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b s Foreword

It is very rightly said that Health is Wealth. The Importance of Health in the process of
economic and social development and improving the quality of life of our citizens, can
not be denied. Recognizing the importance of Health, the Government of India has
launched the National Rural Health Mission on 12" April 2005 in India. It aims at
carrying out necessary architectural correction in the basic health care delivery system. It
is the biggest ever Project in the Health sector in the last 50 years. -
The Goal of Mission is to improve the availability of the access to quality healtﬁj_aé%e by
people especially for the poor, women and children. Mission adopts a synergistic
approach by relating Health to determinants of Good Health viz. of: gutrfﬁgn sanitation,
hygiene and safe drinking water. S

This District Health Action Plan (DHAP) is one of the key ingtruments to achieve NRHM
goals. This plan is based on health needs of the district yjz mﬁ‘astructurc instruments,
Manpower, land, bulldmg, Drugs etc.

After a thorough situation analysis of district health scenario, this document has been
prepared. In the plan, it is addressing health care needs of rural people especially women
and children, the teams have analyzed the coverage of rural communities with preventive
and promotive interventions, barriers in access to health care and spread of human
resources catering health needs in tim, d;smgt The focus has also been given on current
availability of health care infrastruc ﬁpbhuﬂﬁﬂfpnvale sector. This DHAP has
been evolved through a participatory an pahsu]tative process, wherein community and
other stakeholders have participated and ascertained their specific health needs in
villages, problems in accessing health services, especially poor women and children at
local level.

I take this opportunity to congratulate Dr. C.P. Gupta, Civil Surgeon —cum - Member
secretary, Distriet Health Society, Sheikhpura and his team of Dr. Jawahar Lal, ACMO,
Sheikhpura, Mr. ,Iatshankur Rai, DCHM, Sheikhpura,Mr. Pankaj KumarDistrict
Accounts Maqager,fi}is Sheikhpura. Mr. Gautam Kumar .Data Assistant,District Health
Society, She;khia(ura Dr.Mahendra Prasad , MO, Ariyvari Mr, Dharambir Choudhary,
Health Manager, PHC.Sadar, for Preparing th;s excellent documents. Further I would also
like to congratulate the department of Health and Family Welfare and State Health
Society of Bihar for their dynamic leadership of the health sector reform programme. |
also appreciate their decision to invite consultants (NHSRC/ PHRN) to facilitate our DHS
regarding preparation of the DHAP. The proposed location of HSCs, PHCs and its
service area is recognized with the consent of ANM, AWW, Male health worker and
participation of community and is finalized in the block level meeting.

[ am sure that this excellent Documents will revitalize the leaders and administrators of
the health care system in the district and enable them to efficiently implement the Action
Plan and achieve the goals of NRHM .
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About the Profile

Under the National Rural Health Mission this District Health Action Plan of
Sheikhpura district has been prepared. From this, situational analysis thg study
proceeds to make recommendations towards a policy on workforce mahagdﬁent
with emphasis on organizational, motivational and capability building aspects. It
recommends on how existing resources of manpower and materials can be
optimally utilized and critical gaps identified and addressed. It looks at how the

facilities at different levels can be structured and reorganized.

The information related to data and others used in this action plan is authentic and
correct according to my knowledge as thﬁ h}gs been provided by the concerned
medical officers of every blagk. I am g;;teful to the state level consultants
(NHSRC/PHRN), ACMO, DRMg#ill District level Programme Officers MOICs,
Block Health Managers and ANMS.and AWWs from whose excellent effort we
may be able to make :thigl_ District Health Action Plan of Sheikhpura District.

I hope that this District Health Action Plan will fulfill the intended purpose.

=A%y

A\
Dr. Chﬁeshwar Prasad Gupta

Civil Surgeon cum Member Secretary,
Sheikhpura



Methodology

The importance of Health in the process of economic and social development and
Improving the quality of life has long being recognized. Keeping this in view the
Govt. of India has launched the National Rural Health Mission [NRHM], the
biggest ever Project in the Health sector in the last 50 Years. NRHM, Seeks to
provide effective healthcare to rural population throughout the country with'special
focus on 18 states, which have weak public health indica;aré"'andfnr weak

infrastructure.

This District Health Action plan [DHAP] is one of the key instruments to achieve
NRHM goals. This plan is based on Health care needs of the District.

Under the dynamic leadership of Sti ﬁarggy Kumar , IAS Health Secretary Govt. of
Bihar and Executive Director, SHSB; Patna, a decision was taken to invite
consultants [NHSRC/PHRN] to facmtate our District Health Society for preparing
the DHAP. Accordingly a team comprising. Dr. Jwahar Lal, ACMO, Mr.
Jaishankar Rai DCHM , Dr. ‘Mahendra Kumar, MO, PHC Ariyari, and Mr.
Gautam Kumar Egta Assistant — cum — Monitoring and Evaluation Officer DHS
Shelkhpurm went for a 4 Days long Training at SHIFW, Patna. After that
orientation traming on DHAP of MOIC, Health Manager and Key Medical Staff
was under taken at District level and a thorough situation analysis exercise was
under taken by respective MOIC and Health Manager for Collection of Block level
data through various sources. After receiving Data from blocks, various Situations
were analyzed and gaps assessed. Finally under the dynamic guidance of our
District Magistrate cum Chairman, District Health Society, Sheikhpura District

level meetings is arranged and DHAP is given a final shape.



Our Civil Surgeon cum Member Secretary has taken a Keen interest in developing
the DHAP and has guided us to the minutest detail.

I Would like to take this Opportunity to thank Dr. Jawahar Lal ACMO,
Sheikpura Dr. Mahendra Kumar. MO, Ariyari, Mr., Dharambir Choudhary, Health
Manager, PHC Sadar Hospital Sheikhpura, Mr. Gautam Kumar Data Assistant
DHS, Sheikhpura, for Preparing this excellent documents. Further, All District
level Programme officers Mr. Pankaj Kumar, District Account Manager all the
MOICs , Health Managers and all Health Staff of Sheikhpura District deserve
kudos for their excellent work.

Last but not the least the contribution of Mr. Sushil. Kumar, Data Entry
Operator, District Health Society, Sheikhpua Mr. Jitendra, Kumar, Data Entry
Operator, District Health Society, Sheikhpura is of immense help in Preparing this
DHAP .

I Not only Hope but firmly believe that this DHAP will go a long way in
improving the health scenario of our District and achieve the Goals of
NRHM. -

_ S
Mﬁ”& '

D.P.M, Sheikhpura



Chapter-1

Introduction

1.1 Background

ealth is undoubtedly wealth. The importance of Health in the process of

economic and Social development of any society, state or country hag long been

recognized. In order to provide better health care in the society revitalization of health
care mechanism is of utmost importance. In the process of revitalization of health %&mim
National Rural Health Mission (NRHM) has been launched by Governmentiof India with the
objective to provide effective health care to rural population throughout thié.country with special
focus on 18 states which have weak public health indicators and/or weak infrastructure. National
Rural Health Mission (NRHM) was launched on 12" April 2005 in India. It is biggest ever
Project in the Health Sector in the last 50 Years. .

The Goal of the Mission is to improve the availability of the access to quality
health care by people especially for the poor, women and children, Mission adopts a synergistic
approach by relating Health to determinants of good Health viz of nutrition, sanitation, hygiene
and safe drinking water.

The specific objectives of he mission are .

= Reduction in child and maternal mortality .

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

» Emphasis on services addressing women aﬁ@hﬁ% health; and universal immunization

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

» Access to integrated comprehensive primary health care

= Revitalization local hﬁﬁt-h traditions and mainstreaming of AYUSH

» Population stabilizafion .

The plan of Action includes.:

casing public expenditure on health
¢ing regional imbalance in health infrastructure.
- Pooling resources.
‘Integration of organization structure,

Optimization of Health manpower,

Decentralization and district management programs

Community Participation and ownership of assets.

Induction of management and financial personnel into district health system.
Operationalising Community Health Centres into functional hospital meeting Indian
Pubic Health Standards in each block of the Country and

Mainstreaming Ayurveda, Yoga, Unani, Siddha and Homeopathy AYUSH to facilitate
health care.

mER e RS T
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One of the main approaches of NRHM is to communities, which will entail transfer of funds,
functions and functionaries to Panchayati Raj Institutions (PRIs) and also greater engagement
of Rogi Kalyan Samiti (RKS). Improved management through capacity development is also
suggested. Innovations in human resource management are one of the

major challenges in making health services effectively available to the rural/tribal population.
Thus, NRHM proposes ensured availability of locally resident health workers, multi-skilling of
health workers and doctors and integration with private sector so as to optimally use human
resources. Besides, the mission aims for making untied funds available at different levels of
health care delivery system.

Core strategies of mission include decentralized public health management. Thtg:%s supposed to
be realized by implementation of District Health Action Plans (DHAPs) formulated through a
participatory and bottom up planning process. DHAP enable village, block, district and state
level to identify the gaps and constraints to improve services in regg*i:a"'i&._access, demand and
quality of health care. In view with attainment of the objectives of NRHM, DHAP has been
envisioned to be the principal instrument for planning, implementation and monitoring,
formulated through a participatory and bottom up planning process. NRHM-DHAP is anticipated
as the comerstone of all strategies and activities in the district.

For effective programme implementation NRHM,adopts a synergistic approach as a key strategy
for community based planning by relating health and diseases to other determinants of good
health such as safe drinking water, hygiene and sanitation. Implicit in this approach is the need
for situation analysis, stakeholder involvement in action planning, community mobilization,
inter-sectoral convergence, partnership with Non Government Organizations (NGOs) and private
sector, and increased local monitoring. The planning process demands stocktaking, followed by
planning of actions by involving pragram functionaries and community representatives at district

level. TN,

Stakeholders in Process

o Members of State and District Health Missions

a District and Block level programme managers, Medical Officers.

a State Programme Management Unit, District Programme Management Unit and Block
Program Management Unit Staff

o Members of NGOs and civil society groups

a  Support Organisation — PHRN and NHSRC

1;{.



Besides above referred groups, this document will also be found useful by health managers,
academicians, faculty from training institutes and people engaged in programme implementation
and monitoring and evaluation.

1.2 Objectives of the Process

The aim of this whole process is to prepare NRHM — DHAP based on the framework provided
by NRHM-Ministry of Health and Family Welfare (MOHFW). Specific objectives of the
process are: .

= To focus on critical health issues and concerns specifically among the most disadyantaged
and under-served groups and attain a consensus on feasible solutions i

= To identify performance gaps in existing health infrastructure and ﬁpd ﬁm mechamsm to
fight the challenges

= Lay emphasis on concept of inter-sectoral convergence by actively cngagihg a \wde range of
stakeholders from the community as well as d&fferent puhhc and private sectors in the
planningprocess @ 2= 20202002 N

= To identify priorities at the grassroots and curve out rules ﬂ:ad I'C@OI’ISIEJIIIUES at block level
in designing of DHAPs for need based implementation of NRHM

1.3 Process of Plan Development
1.3.1 Preliminary Phase A

The preliminary stage of the plaﬁi’iﬁ 'éoqipnsed of review of available literature and reports.
Following this the research strategies, ques and design of assessment tools were finalized.
As a preparatory exercise for the formulation of DHAP secondary Health data were complied to
perform a situational aralysis.

1.3.2 Main Phase - Integration of Vertical Programmes

The Government of the State of Bihar is engaged in the process of re — assessing the public
healthcamw;rstem to arrive at policy options for developing and harnessing the available human
resources to ‘miake impact on the health status of the people. As parts of this effort present study
attemptﬁ to adtﬁ"ess the following three questions:

I Hnw ‘adequate are the existing human and material resources at various levels of care
(namely from sub — center level to district hospital level) in the state; and how optimally
have they been deployed?

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

3. What structural features of the health care system as it has evolved affect its utilization
and the effectiveness?

With this in view the study proceeds to make recommendation towards workforce management

with !:mphasm on organizational, motivational and capacity building aspects. It recommends on

how existing resources of manpower and materials can be optimally utilized and critical gaps

f(ﬁ.‘



identified and addressed. It also commends at how the facilities at different levels can be
structured and organized.

The study used a number of primary data components which includes collecting data from field
through situation analysis format of facilities that was applied on all HSCs and PHCs of

Sheikhpura district. In addition, a number of field visits and focal group discussions, interviews
with senior officials, Facility Survey were also conducted. All the draft recommendations on
workforce management and rationalization of services were then discussed with employees and
their associations, the officers of the state, district and block level, the medical profession and
professional bodies and civil society. Based on these discussions the study grmg? clarified and
revised its recommendation and final report was finalized.

Government of India has launched National Rural Health Mission,
rural health services and to develop a sector based approach with effest
as intrasectoral coordination. To translate this into reality, cuncrete ‘p,lamung in terms of
improving the service situation is envisaged as well as developing adequate capacities to provide
those services. This includes health infrastructure, facilities, equipments and adequately skilled
and placed manpower, District has been identified as thgbasm coordination unit for planning and
administration, where it has been conceived that an effﬁmv.fa coordination is envisaged to be
possible.
This Integrated Health Action Plan dncumzm of Sheikhpura district has been prepared on the
said context.
1.3.3 Preparation of DHAP
The Plan has been prepared as a joint effort under the chairmanship of District Magistrate of the
district, Civil Surgeon, ACMO (Nodal officer for DHAP formulation), all programme officers
and NHSRC/PHRN as well as t&MOICs Block Health Managers, ANMs, as a result of a
participatory prog s as detailed below. After completion the DHAP, a meeting is organized by
Civil Surgau wi MOIC of the block and all programme officer. Then discussed and
cpared DHAP. If any comment has came from participants it has added then
finalized. The ﬁs of the department too have played a significant role. District officials
have provided technical assistance in estimation and drafting of various components of this plan.
After a thorough situational analysis of district health scenario this document has been prepared.
In the plan, it is addressing health care needs of rural poor especially women and children, the
teams have analyzed the coverage of poor women and children with preventive and promotive
interventions, barriers in access to health care and spread of human resources catering health
needs in the district. The focus has also been given on current availability of health care
infrastructure in pubic/NGO/private sector, availability of wide range of providers. This DHAP
has been evolved through a participatory and consultative process, wherein community and other
stakeholders have participated and ascertained their specific health needs in villages, problems in
accessing health services, especially poor women and children at local level.







Chapter 2

District Profile

History of Sheikhpura

Sheikhpura district came into existence on the 31% July 1994. Sheikhpura district is a
part of Munger Division. Sheikhpura was separated from Munger District and was
made fa separate district with headquarters at Sheikhpura on the 31% July 1994. So
more or less the history of
Munger is the history of
Sheikhpura district.

Though there is no authentic
history of  Sheikhpura
scripted in any book or
records but according to
knowledge collected from
various sources history of
Sheikhpura dates back to the
age of Mahabharata. It is
believed that in the
Mahabharata age a demon
girl Hidimba lived on the Shiv Mandir on Girhindha Moutain in front of SKJH
hillocks situated on its
Fastern stretch with whom one Panadava brother Bhima married and gave birth to a
heroic son “Ghatotkach”. Later on this hill was called “Girihinda™ after the name of
Hindimba or Hidimba. Girihinda village is still situated over there.

According to one belief about six hundred years ago a great suphic saint “Hazarat
Makhdum Shah Shoeb Rahamatullah Aleh™ had founded the city of Sheikhpura. He
settled over here and the dense forest were cleaned and people started setting over
here. Later on it became densely populated.

During the Pallava reign also Sheikhpura was one of the chief administrative centers.
It is believed that the famous afghan ruler Sher Shah Suri had got the famous ‘Dal
Kuan® constructed over here. Till now *Dal Kuan’ and Sheikhpura is believed to be
synonymous with each other.

During the Mughal period, Sheikhpura got the status of Thana. In the British period
Sheikhpura was accorded the status of Big Kotwali and after independence it was
given the status of Block. On 14™ April 1983 Sheikhpura became a Subdivision and
on 31% July 1994 it was upgraded to District status.



Geography of Sheikhpura

Sheikhpura district came into existence on the 31% July 1994. Sheikhpura district is a
part of Munger Division. Sheikhpura was separated from Munger District and was
made a separate district with headquarters at Sheikhpura on the 31% July 1994,

Date of Formation of Sheikhpura 31.7.1994 (Carved out of erstwhile Munger district)

Area of Sheikhpura : 77,705 Hectares
Latitude of Sheikhpura : 24'45" North to 25" North
Longitude of Sheikhpura : 85°45" East to 86’45 East

Boundaries of Sheikhpura

North - Nalanda & Patna district
South - Nawada & Jamui district
East - Lakhisarai district

West - Nalanda & Nawada district

District Head Quarter Sheikhpura is situated at North side of Gaya-Kuel Rail line.
This district lies in the southern part of Bihar that is bounded by Nalanda & Patna
district in North, Nawada & Jamui district in South, Lakhisarai district in East and
Nalanda & Nawada district is west. The district spanning in 77705 hectares is situated
between North latitudes 24*45° and East longitude 85%45” and 86%45’.

ﬂ‘h’



Topography of Sheikhpura

Topographically district has two types of
region- the rocky highland formed by hilly
portion in centre, surrounded by fertile land
in North, South East and West. The land is
sloping towards North Eastern side.
Because of the low lying area in some parts
of the North Eastern side, the water gets
accumulated during rainy season leading to
water logged conditions. This area is
geographically known as Tal area.

Climate of Sheikhpura

Arghoti Pokhar (Mahadev Nagar, Sheikhpura)

The district has hot summers & moderate winters. Summer start from middle of
March and lasts till July. The monsoon usually breaks in the second half of June and

lasts till September.

Soil of Sheikhpura

The district has rich alluvial soil composed of sand, silt and clay in most parts of
district. The soil is most fertile and suitable of agriculture. The alkaline and saline

deposits are rarely found.

Rivers in Sheikhpura

There are no big rivers of perennial nature worth to be mentioned in this district. Of
course there are some small rivers which flow during rainy season viz Somi, Korhari,

Tati, Kachchi & Rijown.

Area of Sheikhpura

Population of Sheikhpura (2001)
Male Population of Sheikhpura
Female Population of Sheikhpura
Population density of Sheikhpura
Sex Ratio in Sheikhpura

Literacy Rate in Sheikhpura

Police Station in Sheikhpura
Railway Police Station in Sheikhpura
Panchayets in Sheikhpura

689 Sq. km

9, 25157

2, 73,468

2, 51,669

762 per Sq. km
920

49.01%

19

2

54



Govt's Administrative Set-up

There is one sub divisions and 6 Blocks in the District. The District has 19 Police Station

and 54 Gram panchayats. There are two Railway police Station in Sheikhpura . Traditionally

the District was divided into 3 C.D. Blocks but Three more Blocks were created during last

decade. A few of the newly created Blocks are still in the formation process. The newly

clected Panchayati Raj is enthusiastic o play important role in the District.

District Health Administrative Setup

T‘ Sheikhpura 7—‘
-

State
=
o
B e i T A
Zila Parisad + Magistrate DHS. ety
; e Civil Surgeon
= facio 7
District e 5 = 4
P - District Program | |-M10.
*L
Masager Sy l Officers
“4 PHC-MOIC | nLER 1. Medical Specialist
Panchayat Samiti 2. RNTCP 2. Surgical Specialist
| 3. immunization || 3 Child Specialist
APHC‘MD 41 RCH 4. Gynwﬂk’gis‘
Rogi kalyan : 5. Blindness 5. Anesthetist
Samiti vl ' 6. Eye Specialist
“BHM HSC- 7. Radiologist
ANM
Gram Panchayat T
¥
Community |
r+ ~—_] AsHA
VHSC
i AWW
Ward Member
SHG (Self Help
Group)




TABLE. ADMINISTRATIVE UNITS AND TOWNS IN SHEIKHPURA DISTRICT
PHC Community Development Towns Assembly Segments
Blocks
Sheikhpura Sadar Sheikhpura Rural Sheikhpura Sheikhpura
Ghatkusumbha Ghatkusumbha Sheikhpura Sheikhpura
Ariari Ariari Sheikhpura Sheikhpura
Chewara Chewara Chewara Sheikhpura
Barbihga Barbihga Barbihga Barbihga
Shekhopursarai Shekhopursarai Barbihga Barbihga
Lok Sabha (Parliamentary) — 1. Nawada 2. Jamui
SHEIKHURA — AT A GLANCE
AREA ( Hectares):- 77703
POPULATION 2011-2012 [Projected Figure] :-
TOTAL i 698085
MALES - 369985
FEMALES :- 328100
POPULATION OF SCHEDULED CASTES - 116619
POPULATION OF SCHEDULED TRIBES - 40
DENSITY OF POPULATION - 763
SEX RATIO - 920
COMPARATIVE POPULATION DATA( 2001 Census)
Basic Data India Bihar Sheikhpura
Population 1,155,347,67 85365159 698085
Density 324 880 762
Socio- Economic
Sex- Ratio 933 921 920
Literacy % 65.38 47.53 49.01
Total
Male 75.85 60.32 66.16
Female 54.16 33.51 33.84




LITERACY RATE
TOTAL - 50.49%
MALES - 66.16%
FEMALES :- 33.84%
Villages TOTAL - 415
PANCHAYATS 54
SUB-DIVISION - 01
BLOCKS - 06
POLICE STATIONS 19
NAGAR PARISHAD [Sheikhpura] 01
M.P CONSTITUENCY - 02 ( 2 Part)
M.L.A. CONSTITUENCY - 02
HEALTH
DISTRICT HOSPITAL 01
REFERRAL HOSPITAL 01
PRIMARY HEALTH CENTRE - 06
ADDITIONAL PRIMARY HEALTH CENTRE - 17
HEALTH SUB CENTRE - 85
BLOOD BANK - Ol Functio. and 01 [in Process]
Allopathic DOCTORS
Regular Contractual
36 11
Lady DOCTORS
Regular Contractual
02 0
Pharmacist
Regular Contractual
08 0
Lab Technician
Regular Contractual
02 03
Health Educator
Regular i Contractual

:ﬂ'l'



13 i 0
ANM

Regular Contractual

111 80
Staff Nurse

Regular Contractual

04 36
Health Assistant (Male)

Regular Contractual

17 0

2.1 SOCIO-ECONOMIC PROFILE
Social

e Sheikhpura district has a strong hold of tradition with a high value placed on joint
family, kinship, caste and community.

o The villages of Sheikhpura have old social hierarchies and caste equations still shape
the local development. The society is feudal and caste ridden,

» 17.84% of the population belongs to SC and 0.1% to ST. There are at least 9%
percent villages where the SC population is more than 40%. Some of the most
backward communities are Mushahar, Turha, Mallah and Dome.

Economic

e The main occupation of the people in Sheikhpura is Laboring in Crushers (stone
works), Agriculture , Fisheries and Daily wage labour.

e Almost 20% of the youth population migrates in search of jobs to the metropolitan
cities like Kolkata, Mumbai, Delhi etc.

o The main crops are Wheat, Paddy, Pulses, Oilseeds.

Demographic scenario of Sheikhpura district.
According to Census of India 2001:

e The size of population of Sheikhpura district is above 698085, comprising 0.75%
population of Bihar

s Density of population is (762) which is still rising

« Decadal population growth rate of 26.39% as against 28.43% of the state as a whole.
Thus the decadal growth rate of the district is slightly less than that of the state.

« Sex ratio of the population is 920 females per thousand males which is almost same as
the sex ratio of the state. It is difficult to interpret the deficit of 80 females per
thousand males in the district despite outward migration, predominantly of males in
the working ages. A plausible explanation seems to be that over the years male
population has benefited more from the epidemiological transition than the female
population.

Based on these statistics one can say that Sheikhpura district lacks urbanization and
industrialization. As elsewhere in Bihar, Sheikhpura suffers from lack of infrastructure
facilities, lack of connectivity, and lack of social development and most people depend on
small size agricultural land.



2.2 PUBLIC HEALTH CARE DELIVERY SYSTEM: ORGANISATIONAL STRUCTURE

AND INFRASTRUCTURE
Table HEALTH CARE INSTITUTIONS IN THE DISTRICT
S.No. Type of Institutions Number No. of Beds

1 District Hospital 1 100
2 SKJH, Sheikhpura 1 06
3 Referral 1 30
4 Block PHCs 6 B6x6
5 APHCs 17 16x8
8 Sub-centers 85 4x3

Anganwadi Centers

526

@



23 Stautas of L1,L.2,and L3 Facilities in Sheikhpura

district

SHEKHPURA

Level 1:-
Level 2:-

Level 3:- .
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Chapter 3
Situation Analysis

In the present situational analysis of the blocks of district Sheikhpura the vital statistics or the
indicators that measure aspects of health/ life such as number of births, deaths, fertility etc. have
been referred from census 2001, report of DHS office, Sheikhpura and various websites as well as
other sources, These indicators help in pointing to the health scenario in Sheikhpura from a
quantitative point of view, while they cannot by themselves provide a complete picture of the
status of health in the district. However, it is useful to have outcome data to map the effectiveness
of public investment in health. Further, when data pertaining to vital rates are analyzed in
conjunction with demographic measures, such as sex ratio and mean age of marriage, they throw
valuable light on gender dimension,

3.1 GAPS IN INFRASTRUCTURE:

Population
80000-120000

Population
20000-30000




Health Sub Centre is very important part of entire Health System. It is first available
Health facility nearby for the people in rural areas.
We are trying to analyze the situations at present in accordance with Indian Public Health

Standards.

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 o population.

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

It is not too close to an existing sub centre/ PHC
As far as possible no person has to travel more than 3 Km to reach the Sub centre

¢. The Sub Centre Village has some communication network (Road

communication/Public Transport/Post Office/Telephone)
Accommodation for the ANM/Male Health Worker will be available on rent in the
village if necessary.

For selection of village under the Sub Centre, approval of Panchayats as may be
considered appropriate is to be obtained.

ii. The minimum covered area of a Sub Centre along with residential Quarter for

ANM will vary from 73.50 to 100.20 sq mts. depending on climatic conditions(hot
and dry climate, hot and humid climate, warm and humid climate), land availability
and with or without a labor room. A typical layout plan for Sub-Centre with ANM
residence as per the RCH Phase-I1 National Programme implementation Plan with
area/Space Specifications is given below



Typical Layout of Sub- Centre with ANM Residence
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Waiting Area : 3300mm x 2700mm
Labour Room : 4050mm x 3300mm
Clinic room : 3300mm x3300mm
Examination room: 1950mm x 3000mm
Toilet 2 1950mm x 1200mm

Residential accommodation : this should be made available to the Health workers with each
one having 2 rooms, kitchen, bathroom and WC. Residential facility for 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.(1200mm x 900mm)

Bath Room (1500mm x 1200mm})
One ANM must stay in the Sub-Centre quarter and houses may be taken on rent for the
other/ANM/Male Health worker in the sub centre village. This idea is to ensure that at least
one worker is available in the Sub-Centre village after the normal working hours. For
specifications the “Guide to health facility design™ issued under Reproductive and Child
Health Program (RCH-I and [I) of Government of India, Ministry of Health and Family
Welfare may be referred.

Health Sub Centers: Total population of the district is 622177 (Approx /Projected Figure) in the
current year 2009. After considering the total population of Sheikhpura district needs 124
Health Sub Center to cater its whole population. At present Sheikhpura have 85 established
Health Sub Centers and 39 more Health sub centers are proposed to be formed. As per the IPHS
norms (5000 population in plain area) the district still requires 39 new HSCs to be formed.
Again, out of 85 established HSCs, only 49 have their own buildings and 10 run in rented
houses and other 26 HSCs are functioning in panchayat Bhwan or other Gov. Buildings. All the
above mentioned HSCs need equipments, drugs, furniture and stationeries.
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Health Sub Centers:

Sub Heads Gaps Issues Strategy Activities
A. Out of 85 HSCs AStrengtheing of HSCs
only 49 are having having own buildings
own building
B. Out of 49, 42 B.1.White washing of
HSCs are in good HSC buildings.
condition and 7
requires repairing B.2.Organize adolescent
works. girls for wall painting
and plantation./hire local
&, painter for colorful
::iiiqsﬁ;zmhty p:?inting of HSLI‘ walls,
buildi d leck of List out all services
uilding and lack o - :
community which are provided at
g HSC level on the wall.
ownership
B.3.Gardening in HSC
premises by school
R children,
C. Not even one \;Slh'htyhof e C. Mobilize running
building is having through hardware | (. o+ facility from
; activity by the :
running water and help of nearby house if they have
Infrastructure | electric supply. s bore well and water
community o :
participation storage facility and it
could be on monthly
rental.
D.1.Purchase of
D. Lack of Operational Furniture Prioritizing the
equipments and problem in equipment list according
ANMs are availability of to service delivery(for
reluctant to keep | equipment in ANC /Family planning
all equipments in | constructed HSC {Immunization/)
HSC . D.2. Purchase of
equipments according to
E. Lack of services
appropriate D.3. Purchase one
furniture almirah to keep all
equipments safely and it
could be keep in AWW /
ASHA house.
1.Non payment of | |.Non payment of | Regularizing rent | 3B. Strengthening of
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rent of 10 HSCs
for more than three

years

rent

payment

HSCs running in rented
buildings.

B1. Estimation of
backlog rent and
facilitate the backlog
payment within two
months

B2. Streamlining the
payment of rent through
untied fund from the
maonth 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
stationeries

1. The district still
needs 39 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 [PHS
population and location
norms of HSCs

C2, Community
mobilization for
promoting land donations
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.

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 in
IPHS format.

3. Monitoring of
renovation/construction

/(jrﬁ‘




works through VHSC
members/ Mothers
committees/others as
implemented in Bihar
Education Project.

4. Training of
VHSC/Mothers
committees/Others on
technical monitoring
aspects of construction
work.

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

l. Lack of
community
ownership in the
construction of
Health
infrastructures.

1.Community
ownership

Strengthening of
VHSCs, PRIs

| .Formation and
strengthening of VHSCs,
Mothers committees,

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 [PHS norms a sub center provides interface with the community at the grass root level
providing all the health care services. Of particular importance are the practices/ packages of
services such as immunization, ANC, NC and PNC, prevention of malnutrition and common
childhood diseases, family planning services and counseling. They also provide elementary
drugs for minor ailments such as ARI, diarrhea, fever, worm infestation etc. And carry out
community need assessment. Besides the above, government implements several national
health and family welfare programs which again are delivered through these frontline workers.

As per the DLHS3 (2007-08) reports the percentage of full immunization (BCG, 3 doses each
of DPT and Polio and measles) coverage (12-23 months) in the district is 38.3 %. And BCG
coverage of the district is 74.5%. 3 doses of polio vaccine is 48.37%, and Measles Vaccine is
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49.3%. The coverage of Vit A supplementation for the children 9 months to 35 months is §2.4
percent.

Sub Heads Gaps Issues Strategy Activities
Service Unutilized Operationalization | Capacity 1. Training of
performance | untied fund at | of Untied fund. building of signatories on
HSC level account holder | operating Untied
of untied fund fund account, book
keeping etc
2. Timely
disbursement of
untied fund for
HSCs
3. Hiring a person
at PHC level for
managing accounts
No ANC at | Improvement in Strengthening 1. Identification of
HSC level quality of services | one HSC per the best HSC on
like ANC, NC and | PHC for service delivery
PNC, institutional 2.Listing of
Immunization delivery in first | required
quarter equipments and
medicines as per
IPHS norms
3. Purchasing/
indenting according
to the list prepared
4.Honouring first
delivered baby and
ANM
Only 19.2% | Improvement in 1. Phasewise I Gap identification
PW quality of services | strengthening of | of 49 HSCs
registered in | like ANC, NC and | 49 HSCs for through facility
first trimester | PNC, Institutional survey
PW with Immunization and | delivery and fix | 2. Eligible Couple
three ANCs is | family planning aday for ANC | Survey
21.1%, TTI as per IPHS 3. Ensuring supply
coverage is norms. of contraceptives
85.4%, 2. Community with three month’s
Family focused family | buffer stock at
Planning planning HSCs.
Status: services 4, training of
Any method- AWW/ASHA on
51.6% family planning
methods and
No RTUSTI/HIV/AIDS
sterilization 5. Training of
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at HSC level ANMs on [UD

IUD insertion insertion

-2.9%

Pills-2.7%

Condom-

2.5%

for spacing-

132,

Lack of Training Training 1. Training to

counseling ANMSs on ANC,

services NC and PNC,
Immunization and
other services.

HSC unable | Integration of Implementation | | Review of all

to implement | disease control of disease disease control

disease programs at HSC | control programs HSC wise

control level. programs in existing Tuesday

programs through HSC weekly meetings at

level 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
reports of national
programs by the
supervisors duly
signed by the
respective ANMs,

85% of the Absence of staffs | Community 1. Submission of

HSC staffs do monitoring absentees through

not reside at PRI

place of

posting

Problem of Communication 1.Purchasing Life

mobility and safety saving jackets for

during rainy all field staffs

season

2. Providing
incentives to the l

F Lﬁt‘l



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

Lack of
proper
reporting
from field

Lack of

appropriate
HMIS
formats,

Reporting

Strengthening of
reporting system

1. Training to the
field staffs in filling
up form 6, Form 2,
Immunization
report format, MCH
registers, Muskan
achievement reports
ete

2.Printing of
adequate number of
reporting formats
and registers

3. Hiring
consultants to
develop softwares
for reporting.

3.1.3Human Resource

B Sanction Post
@ Available
OVacant

- 85
APHC-17
PHC-6
RF-01
DH-01
SNCU -1
(Proposed)

Total No of HSC

2l
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Drug kit I.Nodrug kitas | Indenting Strengthening of | 1.Weekly meeting of
availability such for the reporting process | HSC staffs at PHC for
HSCs as per and indenting promoting HSC staffs for
IPHS through form 6 | regular and timely
norms.(KitA, Kit submission of indents of
B, drugs for drugs/ vaccines
delivery, drug for according to services and
national disease reports
control program
(DDT, MDT,
DOTs,
DECs)and,
2.No Drug kit for
AWCs(@one kit
per annum,)
Only need based | Logistics 1.Ensuring supply of Kit
emergency A and Kit B biannually
supply through Developing PHC
Irregular supply wise logistics route map
of drugs 2. Hiring vehicles for
supply of drug kits
through untied fund.
3.Developing three
coloured indenting
format for the HSC to
PHC({First reminder-
Green, Second reminder-
Yellow, Third reminder-
Red)
Operationalization | Couriers for 1 Hiring of couriers as
vaccine and other | per need
drugs supply 2 Payment of courier
through ANMs account
Phase wise I.Purchasing of cold
strengthening of | chain equipments as per
APHCs for IPHS norms
vaccine /drugs | 2. training of concerned
storage staffs on cold chain
maintenance and drug
storage




3.2 Additional PHCs: —- There are 17 APHCs functioning in the district and 4 more are
proposed to be established.

Additional PHC:
Sub Heads Gaps Issues Strategy Activities
Infrastructure | 1.The district Lack of facilities/ Strengthening of | 1.“Swasthya Kendra
altogether need | basic amenities in | VHSCs, PRl and | Chalo Abhiyan” to
21 APHCs but the constructed formation of strengthen community
there are 17 buildings RKS ownership
APHCs 2.Nukkad Nataks on
functioning in Non payment of Citizen's charter of
the district and 4 | rent APHCs as per IPHS
more are Land Availability 3. Registration of RKS
proposed to be for new 4.Monthly meetings of
established. construction VHSCs, Mothers
2. Four more are committees and RKS
required to be Constraint in A.Strengtheing of
formed. transfer of Strengthening of | APHCs having own
3.0utof 17 constructed Infrastructure and | buildings
APHCs only 7 building. operationalization | A.1Rennovation of
are having own of construction APHCs buildings
building Lack of community | works in Three A.2 Purchase of
4.Existing 7 ownership phase Furniture
buildings are not A.3 Prioritizing the
properly equipment list according
maintained to service delivery
5.Non payment A.4 Purchase of
of rent of 8 equipments
APHCs for more A.5 Printing of formats
than four years and purchase of
Lack of stationeries
equipments, B. Strengthening of
Lack of APHCs running in
appropriate rented buildings.
furniture B1. Estimation of
Non availability backlog rent and
of HMIS facilitate the backlog
formats/registers payment within two
and stationeries months
B2. Streamlining the
payment of rent through
untied fund/ RKS from
the month of April 09.
B3.Purchase of
Furniture as per need
B4 Prioritizing the
equipment list according
to service delivery
B35 Purchase of
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equipments 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

Monitoring C2. Community
mobilization for
promoting land donations
at accessible locations.
C3. Construction of
MNew 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 [PHS
format.

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/Others
on technical monitoring
aspects of construction
work.

4.4 Monthly Meeting of
one representative of
VHSC/Mothers
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committees on
construction work.

Drug kit No drug kit as Indenting Strengthening of | 1.Weekly meeting of
availability such for the reporting process | APHC staffs at PHC for
APHCs as per and indenting promoting APHC staffs
IPHS Logistics through form 2 for regular and timely
norms.(KitA, Kit and 6 submission of indents of
B, drugs for drugs/ vaccines
delivery, drug for | Operationalization according to services and
national disease reports
control program 2.Ensuring supply of Kit
(DDT, MDT, A and Kit B biannually
DOTs, through Developing PHC
DECs)and wise logistics route map
contraceptives, Couriers for 2.1 Hiring vehicles for
Only need based vaccine and other | supply of drug kits
emergency drugs supply through untied fund.
suuply 2.3 Developing three
Irregular supply Phase wise coloured indenting
of drugs strengthening of | format for the APHC to
APHCs for PHC(First reminder-
vaccine / drugs Green, Second reminder-
storage 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 per
IPHS norms
4.2 training of concerned
staffs on cold chain
maintenance and drug
storage
Service RKS has not | Formation of RKS | Capacity building | | Training of signatories
performance been formed at | Operationalization | of account holder | on operating Untied fund
any of the of Untied fund. of untied fund /RKS account, book
APHC, keeping etc
Unutilized untied | Improvement in 2. Assigning PHC RKS
fund at APHC | quality of services accountant for supporting
level like ANC, NC and operationalization of
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No institutional
delivery at
APHC level
No OPD At any
of the APHC
Mo inpatient
facility available
No ANC, NC
and PNC and
family planning
services.

No lab facility
No Avush
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 of
posting
Lack of
counseling
services
Problem of
mobility during
rainy season
Lack of
convergence at
APHC level
Operational
gaps: There is no
link between
HSCs and
APHCs and the
same way there
is no link
between APHC
and PHC

PNC, Immunization
and other services
as identified as

gaps.

Integration of
disease control
programs at APHC
level.

Family Planning
services

Convergence
Operational issues

Phase wise
strengthening of
17 APHCs for
Institutional
delivery and fix a
day for ANC as
per IPHS norms.

Implementation
of disease control
programs through
APHC level
where APHC will
work as a
resource center
for HSCs. At
present the same
is being done by
PHC only.,

Community
focused Family
Planning services

PPP

APHC level accounts

2. Timely disbursement
of untied fund/ seed
money for APHCs RKS.
3. 1 Gap identification of
17 APHCs through
facility survey
2.strengtheing one
APHC per PHC for
institutional delivery in
first quarter
3.Honouring first
delivered baby and ANM
1 Review of all disease
control programs APHC
wise in existing Tuesday
weekly meetings at PHC
with form 6
2.5trengthening 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
signed by the respective
ANMs.

5.Weekly meeting of the
staffs of concerned HSCs
( as assigned to the
APHC)

1.Eligible Couple Survey
2. Ensuring supply of
contraceptives with three
month’s buffer stock at
HSCs,

3.Training of
AWW/ASHA on family
planning methods and
RTISTI/HIV/AIDS

4. Training of ANMs on
IUD insertion

1.Outsourcing services
for Generator, fooding,
cleanliness and
ambulance.

o
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Convergence

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




3.3 Primary Health centers: The district has 6 PHCs, one referral hospitals and a
District hospital (under const.).

Primary Health Centers:(30 bedded)

Indicators Gaps Issues Strategy Activities
Infrastructure | All PHCs are running Available Upgradation of | 1.Need based
with only six bed facility | facilities are not PHCs into 30 ( Service
except PHC Sadar. compatible with | bedded facilities. | Delivery)Estimation
At present 6 PHCs are the services of cost for
working with average |5 | supposed to be upgradation of
deliveries per day, 10 FP | delivered at PHCs. PHCs
operation/emergency 2.Preparation of
operation and 100 OPD | Quality of services priority list of
per day in each PHC. interventions to
This huge workload is deliver services.
not being addressed with | Community
only six beds inadequate | participation. ISO certification | 1.Selection of any
facility. of selected PHCs | two PHCs for ISO
Identified the facility and in the district. certification in first
equipments gap before phase.
preparation of DHAP and 2. Sending the
almost 50-60% of recommendation for
facilities are not adequate the certification with
as per [IPHS norms. existing services and
Lack of equipments as facility detail.
per IPHS norms and also
under utilized Strengthening of | 1. Ensuring regular
equipments. BMU monthly meeting of
Lack of appropriate RKS.
furniture 2. Appointment of
Non availability of HMIS Block Health
formats/registers and Managers,
stationeries Accountants in all
Operation of RKS: institutions.(6 PHCs,
Lack in uniform process | Referals and |
of RKS operation, Sadar hospital.)
Lack of community 3. Training to the
participation in the RKS signatories for
functioning of RKS. account operation.
Lack of facilities/ basic 4, Trainings of
amenities in the PHC BHM and
buildings accountants on their
responsibilities.
Ensuring 1.Meeting with
community community
participation. representatives on
erecting boundary,
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Strengthening of
Infrastructure and
operationalization
of construction
works

Monitoring

beautification etc,
2. Meeting with
local public
representatives/
Social workers and
mobilizing them for
donations to RKS,
Strengtheing of
PHCs
1.Rennovation of
PHCs

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
through local NGOs
as per IPHS format
2. Regular
monitoring of PHC
facilities through
PHC level
supervisors in [IPHS
format.

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
of drugs
2.Implementing
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
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storage of drugs.

5. Purchase of
enlisted equipments.
6. Ensuring the
availability of FIFO
list of drugs with
store keeper.
7. Orientation
meetings on
guidelines of RKS
for operation.
Service |. Exessive load on PHC | Optimum Quality 1. Hiring of rented
performance | in delivering all services | Utilization of improvement in | houses from RKS
i.e. 10 delivery per day, | Human Resources | residential fund for the
10 FP facility of residence of doctors
operation/emergency doctors/ staffs. and key staffs.
operation and 100 OPD 2. Incentivizing
per day in each PHC. doctors on their
2, Total 32 seats of performances
Regular and 10 seats of especially on OPD,
contractual doctors in the IPD, FP operations,
district is vacant. Kala-azar patients
3.6 PHCs out of 6 are treatment.
lacking 24 hrs new born 3. Revising Duty
care services. rosters in such a way
4. None of the PHC that all posted
provides 24 hour bleod doctors are having at
transfusion services. least 8 hrs
5.6 PHC does not have assignments per day
laboratory facilities.
6. 2 Lab services Recruitment 1.Selection and
provided by PPP services appointment of
in SDH Sheikhpura. contractual doctors
7. Only one SDH and staffs
Sheikhpura provides
adolescent sexual and Epidemic Proper and timely | 1. Mapping of the
reproductive health outbreaks and information of areas having history
services. Need based outbreaks of outbreaks disease
8.Health facility with intervention in wise.
AYUSH services is not epidemic areas. 2.Developing micro
being provided plans to address
9. Quality of food, epidemic outbreaks
cleanliness 2.Assigning areas to
(toilets,Labour room, OT, the MOs and staffs
wards etc) electricity 3.Motivating ASHA

facilities are satisfactory
in PHCs/SDH.

10. In serving emergency outbreaks
cases, there are maximum 4, Purchasing
chances of misbehave folding tents, beds

on immediate
information of
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from the part of
attendants, so staffs are
reluctant to handle
emcr, gEI'IL‘-}“ Cases,

11.Lack of counseling
services

12.Problem of mobility
during rainy season
13.Lack of convergence
14. Lack of timely
reporting and delay in
data collection

Service Load
centered at PHC

Availability of
AYUSH pathy.

Insecurity ( Staff
and Properties)

Govts existing
services like lab,
X-ray, generator,
fooding and
cleanliness
services.

Strengthening of
equipments and
services and
increase in the
number of
ambulances.

Strengthening of
AYUSH services
at PHC level in
the first level.

Confidence
building
measures

Strengthening of
the Govts
existing services
like lab, x-ray.

Creating friendly
environment

and equipments and
medicines to
organize camps in
epidemic areas.

1. Repairing of all
defunct Ambulances
2. Repairing of PHes
gensets and
initiating their use.
3. Hiring of
ambulances as per
need,

1. Appointment of
one AYUSH
practitioner and
Yoga teacher in
every PHC

I.Insurance of all
properties and staffs
of PHC

2.Placing one TOP
in every PHC

1. Assigning
mothers committees
of local BRC for
food supply to the
patients in govt's
approved rate.
2.Recruitment of lab
technicians as
required

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
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details.

5. Gardening

6. Sitting
arrangement for
patients

7. Installation of
LCD TV with cable
connection
8.Installation of safe
drinking water
equipments/water
cooler,
9.Installation of
solar heater system
and light with the
help of
BDO/Panchayat

9, Apron with name
plates with every
doctors

HMIS and 10. Presence of
strengthening of | staffs with uniform
reporting process | and name plates.

|.Orientation of the
staffs on indicators
of reporting formats
2.Puchase of
Laptops for DPMs
and BHMs

3.4 District Hospital:

A District Hospital in Sheikhpura district is in running condition and it was
inaugurated on 01.06.2009 by honorable District Magistrate Dr. Arvind Kumar Singh. This
prestigious District Hospital is being known as Sadar Hospital Sheikhpura. It is providing
following Health Facilities for the uplifiment of the people of sheikhpura district as below.

1. Outdoor Facilities (General Medicine, Gynae, Skin VD,ENT/Eye, Dental, Ortho,
Paediatrics,Surgery)

2. Indoor facilities (Institutional Delivery, Injury, Caesarian, Family Planning)

3. Maternal & Child Care Health facilities

4. Vector Born Diseases Health facilities

5. RNTCP Centre

6. MNational Programme for control of Blindness

7. Blood Bank (Proposed)

8. Sick MNeo Matal Care Unit (Under Construction)

9. X-Ray ,Ultra Sound & Pathology Centre (Outsourced)

10. Mational Aids Control Programme,




Infrastructure Availability at Sadar Hospital :-

Sadar Hospital Sheikhpura is situated in the heart of Sheikhpura Distt. This is 1 Km Far
from Railway station and easily accessible by road. There are 100 beds available in this hospital and
regularly being used for indoor / outdoor patients. There are 84 Rooms available in this hospital and
separate departments are being operated in comfortable condition. Each and every department is well
equipeed and centrally controlled.

Human Resources:-

Human Resources availability in this Hospital can be shown as below:-

SLNo | Designation Sanction | Posted | Vacant Remarks
ed Post
| Medical Officer 21 6 15
2 Health Manager 01 1] 1]
3 Staff Nurse (Regular / Contractual) | 28 25 03
4 X-Ray Technician 02 01 01
6 Lab Technician 04 00 04
7 Lab Asstt 01 00 01
8 Compounder 04 01 03
9 Clerk 03 01 02
10 Audio Metrocian 01 00 01
11 E.C.G Technician 01 00 01
12 Physiotherapist 01 00 1]
13 Opthalmic Asstt. 01 (0 01
14 Metron 01 00 01
15 Metron Assit, 01 00 01
16 Medical Record Technician 01 [1]1] 01
17 Electrician 01 00 01
18 Attendant 01 00 0l
19 Male Ward Attendant 03 02 01
20 Female Ward Attendant 03 02 01
21 Cook 02 1 01
22 Peon 03 00 03
23 Night Guard 01 00 01
24 Driver 01 00 01
23 Gardener 01 01 00
26 Dresser 02 01 01
27 O.T Assistant 01 00 0l
Total 91 41 49

Other Issues Regarding Sadar Hospital :-

Infrastructure / Human Resources availability should be made available
better facilities services. These should be provided as soon as possible according to IPHS Norms.



Village Health Sanitation Committee ;-

Village Health and Sanitation Committees in this district has been
formed for better facilities services to the people who is living in the villages and maintaining their
lives . Formation and regularization of VHSC has taken place in district in all over blocks.Details of
WVHSC can be outlined as below.

SLNo | Name of Number Number of Number of | Fund Remarks
Block of VHSC Account Distributed
Panchayat | Formed Opened

| Sheikhpura 15 5 15 1,350,000

2 Arivari 10 10 10 1,10,000

3 Barbigha 10 10 10 1,00,000

4 Shekhopursarai | 7 7 7 70,000

5 Ghatkusumbha | 5 5 5 43,650

& Chewara 7 1 7 70,000




Chapter 4
Setting Objectives and Suggested Plan of Action

4.1 Introduction

District health action plan has been entrusted as a principal instrument for planning, implementation and
monitoring of fully accountable and accessible health care mechanism. It has been envisioned through
effective integration of health concerns via decentralized management incorporating determinants of health
like sanitation and hygiene, safe drinking water, women and child health and other social concerns. DHAP
envisages accomplishing requisite amendments in the health systems by crafting time bound goals. In the
course of discussions with various stakeholder groups it has been anticipated that unmet demand for liable
service provision can be achieved by adopting Intersectoral convergent approach through partnership
among public as well as private sectors.

4.2 Targeted Objectives and Suggested Strategies

During consultation at district level involving a range of stakeholders from different levels, an attempt has
been made to carve out certain strategies to achieve the specific objectives that are represented by different
indicators. The following segment of the chapter corresponds to the identified district plan objectives
demonstrating current status of the indicators along with the expected target sets that are projected for
period of next three years (2009-12).
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