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District Health Society, Bhojpur, Ara 
 
 

Importance of better human life exists only in better Health Care Management system 

in a democratic setup for socio economic development of the society. Govt. of India 

recognized this fact and launched National Rural Health Mission in 2005 to rectify 

anomalies exists in Rural Health Care System and to achieve an optimum health 

standard for 18 State & Union Territory. 

 

The District Health Action Plan (DHAP) is one of most key instrument to achieve 

NRHM goals based on the needs of the district. 

 

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 team have analyzed the coverage of poor women and children with 

preventive and primitive 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 Public/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. 

 

The goals of the mission are to improve the availability of and access to quality health 

care by people, especially for those residing in rural, the poor, women and children. 

 

I need to congratulate the department of Bihar for its dynamic leadership of the health 

sector reform programme and we look forward to a rigorous and analytic 

documentation of their experiences so that we can learn from them and replicate 

successful strategies. I also appreciate their decision to invite consultants 

(NHSRC/PHRN) to facilitate or DHS regarding preparation the DHAP. The proposed 

location of HSCs, PHC and its service area reorganized with the consent of ANM, 

AWW, male health worker and participation of community has finalized in the block 

level meeting. 

I am sure that this report will galvanize the leaders and administrators of the primary 

health care system in the district, enabling them to go into details of implementation 

based on lessons drawn from this study.     
                                                                                                                                                              

                                                                                                                                                                                  

                                               Dr. Pratima IAS                                                                                                                                                                

                         District Magistrate Cum chairman                                                                                                                                                            

                            District Health Society , Bhojpur Ara                                                                                                                                                                             
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About the Profile 
 

Under the national rural health mission this di strict health action plan of 

Bhojpur district has been prepared. From this, the situational an alysis the 

study proceeds to make recommendations towards a policy on workforce 

management, with emphasis on organizational, motivational and capacity 

building aspects. It recommends on how existing resources of manpower 

and materials could be optimally ut ilized 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 this has been provided 

by the concerned medical officers of every block. I am grateful to the 

state level consultants ( NHSRC/PHRN), ACMOs, MOICõs, DPM, DAM, MEO, 

,DPC, DDA, BHM, Data Operator  effort we may be able to make this 

District Health Action  Plan 2012-13 of Bhojpur  District.  

 

I hope that this District Health action Plan will fulfill the intended 

purpose. 
 

                                                                                                   

 

Dr. Sambhu Prasad 

                                                            C.S cum Member Secretary 

                                                        District Health Socitey, Bhojpur  
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Towards building an enduring society, the breaking of the vicious 

cycle of malnutrition and ill -health necessitates formulation of a set of 

district but mutually related strategies to combat the inextricably linked 

socio-political and economic factors that cause ill-health, and adversely 

affect the livelihoods. Therefore, critical public policy making and strategic 

programming, cast in partnership and network mode, can alone bring about 

overall health development of communities and individuals. The bottom line 

of all property and health in future should be a development process and 

outcome that is essentially facilitated by development partnerships and 

networks, which nurture as well as further the goals of health and human 

development with focus on óputting health into the hands of the people.  

It is our pleasure to present the Bhojpur District Health Action Plan 

for the year 2012-2013.  
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Introduction  

 

The National Rural Health Mission (NRHM) is a comprehensive health 

programme launched by Government of India to bring about architectural 

corrections in the health care delivery systems of India. The NRHM seeks to 

address existing gaps in the national public health system by introducing 

innovation, community orientation and decentralization. The mission aims to 

provide quality health care services to all sections of society, especially for those 

residing in rural areas, women and children, by increasing the resources available 

for the public health system, optimizing and synergizing human resources, 

reducing regional imbalances in the health infrastructure, decentralization and 

district level management of the health programmes and community 

participation as well as ownership of the health initiatives.  The mission in its 

approach links various determinants such as nutrition, water and sanitation to 

improve health outcomes of rural India. 

The commitment to bridge the gaps in the public health care delivery 

system has let to the formulation of district health action plans. The collaboration 

of different departments that are directly or indirectly related to determinants of 

health, such as water, hygiene and sanitation, will lead to betterment of health 

care delivery, and to make this collaboration possible actions are to be outlined 

in the District Health Action Plan. Thus this assignment is a shared effort 

between the departments of health and family welfare, ICDS, PRI, Water and 

Sanitation, Education to draw up a concerted Plan of action. 

 

The development of District action Plan for Bhojpur district of Bihar 

entailed a series of Consultative Meeting with stakeholders at various levels, 

collection of secondary data from various departments, analysis of the data and 

presentation of the existing scenario at a District level workshop. The District 

level workshop was organized to identify district specific strategies based on 

which the District Action Plan has been prepared by the District & Block 

Program management Unit. 

 

We would also like to acknowledge the much needed cooperation 

extended by the district magistrate and deputy development commissioner  
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without whose support the conduct of the of district level workshop 

would not have been possible. Our thanks are due to All the program officers and 

medical officers of the district for their assistance and support from the inception 

of the project. The involvement of the all the medical Officers played a vital role 

throughout   the exercise   enabling a smooth conduct of consultations at block 

and district levels. 

The present acknowledgement would be incomplete without 

mentioning the participation of representatives and officials from department of 

integrated child development services, Panchayat Raj Institution, education and 

water and sanitation, who actively participated in consultations with great 

enthusiasm. Without their inputs it would not have been possible to formulate the 

strategic health action plan for the district. The formulation of this plan being a 

participatory process, with inputs from the bottom up, the participation of 

community members at village level proved very helpful. These consultations at 

grassroots level supplemented the deliberations at block and district levels, 

adding value to the planning process. 

 

Finally, we would like to appreciate the efforts and supports of all 

those who were associated with the team for accomplishment of this task and 

brought the effort to fruition. 
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District Health Society, Bhojpur, Ara 

 

Preface 
 

The NRHM regards district level health planning as a significant step 

towards achieving a decentralized, pro-poor and efficient public health 

system. District level health planning and management facilitate 

improvement of health systems by 1) addressing the local needs and 

specificities 2) enabling decentralization and public participation and 3) 

facilitating interdepartmental convergence at the district level. Rather 

than funds being allocated to the States for implementation of the 

programmes developed at the central government level, NRHM advises 

states to prepare their perspective and annual plans based on the 

district health plans developed by each district.  

The concept of DHAP recognizes the wide variety and diversity of 

health needs and interventions across the districts. Thus it internalizes 

structural and social diversities such as degree of urbanization, endemic 

diseases, cropping patterns, seasonal migration trends, and the presence 

of private health sector in the planning and management of public 

health systems. One area requiring major reforms is the coordination 

between various departments and vertical programmes affecting 

determinants of health. DHAP seeks to achieve pooling of financial 

and human resources allotted through various central and state 

programmes by bringing in a convergent and comprehensive action plan 

at the district level.  
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Obejectives of the DHAP 

 
The aim of the present study is to prepare DHAP based on the broad objectives of the 

NRHM Specific objectives of the process are : 

 

× To identify critical health issues and concerns with special focus on vulnerable 

/disadvantage groups and isolated areas and attain consensus on feasible 

solutions. 

× To examine existing health care delivery mechanisms to identify performance 

gaps and develop strategies to bridge them 

× To actively engage a wide range of stakeholders from the community, including 

the Panchayat, in the planning process. 

× To identify priorities at the grassroots level and set out roles and responsibilities 

at the Panchayat and block levels for designing need based DHAPs 

× To espouse inter-sectoral convergence approach at  the village, block and district 

levels to make the planning process and implementation process more holistic. 

 
 

Methodology 
 

Planning process started with the orientation of the different programme officers, 

MOICs, Block health manager and our health workers. Different group meeting were 

organized and at the same time issues were discussed and suggestions were taken. 

Simple methodology adopted for the planning process was to interact informally with 

the government officials, health workers, medical officers, community, PRIs and other 

key stake holders. 

 

Data Collection : 

 

Primary Data : All  the medical Officers were interacted and their concern was taken 

in to consideration. Daily work process was observed properly and inputs were taken in 

account. District officials including CMO, ACMO, DIO, DMO, DLO, RCHO and 

others were interviewed and their were kept for planning process. 
 

 

Secondary Data : Following books, modules and reports were taken in account for this 

planning process. 

 
× RCH-II  Project implementation Plan 

× NRHM operational guideline 

× DLHS Report 

× Report Given by DTC 

× Report taken from different programme societies e.g. Blindness control, District 

Census-2001. 
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× Nation Habitation Survey 2003. 

× Bihar State Official Website. 

 

Tools : 

 

Main tools used for the data collection wer : 

× Informal In-depth interview 

× Group presentation with different district level officials. 

× Informal group discussions with different level of workers and community 

representative. 

× Review of secondary data. 

 
 

 

Data Analysis : 

 

Primary Data : Data analysis was done  manually. All the interviews were recorded 

and there points were noted down. After that common points were selected out of that. 

 

 

Secondary Data : All the manuals books and reports were converted in to analysis 

tables and these tables are given in to introduction and background part of this plan. 

 
[  

 

SWOT Analysis of District 
 

STRENGTHS  WEAKNESSES  OPPORTUNITIES THREATS 

 

V Strengths 

 

1. Involvement of C.S. Cum CMO: - C. S. cum 

2.  CMO take interest, guide. In every activity of Health Programme and get 

personally involved. 

3. Support from District Administration :- District magistrate and Deputy 

development commissioner take interest in all health programmes and actively 

participate in activities. They provide administrative support as and when needed. 

They make involvement of other sectors in health by virtue of their 

administrative control. 

4. Support from PRI (Panchayat Raj Institute) Member:  Elected PRI members 

of district and blocks are very co- cooperative. They take interest in every health 

programmes and support as and when required. There is an excellent support 

from Chairman of Zila Parishad they actively participate in all health activates 

and monitor, it during their tour programme in field. 
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5. Well established DPMU and BPMU:- since one year, all the posts of DPMU & 

BPMU are filled up. Facility for office and automation is very good. All the 

members of DPMU & BPMU work harmoniously and are hardworking. 

6. Effective Communication: Communication is easy with help of Internal facility 

at block level and land line & Mobile phone facility. This is incorporated in most 

of PHCs of the district. 

7. Facility of vehicle: Under the Muskan Ek Abhiyan Programme. Every Block has 

the vehicles for monitoring. 

8. Support from media: Local newspapers and channel are very co- operative for 

passing messages as and when required. They also personally take interest to 

project good and worse things which is very helpful for administration to take 

corrective measures. 

 

V Weakness  

1. Lack of Consideration in urban are : Urban area has got very poor health 

infrastructure to provide health services due to lack of manpower. Even urban 

Slum is not covered under urban health scheme(urban health Scheme is not 

implemented by the GOB for Bhojpur District) which cover urban Population. 

2. Non availability of specialists at Block level: As per IPHS norms, there are 

Vacancies of specialists in most of the PHCs . Many a times only Medical 

Officer is posted, they are busy with routine OPD and medico legal work only. 

So PHC do not fulfill the criteria of ideal referral centers and that cause force 

people to avail costly private services. 

 

3. Non availability of ANMs at PHCs to HSCs level :- As per IPHS norms, there 

are vacancies of ANMs in most of HSCs. Out of 284  Sanctioned posts of 

contractual ANMs only 256 ANMs are selected . So HSCs do not fulfill the 

criteria of ideal health Sub centre and that cause force people to travel up to 

PHCs to avail basic health services. 

4. Apathy to work for grass root level workers: Since long time due to lack of 

Monitoring at various level grass root level workers is totally reluctant for work. 

Even after repeated training, desired result has not been achieved. Most of the 

MO, Paramedics, Block Health manager & workers do not stay at HQ. Medical 

Officers, who are supposed to monitor the daily activity of workers, do not take 

any interest to do so.  For that reason workers also do not deliver their duties 

regularly and qualitatively.  

     Due to lack of monitoring & supervision some aim, object & program  is        

    suffering. 

 

5. Lack of proper transport facility and motarable roads in rural area: There 

are lacks of means of transport and motarable roads in rural areas. Rural roads 

are ruled by zeep, and rickshaw, which is often inconvenient mean of transport. 

The fact that it is difficult to find any vehicle apart from peak hours is still the 

case in numerous villages. 
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6. Illiteracy and taboos:- The literacy rate in rural area has still not reached 

considerable mark. Especially certain communities have constant trend of high 

literacy. This causes prevalence of various taboos that keep few communities 

from availing benefits of health services like immunization or ANC, institutional 

delivery etc. 
 

 

V Opportunities 

 
    1.  Health indicator in Bhojpur district is not satisfactory, Services like Institutional        

             delivery,  Complete  Immunization, Family Planning, Complete   ANC, School  

            Health activity, Kalazar eradication may required to be improved, So there is an  

            opportunity to take the  indicator to commendable   rate of above 75+% by  

            deploying more efforts and will. 

 

2. Introduction of PPP Scheme: Through introduction of PPP schemes we can  

Overcome  shortfall of specialist at Block level. 

         

       3. Involvement of PRIs: PRI members at district, Block and village level are very  

           cooperative  to support the programmed. Active involvement of PRI    members  

           can help  much for acceptance of health care deliveries and generation of       

           demand in community. 

 

3. Improvement of infrastructure: With copious funds available under NRHM,  

    there is good opportunity to make each health facility neat and   clean, well   

    Equipped and well Nurtured. 
 

 

V THREATS 

 

       1. Flow of information if not properly channeled to the grass root stakeholder. 

 

 

 

 

 

 

 

 

 

 



 13 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 14 

 
 

DISTRICT PROFILE 
 
 

No. Variable Data 

1.  Total Area 2474 Sq.kms 

2.  Total no. of Blocks 14 

3.  Total no. of Gram Panchayat 228 

4.  No. of villages 1007 

5.  No of PHCs 14 

6.  No of APHCs 26 

7.  No of HSCs 302 

8.  No of Sub divisional hospitals 1 

9.  No of referral hospitals 3 

10.  No of Doctors 58 

11.  No of ANMs 256 

12.  No of Grade A Nurse 27 

13.  No of Paramedicals NA 

14.  Total population 2720155 

15.  Male population 1431701 

16.  Female population 1288433 

17.  Sex Ratio 997 

18.  No of Eligible couples  

19.  Children (0-6 years) 440847 

20.  Children (0-1years)  

21.  SC population  

22.  ST population  

23.  BPL  population  

24.  No. of primary schools  

25.  No. of Anganwadi centers 2096 
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26.  No. of Anganwadi workers 2016 

27.  No of ASHA 2264 

28.  No. of electrified villages 520 

29.  No. of villages  having access to safe drinking water  

30.  No of villages having motorable roads  

 

Part A. RCH II 

MATERNAL HEALTH 

 Objectives 

1. To reduce MMR  

2. To increase institutional deliveries  

3. To increase access to emergency obstetric care    

4. To reduce anemia among pregnant mothers      

5.  To reduce incidence of RTI/STI cases   

  

Objective. 1 

¶ To reduce MMR (target - 200/1000 live births by 2012) 

Strategies 1 & 2 

¶ Increase 4 ANC coverage   

¶ To increase birth assisted by trained health personnel    

Activities  

1. Improve Access of ANC Care by Organizing fixed day ANC clinic    

2.  Ensure quality service and Monitoring of ANC Care by checking of 

ANMs duty roaster and visits of LHVs and MOs. 

3. Refresher training of ANMs on ANC care 

4. Proper maintenance of ANC Register and Eligible couple register 

5. Ensure safe delivery at Home 

6. Provision of Disposable delivery kits with ANMs and LHVs 
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7. Training of ANMs on SBA 

8. VHND services to be provided through VHSC meetings   

Strategy  

¶ To increase the coverage of Post Natal Care   

Activities 

¶ 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.  

¶ Refresher sessions for all ANMs on  guidelines to be followed for 

PNC care   

¶ Ensuring follow up PNC care through outreach services (ANM) for 

delivery cases where the patient does not return to facility for follow 

up checkup. 

¶ 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 

service  

¶ through tracking of cases, mobilization to facilities and providing IPC 

based education / counseling.  

¶  ASHA to make 3 PNC visits - for home delivery cases (1st within 2 

days, 2nd within 4 days and 3rd 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. 
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¶ Linking of ASHAôs incentives on institutional deliveries to completion 

of the PNC follow-ups. 

¶ ASHA should be able to report maternal deaths directly to district 

level though an SMS service, which will be stored in the DHS 

database. This will facilitate maternal death audit.  

 

Objective: 2  

To reduce anemia among pregnant mothers  

Strategies 

¶ Increase the consumption of IFA tablets  

¶ IEC  

 

Activities  

1. Distributed door to door esp. to all teenage pregnancy cases. 

Ensure timely supply of IFA Tablets to the Health Institutions.  

2. Awareness generation for consumption of IFA Tablets among 

Pregnant mothers by ASHA and AWW 

3. District to purchase IFA tablets in the case of stock out 

4. Convergence with ICDS for regular supply of IFA tablets through 

AWWs  

5. Half yearly de-worming of all adolescent girls.  

6. Necessary training and logistics for ASHA in adolescent health / 

family   

7. Ensure referral of severely Anemic Pregnant Mothers to higher 

centres  

8. IEC on consumption of locally available iron rich foodstuffs 

Objectives .3 &4 

¶ To increase institutional deliveries  
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¶ To increase access to emergency obstetric care for complicated 

delivery. 
 

 Strategies   

¶ JSY 

¶ Operationalization of Health Facilities (Upgrading BPHCs/CHCs in to 

FRUs, Operationalizsing 24*7 PHCs, Operationalsing Sub Centres) 

¶ Provision of Referral Support system 
 

Activities  

¶ Increase beneficiary choice for institutional delivery through IEC 

campaign complimented by network of link workers working on 

incentive basis for each institutional delivery achieved.   

¶ 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. 

¶ Provide incentives to ASHA for every institutional delivery achieved 

in her village / designated area. 

¶ Involvement of PRIs for JBSY scheme to monitor and generate 

awareness for institutional delivery.  

¶ Home deliveries are still prevailing in villages where untrained 

traditional daiôs are involved. These deliveries seldom get reported 

also. The Dai delivery kit will be provided to all daiôs who will be 

identified through ASHAs. All home deliveries will be reported by 

ASHA to ANM.  
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¶ Involvement of Mamta to monitor & generate awareness for 

institutional delivery & exclusive breastfeeding. 

Operationalisation of FRUs 

As of now two FRUs are existing in Bhojpur; one in Jagdispur and 

another in Sadar Hospital. The FRU is functional . 

Please refer to table on FRU in Tables list.  

 

 

 
 

 

For each facility an additional HR requirement as per table below is 

proposed.  

 

 

 

 

HR Additional Requirement(2011)  

 

IPHS 

norms 

to be 

fulfilled 

by 2012 

Doctors (MBBS)  

Pediatrician 2 

Gynecologist 4 

Anesthetist 2 

ANM 520 

Staff Nurse A grade 6 
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Activities  

¶ The grade A nurses for FRU will be mobilized from PHC. 

For new recruitment would be required. Equipments for 

Blood Storage centre has already been purchased in 

The unit will run through PPP.  

¶ Private Anesthetist will also be brought in to serve in 

FRUs. 

¶ Currently C-sections are conducted by District Hospital. 

But infection control protocols needs to be strengthened.  

¶ All complicated delivery cases gets referred to Sadar 

Hospital. The FRUs will be strengthened to cater to 

complicated cases also.  

¶ Training of Lab technicians / staff nurse in blood storage, 

grouping, cross matching and management of 

transfusion reactions.  

¶ Construction work in  is going on. In  lot of renovation 

work needs to be done. The running water supply and 

functioning of toilets are primary.  

¶ Blood is to be made available free of cost to all pregnant 

women  

¶ Health facilities may be graded as women and child 

friendly hospitals. 
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¶ Community mobilization for voluntary blood donation ïï 

ASHA Divas / meeting / Mahila Mandal meeting / PRI 

meetings will be used for dissemination of information ï 

NGO partners in awareness campaign as well as 

mobilizing the voluntary donors.  

 

Operationalisation of 24x7 facility at the PHC level 

As of now 12 PHCs are offering 24*7 services. In 2011 we 

propose to operationalise 2 more PHCs and 2 APHCs to be 

offering 24*7 services.   

Activities  

¶ Training of MOs and Staff Nurses of PHCs in EmOC 

¶ Appointment of at least 3 Staff Nurse in each PHCs 

¶ Repair and renovation of PHCs 

¶ Timely supply of PHC kits 

¶ Training of   ANMs on SBA 

¶ Provision of labour room, ward and lab facility  

¶ Training of MOs / staff nurse on BEmONC  Repair and 

renovations   

¶ Appointment of lady MO, and  Staff Nurses   
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HR requirement for running 24*7 BPHCs 
 

 

 

For the posts of Surgeon, pediatrician, gynecologist and anesthetist sanctioned posts are 

currently been filled by general MBBS, since specialist are not available. PHC level 

Panchayat Committee will be encouraged to participate in the functioning of 24 x 7 

PHC. Since it will tax much to have residential buildings available in every PHC, it is 

proposed that a rest cum relax room for duty staff be provided in the premises. 

However, provision for residential facility is recommended for  

In order to  operationalised APHCs, one AYUSH doctor per APHC needs to be 

appointed.  

Operationalised Sub Centres 

 Residential quarters for ANM are preliminary for strengthening of sub centre. 

Currently none of these exist. Another requirement is that the ANM should be available 

either in Sub Centre or in the village 6 days a week. A chart of the daily work expected 

out of ANM would be printed and pasted on the Sub Centre.  Ensuring availability of  

 

 

HR 

Requirement per 

PHC 

(2011) 

Total 

requirement for  

PHCs  

IPHS 

norms to 

be fulfilled 

by 2012 

EmOC trained 

doctor 
1 14 

Trained 

Anesthetist 
1 14 

 

ANM 
38 540 
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 adequate drugs is another issue. ANM and ASHA, with the active support of PRI will 

conduct counseling services in the village on various health and nutrition issues, 

hygienic practices, environmental sanitation, primary health care etc. In Bhojpur 

VHND are not conducted. Mahila Mandal meetings are conducted where VHND 

services are being provided. A calendar of Mahila Mandal meetings will be planned in 

advance for the year (third Friday every month). ASHA will do priority mapping on 

pregnant women, malnourished children, newborns, Mahadalit Tola etc. and focus will 

be laid on those areas.  

  

Safe abortion services at health facilities  

Activities  

¶ To prepare list of MTP practitioners. 

¶ Support for IEC /BCC mobilization  

¶ Training of MO and ANM 

¶ Awareness drives will be undertaken in the community regarding 

availability of MTP services, consequences of sex selective 

abortions and PNDT act. 

¶  Drugs & procurement for MTP will be provided. 

¶ To built awareness on MTP a co ordination 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 be made available at District hospital & 

FRU . Those will be developed to be model centres.  

¶ Strengthening of Comprehensive abortion care services of Sadar 

hospital.  

 

¶ Training to include MTP, legal operation aspect of MVA etc.  
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¶ 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. 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 some APHCs also. This service may be linked 

with MTP services as well. ASHA has already been be trained by an 

NGO. 

Referral Support system 

¶ The issue to be addressed is the absence of pick-up service of pregnant 

women. The women  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 centers. (102 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 2011. 

Objective. 5  

Reduce incidence of RTI/STI 

Now a days this facility is being provided only in Sadar hospital. The 

FRUs is presently proposed to offer these services.  
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Strategies  

¶ Ensuring early detection through regular screenings and contact 

surveillance strategies. 

 

¶ Strengthening the infrastructure, service delivery mechanism and 

capacity of field level staff for handling of RTI / STI cases. 

Activities  

¶ Early diagnosis of RTI / STI through early detection of potential cases 

through syndromic approach and referral by ANM and ASHA. 

¶ Integrated counseling services will be provided  

¶ 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 / STI in coordination with Bihar AIDS Control Society. 

¶ Strengthening RTI / STI clinic at the FRUs 

¶  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.  

IEC 

¶ Public awareness through IEC in highway.   

¶ For prevention of RTI/STI condom distribution by ASHA  

¶ Training ï Doctors, Para Medical Staff, Counsellors, ANM, ASHA AWW 

should be trained.  Most of the RTI / STI problem can be then sorted out 

at village level. 
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¶ Procurement of Drugs & Equipment  for treatment of RTI/STI   

¶ To improve access to RTI /STI at  referral Hospital 

¶  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 

High levels of maternal malnutrition and low levels of female literacy, 

particularly in rural areas increase risk of child mortality. 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.    
 

Objectives 

¶ To reduce IMR (target ï from 591 to 45 by 2012 

¶ To reduce child mortality rate  

¶ To reduce malnutrition among children 

¶ Mamta Training  

¶ To reduce the prevalence of anemia among children    

Strategies (cross cutting across objectives) 

1. Promote immediate and exclusive breastfeeding  

2. Appropriate infant and young child feeding  
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3. IEC 

4. To strengthen neonatal care services in all PHCs/CHCs/SDHs   

5. Strengthen essential newborn care at home   

6. Full immunization of Children   

7. To reduce morbidity and mortality among infants due to diarrhea and ARI 

8. Special care neonatal care unit   

Strategy 

Promote immediate and exclusive breastfeeding  

Activities   

1. Use mass media to promote breastfeeding immediately after birth 

(colostrums feeding) and exclusively till 6 months of  age. 

(a) Production and broadcast of radio spots, jingles, folk songs and 

plays promoting importance of correct    

          Breastfeeding practices  

(b) Production and broadcast of TV advertisements and plays on correct 

breastfeeding practices  

(c) Publication of newspaper advertisements, booklets and stories on 

correct breastfeeding practices  

2.  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.  

3. 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. 

4. Educate adolescent girls about correct breastfeeding and complementary 

feeding practices through school -based awareness campaign. 

5. Involvement of Mamta 
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Strengthening community awareness through IEC/BCC on Malnutrition   
 

1. 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.  

 

2. Identity the villages where the prevalence of Malnutrition grade III and 

grade IV are high. 

3. Severe Malnourished children will be referred to health facilities by AWW 

& ASHA  

4. During weekly meeting in PHC at least one (on 2nd 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. 

5. 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.  

6. With the help of ICDS Officials and PRI BCC Activity would be organized 

in villages (through posters, banners and wall writing of the messages) 

7.  De worming tablets will be distributed among children of Middle School, 

low socioeconomic area (frequency 6 months) 

8. Growth monitoring of each child 

(a) Supply of spring type weighing machine and growth recording charts to 

all ASHAs, AWWs. All ASHAs,  Anganwadi centres and sub centres 

will have a weighing machine and enough supply of growth recording 

charts  for monitoring the weight of all children. 

(b) Weighing and filling up monitoring chart for each child (0-6 years) 

every month during VHNDs/Mahila Mandal Meetings by VHSC 

(c) Each child in the village will be monitored by weight and height and 

records will be maintained   
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(d) 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 (2) in blocks having severe 

problems of malnutrition.   

Strategy 

To strengthen neonatal care services in all PHCs/CHCs/SDHs by 

setting newborn care centres  

Activities  

1. Home based neonatal care will be done by ANM of respective HSC. This 

will be monitored by LHV  

2. Build state IMNCI training pool ï inadequate monitoring of this activity at 

field level is an issue. Local Resource Persons can be roped in to ensure 

community based monitoring.  

3. Care of babies by ñMAMTAò 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.  

4.  (Re) train health and ICDS staff in IMNCI protocols 

5.  Ensure implementation of IMNCI clinical work following training  

6. 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, diarrhea; proper weaning practice 

7. The ASHAs / MPWs / AWWs 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.  

8. Capacity building in the area of facility Based newborn care 

Full immunization of Children    

1. Ensuring  cold chain maintenance   

(a) Ensure ILR and Deep Freezer is available in appropriate number in 

every PHC.  

(b)  
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(b) Cold chain handler to ensure by way of regular check up of ILR & 

Deep freezer. 

Conduct fixed day and fixed-site immunization sessions according to district 

micro plans. (Muskan ek Abhiyan ï 2nd Phase) 

2. Update district micro plan for conducting routine immunization ( now 

Muskan Ek Abhiyan) sessions  

3. Ensure timely and adequate supply of vaccines and essential 

consumables such as syringes, equipment for sterilization, Jaccha-

Baccha immunization cards (card is issued after registration of pregnant 

women), and reporting formats at all levels. 

4. Supply AD Syringes to conduct outreach sessions in select areas. 

5. Enlist help of AWW/ASHA in identification of new-borns and follow-up 

with children to ensure full immunization during sessions. New Born 

tracking system to be implemented through Muskan by way of tracking 

register 

6. 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 

7.  Build capacity of immunization service providers to ensure quality of 

immunization services. 

8. Provide comprehensive skill up gradation training to immunization service 

providers (LHVs/ANMs), particularly in injection safety, safe disposal of 

wastes and management of adverse effects.  

9. Conduct training to build capacity of Medical Officers, MOICôs and DIOs 

for effective management, supervision and monitoring of immunization 

services 

10. Train Cold Chain handlers for proper maintenance and upkeep of Cold 

Chain equipment  

11. Form inter-sectoral collaboration to increase awareness, reach and 

utilization of immunization services 
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Involve Anganwadi Workers and PRIs to identify children eligible for 

immunization, motivate caregivers to avail immunization services and follow-

up with dropouts. 

12. 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. 

13. Involve ICDS and PRI networks in Behaviour change communication for 

immunization. 

14. Strengthen Supervision and monitoring of immunization services 

o Build capacity of Medical Officers, MOICôs and DIOs in supervision 

and monitoring of implementation of immunization services as per 

the micro-plan. 

o Separate monitoring should me made at PHC & Dist. Level.   

o Provide mobility support to MOICôs and DIOs for supervision and 

monitoring of implementation of immunization services. 

o Develop effective HMIS to support supervision and monitoring of 

implementation of immunization services. 

o Coordinate with representatives of PRI to strengthen supervision 

and monitoring of immunization services. 

Strategy    

To reduce morbidity and mortality among infants due to Diarrhea and ARI 

 Activities 

1. Increase acceptance of ORS by awareness generation by ASHA  

2. 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. 

 




