEC van for each PHC 16x 40x 750 480000
Total Budget 10420140
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4.7Blindness

Gaps Issues Strategy Activities Unit | Total
Cost Budget
Lack of adequate eye surgeon andStaff Recruitment Recruitment of | Already
staffs in the district.Only 4 eye | shortage Eye Specialists | discussed
surgeons are posted in the district and surgeons n
out ofwhich one is on deputation o on contractual | maternal
the other district. basis. health
0
Recruitment of | Only 4 in
Opthalmic the
. . Assistants on current
Only 7 Opthalmic Assistants are contractual year @
posted in the district,however the basis. Rs 8000
requirement is 19. per month 384000
Most of the doctors and staffs arel Untrained Capacity building | Training of Rs 10000
not trained enough on new IOL | staffs Doctors on IOL | per
tehniques technique person for
5 person
50000
Training of Rs 5000
Opthalmic for 4
Assistant Opthalmic
assistants 20000
In the Year2008-09 only 66 Low |ncreasing no of Organising Rs750 per | 2250000
Cataract operationshave been achievement camps Operations at operation
done by the Govt facilities and District level for 3000
1763 bythe private facilities(till Nov operations
08).In the year 2007-07,altogether
1945 surgeries were performedout
of 3000 and in the year 2007-08
2966 surgeries have been
performed.
Accreditation of
Nursing Homes
capable of
doing Cataract
PPP surgeries NA 0
Establishing Rs 500000
another 500000
Cataract
Operation
Center at PHC
Lalganj
Purchase of
equipments

and medicines
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Lackof Awareness Assigning
awareness | building LHV/Supervisor
counselling
Lackof awareness among work
community regarding cataract
blindness and its treatability. NA 0
Fear of eye operation. Organising eye
screening
camps in
villages/
schools NA 0
IEC on cataract | Rs
and its facilities | 100000 at
Lack of Education among the district
masses about the existing level
facilities: Need of wide
publicity. 100000
Poor coordination between the Meeting with
health functionaries and the Local NGOs
voluntary organisations resulting in onthis issue
less cataract surgeries.
InvolvingNGOs NA 0
Arrangement of | Rs 10000
carrying per PHC
patients to the
Lack of Operation
Lack of adequate referraladequate ;‘Z?f?fkiﬁgd
services to take care ofeferral Strengthening them back
complications. services referral system homes 190000
Monitoring and Mobility support | Rs 10000
follow up for Visiting per PHC
homes of the
Monitoring patients to
o manage any
Lack of monitoring and follow and follow post treatment
up up complication. 190000
Developing
records of
cataract cases
fromOPD
registers at
PHC level NA 0
Total 3684000
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4.8 Leprosy

Gaps Issues Strategy | Activities Unit | Total
Cost | Budget
- Existing PR of the district is
1.1 and the target is only 1, so
the existing program
performance is good.
«  Lack of awareness is still a'I&ack of Awarengss IEC on Leprosy Rs 5000 95000
problem with the Leprosy” Wareness | generation per PHC
Program as most of the cases jare Inayear
detected accidentally.
. Inadequate staff, Only pLack of Staff Recruitment of 11Rs 924000
supervisors and 11 Non MedigaHuman Recruitment supervisors 7000per
Assistants are working while theResource in contract SUperisor
requirement of Supervisor is 17 basis o ih
and that of NMA is 33( One
NMAeach in each APHC)
e There is no active Strengthen| Orientation of MOs and
involvement of the Medical Health Care staffs on Leprosy
officers at sector and Block Services
levels. NA 0
e Lack of PHC staff
involvement. No manpower
support, Case validation, to have
check on wrong diagnosjs
and re registration NA 0
Prompt and early
detection of the cases fo
avoid deformity ang
disability, NA 0
Rs2000
Ulcer care foot wareper PHC
reorientation training of
medical & para medical
staff. 38000
No lab testi_ng facility in the Infrastructure Establishing Establishing Lab alt rs
district Gap Lab district level 200000 | 200000
Rs 1000 12000
Recurring  expenditurgP®’
. month
like reagents
Lack of monitoring at all level Monitoring Increasing Updation of master
Gap mobility | register NA 0
- RS 3000
Mobility ~ support  for| per
DLO month 36000
Rs 2000
per
Office expenses month 24000
Total 1329000
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4.9 T.B.

Indicators Gaps Activities Unit Cost Total Cost
Lack of well Development and Renovation of
equipped/Designed DMCs with proper water supply | Rs 5000 per
Microscopy Centre and Electricity connection PHC 95000
Microscopes of many EZCS:OOOO per
Infrastructure | Designated Microscopy
Centers(DMC) are not Supply of New binocular
functioning Microscopes 950000
Special Training to Lab
Poor Maintenance of Technician/Microscopist for
Microscopes maintenance of Microscopes NA 0
Many DMCs are closed
due to lack of
Microscopist/Lab Recruitment Process should be
Technician followed. NA 0
Rs8000 per
month for 20
Honorarium for 17 TB technicians for
HR technicians 12 months 1920000
Constraint in selection
Process of new Staffs by | Obstacle in recruitment Process
the District Health Society | will be rectified. NA 0
Rs 50 per
Remuneration of Pvt DOT DOT.? ¢
Providers has not been Problems in payment of g(r)%v'wﬁisor
paid remuneration will be solved 25000
Irregular supply of Drugs | To ensure regular and adequate | From state
specially of Pediatric Drug | supply of drugs and other budget
Boxes (PC-13, PC-14) Laboratory materials 0
Proper care should be taken
Supply of short expiry regarding short expiry drugs.
drugs which causes Short expiry drugs may be used
difficulties in drug where there is large number of
management patients having DOTS. NA 0
Drugs and Poor Retrieval of Drug
Chemicals Boxes of Defaulted Retrieval of Drugs may be
patient ensured by STS. NA 0
Irregular supply of slides Proper supply of Slides and Rs 2000 per
and other Chemicals and | other Chemicals should be PHC per
other logistics ensured month 456000
Constraints in purchasing of NA
Delay in purchasing of Chemicals and other logistics
chemicals and other will be removed. Official Process
logistics at District level will be simplified. 0
Service and montoring of programmes. |
Performance Poor quality of DOTS will be ensured. 0
ANMs providing DOTS at NA
the HSCs do not visit the
Center on DOTS day
resulting irregular intake of | Motivation and Sensitization of
drugs by the patient Staffs by Refreshment training
causing poor Cure- rate. on friendly behavior with patient 0
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Proper counseling of patient NA
should be done regarding
Due to irregularities in importance of DOTS and
DOTS cases of MDR TB importance of Follow-up Sputum
may be increased examination 0
Not friendly behavior of Discussed in
- maternal
Lab Technician and other health
staffs with patient who
comes for sputum Appointment of a Counselor at
examination or for DOTS all PHC 0
Poor Case Detection i.e., NA
<70% 0
Poor Cure Rate i.e., <85% | Organizing Community meetings | NA 0
High Default Rate NA 0
Medical Officers should take NA
care of referring all chest
symptomatic patients for sputum
examination 0
Proper Follow-up Schedule NA
should be maintained 0
Proper care for side effects of NA
drugs. 0
Total Budget 3446000

Page 130 of 172




4.10 Filaria

Gaps } Strategy Activities Unit Cost | Total
Budget
It affects mainly 1. Single Line listing of the cases
the economically dose DEC mass NA 0
weaker sections therapy once a yedrPurchse of equipments | Rs 500 per
of communities in identified blocks | for the management of | HSC for 288
Filaria cases like towel, old and 179
and SeleCt?d DEC Bucket, soap, mug etc new HSCs
treatment in
filariasis endemic 33500
areas. DEC distribution through | Rs 100 for all
AWCs and paying hon to | 2308 AWC
AWWs for this.
230800
Purchse of DEC Rs 300000 300000
Training to AWWSs/ASHA
on DEC distribution and
filaria case management
Rs 2000 per
PHC 38000
Result in low Meeting with VHSC
priority  being members
accorded by
governments for
the control of 2. Continuous
lymphatic use of vector
filariasis. control measures. NA 0
Low Detection ang
effectiveness of treatment of microf
the tools used by Filaria carriers,
the control treatment of acute and
programme chronic filariasis. NA 0
4. IEC for | Wall paintings Rs 2000 per
ensuring PHC
community
awareness and
participation in
vector control as
The chronic well as personal
nature of the protection
disease measures. 38000
Total budget
840300
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4.11 INSTITUTIONAL STRENGTHENING

Logical Framework

Sl. | Goal Sl. | Impact
indicators
1| Toimprove 1.1| Improved service delivery for women and childraeridly with quality
institutional
setup as per
IPHS norms
2| To bring
required
architectural
correction in the
Institutional
System
Sl. | Objectives Sl. | Outcome Sl. | Strategy Sl. Output indicators
indicators
1 | Tostrengthen | 1.1 | Noand Type | 1.1.1| To enforce 1111 % decrease in sex
NGOs of MOU PNDT Act and selective abortions.
Partnership/ PPP signed to increase sex % increase in birth
for between NGO ratio of female of female babies
communitization and DHS/RKS child ( delivery registers)
of Health for ) 1.1.2| To make Publig 1.1.2.1 No of cases
services . Strengthenlng Private Supported by
of - Partnerships for referral transport
communitizati referral system under PPP.
on of health transport, IPD 1122
servies and care canteen |~ << | No of canteen
NGO facility, STD faqlllty fu_nctlonal
partnership/ booth and other atinsttutional
PPP in place routin facility facility level.
where it is not 1.1.2.3 No of STD booth
functional. and other routine
facility carried out
under PPP.
1124 No of cases
supported and
payments made by
RKS/ DHS to BPL
families in availing
these services
1.1.2| To develop 1.1.2.1
partnership with
NGO
Programmes in
the districts No of partnership
with NGO for
programme
implementation for
MCHN
IR BR:PR 172

supplimentation,
national programme



specially Kalazar
elimination

Strengthen 1.1.2.2
Logistics No and % of drug
management & equipments
system for available and
regular supply supplied ( stock
of Drugs and ledger)
equipments
Devlop a strong| 1.1.2.3
Monitoring & Regular monitoring
Evaluation / and evaluation
HMIS System reports
in all PHC
3 | Todeviop IEC | 3.1| No of IEC 3.1.1| Establising BCQ 3.1.1.1
and BCC and materials and training Functional BCC
Training support developed and cell at District & cell at DHS/ RKS
system . BCC event BPHC level level
carried out
No of training Net working 3.1.1.2 No of folk media
support system with folk media team engaged in
developed team BCC activity. Type
and No. of BCC
event oragnised
4 | Tostrengthen | 4.1 | No of ASHA |4.1.1| Develop ASHA|4.1.1.1 ,
. Establishment of
ASHA support capacities support System ASHA supbort
System in all PHC(One PP
. system at DHS and
persin per 20 RKS level
ASHA)
4.2 | No of actvities| 4.1.2| Strengthening | 4.1.1.2 No of RKS having
carried out by RKS monthly meetings.
RKS 41.1.3 % of untied fund,
JSY fund, referral
transport etc
utilised
Sl. | Strategy Gaps Activities Unit Cost | Budget
To enforce No registration Registration ang NA
PNDT Act and of ultra sound monitoring of 0
to increase sex clinic. ultra sound
ratio of female clinic.

child
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MTP clinic NA
should be
watched for 0
termination of
pregnancy
following USG.
IEC on PNDT | Rs 5000
act per PHC 95000
To make Publig Out sourcing NA
Private of services is
Partnerships for not as per the
referral need of local District /PHC
transport, IPD Need and BPL level managers 0
care canteen families are should be aware
facility, STD not exampted about the TOR
booth and other from Fee of of PPP which is
routeen facilty out source finalized at
where it is not services State level.
functional. Build the NA
capacity of
manager to 3600000
manage
contracts of PPRP
At present 10 Accreditation | NA
PHC are of institutions
working with and to set
average 10 standards, an
delivery per institute of
o s metent| | paramecical
Ep sciences may be
operation/emerg started in the
ency operation state. This
and 150 OPD would create 0
per day in each more
PHC. This huge employment
workload is not opportunities in
being addressed addition
with only six availability of
beqlg inadequate para medical
facility.
personnel for
absorption into
the government
health system.
Devlop Non NA
partnership with involvement of
NGO NGO in F.P
Programmes in programme,
the districts Institutional 0
delivery,
Blindness
control

listing of NGOs
those who are
working in

F.P ,MTP,progr
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control
programme.

Accreditation of| NA
these facility
from state
programme. Health Socity.
There is no Process of NA
MOU with MOU should be
NGO/VO/indi dicentralization
viduals for and it should
Donation and oprationlise
voluntary through RKS.
support in
PHC
Strengthening ASHA NA
of DPMU Programme
manager
NGOs facilitate the
Management NGO
aspects is oneg management
of the area of process in the
improvement district and
ASHA
Faclitators will
be managed at
the PHC level
Honourarium to| Rs 30000 1332000
DPM, pm for
DPM(ASHA), | DPM, Rs
DAM and 28000 pm
Dist M&E for
Officer DPM(AS
HA), Rs
28000 pm
for DAM
and Rs
25000pm
for Dist
Mé& E
Officer
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Capacity
building training
programme for
NGOs office
bearer with the
help of
professionals
on linkage with
health system
strengthening
component.

Rs 5000
per PHC

95000

Mentoring
Group at district
level.

94 MBBS
@20000/

22560000

Selection and
recruitment of
Doctors (SPL) on
contractual basis
and give priority
in selection those
who are living in
same PHC.

NA

There is no
any VHSC in
the district.

Co-ordination
with community
based
orgnisation at
SHG, LRG,
VEC, ,PRI for
VHSC
formation.

71 Grade
A Nurse

6390000

Capacity
buiding of

Managers and

Doctors.

Expoure visit of
DPM/BHM
IASHA DPM/
selected ASHA
to other state
where facility is
comparatively
working better.

31 Grade
A nurse
for each
PHC

53010000

To start DNB
(Family
Physician) 3
year course in
the district

hospitals.

18
Dresser,
one for
each PHC

972000
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ASHA/ AWW
career
advancement
programme may
be planned to
retain them in
the system.
Seats in the
ANM course,
staff nurses
and other
paramedical
courses may be
reserved for the
qualified
ASHAs

18 x2
Pharmasi
st for
each PHC

2160000

Prepration of
dicentralised
District Health
Action Plan

First time five
members of
the districts
were trained
on DHAP
prepration

Trainings of
DPMU,BPMU
members on
implementation
of services/
various National
program and
district Health
action Plan
through distance
education

100/-per
day x 90
days for
102 grade
A nurse

918000

Start prepration
of plan from the
month of
October with
situtional
anlysis,Facility
survey, line
reporting systen
and qulitative
finding from
Community and
users of facility.

Rs 50000
for the
district

50000

Devlop a strong
Monitoring &
Evaluation /
HMIS System in
all PHC

Monitoring of
all programme
is one of the
weakest link of
all programme

Lack of
Supervisers in
all PHC

Distribution of
role and
responsbility
among MO and
Managers of
programme
implementation.

18
Accounta

nt @
12000/

2592000
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Lack of skill
of use of data

Community is
not aware
about
monitoring
aspects of
Health
Programme.

Use Process 19 Data 1710000
indicatore as Center @

monitoring of | 7500/

respective

programme.

Devlop 18 BHM 3888000
Programme @

review calander| 18000/-

for review of

HSC/PHC

performance as

per form 6 & 7

Gradation of NA 432000
Health Sub

centers in three

categories.

Appointment of | 4 BHM 1440000
Block Health and 4

Managers, Accounta

Acc_ountant?lin al nts

institutions. -

SDH, 2 Referrals Ellidsgﬁteg]d

and Sadar

hospital.)

Social NA 0

recognition of

Grade one

ANM.

Devlop four 22 BHMs 44000
potentioal

VHSCs in all

PHC on

Community

based

Monitoring of

Health and

Nutrition

programme.

Organise"JAN | 22 132000
ADALAT" in BHMSs,

with PRI & 22 Block

VHSC and Accounta

invite nearby nts and

VHSC to 22 Data

observe thr Center

process of "JAN| operators

ADALAT"
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Devlop Health
and Nutrition
Report Card by
using growth
monitoring
chartsof Village
and present in
"JAN
ADALAT" By
VHSC

Rs 2000
in each
PHC

38000

Strengthen
Logistics
management
system for
regular supply
of Drugs and
equipments

There is no
system of
logistic
management
of Drugs and
other supply at

any level.

Only vaccine
supply
management is
comparatively

\"ZJ

Weekly meeting
of HSC staffs at
PHC for
promoting HSC
staffs for regular
and timely
submission of
indents of
drugs/ vaccines
according to
services and
reports

NA

stronger than
other logistic
work.

Hiring vehicles
for supply of
drug kits

Rs 20000
per PHC
per month

4080000

Hiring of
courriers as per
need

Discussed
in
maternal
health

180000

Developing
three coloured
indenting format
for the HSC to
PHC(First
reminder-Green
Second
reminder-
Yellow, Third
reminder-Red)

Discussed
in
maternal
health

Training of all
ANM and Stock
keepers on
Indenting and
Logistic
Management.

Rs 5000
per PHC

85000

4.Payment from
Rogi Kalyan
samiti account.
(VEHICLE+OFF

ICE EXP.)

Rs 20000
per month
per PHC

4560000
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Establising BCC
and training cel
at District &
BPHC level

There is not ag
such
disignated pos
for BCC and
Traning at the
district and
PHC level

t

ASHA
Programme
manager
facilitate the
process of
traning and
BCC in the
district and
ASHA
Faclitatore will
be managed at
the PHC level

NA

Devlop resoure
team at District
Level.

NA

MOU with
Local NGOs for
logistic
management of
training and
Devlop issue
wise Master
trainers in
district

Na

Deviop ASHA
support system
on one
person/20
ASHA for on
the job training
of AHSA and
AWW

NA

Net working
with folk media
team

There is no
BCC
management
unit at Distrct
Level

Identify Health
Communication
orgnisation for
identification of
BCC issues as
per need of
District.

Discussed
in child
health

MOU with
orgnisation for
formative
reaserch .

NA

Devlop
IEC/BCC
material based
on Findings of
formative
reasrch

Discussed
in child
health

Printing of IEC
and BCC

Discussed

in child
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material health
Training of Folk| Discussed
Media group on| in
IEC/BCC maternal
material health
Planning of NA
performance
route chart of
Folk media
Group
Monitoring of | NA
performance
through SMS of
PRI members
Impact analysis| NA
of Performance
by Orgnisation
Strengthening RKS are not Ensure NA
RKS uniformally ragistration of
functioning in RKS of all
the district functional
APHC
Training of Discussed
RKS signatory | in
and BHM on maternal
financial health
Management of
RKS
Presentation of | NA
case study of
functional RKS
in district level
Meeting.
Strengthening Poor Appointment of | Rs 12000 2736000
community monitorinng PHC level per
process through mechanism of ASHA Facilitato
supportive ASHA facilitator r per
supervision of program month for
ASHA program 19
facilitator
Provide training Rs 250 5985000
cum supervisory per
support @ one | superviso
supervisor for | r for 133
20 ASHA superviso
rs for
maximum
15 days
ina
month
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Training of Rs 250 45000
DPM (ASHA) , | per
Facilitator and | participan
supervisors at | t for three
block level. days for
180
participan
ts.
Media Wrong and Media Rs 5000 20000
Sensitization provocative Sensitization per
Reporting work shop Quarter at
Having district
baseless News. level.
Total 119149000
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4.12 HIV/IAIDS

Issues

Strategy

Activities

Unit Cost

Total Budge

1. Program
Management
System,
District
HIV/AIDS
action Plan,
District AIDS
prevention and
control unit,
Strengthening
the evidence

Recruitment

Deployment
of personnel

District Coordinator

base for 264000
program M&E officer
tracking : . 162000
progress Office Assistant
96000
Refurbishing | Lmsm 20000
Recurring 84200
Expenditure
Travel 170000
2. DACC Rs 1000 per month 12000
Strengthening Meeting
systems for
service delivery | Meetings
-PPTCT
Dist level Rs 2400 per month
HIV program
- Pediatric Review
AIDS meeting 28800
- Prevention BHMs
(ICTCs, meeting
Condom
promotion) Rs 6400 6400
- Protection, Consultation
care and meeting
support for
children
affected by
HIV/AIDS 9600
Meeting with
PLHA 27600
Partnerships a| Meeting
all levels \I;v;?zcipals of
(cor.nm.unlty, Govt.,High
district, Schools for
networks, AEP 25600
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different Govt Two days
departments, refresher
civil society, Training of
positive Nodal
networks Teachers/
Master
Trainers of
Trainings AEP 74000
One day
Meeting of
district level
medical
professionalg 10000
Behaviour One day
Change Link Worker
communication Conferenc e
at district
level ( Youth
Camp) 100000
LAKSHYA World AIDs
(Link Workers day
—rural HRGS), celebration
Young people
(Peer education
with young
people RRCs) | Day
celebration 25000
Scale Up Travel
Intervention up support to
to Young HIV
Vulnerable positive
Population Easy women
access to ART with
center children 15000
Capacity Two day
Building Of residential
Local Capacity
Administration/ Building
NGO/CBO for Training of
reach out to executive
Maximum members of
Young Farmers
Population Club,ATMA 189000
Two days
Refresher
Training of
Facilitators
of RRC. 36000
Two days
training of
Youth
facilitators
of VICs of
IVPP 360000
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Two days
refresher
training of
Peer
Educators/
Volunteers

72000

Owning this
project by
Village
Community

Two days
residential
Capacity
Building
Training of
ANM

288000

Capacity
Building of
Different
service
Providers

Two days
residential
Capacity
Building
Training of
AWW

At present 10 PHC are working with
average 10 delivery per day, 4 inpatient
Kala-azar, 10 FP operation/emergency
operation and 150 OPD per day in each
PHC. This huge workload is not being
addressed with only six beds inadequate
facility.

360000

Two days
residential
Capacity
Building
Training of
AWW

360000

Total

2795200
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4.13 RI/Muskan

’\SI(I) Activities Unit Cost Total Budget
Training of Health workers on Immunization Rs 160%00 50000
1 workers
Printing of Rl Formats Rs 4 for approx 4356000
2 1089000 PW
Printing of Muskan Registers Rs 100 for 2308 230800
3 AWCs
Suuplementary immunization during flood
4
Rs 50000 per PHC 950000
5 , L
Catch up immunization Rs 50000 per PHC 950000
Incentive money Rs 550 per AWC 1269400
Mahila Mandal Rs 250 per AWC 577000
10 i . -
Vaccines and logistics mobility Rs 38500 per month 462000
Rs 9000 per month
11 . .
Mobility for supervisor 108000
12 As discussed in
Usage of courier child health 0
13 .
Hiring of computer operator for RIMS Rs 5000 per month 60000
14 Rs 200000 for the
Measles Campaign district 200000
Rs 10000 per month
15 er PHC
Hard to Reach area strategy P 2280000
16 | RI Catch up round Rs 100000 per PHC 1900000
Rs 1000 per person
17 . . .
Training of Medical Officers 19000
Rs 5000 per PHC
18 . . :
Meeting of epidemic Response Teams 95000
Rs 20000 per month
19 | Travel expenses for case investigation |per
outbreak 240000
Rs Rs 10000 per
20 . ) PHC per month
Shipment cost of lab specimen 2280000
21 | Outbreak Response Rs 20000 per PHC 380000
Total 16881700
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4.12 Programme wise Budget

Srl No Budget Head % TotalBudget

1 TB 0.44% 3446000
2 Kala azar 1.33% 10420140
3 Leprosy 0.17% 1329000
4 Filaria 0.11% 840300
5 Blindness 0.47% 3684000
6 Child Health 14.51% 113473000
7 Maternal Health 50.33% 393724350
8 Family Planning 14.90% 116558000
9 Institution Strengthening 15.23% 119149000
10 HIV AIDS 0.36% 2795200
11 Rl / Muskan 2.16% 16881700

Total 782300690
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Table 1: OPD in 2007-08

Chapter 5

Annexure
Month OPD
Apr-07 35060
May-07 43557
Jun-07 53940
Jul-07 70600
Aug-07 104815
Sep-07 67172
Oct-07 65836
Nov-07 55809
Dec-07 41227
Jan-08 50657
Feb-08 58613
Mar-08 66195
713481

No. of OPD

120000

100000

80000

60000

40000

20000

Performance of OPD in Begusarai

8
<
3
g
=
w
g
[T
s

Apr-07 May-07 Jun-07 Jul-07 Aug-07 Sep-07 Oct-07 Now-07 Dec-07 Jan-08 Feb-08 Mar-08

Month
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Table 2: OPD in 2008-09

Month OPD
Apr-08 61420
May-08 67529
Jun-08 64426
Jul-08 80804
Aug-08 77806
Sep-08 79862
Oct-08 67728
Nov-08 53436
Dec-08 56921
Jan-09 10273
Feb-09 46497
Mar-09 57269
Tot 723971

No. of OPD

90000

80000

70000

60000

50000

40000

30000

20000

10000

Performance of OPD in Begusarai

Apr-08 May-08 Jun-08 Jul-08 Aug-08 Sep-08 Oct-08 Now-08 Dec-08 Jan-09 Feb-09 Mar-09

Month
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Table 3 JBSY in 2007-08

Month Delivery
Apr-07 1069
May-07 1272
Jun-07 1762
Jul-07 2642
Aug-07 3535
Sep-07 3707
Oct-07 4004
Nov-07 3730
Dec-07 2732
Jan-08 3331
Feb-08 2875
Mar-08 3412
Total 34071

No. of Delivery

Performance of JBSY Programme in Begusarai

4500

4000

3500

3000

2500

2000

1500

1000

500

0

Apr-07 May-07 Jun-07 Jul-07 Aug-07 Sep-07 Oct-07 Nov-07 Dec-07 Jan-08 Feb-08 Mar-08

Month
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Table 4 JBSY in 2008-09

Month Delivery
Apr-08 2821
May-08 2756
Jun-08 2881
Jul-08 4113
Aug-08 5197
Sep-08 5291
Oct-08 4862
Nov-08 3866
Dec-08 3625
Jan-09 1386
Feb-09 2141
Mar-09 2884
Total 41823

No. of Delivery

Performance of JBSY Programme in Begusarai

6000
5000
4000
3000
2000

1000

0

Apr-08 May-08 Jun-08 Jul-08 Aug-08 Sep-08 Oct-08 Nov-08 Dec-08 Jan-09 Feb-09 Mar-09

Month
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Table 5 FP in 2007-08

Month FP

Apr-07 204
May-07 269
Jun-07 72

Jul-07 51

Aug-07 171
Sep-07 106
Oct-07 164
Nov-07 1397
Dec-07 2860
Jan-08 3337
Feb-08 2357
Mar-08 1153

Total 12141

Performance of Family Planing Programme in
Begusarai

3500
3000
2500

No. of 2000

Operations

1500 O FP

1000

500

0

Apr-07 May-07 Jun-07 Jul-07 Aug-07 Sep-07 Oct-07 Nov-07 Dec-07 Jan-08 Feb-08 Mar-08

Month
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Table 6 FP in 2008-09

Month FP
Apr-08 185
May-08 63
Jun-08 36
Jul-08 29
Aug-08 44
Sep-08 55
Oct-08 183
Nov-08 1471
Dec-08 2981
Jan-09 620
Feb-09 1287
Mar-09 1014
Total 7968

Performance of Family Planing Programme in
Begusarai

3000
2500
2000

No. of 1500

Operations

@ FP

1000

500

0

Apr-08 May-08 Jun-08 Jul-08 Aug-08 Sep-08 Oct-08 Nov-08 Dec-08 Jan-09 Feb-09 Mar-09

Month
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4.3 MATERNAL HEALTH

1 | To make functional PHC (24hr x7days) for institutianal deliveries
3600000
2 | To make FRU functional and upgradation of PHC to GHC for institutional 10010000
deliveries
3 | To strengthen Janani Suraksha Yojana / JSY 9900000
4 | To ensure support of SBA at home deliveries 16690000
5| To strengthen HSC for providing outreach maternal are 233000
6 | To strengthen ANM Training School for providing regular training of 200000
ANMSs.
7 | RCH Camps 2280000
8 | To improve adolescent reproductive and sexual hedit 1280000
9 | To provide MTP services at health facilities 1090000
10 | To strenghten Monthly Village Health and Nutrition Days 145000
11 | To form /strenghten APHC in Phase manner 6650000
12 | RTI/STI services at health facilities 414000
13 Total 52492000
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4.4 Child Health

1| IMNCI,Home Based Newborn Care/HBNC 3700000

2 | Facility Based Newborn Care/FBNC 357000

3 96136000
Infant and Young Child Feeding/IYCF

4 | Care of Sick Children and Severe Malnutrition |4000000

5 | Management of diarrhea, ARI and 3880000
Micronutrient Malnutrition

6 School Health Programme 5268000

7 Total 113341000
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4.5 Family Planning

1 | Terminal/Limiting Methods 10070000
2 | Female Sterilization camps 1900000
3 0
NSV camps
4 | Compensation for female sterilization 3800000
5 | Compensation for male sterilization 0
6 1 1UD camps 0
7 | Accreditation of private providers for [UD 28950000
insertion services
Social Marketing of contraceptives 53982000
Contraceptive Update seminars 3078000
Total 101780000
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4.6 Kalaa Zar

Gaps Issues Strategy Activities Unit Cost Total
Budget
Poor Vector To
coverage of | control | increase the
DDT spray through | coverage of
insecticide | DDT spray in
spray in the the endemic
attack area zone , there
should be
proper 1. Ensure planning fgr
monitoring by | timely spray of DDT in Febt
the March and May-June for 40
supervisors, | days in each block
capacity
building of the
sprayer,
supervisors
and other
healthcare
professionals NA 0
Monitoring of | 2.  Identification of HousesRs 50 for
the spraying | with Kala-azar patients by1229 villages
squad by | ANM & ASHA @ 50/ per| twice ina
MOIC village. year 122900
3.  Two round of spraying
scheduled in Feb-March and
May-June should be strictly
observed NA 0
4. DDT spray should be at
the rate of 1gm/sq. meter
upto the height of 6 feet. NA 0
Lesstime | Training and | Regular capacity building | Rs 5000 per 95000
spent on capacity training on prescribed PHC
spraying building for module for the sprayer to
DDT proper ensure that every corner of
spraying the house is properly spraye

upto heigth of six feet from

ground level.
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Poor Regular Fund allocation and timely | Rs 150000 150000
condition | checking of release for : maintencae of | for the
of Sprayer, | the spraying | old sprayer pumps, Puchase district
pump and | pumps for of new pumps and other
nozzles etc| better articles needed- buckets,
No of functioning mugs etc.
Pumps and timely
available- | replacement o
266, No of | the faulty
pumps pieces.
required-
20, No of
bucket
savailable-
421, No of
buckets
required-
167, No of
gallon
available-
102, No of
gallon
required-
45, No of
pond
measure
available-
119, No of
pond
measure
required-
28, .
Inadequate| Making Ensure adequate Stock of | DDT
stock of available DDT| DDT through proper & Carriage
DDT, DDT | during timely indenting to improve
available- | spraying the quality of spray
41mt, DDT | round
required-
33mt 30000
Faulty Appropriate Fund would be allocated for| 147SFW x
payment | fund regular payment of wages | Rs113 x 40
plan allocation for | (147 SFW to be used and | days
the payment of 735 FW to be used for
the spraying of monitoring and spraying
DDT work) 664440
735FW x Rs
92 x 40 Days 2704800
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Poor rate of | Early Case detection Increase efficiency of case | Purchase of
case diagnosis | rate should be| detection through training of 50000 units
detection of | and increased with] Community workers on signsof RK39 @
Kalazar treatment | appropriate and symptoms of Kala-azar] Rs 25 per
through diagnostic test| 1) three weeks persistent | unit
PHC fever not responding to
system antibiotics, malaria being
excluded, with palpable
spleen?) Ensure availability
of aldehyde test at PHC
level 3) Purchase of RK 39
kit for detection of Kalazar 1250000
Reduction Early 1. Ensuring availability of| Purchase of
of kala- | diagnosis and| Amphotericin at all level 10000 vails
azar treatment of
mortality | through PHC Amphotericin
and system B @ Rs 65
morbidity per unit 650000
Loss of wages for KZ Rs 50 for 22
patients(case detection in | days for 3200
year 2007-3275) patients 3520000
2. Replacing of medicines qriNA
priority based 0
3. Training of ANMs and Rs 5000 per
ASHA for IM injection PHC 95000
Lack of Monitoring Preparation of Monthly visit Mobility
monitoring and plan for supervision :- | support for
and supervision | Checking spraying schedulg-CS, ACMO
supervision mechanism | For supervision & treatment and DMO
mechanism, follow up
45000
Mobilty for
MOIC 19x
40days x Rs
100 76000
Mobility for
supervisor
33x 40 daysx
Rs100 132000
Office expenses 25000 for the
district 25000
Lack of Increasingl Community | 1. Fund allocation for NA
appropriate | awareness participation | training activities 0
BCC & for in reducing | 2- Identification off NA
Com_mur_uty prevention| mortality and NG_O/Prlvate partner as
Mobilization. of Kala- morbidity trainer _ _ 0
azar due to Kala- 3. Knowledgfa sharlrjg with | NA
azar the community on signs angd
symptoms of Kala-azar
through VHSC 0
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4. Training of VHSC/PRI NA

and community health

worker on sign & symptom

of Kala-azar 0

5.  Regular monitoring gf NA

IEC activities 0

6. IEC activities through Rs 20000 per

nukkad natak, kalajatha mas®HC

media like radio etc 380000

7.Activity for survillance like NA

polio survillance 0
- Above

8.Wall painting of Tr(_etment mentioned

protocole and provisions for|

pateints in PHC in Hindi. 0

IEC van for each PHC 16x 40x 750 480000

Total Budget 10420140
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4.7Blindness

Gaps Issues Strategy Activities Unit | Total
Cost Budget
Lack of adequate eye | Staff shortage Recruitment | Recruitment of | Already
surgeon and staffs in the Eye Specialists | discussed
district.Only 4 eye and surgeons | in
surgeons are posted in the on contractual | maternal
district out ofwhich one ig basis. health
on deputation to the other
district.
0
Recruitment of | Only 4 in
. Opthalmic the
Only 7 Opthalmic Assistants on | current
Assistants are posted |n contractual year @
the district,however the basis. Rs 8000
requirement is 19. per month 384000
Most of the doctors and | Untrained staffs | Capacity Training of Rs 10000
staffs are not trained building Doctors on IOL | per
enough on new IOL technique person for
tehniques 5 person
50000
Training of Rs 5000
Opthalmic for 4
Assistant Opthalmic
assistants 20000
In the Year2008-09 only Low |ncreasing no of Organising Rs750 per | 2250000
66 Cat_aract achievement camps O_per_atlons at operation
operationshave been District level for 3000
done by the Govt facilities operations
and 1763 bythe private
facilities(till Nov 08).In the
year 2007-07,altogether
1945 surgeries were
performedout of 3000 and
in the year 2007-08 2966
surgeries have been
performed.
Accreditation of
Nursing Homes
capable of
doing Cataract
PPP surgeries NA 0
Establishing Rs 500000
another 500000
Cataract
Operation
Center at PHC
Lalganj
Purchase of
equipments

and medicines
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Lackof Awareness Assigning
awareness building LHV/Supervisor
Lackof awareness among counselling
community regarding work
cataract blindness and it$
treatability. NA 0
Fear of eye operation. Organising eye
screening
camps in
villages/
schools NA 0
IEC on cataract | Rs
Lack of Education and its facilities | 100000 at
among the masses district
about the existing level
facilities: Need of wide
publicity. 100000
Poor coordination Meeting with
between the health Local NGOs
functionaries and the onthis issue
voluntary organisations
resulting in less cataract
surgeries.
InvolvingNGOs NA 0
Arrangement of | Rs 10000
carrying per PHC
patients to the
Operation
Centers and
Lack of adequate then taking
referral services to takeLack of adequate Strengthening | them back
care of complications. | referral services | referral system | homes 190000
Monitoring and Mobility support | Rs 10000
follow up for Visiting per PHC
homes of the
patients to
o o manage any
Lack of monitoring and Monitoring and post treatment
follow up follow up complication. 190000
Developing
records of
cataract cases
fromOPD
registers at
PHC level NA 0
Total 3684000
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4.8 Leprosy

Gaps Issues Strategy | Activities Unit | Total
Cost | Budget
- Existing PR of the district
is 1.1 and the target is only
1, so the existing program
performance is good.
Lack of Awareness | IEC on Leprosy Rs 5000 95000
. Lack of awareness isAwareness generation per PHC
stil a problem with the in a year
Leprosy Program as most pf
the cases are detected
accidentally.
« Inadequate staff, Only pLack of Staff Recruitment of 11Rs 924000
supervisors and 11 NgnHuman Recruitment supervisors 7000per
Medical ~ Assistants arpResource in contract SUperisor
working while the basis per "
requirement of Supervisor |s mon
17 and that of NMA s
33( One NMAeach in each
APHC)
e There is no active Strengthen| Orientation of MOs and
involvement of the Medical Health Care staffs on Leprosy
officers at sector and Block Services
levels. NA 0
e Lack of PHC staff Case validation, to have
involvement. No manpowef check on wrong diagnosjs
support, and re registration NA 0
Prompt and early
detection of the cases to
avoid deformity and
disability, NA 0
Ulcer care foot wareRs2000
reorientation training of Per PHC
medical & para medical
staff. 38000
No lab testing facility in the | Infrastructure | Establishin i
district Gap b 9 Establishing  Lab  afgs
district level 200000 200000
Rs 1000 12000
Recurring  expenditureP®’ H
like reagents mont
Lack of monitoring at all Monitoring |ncreasing Updation of master
fevel cap mobility | register NA 0
- RS 3000
Mobility ~ support  for| per
DLO month 36000
Rs 2000
per
Office expenses month 24000
Total 1329000
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4.9 T.B.

Indicators Gaps Activities Unit Cost Total Cost
Development and Renovation
Lack of well of DMCs with proper water
equipped/Designed | supply and Electricity Rs 5000 per
Microscopy Centre connection PHC 95000
Rs 50000 per
PHC
Infrastructure Microscopes of
many Designated
Microscopy
Centers(DMC) are Supply of New binocular
not functioning Microscopes 950000
Special Training to Lab
Poor Maintenance Technician/Microscopist for
of Microscopes maintenance of Microscopes NA 0
Many DMCs are
closed due to lack of
Microscopist/Lab Recruitment Process should
Technician be followed. NA 0
Rs8000 per
month for 20
Honorarium for 20 TB technicians for
technicians 12 months 1920000
HR Constraint in
selection Process of
new Staffs by the
District Health Obstacle in recruitment
Society Process will be rectified. NA 0
Rs 50 per
Remuneration of DOT.? f
Pvt DOT Providers Problems in payment of g(r)%vhrﬁzsor
has not been paid remuneration will be solved 25000
Irregular supply of From state
Drugs specially of budget
Pediatric Drug To ensure regular and
Boxes (PC-13, PC- | adequate supply of drugs and
14) other Laboratory materials 0
Proper care should be taken
regarding short expiry drugs.
Supply of short Short expiry drugs may be
expiry drugs which used where there is large
causes difficulties in | number of patients having
Drugs and drug management DOTS. NA 0
Chemicals Poor Retrieval of
Drug Boxes of Retrieval of Drugs may be
Defaulted patient ensured by STS. NA 0
Irregular supply of Rs 2000 per
slides and other Proper supply of Slides and PHC per
Chemicals and other Chemicals should be month
other logistics ensured 456000
Delay in purchasing | Constraints in purchasing of NA
of chemicals and Chemicals and other logistics
other logistics at will be removed. Official
District level Process will be simplified. 0
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Proper and Regular NA

Poor quality of supervision and monitoring of

DOTS programmes will be ensured. 0

ANMs providing NA

DOTS at the HSCs

do not visit the

Center on DOTS

day resulting

irregular intake of Motivation and Sensitization of

drugs by the patient | Staffs by Refreshment training

causing poor Cure- | on friendly behavior with

rate. patient 0
Proper counseling of patient NA

Due to irregularities | should be done regarding

in DOTS cases of importance of DOTS and

MDR TB may be importance of Follow-up

increased Sputum examination 0

Not friendly Discussed in

Service behavior of Lab maternal
Performance Technician and health

other staffs with

patient who comes

for sputum

examination or for Appointment of a Counselor at

DOTS all PHC 0

Poor Case NA

Detection i.e., <70% 0

Poor Cure Rate i.e., | Organizing Community NA

<85% meetings 0

High Default Rate NA 0
Medical Officers should take NA
care of referring all chest
symptomatic patients for
sputum examination 0
Proper Follow-up Schedule NA
should be maintained 0
Proper care for side effects of NA
drugs. 0
Total Budget 3446000
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4.10 Filaria

Gaps Issues Strategy Activities Unit Total
Cost Budget
It affects mainly the 1. Single dosg Line listing of the cases
economically weaker DEC mass tr_}_erg;a/ oreers
. L year in identified blocks
sections of communities and selected DEC
treatment in filariasis
endemic areas. NA 0
Purchse of equipments Rs 500 per
for the management of HSC for 288
Filaria cases like towel, | old and 179
Bucket, soap, mug etc new HSCs 233500
DEC distribution through | Rs 100 for
AWCs and paying hon all 2308
to AWWs for this. AWC
230800
Purchse of DEC
Rs 300000 300000
Training to
AWWS/ASHA on DEC
distribution and filaria
case management Rs 2000 per
PHC 38000
) o Meeting with VHSC
Result in low priority members
being accorded by
governments  for the 5 Continuous
QonFr0|_ of lymphatic use of vector control
filariasis. measures. NA 0
. Detection and treatment
Low effectiveness of the of micro-Filaria carriers
programme chronic filariasis. NA 0
Wall paintings Rs 2000 per
4, IEC fo PHC
ensuring community
awareness and
participation in vector
. control as well ag
disease measures. 38000
Total budget
840300
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4.11 INSTITUTIONAL STRENGTHENING

To enforce PNDT Act and to increase sex ratio ofdke child 95000
Strengthening of DMU 1332000
NGOs Management aspects is one of the area of yraprent
Capacity buiding of Managers and Doctors. 390000
Prepration of Dicentralised District Health ActiBfan 130000
Devlop a strong Monitoring & Evaluation / HMIS Sgat in all 76000
PHC
Strengthen Logistics management system for regulaply of 4165000
Drugs and equipments
Strengthening community process through suppostingervision 8766000
of ASHA program
Media Sensitization 20000

Total Total | 14974000
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4.12 HIV/IAIDS

Issues Strategy | Activities| Unit Cost Total
Budget
1. Program ManagemenRecruitment| Deployment | District Coordinator
System, District of personnel
HIV/AIDS action Plan,
District AIDS
prevention and control
unit, Strengthening the
evidence base for
program tracking
progress
264000
M&E officer (HIV) 162000
Office Assistant
96000
Refurbishing | Lmsm 20000
of Office 20000
Recurring 84200
Expenditure
Travel 170000
2. Strengthening systems DACC Rs 1000 per month 12000
for service delivery Meeting
Meetings
- PPTCT
Dist level Rs 2400 per month
HIV program
Review
- Pediatric AIDS meeting 28800
- Prevention (ICTCs, BHMs
Condom promotion) meeting
Rs 6400 6400
- Protection, care and Consultation
support for children meeting
affected by HIV/AIDS
9600
Meeting with
PLHA 27600
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Partnerships at all leve
(community, district,
networks, different Gov
departments, civil
society, positive

T

Meeting
with
Principals of
Govt.,High
Schools for
AEP

25600

networks

Trainings

Two days
refresher
Training of
Nodal
Teachers/
Master
Trainers of
AEP

74000

One day
Meeting of
district level
medical
professionalg

10000

Behaviour change
communication

One day
Link Worker
Conferenc e
at district
level ( Youth
Camp)

100000

LAKSHYA (Link
Workers — rural HRGS),
Young people (Peer
education with young
people RRCs)

Day
celebration

World AlDs
day
celebration

25000

Scale Up Intervention up
to Young Vulnerable
Population Easy access t
ART center

Travel
support to
HIV
positive
women
with
children

15000

Capacity Building Of
Local
Administration/NGO/CBO
for reach out to Maximun
Young Population

Two day
residential
Capacity
Building
Training of
executive
members of
Farmers
Club,ATMA

189000

Two days
Refresher
Training of
Facilitators

of RRC.

36000
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Two days
training of
Youth
facilitators
of VICs of
IVPP

360000

Two days
refresher
training of
Peer
Educators/
Volunteers

72000

Owning this project by
Village Community

Two days
residential
Capacity
Building
Training of
ANM

288000

Capacity Building of
Different service Provider

Two days
residential
Capacity
Building
Training of
AWW

At present 10 PHC are working wit

average 10 delivery per day, 4
inpatient Kala-azar, 10 FP

operation/emergency operation an
150 OPD per day in each PHC. Thjs

huge workload is not being
addressed with only six beds
inadequate facility.

=

=N

360000

Two days
residential
Capacity
Building
Training of
AWW

360000

Total

2795200
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4.13 RI/Muskan

’\SI(I) Activities Unit Cost Total Budget
Training of Health workers on Immunization Rs 1605%00 50000
1 workers
Printing of Rl Formats Rs 4 for approx 4356000
2 1089000 PW
2 Printing of Muskan Registers Rs 100 for 2308 AWCs 230800
Suuplementary immunization during flood
4
Rs 50000 per PHC 950000
5 . - -
Catch up immunization Rs 50000 per PHC 950000
Incentive money Rs 550 per AWC 1269400
Mahila Mandal Rs 250 per AWC 577000
10 , . -
Vaccines and logistics mobility Rs 38500 per month 462000
Rs 9000 per month
11 . .
Mobility for supervisor 108000
As discussed in child
12 i health
Usage of courier ealt 0
13 .
Hiring of computer operator for RIMS Rs 5000 per month 60000
14 Rs 200000 for the
Measles Campaign district 200000
Rs 10000 per month
15 er PHC
Hard to Reach area strategy P 2280000
16 | RI Catch up round Rs 100000 per PHC 1900000
Rs 1000 per person
17 - , ,
Training of Medical Officers 19000
Rs 5000 per PHC
18 , . :
Meeting of epidemic Response Teams 95000
Rs 20000 per month
19 | Travel expenses for case investigation |per
outbreak 240000
Rs Rs 10000 per PHC
20 . . per month
Shipment cost of lab specimen 2280000
21 | Outbreak Response Rs 20000 per PHC 380000
Total 16881700
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4.12 Programme wise Budget

Srl No Budget Head % TotalBudget

1 B 0.44% 3446000
2 Kala azar 1.33% 10420140
3 Leprosy 0.17% 1329000
4 Filaria 0.11% 840300
5 Blindness 0.47% 3684000
6 Child Health 14.51% 113473000
7 Maternal Health 50.33% 393724350
8 Family Planning 14.90% 116558000
9 Institution Strengthening 15.23% 119149000
10 HIV AIDS 0.36% 2795200
11 Rl / Muskan 2.16% 16881700

Total 782300690

THE END
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