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[It is our pleasure to present the District Healtttidn Plan for
Gaya District for the year 2011-12. The Districtalle Action Plan seeks to set
goals, strategy and objectives for the district lthessystem and delineate
implementing processes in the present context @S gand opportunities for
improving quality health care services.]
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The National Rural Health Mission (NRHM) is a comprehensive
health programme launched by Government of Indiapnl 2005 to bring about
architectural corrections in the health care dejiveystems of India. The NRHM
seeks to address existing gaps in the nationalgbbhlth system by introducing
innovation, community orientation and decentral@at The mission aims to
provide quality health care services to all seiohsociety, especially for those
residing in rural areas, women and children, byaasing the resources available
for the public health system, optimizing and syimang human resources,
reducing regional imbalances in the health infragtire, decentralization and
district level management of the health programares community participation
as well as ownership of the health initiatives. eThission in its approach links
various determinants such as nutrition, water asmitation to improve health
outcomes of rural India.

The NRHM regards district level health planning asignificant
step towards achieving a decentralized, pro-poat efficient public health
system. District level health planning and managenigcilitate improvement of
health systems by 1) addressing the local needsspadificities 2) enabling
decentralization and public participation and 3tgilitating interdepartmental
convergence at the district level. Rather than $umeing allocated to the States for
implementation of the programmes developed at #@ral government level,
NRHM advises states to prepare their perspectideaamual plans based on the
district health plans developed by each district.

The concept of DHAP recognizes the wide variety diversity of
health needs and interventions across the distfi¢tas it internalizes structural
and social diversities such as degree of urbanisagndemic diseases, cropping
patterns, seasonal migration trends, and the pcesa&private health sector in the
planning and management of public health systenme @rea requiring major
reforms is the coordination between various depamtsiand vertical programmes
affecting determinants of health. DHAP seeks taea@hpooling of financial and
human resources allotted through various central atate programmes by
bringing in a convergent and comprehensive actian gt the district level.




Process of District Health Action Plal

The District Health Action Plan of the Gaya District has been
prepared under the guidance of the Chief Medical Officer and the Additional
Chief Medical Officer of Gaya with a joint effort of the DHS Team, Block health
managers and various M.O-PHCs as well as other concerned departments under
a participatory process. The field staffs of the department have also played a
significant role in the planning process. Public Health Resource Network has
provided technical assistance in estimation and drafting of various components of
this plan with the objective to integrate all developmental programs.

Summary Of The Planning Process

Training of district team for preparation of DHAP

Preliminary meeting with CMO and ACMO along with bl ock level concerned
officials

Data Collection for Situational Analysis - MOIC, B HM and BCM meeting chaired
by DM/CMO/ACMO

Block level consultations with MOICs, BHMs and BCMs

Writing of situation analysis

District Planning workshop to review situation anal ysis and prepare outline of
district health plan- the meeting was chaired by CM O and facilitated by ACMO.
The workshop was attended by MOICs, BHMs and other  key health
functionaries at the district level.

District Consultations for preparation of 1 ' Draft

Preliminary appraisal of Draft

Final Appraisal

Final DHAP: Submission to DHS and State

Printing and Dissemination




Profile of Gaya District
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It is located at a Longitude of 84.tb 85.8 towards East and the latitude is 24.5
25.10 towards North.
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Area- Gaya occupies a total of 487607.83 sg. kms.

Population- As per 2001 Census (provisional) statistics, t@apulation of Gaya is
34,64,983 out of which the male population is 0f887231 and that of the female is
16,75,752.

Density- There are approximately 696 people per sq.km.
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Picture of Health Facilities

., WA, (A, )

: fin

' "im}'VW” e ; _ " <. . 16655 /1980 : dten




[ ot At Ao ]




Section A: Health Facilities in the District
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. ATRI 79000 14

L]

AMAS 130075 21
BANKEY- BAZAR 130192 23
BARACH-ATTI 111985 26
BODH- GAYA 222685 36
5 DposHI 117763 28
DUMARIA 110000 23
I FATEHPUR 226825 40
I Town BLOCK 131080 27
GURARU 112000 23
GURUA 171576 38
IMAMGANJ 168993 35
KHIZARSARAI 172743 33
MANPUR 108516 25
MOHANPUR 177844 38
MOHRA 77278 18
BATHANI 87168 18
PARAIYA 84000 19
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- TEKARI 218000
7 KONCH 208753
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GURUA 171576
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P8 BARACH-ATTI 11198t

DOBHI 117763
FATEHPUR 226825
GURARU 112000
IMAMGANJ 168993
- __———
- MANPUR 108516

BATHANI 87168

SHERGHATTI 160369

WAZIRGANJ 178356

PIE BELAGANJ 243564

TANKUPPA 125718

L E Z HOSPITAL, DH 500000
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Section B: Human Resources and Infrastructure
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Bishun pur

Nagma

Gambhari

kel Shivganj Bazar
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Panchanpur

<7l Kespa

<icl  Belhadi

1 Main Gram

“< Kurisaray Samaspur
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Pahra

57 Simaru

59 Malhari

61 Singhada

63 Bhore
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ATRI 79000 Govt.
AMAS 130075 Govt.
BANKEY- BAZAR 130192 Govt.
- BARACH-ATTI 111985 Gouvt.
BODH- GAYA 222685 Gouvt.
n DOBHI 117763 Govt.
DUMARIA 110000 Govt.
n FATEHPUR 226825 Govt.
n TOWN BLOCK 131080 Gouvt.
GURARU 112000 Rent
GURUA 171576 Gouvt.
IMAMGANJ 168993 Govt.
KHIZARSARAI 172743 Govt.
MANPUR 108516 Gouvt.
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MOHANPUR 177844

MOHRA 77278
BATHANI 87168
PARAIYA 84000
SHERGHATTI 160369
TEKARI 218000
WAZIRGANJ 178356
KONCH 208753
BELAGANJ 243564
DUMARIYA REFRAL 110000
TANKUPPA 125718
PILGRIM HOSPITAL, DH 600000
L E Z Hospital, DH 500000
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ANM(R)- Regular/ ANM(C)- Contractual; Govt- Gov/ Ried-Rent/ Pan —Panchayat or other Dept owned; Goodition +++/ Needs major
repairs++/Needs minor repairs-less that Rs10,00@eedls new building-#; Water Supply: Available —AfMvailable —NA, Intermittently available
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ATRI 79000 3 2 20 18 1 0 01/01 0 0 0 4 4
AMAS 130075 3 3 15 14 1 1 01/01  01/01 0 0 4 4
AN 130192 3 1 26 22 1 0 01/01 0 0 0 6 5
n BARACH-ATTI 111985 3 3 19 19 1 1 0101  01/01 0 0 4 4
BODH- GAYA 222685 3 3 23 23 1 0 o1/01 o1 0 0 4 4
n DOBHI 117763 3 1 18 15 1 0 01/01 0 0 0 6 5
DUMARIA 110000 2 1 2 0 1 1 01/01 0 0 0 4 4
n FATEHPUR 226825 3 3 30 27 0 0 01/01 0 0 0 4 4
n TOWNBLOCK 131080 3 2 20 20 0 0 01/01 0 0 0 0 2
GURARU 112000 3 2 3 3 0 0 01/01 0 0 0 6 4
GURUA 171576 3 2 24 23 1 0 01/01 0 0 0 4 4
IMAMGANJ 168993 3 3 3 2 1 0 01/01 0 0 0 4 4
KHIZARSARAI 172743 3 2 25 25 1 0 01/01 0 0 0 4 4

21




MANPUR 108516 3 3 23 23 1 1 01/01 0

MOHANPUR 177844 3 2 25 18 1 0 01/01 0
BATHANI 87168 3 2 15 11 0 0 01/01 0
PARAIYA 84000 3 3 1 1 0 0 01/01 0
SHERGHATTI 160369 3 3 14 13 1 0 01/01 0
TEKARI 218000 3 3 34 33 1 0 01/01 1
WAZIRGANJ 178356 3 3 2 2 1 0 01/01 0
KONCH 208753 3 2 31 29 0 0 01/01 0
BELAGANJ 243564 3 3 28 28 1 1 01/01 1
DUMARIYAREFRAL 110000 3 1 0 0 0 0 0 0
TANKUPPA 125718 3 0 3 1 1 1 01/01 0
E"SSFF,QI%L’ on 600000 13 8 0 0 4 2 312 307
LEZHOSPITAL,DH 500000 6 5 0 0 1 1 3/0 200
) 4687205 52 38 176 159 12 6
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ATRI+ MOHRA
AMAS
BANKEY- BAZAR

BARACHATTI
BODH- GAYA
DOBHI

DUMARIA
FATEHPUR+TANKUPPA
TOWN BLOCK

GURARU

GURUA

IMAMGANJ
KHIZARSARAI
MANPUR
MOHANPUR
BATHANI
PARAIYA
SHERGHATTI
TEKARI
WAZIRGANJ+TANKUPPA
KONCH
BELAGANJ

Total

Community Participation, Training

332

) *(+
g
*un +% 3 *
"# + (+ "# (+#
17 2 1045000
9 2 952500
11 3 952500
13 4 1412500
17 2 1322500
13 4 1182500
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16 3 852500
12 4 792500
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17 4 1822500
16 3 1022500
12 4 772500
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No

Dumariya

No
Faehpur  Yes  Yes  Yes  No  Yes

No

No
Guau  No Yes  Yes  No  Yes

Town Block

No

Yes
Koneh Yes  Yes  Yes  No  Yes

Khizersarai

No

o
N_
o
N_

Tankuppa

Wazirganj
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FRU: Lady Elgin, Pilgrim and Shergati
AVAILABILITY OF SERVICES RELATED TO DELIVERIES

NORMAL DELIVERIES

ASSISTEDDELIVERIES Bl

CESAREAN SECTION
ADMINISTRATION OF
PARENTAL

OXYTOCINS
RTI/STI TREATMENT AND COUNSELING

ADMINISTRATION OF
‘
Yes No

ADMINISTRATION OF
MAGNESIUM
SULPHATE INJECTION
MANAGEMENT OF
POST PARTUM
HEMORRHAGES
MANAGEMENT OF
OTHER DELIVERY
COMPLICATIONS

PARENTAL
ANTIBIOTICS
COUNSELING Yes

LABOUR ROOM

\(3\;

AVAILABLE
AND BUT NOT
FUNCTIONAL FUNCTIONAL

INFRASTRUCTURE/ EQUIPMENT

- llll.ll

LABOUR TABLE WITH
MCINTOSH SHEET
- ( { [ | { 1 | | |

AUTOCLAVE/STERILIZER

OXYGEN CYLINDER WITH
FACE MASK, WRENCH AND
REGULATOR

MVA EQUIPMENT WITH
ADEQUATE CANULAS
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¥ Programme Achievement
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# 085 8%

0 41,28,100 H& [ 5 " 0 3073+
o Total Deliveries Unreported
Home SBA Home Non SBA Institutional Reported Deliveries
(+ 0.2 306.7 203. 7306 .
Home SBA % Home Non Institutional % Total Deliveries Unreported
SBA% Reported % Deliveries %
'= D D 3D 9+D

Bihar- Gaya- Home ( SBA & Non SBA) & Institutional Deliveries against

Expected Deliveries- Apr'10 to Nov'10
B Home 5BA %

3%

B Home Non SBA%
2%

W Institutional %
20%

B Unreported
Deliverics %
76%

Bihar- Gaya- Home ( SBA & Non SBA) & Institutional Deliveries against

Reported Deliveries - Apr'10 to Nov'10
B Home SBA %
12%

B Home Non SBAY
8%

W Institutional %
81%




# 9 A9 0 0 8*5 8%
Institutional Deliveries Institutional Deliveries
(Public) (Pvt)
& (. *'5
C Section '+ *5
C Section% 2= ,b=
Complicated Pregnancies attended * &.* +
Complicated Pregnancies attended % (: (:

Bihar- Gaya- C-Section, Complicated & Normal Deliveries against

Reported Institutional Deliveries ( Pvt. & Public) Apr'10 to Nov'10

B Complicated
W C-section % pregnacies

1.9% attended %
5.3%

W Normal dcliveries %
92.8%

Complic ated
Pregnancies

attended

IV Antibiotics

A N |

:0 9
*
)
Complicated Pregnancies C - Section PNC Maternal Abortions Still Births
Rate Deliveries Complications
+, 1,803 236 1,300
Complicated Deliveries Treated with
No Of No Of severe
6) 6) @< # Eclampsia anemia cases
0 D/ 0 | cases Treated treated
1
*5 & 55' -- -(, *&




Bihar- Gaya- Stay duration as percentage of Reported Institutional
Deliveries - Apr'10 to Nov'10

B Stay for more than
48 hrs after deliv
34%

B Stayfor less than 48
hrs after delivery
66%

Bihar- Gaya-Deliveries - Expected, Reported & Extrapolated -
Apr'10 to Nov'10

1,40,000 - 1,24,946
1,20,000
1,00,000
80,000 -
60,000 -
40,000

20,000 -

45,642

T -

Expected Deliveries - Apr'l0to  Total Deliveries Reported Total Deliveries Extrapolated
Mar'11 Apr'10 to Nov'10 Apr'10 to Mar'11

Bihar- Gaya -JSY Paid to Mothers as % of reported deliveries - Apr'10
to Nov'10

40000%
35000% -
30000% -
25000% -
20000% -
15000% -
10000% -

34245%

5000% - 16% 68%
0% . :

llome Institutional (Public) Institutional (Pvt)
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Bihar- Gaya- Complications Reflecting Quality of ANC against
Reported ANC Registration- Apr'10 to Nov'10

10.0% - 8.8%
8.0% -
6.0% - 4.1%
0% 1.8%
2.0% -
0.0% -
Hypertensive cases Eclampsia cases ~ ANCwomen havingHb ~ ANC women having
detected atinstitution ~ managed during level<11 severe anaemia (Hh<7)
delivery treated at institution
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Bihar- Gaya - Births - Apr'10 to Nov'10

Live Birth — Live Birth - Live Birth - Sex Ratio Still Birth Abortion
Males females Total at birth Induced/Spontaneous
12,373 12,110 24,483 979 1,300 236

Bihar- Gaya-Immunisation ( 0 to 11mnths) Against Estimated Live

Births- Apr'10 to Nov'10
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Bihar- Gaya- Service Delivery - Apr'10 to Nov'10
Operation major Operation minor | AYUSH Dental Adolescent = C/ =
(General and (No or local Procedures | counselling 4/
spinal anaesthesia) services
anesthesia)
986 4,636 1,160 - 7 8,28,912 | 6027
Operation major | Operation minor | AYUSH Dental Adolescent 4/ "
(General and (No or local as %ge | Procedures | counseling |
spinal anesthesia)as of OPD | as %ge of services as (c/
anesthesia ) as %ge of OPD OPD %ge of OPD
%ge of OPD
)D )+D )D )D )D +D




Bihar- Gaya- Lab Services - Apr'10 to Nov'10

Total OPD Total HB Total HIV Total Population
tested Tested
, &, F& 90367 2 30.0
HB test HB<7gm as HIV test - o
conducted as %age of HB conducted as e g?ﬂtll\\//etegfe d/oage
%age of OPD tested %age of OPD
5%.= +)+D )D 7)3D

Blood Smear
Examined as % of
Population

)D

Bihar- Gaya- Childhood Disease - Vaccine Preventabl e -Apr'10 to Nov'10

Diphtheria Pertussis Tetanus Neonatorum Tetanus
others
74 2 17 5

Bihar - Gaya-Childhood Disease - Others -
Apr'10 to Nov'10

Diarrhoea and Malaria Number admitted with
dehydration Respiratory Infections
5,595 1,114 4,335

Bihar- Gaya- Infant & Child Deaths - Apr'10 to Nov'

Infant Infant Deaths Infant Deaths Child Deaths
Deaths between 24hrs between 1 week | between 1 month &
within 24 hrs & under 1 week & under 1 under 1 year
of birth month
*(5 66

Polio

243

10

Child
Deaths
between
1yr under
Syears

Measles

930



Bihar- Gaya- Infant & Child Deaths against Reported Infant & Child
Child Deaths Deaths - Apr'10 to Nov'10

between 1 month &
Infant Deaths

under 1vyear Child Deaths
5% between 1week & bctween 1yrunder
under 1 month Syears
0% 0%

Infant Deaths
between 24hrs &
under 1 week
26%

eaths within
4 hrs of birth
70%

Bihar- Gaya- Causes of Infant & Child Deaths against Total Reported
causes of Infant& Child deaths- Apr'10 to Nov'10

Sepsis

Measles
0%

Diarrhoea

0%
lever related

0%
Pneumonia

15%

Asphyxia
18%

LBW
15%




Bihar- Gaya- Causes of Infant & Child Deaths - Apr' 10 to Nov'10
Sepsis Asphyxia LBW
Up to Between | Total Uptol Between Total Upto1l Between Total
1 1 week & Weeks of | 1 week & Weeks of | 1 week &
Weeks | 4 weeks 4 weeks Birth 4 weeks
of of birth of birth of birth
Birth
14 0 14 0 12 10 0 10
Pneumonia Diarrhoea Fever related
Betwe | Between | Total | Between | Between Total Between | Between Total
enl | lyear&5 1 month 1 year & 1 month 1 year &
month years and 11 5 years and 11 5 years
and 11 months months
month
S
10 0 10 0 0 0 0 0
Others Measles Others
Up to Between | Total | Between | Between Total Between | Between Total
1 1 week & 1 month 1year & 1 month 1year &
Weeks | 4 weeks and 11 5 years and 11 5 years
of of birth months months
Birth
19 0 19 0 0 0 0 0
# / A9 08*5 8*5
Abortion Obstructed/prolonged labour Severe hypertension/fits
6-14 yrs 15-55 Total 6-14 yrs | 15-55 yrs. Total 6-14 yrs 15-55 Total
yrs. yrs.
0 0 0 0 0 0 0 0 0
Bleeding High Fever Other Causes
6-14 yrs 15-55 Total 6-14 yrs | 15-55 yrs. Total 6-14 yrs 15-55 Total
yrs. yrs.
0 4 4 0 3 3 0 0 0



# / A9 08*5 8*5
Abortion Obstructed/prolonged labour Severe hypertesnion/fits
6-14 yrs | 15-55 yrs. Total 6-14 yrs  [15-55yrs. Total 6-14 yrs | 15-55 yrs. Total
0 0 0 0 0 0 0 0 0
Bleeding High Fever Other Causes
6-14 yrs 15-55 yrs. Total 6-14 yrs | 15-55 yrs. Total 6-14 yrs | 15-55yrs. | Total
0 4 4 0 3 3 0 0 0
Bihar- Gaya- Maternal Deaths & Causes against Total reported cauases
of Maternal Deaths - Apr'10 to Nov'10
Other Causes
0%
High fever
43%
Bleeding
57% Severe
hypertesnion/fits
0%

Obstructed/prolong

ed labour
Abortion 0%

0%




# 9 + (( 0 085 8*5
Diarrhoel Diseases Tuberculosis HpEpiEtn DR ses
( Other than TB)
6-14 15-55 Above Total | 6-14 15-55 Above | Total | 6-14 | 15-55 Above Total
yrs yrs. 55yrs yrs yrs. 55yrs yrs yrs. 55yrs
0 0 0 0 0 1 0 1 408 0 0 408
Malaria Other fever Related HIV/Aids
6-14 15-55 Above Total 6-14 15-55 Above | Total 6-14 | 15-55 Above Total
yrs yrs. 55yrs yrs YISs. 55yrs yrs yIs. 55yrs
0 0 0 0 0 0 0 0 0 0 0 0
Heart Disease/Hypertenion related Neurological Disease including Trauma/Accidents/ Burn Cases
strokes
6-14 15-55 Above Total | 6-14 15-55 Above | Total | 6-14 15-55 Above Total
yrs yrs. 55yrs yrs yrs. 55yrs yrs yrs. 55yrs
0 0 1 1 0 0 0 0 0 1 0 1
Suicide Animal Bites & Stings
6-14 15-55 Above Total 6-14 15-55 Above | Total
yrs yrs. 55yrs yrs yIs. 55yrs
0 0 0 0 9 1 0 10

Bihar- Gaya- Causes of Deathsin 6 to 55yrs age group for Reported
Deaths - Apr'10 to Nov'10

Animal Bites & HIV/Aids Diarrhoel Diseases Neurological cases
Stings 0% 0% including Strokes
2% Malaria Suicide 0%
0% 0%

Tuberculosis

Trauma/Accidents/B
0%

urn Cases
0% Heart Diseases/
Hypertension
Related
Other fever related 0%

0%

rthan

TB)
97%

Source- HMIS Data 2009-10
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Part A. RCH Il
MATERNAL HEALTH

Goal: - Reduction of the Maternal Mortality Ratio

Obijectives :-
To increase ANC and PNC coverage
To reduce anemia among pregnant mothers
To increase institutional deliveries
To increase access to emergency obstetric care
To reduce incidence of RTI/STI cases

Strategies :-
Operationalized facilities

Integrated outreach services
Janani Suraksha Yojana
Review of the program impact
BCC and IEC

Present Status :-

In the Gaya District there are need for eight FRUs but at present only
three are functional and need renovation, establishment and
construction work

Equipment for the three Blood Storage Unit are available but not any
of them are functional

There are 24 PHCs sanctioned but and only 22 are providing 24x7
service

There are need for 42 CHCs in the Gaya District, at present only 19
CHCs sanctioned and need to upgrade from PHCs to CHCs

There are 112 APHCs sanctioned in the district but only 46 are
running 46, only 14 APHCs have own building, 5 under construction
and rest need to be construct

There are 693 HSCs but only 454 are functional and other need to be
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functionalize

More than half of the SHCs are providing facilities at the level but
need to be upgraded and capacitate for the better services

Not any session of the VHND organized

Only 20 % intuitional delivery, 76 % unreported delivery (Report up to
Nov 10)

Gap Analysis :-

Other five FRUs need to be sanctioned and construction with well
establishment

Need for functioning three Blood Storage Units at all three FRUs

Five more blood storage units will be required in the future

There are need for 42 PHCs in the Gaya District as per norms

Other 56 APHCs need to be operationalized

239 HSCs need to be functionalized

Need for monitoring of the HSC services and reporting process
VHND to be organized as per plan

Institutional delivery and home SBA delivery should be promoted with
active involvement of the ASHA support system

Not any report of the SBA home delivery

Activities Planned :-

Operationalize Facility

Operationalization of three FRUs viz. Pilgrim Hospital, L E Z Hospital and
FRU Sherghati

Functioning of three Blood Storage Units at the three FRUs viz. Pilgrim
Hospital, L E Z Hospital and FRU Sherghati

Organizing Blood Donation Camps -12 Units in a year

Organize workshop for operationalizing nonfunctional PHCs

Procurement of the MVA kit

Procurement of beds, labor table, establishment of the NBC and provision
for running water at the HSCs

Printing and distribution of IEC materials on RTI and MTP

Services

Organizing outreach camps for the uncovered areas or villages under




outreach sessions for Rl and ANC on VHND

Provision of equipment, infrastructures and stationaries required for ANC
services by untied fund.

Improve Access to ANC services of the target group on VHND.

Need based refresher training of ANMs on ANC care

Proper maintenance of ANC Register and Eligible couple register and
updating time to time.

Ensuring periodic house visit for counseling and health care by grass root
service providers

Wall painting at community places such as HSC, AWC, Community Hall etc
on ANC, PNC and maternal health

Ensure quality service and Monitoring of ANC Care by checking of ANMs
duty roaster and visits of LHVs and MOs.

Ensuring proper practice of PNC services and follows ups at the health
facility level. Currently the percentage of mothers visited by health worker
during the first week after delivery is low (range: 5-52%).

Refresher sessions for all ANMs on guidelines to be followed for PNC care
Ensuring follow up PNC care throughout reach services (ANM) for delivery
cases where the patient does not return to facility for follow up checkups.
Referral of all complicated PNC cases to FRU level.
LHV and MO to monitor and report on PNC coverage during their filed visits
Utilizing the ASHA network to strengthen the follow up of PNC services
through tracking of cases, mobilization to facilities and providing IPC based
education / counseling.
ASHA to make 3 PNC visits - for home delivery cases (1% within 2 days, 2™
within 4 days and 3™ within 42 days of delivery) and 2 follow up visits for
institutional delivery cases. She will also make visits (3 times) during post
natal period.
Counseling of all pregnant women on ANC and PNC during monthly
meetings of Mahila Mandal / VHND Meetings.

Institutional Delivery (JBSY)

Distribution of incentives to the beneficiaries under home delivery
conducted by SBA

Proper implementation of the JBSY to provide benefits to the mother as well
as ASHA




Incentive for AWWSs where ASHA is not present

Linkage of ASHA's incentives on institutional deliveries to completion of the
PNC follow-ups.

Mobilization of the pregnant women and their family members for
institutional delivery through IEC, counseling by health personnel, ASHA
The IEC would focus on communicating the benefits of institutional delivery,
benefits under JBSY scheme, danger signs to be taken note of and location

of functioning FRUs where such cases can be treated.

Equip the ASHA network to reinforce the IEC messages through IPC

interventions at village / community level.
Provision of Baby Kit for poor performing blocks after delivery

Provide incentives to ASHA for every institutional delivery achieved in her

village / designated area.

Involvement of PRIs and local leaders for JBSY scheme to monitor and

generate awareness for institutional delivery.

Organizing BEmONC and CEmONC training for L2 and L3 health personnel

respectively at the state level

Strenthening C section through Operating Doctors, Anesthetics and

Paramedics

Provision of C section delivery as per need

Incentives to the Health personnel for C section

SBA training to the ANM

Facilitate home delivery through SBA

Supply of Disposable Delivery Kit for SBA home delivery

Micro birth plan for ASHA, MCH protection card, Partograph and any other

printing relevant for JBSY program
Hiring data entry operator for computerized data.

Follow-up of the home delivery for PNC and newborn care by ASHA and
ANM

Involvement of Mamta to generate awareness for institutional delivery &

exclusive breastfeeding.




Identification of anemic mothers through ANC
Supply and provision of IFA tablets for pregnant mothers

Proper counseling to the mothers for full consumption of IFA tablets by
ASHA and ANM

Referral services to the severe women to the level 2 and 3

Linkage of the severe anemic women with AWC for the nutrition support (
with the support of ASHA and ANM)

Refresher training for ANM, AWW and ASHA on anemia control

Convergence with ICDS for regular supply of IFA tablets through AWWSs
IEC on consumption of locally available iron rich foodstuffs

Monitoring and review of the process by MOIC and other block officials

Safe abortion services at health facilities
Support for IEC /BCC mobilization
Training of MO and ANM on MTP
Awareness drives will be undertaken in the community regarding availability

of MTP services, consequences of sex selective abortions and PCPNDT
Act.

Procurement of drugs & equipment such as MVA for MTP will be provided
at the facility level..

To build awareness on MTP a coordination programme in rural and urban
areas will be conducted.

A quality improvement programme to strengthening the societies for MTP

It is proposed that the facility will be made available at District hospital &
FRUs Sherghati. Those will be developed to be model centres.
Strengthening of Comprehensive abortion care services of Sadar hospital.
Formation of District level committee to accredit private providers /sites
Exploring possibilities on PPP mode for Safe Abortion Services esp. in hard
to reach areas like Dumaria, Atri etc. Private providers will be accredited
who will then provide abortion services.

Develop reporting system from public sector as well as private.

Pregnancy testing services should be provided at all HSCs, and BPHCs. It

is done in most APHCs also. This service may be linked with MTP services

as well. ASHA have already been be trained by an NGO called Nischay.




Referral Support system

The issue to be addressed is the absence of pick-up service of pregnant
women. The woman has to make arrangement for transport and a travel
reimbursement Rs.200/- is given irrespective of the actual amount spent on

travel.

Provision of referral transport system to refer patients from
home/HSCs/PHCs to referral centres. (102 and 108 ambulance service is
available as of now)

Monitoring of referral transport system
Development of proper referral system between Health Institutions.

Fill vacant ANM posts and appoint additional ANMs in a phased manner to
achieve GOI norm of one ANM per 5000 population by the year 2012.
Hiring of one Basic Ambulance and one Life saving Vehicle

Hiring of 30 ambulance under 102 service at all facility which are providing
institutional delivery (24 APHCs, 4 PHC, 2 HSC)

RTI and STI

Early detection and diagnosis of RTI/STI cases through syndromic
approach and referral by ANM and ASHA

Integrated counseling services will be provided through ASHA, ANM and
male health personnel

Conducting VDRL test for all pregnant women as part of ANC services.
Implementing contact surveillance of at risk groups in convergence with
Bihar AIDS Control Society.

Conducting community level RTI / STI clinics at PHCs

Training to all MOs at PHC / DH level in Syndromic Management of RTI /
STI cases in coordination with Bihar AIDS control Society

Training of frontline staff, LHV, ANM and ASHA in identifying suspected
cases of RTI/ STl in coordination with Bihar AIDS Control Society.
Strengthening RTI / STI clinic at the L3 level

Counselor and doctor will be required in both FRU. It is proposed to involve
specialist doctors in Skin & VD from private sector, who could offer services
in FRUs.

Public awareness through IEC in highway (e.g. GT road)

For prevention of RTI/STI condom distribution by frontline workers




Training — Doctors, Para Medical Staff, Counselors, ANM, ASHA and AWW
should be trained. Most of the RTI/ STI problem can be then sorted out at
village level.

Procurement of Drugs & Equipment for treatment of RTI/STI

Referral support for the RTI/STI cases

Referral Hospital and District Hospital will be strengthened for diagnosis
and treatment of RTI/STI

At district level RTI/STI management by NACO includes awareness
programme by way of Red ribbon express, road show, etc. A counselor is
provided by BSACS in district hospital, and medical college has facility for

ELISA test. The cases are referred from OPD to VCTC for counseling.

CHILD HEALTH

Goal

High levels of maternal malnutrition and low levels of female literacy, particularly
in rural areas increase risk of child mortality and morbidity. Failure of family to
properly plan their family in matters related to delaying and spacing of births
leads to significantly high mortality among children. Failure of programme to
effectively promote breastfeeding immediately after birth and exclusive
breastfeeding is yet another factor affecting IMR. A high level of child
malnutrition, particularly in rural areas and in children belonging to
disadvantaged groups adds to the problem. The Anganwadi centre and Sub
Centre often lacks drugs, ORS packets, weighing scales, etc. The plan for child

health takes these factors into consideration.

Reduce Infant Mortality Rate (IMR) (target — from 59 to 45 by 2012)

Objectives :-
To promote early and exclusive breast feeding to infant
To reduce mortality and morbidity due to diarrhea and ARI
To reduce the prevalence of anemia among children

To ensure full immunization of the children




Strateqies :-
Promote early and exclusive breastfeeding to the child
Appropriate infant and young child feeding
Strengthen essential newborn care at home
Full immunization of Children
Management of diarrhoea and ARI
Establishment of the Newborn Corners and SNCUs at facility level
IEC for promoting child health care

Present Status :-

Early breast feeding are promoting at the facility level through Mamta
Program
Community education for the early and exclusive breast feeding as
well as for supplementary feeding through counseling
Poor visit for home based newborn care by health personnel and
ASHAs
Care of the newborn is poor due to lack of facilities based care
Poor awareness level in the community
18 blocks are covered under school health program
Gap Analysis :-
Training of IMNCI need attention
Not any SNCU at the FRUs, need three SNCU
Operationalization of the 17 NBC at the PHCs
Need set up 5 New Born Corner at the PHCs

Poor visit for new born care by health personnel

6 more blocks need to be cover under school health program.

Activities Planned :-

ASHAs equipped to provide ORS to children with diarrhea and suggest
referral in case of emergency.

ASHASs to support AWWSs in monthly weighing

Use mass media to promote breastfeeding immediately after birth
(publication of newspaper advertisements, booklets and stories on correct
breastfeeding practices)

For ensuring breast feeding Health Manager would be responsible to




monitor every patient before discharge. He /she would be required to
mention the breast feeding status on BHT and in delivery register. Medical
Officer will enter status of mother and baby and status of breast feeding in
the delivery register.
Involve frontline Health workers, Anganwadi Workers, PRIs, TBAs, local
NGOs and CBOs in promoting correct breastfeeding and complementary
feeding through IPC, group meetings, folk media and wall painting.
Organising School Health Program in all 24 blocks out of which 18
block were covered previously
Educate adolescent girls about proper breastfeeding and
complementary feeding practices through school -based awareness
campaign.
Involvement of Mamta to promote early and exclusive breast feeding
Establishment of the Newborn Corners at the 24x7(L2) 5 units and SNCUs
(level 3) 2 units

Community awareness through IEC/BCC on Malnutrition
Regular house visit by ANM / ASHA. A check list will be prepared by PHC
and with the help of check list ANM or ASHA will visit the house, and
counsel the pregnant women, eligible couple and lactating mother.
Identity the villages where the prevalence of Malnutrition grade Il and grade
IV are high.
Severe Malnourished children will be referred to health facilities by AWW &
ASHA
During weekly meeting in PHC at least one (on 2" Tuesday) meeting in
every month would be focused on any health topic. This will be delivered by
the MO and topic will be suggested by Health Manager.
Device appropriate interventions like the nutrition requirements of children
in the age group of 5 to 6 years and the possible support being provided by
the AWC.
With the help of ICDS Officials and PRI BCC Activity would be organized in
villages (through posters, banners and wall writing of the messages)
De worming tablets will be distributed among children of Middle School, low
socioeconomic area (frequency 6 months)
Growth monitoring of each child
Supply of spring type weighing machine and growth recording charts to all
ASHAs, AWWs. All ASHAs, Anganwadi centres and sub centres will have a
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weighing machine and enough supply of growth recording charts for
monitoring the weight of all children.
Weighing and filling up monitoring chart for each child (0-6 years) every
month during VHNDs/Mahila Mandal Meetings by VHSC
Each child in the village will be monitored by weight and height and records
will be maintained
Training for indications of growth faltering and SOPs for referral to AWWC
for nutrition supplementation and to PHC for medical care.
Establishment of Nutrition Rehabilitation Centres (1) in Immamgan]
block having severe problems of malnutrition.
Home based neonatal care will be done by ANM of respective HSC. This
will be monitored by LHV
Build state IMNCI training pool — inadequate monitoring of this activity at
field level is an issue. Local Resource Persons can be roped in to ensure
community based monitoring.
Care of babies by “MAMTA” and ANM needs to be ensured. Training of
MO and staff nurse in IMNCI / operation of baby warmer machines. Fixing a
day in a week for IMNCI related work at HSC level.
Refresher training of the health and ICDS staff in IMNCI protocols
Ensure implementation of IMNCI clinical work following training
Community Awareness on home-based care of new born (skin-to-skin
contact, bathing after a week, not removing vermix, etc.); early recognition
of danger signs - ARI, diarrhoea; proper weaning practice
The ASHAs / MPWs /| AWWSs at every point of contact for ANC and PNC will
reinforce tenets of home-based care of new born as per IMNCI guidelines.
The training will be part of IMNCI.
Establishment of the newborn corner or SNCU at the L2 and L3 respectively
Full immunization of Children

Ensuring cold chain maintenance

a. Ensure ILR and Deep Freezers are available in appropriate number

in every PHC.
i. Cold chain handler to ensure by way of regular checkup of
ILR & Deep freezer.

Conduct fixed day and fixed-site immunisation sessions according to district
microplans. (Muskan ek Abhiyan — 2" Phase)

Introducing VHND as the major component to enhance the coverage of RI.
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Update district micro plan for conducting routine immunization ( now
Muskan Ek Abhiyan) sessions

Introducing and implementation of Due-list as per the guidelines from
mission document-NRHM.

Ensure timely and adequate supply of vaccines and essential consumables
such as syringes, equipment for sterilisation, Jaccha-Baccha immunisation
cards (card is issued after registration of pregnant women), and reporting
formats at all levels.

Supply AD Syringes to conduct outreach sessions in select areas.

Enlist help of AWW/ASHA in identification of new-borns and follow-up with
children to ensure full immunisation during sessions. New Born tracking
system to be implemented through Muskan by way of tracking register
Replace all Cold Chain equipment, which is condemned, or more than five
years old in a phased manner and supply new Cold Chain equipment based
on analysis of actual need of the health facilities

Build capacity of immunisation service providers to ensure quality of
immunization services.

Provide comprehensive skill upgradation training to immunisation service
providers (LHVs/ANMS), particularly in injection safety, safe disposal of
wastes and management of adverse effects.

Conduct training to build capacity of Medical Officers, MOICs and DIOs for
effective management, supervision and monitoring of immunisation services
Train Cold Chain handlers for proper maintenance and upkeep of Cold
Chain equipment

Form inter-sectoral collaboration to increase awareness, reach and
utilization of immunisation services

Involve Anganwadi Workers and PRIs to identify children eligible for
immunisation, motivate caregivers to avail immunisation services and
follow-up with dropouts.

ASHA, AWW and ANM will hold meeting with Mahila Mandals at each
village monthly for increasing the coverage of Immunization. Incentive to be
provided to ASHA and ANM under RCH and AWW under intersect oral
convergence. VHSC members should also monitor it.

Involve ICDS and PRI networks in behaviour change communication for
immunisation.

Strengthen Supervision and monitoring of immunization services




a. Build capacity of Medical Officers, MOICs and DIOs in supervision
and monitoring of implementation of immunisation services as per
the micro-plan.

b. Separate monitoring should be made at PHC & Dist. Level.

c. Provide mobility support to MOICs and DIOs for supervision and
monitoring of implementation of immunisation services.

d. Develop effective HMIS to support supervision and monitoring of
implementation of immunisation services.

e. Coordinate with representatives of PRI to strengthen supervision
and monitoring of immunization services.

Increase acceptance of ORS by awareness generation by ASHA

The ASHA drug kit will have ORS (with Zinc) and cotrimoxazole tablets
which would be replenished as per need. Anganwadi centres should also
be given ORS. In the absence of ORS, the use of home-based sugar & salt
solution will be encouraged.

ASHAs will be specifically trained to identify symptoms of Diarrhea and ARI
and to provide home-based care. Danger signs requiring transportation to
seek medical care will also be taught to ASHAs.

ASHA and AWW will be trained in providing Home based care. The training
will be held at Block PHC level.

Strengthening of referral services for infants seeking care for life threatening
diarrhoea and ARI

Vitamin A supplementation, and 6 monthly de-worming




FAMILY PLANNING

GOAL- Population stabilization

Objectives :-
To reduce TFR

To promote family planning norms
To reduce unmet need
To increase Contraceptive Prevalence Rate

Strategies :-
Permanent methods to be provided in all 24 x 7 PHCs

Awareness generation in community for small family norm
Promote male sterilizations

Promote Spacing Methods

Promote Post abortion contraception and postpartum tubectomy
BCC and IEC

Present Status :-

Female sterilization preferred for permanent method
Poor utilization of spacing method
Adverse effect of the IlUDs

Gap Analysis :-
NSV need to be promote

Poor accessibility towards the spacing methods

Lack of awareness and knowledge among beneficiaries

Activities Planned :-

Workshop on Quality Assurance Manual at the District level
IEC materials highlighting the benefits of a small family will be
prepared

Tubectomy & vasectomy services to be provided in every 24 x
7 PHCs.

NSV /Promotion — Family planning worker will motivate the

male for NSV. Where (in Health Sub Centre) Family planning




worker is not available NGO Partners will performs the work.
In Gaya District, there are 439 HSC, and only 30 Family
planning workers are working.

NSV camps will be organized in PHC where in NGO / Private
Providers cooperation will be invited in conducting the camps
as well as motivating the beneficiary.

Provision of compensation to the FP beneficiaries
Procurement and supply of equipment and drugs for providing
permanent method.

MO- Skill up gradation for permanent method.

Private providers are accredited (10) who are currently
providing sterilization services

More accreditation of Private Nursing Home / Clinics

Regular supply of contraceptives in adequate amounts through
proper Indent and supply of contraceptives for all depots and
subcentre/ AWCs and social outlets

Each AWC and ASHA will have at least one month’s stock
requirement of condoms and OCPs. Sub centres will have
adequate supplies of IUDs also.

Organizing IUD Insertion camps

Incentives will be provided to the LHV and ANM for 1UD
insertion

Dissemination of manuals on sterilization standards & quality
assurance of sterilization services. The guidelines will be
provided in Hindi.

Use of mass media to promote family planning practices

POL for FP services

Increased demand for NSVs through Village level meetings

and community awareness through IEC and BCC




ADOLESCENT HEALTH

Objectives :-
To improve adolescent Health

To reduce anemia among adolescent

Strategies :-
Promote consumption of IFA and counselling

Increase awareness levels among adolescents on health issues.
ARSH counseling center

Anemia control program for out of school adolescent girls

Present Status :-

Six blocks have covered under Anemia control Program for out of
school girls
Integrated counseling for the adolescents

Low level of awareness among adolescent

Gap Analysis :-
Other 18 blocks to be cover under Anemia control Program for out of

school girls
Integrated counseling for the adolescents
Low level of awareness among adolescent

Not any ARSH counseling center at the district level

Activities Planned :-

Establishment of the one ARSH Counseling Center at the district
level (in PPP mode)

Counseling for the reproductive and sexual health with adolescent
at the ARSH counseling centre

Adolescent friendly Health services will be conducted in every
PHC.

MTP services to be provided in FRUs (Sherghati, Lady Elgin &
Pilgrim)

Integrated counseling on breast feeding, Nutrition, birth
preparedness, iodine, HIV, RTI/STI.
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HIV counseling be started with the help of Bihar State AIDS
Control Society

Mahila Mandal meeting has to be organized by VHSC. Currently
Mahila Mandal Meeting‘s are not following a structured format. So,
it is proposed that topics like Adolescent Health, Nutrition,
restriction of below 18 marriages etc. are discussed in such
meetings.

Organize regular adolescent clinics/counseling camps at SC / PHC
/ CHC / SDH / DH

Adolescent health sessions/clinics will be held in each Sub Centre/
PHC / CHC/SDH and DH with service delivery & referral support

Risk reduction counseling for STI/RTI. ASHA/AWW to act as nodal
persons at village level for identifying & referring adolescents in
need of such services.

All ASHAs and AWWSs will be oriented on problems faced by
adolescents, signs and symptoms of the problems and where to
refer the cases.

Nukkar Natak — 200 sessions are planned for the year 2011-12.
Premarital counselling on reproductive health issues at
PHC/RH/SDH/DH

IEC / Counselling — on Prevention of adolescent pregnancy,
general health, sex, legal age of marriage, anaemia, and safe
abortion services

Adolescent pregnancy should be addressed with priority care esp.
Eclampsia, provision of IFA tablets, ensuring 3 ANC visits,
conducting institutional delivery, postnatal care etc.




Urban RCH

Goal — Promote quality primary health care services in the urban area

Objectives :-
To promote quality RCH services in the urban area

To provide free OPD services and drug

planning in the urban area

To promote immunization, institutional delivery and family

Strategies :-

Functionalization of the two urban RCH in the Gaya in PPP mode

Present Status :-

Not any urban RCH center is running

Gap Analysis :-
Need urban RCH center in the district

Activities Planned :-

Two urban RCH will be functionalize in PPP mode

Ensure quality services at the urban RCH Centre

institutional delivery

Service provision such as family planning, immunization and

Plan for vulnerable groups

Goal — Reduce mortality and morbidity in the vulner  able section of the society

Objectives :-
To promote primary health care services for the Mah

adalits

Strateqies :-
Organizing health camps in Mahadalit Tolas

IEC/ BCC

Present Status :-

facilities

A large number of Mahadalits are not accessing to the health care




Gap Analysis :-
Mahadalits are not accessing to the health care facility properly due

to lack of awareness, illiteracy and other social barriers

Activities Planned :-

Organize health camps in the Mahadalit Tola
Printing and distribution of health card for Mahadalit
Organize immunization session in the Mahadalit Tola
Free drug distribution during health camps

Interpersonal communication by health personnel in the camp

Innovations/PPP/NGO

Objectives :-
To sensitize the people on PCPNDT and sex ratio
To make two DH viz. Pilgrim and L E Z Hospital Gaya family
friendly hospital

Strategies :-
Organzing workshop on PCPNDT and sex ratio at the district and

block level
IEC/BCC
Family Friendly Hospital

Present Status :-

Few people are aware on the issue

Gap Analysis :-
A large number of people are not sensitized on the issue of the

PCPNDT and sex ratio specially in the rural area

Many ultrasonic centre are running and providing sex selection
services illegally that affection adversely on the sex ratio

Need for proper implementation of the PCPNDT and MTP act

Not any Hospital in the Gaya district is Family Friendly




Activities Planned :-

Organizing sensitization workshop (Beti Bachao Karyashala) on
PCPNDT and Sex Ratio at the district level with the support of
state health society. Resource person will come from SHSB

Organizing sensitization workshop (Beti Bachao Karyashala) on
PCPNDT and Sex Ratio at the Block level

IEC on the issue will be distributed in the workshop and also
among the community

Pilgrim and L E Z hospital will become family friendly hospital as
per norms

Infrastructure and HR

Objectives :-
To strengthen the health facility with recruitment of health
personnel

To operationalize health facility with the support of infrastructure

Strategies :-
Recruitment or retention of the health personnel

Civil work

Present Status :-

Lack of specialist doctors in the district

Lack of staff nurse

Gap Analysis :-
Lack of specialist doctors in the district

Lack of staff nurse

Activities Planned :-

Recruitment of nine lab technician for three FRUs with the support
of SHSB

Recruitment of 103 Staff nurse and retention of other 43 who are
recruited previously

Hiring of doctors and specialist in FRUs on call basis for the rural
area

Recruitment of specialist doctors in FRUs for blood storage unit

64




Minor civil work for operationalization of SNCU at the FRUs
Minor civil work for operationalization of NBC at the PHCs

Promote ASHA/SN/MOs through award/incentive for Muskan Ek
Abhiyan

Bio-medical waste management through PPP mode

Monitoring and Evaluation/ HMIS

Objectives :-
To strengthen the Health Management Information System
(HMIS)

Strategies :-
Monitoring and evaluation

Present Status :-
Monthly reporting in HMIS format on DHIS2 and MOHFW

Gap Analysis :-
Many columns are not filled during reporting that do not produce all

the status
Lack of proper knowledge about HMIS format
Poor collection and availability of data

Lack of proper monitoring

Activities Planned :-

Up gradation and maintenance of webserver

Hiring of the HMIS supervisor at the block level

Printing of revised HMIS formats prescribed under NRHM
Training to the health personnel on HMIS

Regular supervision of the reporting system

Procurement of the IT infrastructure




Training

Objectives :-
To capacitate the health personnel for quality health care services

Strategies :-
Training on SBA, MTP, RTI/STI, IMNCI, F-IMNCI, SNCU, Minilap,

NSV, IUD Insertion, ANC
Training to the DPMU

Present Status :-

36 health personnel have trained in the current year
864 person have trained on IMNCI

41 person have trained of F-IMNCI

TOT on MTP -5 MO and 5 SN

NSSK training 52 ANM+SN and 41 doctors

Gap Analysis :-
Many health personnel need training on SBA, MTP, RTI/STI, IMNCI,

F-IMNCI, SNCU, Minilap, NSV, IUD Insertion, ANC

Activities Planned :-

Organize training on SBA-6 Batch, MTP-1 Batch, RTI/STI-1 Batch,
IMNCI-60, F-IMNCI-14, SNCU-1, Minilap-1, NSV -1, IUD insertion,
ANC-5

Training for the DPMU -2

Procurement

Objectives :-
To strengthen the health facility through procurement of drug and

equipment

Strategies :-
Procurement of the of drug and equipment

Present Status :-

Availability of the drug at the facility level

Availability of the equipment of the blood storage unit




Gap Analysis :-
All types of drug are not available at the facility level

Regular supply of drug is needed
Not proper availability of drug in quantity as per need
Need for proper implementation of inventory management

Need for pharmacist for the inventory management

Activities Planned :-

Procurement of the equipment for blood storage unit
Strengthening of inventory management system

Timely availability of the all types of drug at the facility level
Procurement and distribution of the DDK to all HSCs

Procurement of SBA drug kit and distribution to the trained SBA
health personnel

Procurement and distribution of IFA pregnant women and
adolescents

Procurement of equipment for Minilap set, NSV Kit, IUD Insertion
kit

Strengthening of District Programme Management Unit

Construction of building for District Health Society, Gaya

District / Block level managers would take part in the PPP contracts and
negotiate on TOR

Capacity building of District / block managers to ensure quality
healthcare services and better management

Networking of all relevant NGO'’s in the area will be done by Block level
managers

Exposure visit of DPM/BHM to other districts / states where model
facilities are functioning

Refresher training of district / block health managers on the HMIS format
Procurement of office furniture & one Laptop for planning, monitoring and

evaluation process



Procurement of one vehicle for planning, monitoring and evaluation

process ( Field work)

INNOVATIONS

Mental Health Program — Appointment of the one Neur o-physician for
OPD at Pilgrim Hospital
Running one Herbal Therapy Centre at the District|  evel.

Anemia control program for out of school adolescent girls (14-19 years)

Introduction -

Amenia Control Program has been designed for out of school adolescent girls (14-19
years) and launched on pilot basis in six blocks such as Belaganj, Manpur, Gaya
Sadar, Bodhgaya, Dobhi and Sherghari of the Gaya District in the year 2010-11.
Target groups are provided IFA tablets and counseling for the health care.

Goal-

Reduction of the Maternal Mortality Ratio and Infant Mortality and Morbidity rate due to
anemia

Objectives-
Focus on holistic development of the adolescent girls
To improve health and nutrition status of the adolescent girls
To motivate the adolescent girls for decision making
To motivate the adolescent girls for creative and social work
To educate the adolescent for their rights

Achievements of the Piloting Program

Identification of the 57281 adolescent girls in the intervention blocks with the
help of AWWSs, ASHAs and ANMs

Total 26 persons such as MOICs, CDPOs BHMs, LSs and BEOs have imparted
TOT at the district level

At the block level 172 ANMs, 950 AWWSs and 642 ASHAs have provided
training on the issue

Supply of IEC and IFA tablets to the grass root level through health mechanism
68



Supplementation have started on 20-10-10 and total 50285 tablets consumed
by 36440 adolescent in Oct month

Review of the program has been done at the district level in chairmanship of the
Civil Surgeon

Activities for the year 2011-12 of the Gaya Distri  ct

1. Block level training for ANM,AWW and ASHA in all 24 Blocks

S. No. of NO. OF | Total field No. of Refreshmen | Stationary@ T.A. for Total
No A.N.M.& ASHA workers to batches 50 t @25 Rs for 20 pr Trainees @
AWW be trained person per one day per Participant 25pr
batch Participant Participant
1 4258 3352 7610 152 190250 152200 190250 532700

2. Procurement of I.F.A. Tablets

Requirement of fifty two IFA tablets for each adolescent girl for a year.
Procurement will be done at the district level.

District Total Total No of school No of non Total No of I.LF.A. Total
populati population going girls in school going adolescent tablet for cost
on of secondary girls (also girls adolescent @140rs
adolescent school included middle girls /1000
girls school girls) tablet
Gaya 3784223 227053 56763 170290 227053 11806756 1652949

3. Formats and IEC materials

sl oartiou " o Out of School Adolescent
articulars uanti rice
No. Q Y Total Quantity ,?Irrr:c'):éjsr;t
1 | Survey Format(AWC Wise) 1 Set (10 Page) 5.00 3334 16670
2 | Survey Format(HSC Wise) 1 Set (2 Page) 1.00 3334 3334
3 | Survey Format (PHC Wise) 1 Set (2 Page) 1.00 24 24
4 | Register (Beneficiary) 1 Piece(1 Jista) 30.00 3334 100020
5 | Compliance Card 1 Piece 2.00 170290 340580
6 | Monthly Format(AWC Wise) 1 Set (24 Page) 10.00 3334 33340
7 | Monthly Format(HSC Wise) 1 Set (24 Page) 10.00 439 4390
8 | Monthly Format(PHC Wise) 1 Set (24 Page) 10.00 24 240
9 | Handbills 1 Piece/adolescent 1.00 170290 170290
10 | Poster 1 Piece/AWC 8.00 3334 26672
11 | Folder 1 Piece/AWC 3.00 3334 10002
Total 361071 705562

4. Social Mobilization Program



r

Social mobilization activities will be organized at AWC and SHC level.

5. Review meeting

Name of district No of AWC/HSC Cost of social mobilization @ Rs
50/AWC+ HSCx3773
Gaya 3773 188650

Review meetings will be conduct at district, block and HSC level.

District | No. of | No of AWC/ Review Review Cost of Total
Block | HSC meeting at | meeting at | meeting @Rs cost
dist Block 10/AWC+HSC
@2000/ @1000
Gaya 24 3773 2000 24000 37730 63730

Summary of the Budget for Anemia Control Proq.

S.No Activities Total Remarks
Amount
Block level training for ANM,AWW
1 and ASHA in all 24 Blocks 532/00.00
Procurement will be
2 Procurement of |.F.A. Tablets 1652949.00 jointly for all activity
3 Formats and IEC materials 705562.00
4 Social Mobilization Program 188650.00
5 Review meeting 63730.00
Total 3143591.00

Rs. Thirty one lakhs forty three thousand five hund red ninety one only

PART B. Additionalties under NRHM (Mission Flexi P ool)
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ASHA is one of the core strategies of National Rural Health Mission

implementation plan in Gaya, Bihar. ASHA is the female health activist who would

promote access to improved health care at household level. Selection of Asha started
in 2006 and the total target of selection of Asha is 3514 in the District out of this 3352

have already been selected. Remaining Asha would be selected in the subsequent
year. Total 2713 ASHAs have trained on 2", 3 & 4™ Modules and other will be

trained in the subsequent year.

Streamlining the working and incentive payment of A SHA

For easy identification and authentication, an Identity Card with photograph had
been provided to each ASHA.

Various incentives are being given to ASHA on time. i.e. incentives for JBSY,

Muskan Ek Abhiyan, motivating for sterilization, and as Vaccinator in Pulse Polio.

3. Establishment of ASHA Help Desk at block and district level
4. Telephone for the ASHA Help Desk

5. Provision of one vehicle for mobility and procurement of office furniture for

strengthening ASHA program

6. Mobility and Communication Support for BCM

7. Monitoring and review of the of the ASHA program
8.

9. Replenishment of the ASHA Drug Kit

Motivation of ASHA

10.In every PHC of the District ASHA Divas will be conducted every month.

11. Asha is working as a mobilizer to strengthen Institutional delivery.

12.Asha is also working to mobilize the pregnant woman as well as children to

increase the status of immunization

Untied Fund For HSC




The objective is to facilitate meeting of urgent yet discrete needs that require relatively

small sums of money at Health Sub Center level. In 2011 — 12 Rs. 10000/- will be

given to 541 HSC which are functioning.

Village health & sanitation committee has been formed in every panchayats.

Guidelines regarding the same would be made available in each village.

The suggested areas where Untied Funds can be used would be discussed with PRI

and ASHA. Block Health Manager would be entrusted to make sure that the money is

spent.

1. Curtains to ensure privacy, repair of taps, installation of bulbs, other minor repairs,
which can be done at the local level;

2. Ad hoc payments for cleaning up sub center, especially after childbirth; transport of

emergencies to appropriate referral centers;

Purchase of consumables such as bandages in sub center;

Purchase of bleaching powder and disinfectants

Supplies for environmental sanitation (larvicides)

S

Payment/reward to ASHA for certain identified activities.

Untied fund for PHC & APHC
Each PHC & APHC received a sum of Rs.25, 000/- as untied funds which are for
being utilized as per need for local health action in the PHC area. The fund will be
routed through RKS.

46 APHC+ 27(New) = 73

24 PHC =24
Annual Maintenance grant for APHC & PHC & Sub centre
Rs. 50000 will be given to every APHC & Rs. 100000 to every PHC (73 APHC + 24
PHC=97) in 2011-2012.

Orientation at the District and block level
Orientation meeting will be organized at the district and block level for optimum
utilization of the untied fund for quality health care services.

One meeting at the district level

24 meetings at the block level(one for each block)

Monitoring and review of the untied fund



_______________________________________________________________________________________________________________________________________________

! Monitoring and review of the untied fund will be conducted regularly. DPMU will
| conduct this activity.
i Corpus Grant to HMS/RKS
i Corpus grant will be provided to RKS of all 24 PHCs @ 1 lakh= 24 Lakh and 3 @ 5
: lakh=15 lakh Sadar Hospital
: Untied Fund for Village Health and Sanitation Commi ttee
: 2680 RV X @ 10000= 26.80 lakh
i Orientation on VHSC fund utilization at the PHC lev el
| 24 PHCs @ 25 thousand= 6 Lakh
i Infrastructure strengthening
| Construction of HSC (Source NRHM fund)
27 units @ 15.57 lakh= 420.39 lakhs
Construction of HSC (source Planning Commission)
203 units @ 15.57 lakh=3160.71 lakhs
Construction of residential quarter (source Planning Commission)
200 units @ 36 lakh= 7200 lakhs
Construction of APHC (source Planning Commission)

42 units @ 75.99 lakh= 3191.58 lakhs
Construction of APHC (source NRHM)

4 units @ 75.99 lakh= 303.96 lakhs

Construction of building of Sadar Hospital (source Planning Commission)
3 units @ 500 lakh= 1500 lakhs
Construction of building of Incomplete Refferal Hospital- Dumaria (source
Planning Commission)
1 units @ 20 lakh= 20 lakhs
Construction of building of PHCs (source Planning Commission)
3 units @ 40 lakh= 120 lakhs
Construction of residential quarter for district medical officers (source Planning
Commission)
15 units @ 36 lakh= 540 lakhs
Construction of staff quarter at PHCs (source Planning Commission)
20 units @ 90 lakh= 1800 lakhs

Construction of boundary wall of five PHCs (source NRHM)
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_______________________________________________________________________________________________________________________________________________

5 units @ 6 lakh= 30 lakhs

3 PHCs will be up graded to Community Health Centre in (2011-12)

Water, Sanitation, Electricity, separate toilet facilities etc. will be provided in 3 CHC in
2011-12 & the health facilities would be raised to the standard of IPHS by 2012.

3 unit x@ 40 lakh =120 lakh

Up gradation of the 19 PHC to the CHCs

19 PHC will be upgraded to the CHCs in the year 2011-12 as per norms. This will

! Up gradation of CHC to IPHS

include construction work, equipment etc.
19 unit x @ 237=4503 lakh
Strengthening Block Management Unit and RPM unit
Support management of Health facility by Hospital M anagers
PPP Initiative
i - Hiring 102 ambulances

1911 doctors on call

Hiring one ALB and one BLS

Referral Transport Unit 54 ambulance

54 units @ 1.56 lakh=84.24

Procurement of Beds
200 unit @ 20 thousand= 40 lakh
Setting up Ultramodern Diagnostic Centre = 48 lakh

Out sourcing of pathology and radiology=60 lakh

Mobile Medical Unit

Hiring of one more MMU is required

Publicity of Mobile Medical Unit services would be done

Service provision by MMU

Requirement of HR (Specialist, MO, Nurse, LT) and giving orientation to these
staff is a priority.

Monitoring of the service of the MMU

Mobile phones have already been given to all MOICs in the PHC.

It should be more effective in underserved & naxal fested areas.
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! 1 unit x 56.16 lakh=56.16 lakh
| Monitoring and evaluation
i 38 unit x @ 90 thousand= 34.2 lakh
i Procurement of equipment and instruments
: NSU procurement 5 unit @1.4 lakh x 5 unit=7 lakh
| Establishment of NSU 22 unit
| Procurement of NSV kit , IUD insertion kit, minilap set
Strengthening of cold chain= 8 lakh
AYUSH doctor
Recruitment of 73 AYUSH doctors
| 73 unit @ 3 lakh= 219 lakh
i Training for AYUSH
| 2 unit @ 1.5 lakh=3 lakh
: Training of paramedical
2 unit @ 1.4 lakh= 2.8 lakh
Training of Pharmacist
73 unit @ .72 lakh =52.56 lakh
Training of ASHA / ANM / Local Practitioner
3 unit @ 1.4 lakh=4.2 lakh
Procurement of medicine
73 unit @ .5 lakh=36.5 lakh

Infrastructure Strengthening

46 APHC @15 lakh=690 lakh
Procurement of racks for drugs store
200 unit @ .05 lakh= 10 lakh

Decentralized planning

Action Plan at Dist. Level
1 unit @ 1 lakh= llakh
Action Plan at Block level
24 unit @ .25 lakh= 6 lakh
Incentive for AWW-50 lakhs

Part C. IMMUNIZATION
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Complete Immunization among children in the age group 12-23 months is 41.4%. The

immunization rate among various categories is given in the table below.

Child Immunization: Gaya 2

Category Total Rural Urban

Children 12 -23 months fully immunized (%) 41.4
Children 12 -23 months not received any

41.4 41.2

o 16.7 16.7 17.9
vaccination (%)
Children 12-23 months who have received
BCG vaccine (%) 81.5 81.6 80.4
Children 12-23 months who have received 3
doses of DPT vaccine (%) 54.4 R p3.8
Children 12.-23 mpnths who have received 3 531 53.0 54.0
doses of polio vaccine (%)
Children 12 -.23 months who have r eceived 542 54.1 558
measles vaccine (%)
Children (age 9 months and above) received 49.9 49.6 53.4

at least one dose of vitamin A supplement

Objectives

Reduction in the IMR (target — 59 * to 45 per 1000 live births)

100 % Immunization of children

Activities:-

1. The number of access compromised villages in Gaya would be 241, which is
spread in 15 out of the 24 blocks. In such areas special outreach camps (4 per
year) can be organized.

2. Regular & timely supply of vaccines especially at PHC level. (DPT and Polio
vaccines are given together. But due to delay in delivery of DPT vaccines,
children end up not having the DPT vaccine. In fact, in a year around 8 to 10
rounds of Polio (S.N.l.D,&N.1.D) occurs & each polio program takes 5days |[I
day for A team, 1day for B team, preceded by 15to 20 days of planning (Making
of Micro plan, orientation & training of supervisors, training of all vaccinators,
Block level task force meeting, sub divisional task force meeting & finally district

task force meeting in the presence of D.M. & district officers) followed by

>DLHS 3
3 Infant and Child Mortality in India, District Lev&stimates, PFI, May 2008
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another 2or 3 days for submission of report & pack-up of the round. This way,
on an average the pulse polio program takes up 224 to 280 days in a year
which taxes the available human resources at the district level affecting routine
immunization. A plan which makes use of Human resources to the best extent

possible would be to do polio rounds with RI.

. Training of ANM, ASHA, AWW, Health Managers, Cold Chain Handler and

MOICs in R.I.

. Sector wise monitoring for district level by district level officers (Sector in charge

DIO, DPO, DMO & DPM).

. Need of sufficient fund for monitoring.
6. Better Co-ordination between ICDS & Health department.

. The Muskan programme is going on in Gaya district; two days in a week,

(Wednesday in sub centre and on Friday in the AWC). The role of AWW on
immunization day is to collect the mother and child for immunization and
complete the due repot, administered report and summery report for the month.
In Mahila Mandal meeting pregnant woman & lactating women are invited by
AWW & ASHA. In that meeting importance of Immunisation, JBSY, FP &
services provided by PHC are discussed. These meeting are held every 3"

Friday of the month.

8. Special focus on Mahadalit Tola

9. Inrainy season communication & transport facility are virtually cut of specially in

Barachati, Immamganj, Bakebazar, Pariya, Guraru, Dumariya, Atri, Mohara,
and Mohanpur. In order to provide services in this area, suitable mechanisms
will be devised jointly by PRI and NGO partners. Micro plan has already been

made is available with the district.

10.Ensuring availability of vaccine courier, Ice pack, cold box (big& small) AD

Syringe, RI card, Banner, Poster, Hubb cutter, PCN Tablet, ANM KIT, and IFA
Tablets (small & large) and cold chain equipments (ILR, Deep freezer, stabilizer

etc).



PART D. DISEASE CONTROL PROGRAMMES
National Vector Born Diseases Control

Programme

Malaria

Malaria is an important public health issue in the district. PHCs like Amas, Mohanpur,
Gurua, Barachatti, Sherghati and Dumaria are the worst affected places. And in those
areas cerebral malaria cases have also been reported. Malaria is also linked to poor
sanitary conditions, and lack of DDT Spray. In some of the areas DDT Spray is being
carried out but it requires intensive intervention. Anti-Malarial Drugs are available in
the PHCs. During rainy season special camps should be organized to detect malaria
cases so that they may be treated promptly. Lab surveillance needs strengthening and
blood slide collection should be increased.

Malaria scenario:

Particular Number
1. No. Of slides collected 4413
2. Blood examination conducted 4413
3. Malaria positive 73
4. Cases treated 62
Source-IDSP Report from Apr 10-Oct 10
Activities
Facility Level

Selective insecticides spray operation in areas having incidence of malaria of 2
or more cases per thousand populations per year for regular rounds of spray.
Decentralization of malaria laboratories of PHCs for Early Detection & Prompt
Treatment of positive cases.

Ensuring continuous availability of anti malarial drugs at facility level
Establishment of drug distribution centres & fever treatment depots where anti
malarias will be available.

Provision of disinfectant mosquito nets to the poor Mahadalits.

Blood slide examination of all febrile children with presumptive treatment

Community Level

Anti malarial drugs shall be made available through Panchayat.
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Eliciting public cooperation through voluntary agencies.

Initiating trainings & workshops for creating understanding among the
community regarding the disease.

Involving Village Health and Sanitation Committee for ensuring cleanliness in
the community.

In endemic areas, most children are anaemic due to repeated bouts of malaria.

Any febrile child needs to be checked for malaria compulsorily.

Filariasis

Filarial cases even though very less, have been reported from Gaya district. As of now
a total of 1288 slides have been collected and 26 cases have been treated.

Early detection and prompt treatment, Mass Drug Administration and appropriate IEC
strategies would be helpful in addressing this menace and spray of Larvicidal is going
on.

Japanese Encephalitis

JE is the next important public health issue in the Dist. Incidence of JE has been
reported in the Gaya Dist. On 10™ January 2009, a district level review meeting was
convened by CMO and attended by representatives from WHO, UNICEF, all MOIC,
DIO, DPO DMO, Health managers attended. It was decided that a Micro plan for
vaccination of JE would be made by every PHC & JE catch-up round held at Gaya in
the month of Nov. —Dec. 09 & 1100000 children vaccinated.

Revised National Tuberculosis Control Programme (RN TCP)

Objectives
1. Case Detection Rate - 72%
2. Cure Rate - 85%

TB is a big public health problem in the district. Poverty and Crowded areas have
added to the increase of prevalence of TB in the District. Gaya district has been
included in the RNTCP program and Anti-TB drugs are available. A total of 1567

patients are on the regimen now.

Facility Level



Ensuring continuous supply of medicines & health education at PHC, CHC &
HSC level.

Making DOTS centres available at underserved areas.

Community Level

Involvement of PRIs members, religious leader for motivating TB patients for
seeking treatment.

Involvement of NGOs for tracking of suspected TB cases.

National Leprosy Eradication Programme (NLEP)

Though the number of cases of Leprosy has gone down still Leprosy control
program needs to be carried out intensively. As of how 676 cases are detected
and all them are undergoing treatment in Gaya district for leprosy.
International Agencies like DFIT & WHO needs to review the progress of the
program, laying stress on Drug Compliance as well as rehabilitation program.
Gaya District Is implementing the NLEP but an increased level of coordination
is required among the NLEP & PHC staff.

To strengthen the close monitoring and supervision at District & PHC level of
the Non-medical Assistant (NLEP) by Health Managers

Development of referral system to deal with complication of leprosy also needs

to be operationalized.

National Blindness Control Programme (NBCP)

Objective : To reduce prevalence of trachoma / preventable blindness

Facility Level
Increase Cataract operation performance with priority to bilateral cataract blind
patients. A total of 8648 cataract operations conducted in this year.
Base Hospital approach
Strengthening District Hospital FRU by providing equipments, separate ward,
operation theatres and OPD facilities.
Development of permanent eye care centers at PHC, providing diagnostic and
operative equipment.
Mobile Units to serve in underserved areas

Organization of Eye checkups camps at PHC level.

80



Treatment of trachoma cases and BCC on hygiene and eye care

Community Level

Active involvement of NGOs linking with district Hospitals

Organization of Eye donation camps with the help of NGOs

Partnership with Private practitioners for eye checkup camps & cataract
operation at PHC level.

Eye checkup camps at Schools with the help of PRIs, teachers & MO PHCs
and Screening for refractive errors of children along with school health

programme

lodine Deficiency Disorder Control Program (IDDCP)

Integrated Disease Surveillance Program (IDSP) is intended to be the backbone of
public health delivery system in the District. It is expected to provide essential data to
monitor progress of on- going disease control programs and help in optimizing the
allocation of resources. It is intended to detect early warning signals of impending
outbreaks and help initiate an effective and timely response. IDSP will also facilitate
the study of disease patterns in the District and identify new emerging diseases. It will
play a crucial role in obtaining political and public support for the health programs in
the District.
Activities

Operationalization of District Level Task Force under the chairmanship of Civil

Surgeon with heads of different supportive person like ANM, ASHA, and Health

Staff.

Formation of District Level Co-ordination Committee of supportive department

like ICDS, Education/General Administration, NGO.

Monitoring of Quality of Salt.

Distribution of Salt Testing Kits (STK).

Analysis of lodized Salt Samples tested with STK

PART. E CONVERGENCE

Nutrition



Anganwadi Centre (AWC) functions one day in a month as a centre where
children (0-6 years) are being provided with nutrition and health services. The
AWC would continue to serve as the focal point for all health and nutrition
services. As part of NRHM, a Health Day is proposed to be fixed every month
at the AWC to provide antenatal, postnatal, family planning and child health
services. An ANM and preferably a Medical Officer from the PHC will be
available. With active support from Community Groups such as Self Help
Groups (SHGs) to motivate the AWW and ASHA women and children would
be motivated to access services. Services to be provided on the Health Day
(by the ANM or PHC MO) would include ANC, Newborn check up, Postnatal
Care, Immunization of mothers and children, IFA and Vitamin A administration,
growth monitoring, treatment for minor ailments, and health education. AWW
and ASHA would provide counselling to the community regarding the
importance of institutional deliveries and refer cases requiring expert
management. AWW and ASHA will also counsel communities on the
importance of balanced diets and promote the use of locally available
foodstuffs, particularly for micronutrient supplementation. AWW, ASHA & ANM
will sit together with the help of PRI and will device methods & possible
interventions towards addressing issues of severe malnutrition.

Water

In summer water levels in Dumaria, Barachatti, Imamganj, Bankebazar, and
Mohanpur blocks goes down and hand pumps don’t work, and people have to
take water from wells, and streams, which are not hygienic. In such areas deep
bore well needs to be made in coordination with PHED. Chlorination of wells in
such areas also needs to be made. In Town areas also water layer comes
down and there is electricity problem because of which water could not be
pumped. Water supply needs to be strengthened (higher capacity of tank,

alternate electricity source).

Waste management

In three Nagar Panachayats, waste management is proper and the facility is
available in Shergatti, Tikari, and Bodh Gaya. In Gaya urban, Nagar Nigam
works. In rest of the places, especially in villages no such arrangement is
available. The responsibility to ensure this rests with Gram Panchayat and

under the aegis of VHSC, plans (Shramadhan etc.) would be devised.
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Sanitation
In the Gaya District there is very poor condition of the sanitation especially in
the rural area. Few HHs have sanitation facility in the area. Open defecation is
prevalence which cause of serious concern and one of the major challenges to
improve the health condition of the poor sections of the society. Open
defecation lead to the diarrheal disease in the rural segment. Linkage will be
done with PHED for promoting Individual HH toilet for the rural people under
total sanitation campaign and toilet facility at the facility level will also promoted
with the help of PHED.

Building Construction for Health Facility

DHS Gaya has submitted the budget plan to the District Planning Office, Gaya in
which major part for the construction of the building for health facility viz. DH,
HSC and APHC and land acquisition for HSCs and APHCs are included in the
Integrated District Action Plan for the year 2011-12.

ANNEXURE- BUDGET
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