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Foreword

It has become now crystal clear for policy makérsugh many empirical studies that health of the
common people decides the destiny of that coulitiye throw light on our health system we find
that they are in shambles. The District Healttoci®y Darbhanga under the aegis of
Government of Bihar is committed towards prangthe right of every citizen esp. rural woman
and child to enjoy a life of health and equal appaty and is making all round efforts this
direction. Efforts in other areas would lead us here unless we pay heed towards the fine tuning of
our health system. Probably this is the reason mowvent of India launched National Rural Health
Mission to fill the gap in our health system andkend be able to meet the Medicare needs of the
people who can not effort Medicare at market price.

After a thorough situational analysis of distrigiaith scenario this document has been prepared. In
the plan, it is addressing health care needs @i poor especially women and children The teams
have analyzed the coverage of poor women and ehildwith preventive and promotive
interventions, barriers in access to health catesgmead of human resources catering health needs
in the district.

This DHAP has been evolved through a participatorg consultative process, wherein community
and other stakeholders have participated. The gddise Mission are to improve the availability of
and access to quality health care by people, espedor those residing in rural areas and the
exclusive groups, the poor, women and childrensTipian is also aimed at improving the
access to comprehensive quality health cayeimiproving the public health infrastructure to
desired standards and placing the health of thplpem their hands. Technical Human Resource
being one of the most important resources bianging in quality change in the programime
the District is going to be significantly sigthened. Under this Plan, the Programme
Management Support Units at the block, and distievel along with HMIS and other support
systems shall be strengthened.

| need to congratulate the department of Health leahily Welfare and State Health Society of
Bihar for their dynamic leadership of the healthteereform programme and we look forward to a
rigorous and analytic documentation of their exgreres so that we can learn from them and
replicate successful strategies. | also appreth&ie decision to invite consultants (NHSRC/ PHRN)
to facilitate our DHS regarding preparation of DHAMHAP & VHAP.

| am sure that this excellent report will galvanikze leaders and administrators of the primarytheal
care system in the district, enabling them to go idetails of implementation based on lessons
drawn from this study.

(R. Lakshmanan , IAS)

DM, DARBHANGA



About the Profile

Under the National Rural Health Mission this Heatbtion Plan of Darbhanga district has been
prepared. Through thorough situational analysi®ach and every parameters of health, the study
proceeds to make recommendations towards a pafioyarkforce management, with emphasis on
organizational, motivational and capacity buildagpects. It recommends on how existing resources
of manpower and materials can be optimally utilized how critical gaps can be identified and
addressed. It looks at how the facilities at défdrlevels can be structured and reorganized.

DPIP 2012-13 has been prepared through catisult with village, block and district level
functionaries. The plans have been prepared ondéds identified and has addressed lots of critical
issues and district specific innovations to implatrtee programme.

The information related to data and others usdtlignaction plan is authentic and correct according
to my knowledge as this has been provided by tmeemed medical officers of every block and
different progamme officers. | am grateful to thate level consultants ( NHSRC/PHRN), ACMO,
MOICs, Block Health Managers, Block Commmunity Matars, ANMs, ASHAs, AWWSs & entire
DPMU team. Through their excellent effort we haee able to make Health Action Plan 2012-13,
of Darbhanga District.

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

Dr. Laxman Prasad Singh Dr. Uday Kr. Choudhary
Asst. Chief Medical Officer Civil Surgeon cum Member Secretary
Darbhanga DHS, Darbhanga



Process of Plan Preparation

The District Programme Implementation Plan 203 has been framed on the basis of
strategies and activities which worked in thst four years. The major bottlenecks Haeen
identified and an attempt has been madevercome them through alternative strategies.

Efforts have been made to plan based ormleage, consult all stake holders, incorporate
lessons learnt from previous years under NRHMresdistic objectives, develop synergies between
different vertical programs and strengthen aedentralize programme management.

Preparation of DHAP

The Plan has been prepared as a joint effort umtiderchairmanship of District Magistrate
Darbhanga, Civil Surgeon, ACMO (Nodal officer foHBP formulation), DPM, DAM, M&EO,
DPC, DCM, DDA, Data manager (IDSP), all programniégcers and State level consultants of
NHSRC/PHRN as well as the MOICs, Block Health Maragand ANMs, as a result of a
participatory processes as detailed below. Aftengeting the DHAP, a meeting was organized by
Civil Surgeon with all MOICs & BHMs of the block dnall programme officers which then
discussed and displayed. Reasonable comment framipants were added then finalized. The field
staffs of the department too have played a sigmificole. District officials have provided techrica
assistance in estimation and drafting of variousmanents of this plan.

After a thorough situational analysis of distrigaltth scenario this document has been prepared.
Situational analysis component was done at fowgl$efvillage-Hsc-block-disrtict). In the plan,ist
addressing health care needs of rural poor espewiamen and children, the teams have analyzed
the coverage of poor women and children with préverand promotive interventions, barriers in
access to health care and spread of human resaiatg health needs in the district. The focus
has also been given on current availability of tieaeére infrastructure in pubic/NGO/private sector,
availability of wide range of providers. This DHARs been evolved through a participatory and
consultative process, wherein community and otledtetiolders have participated and ascertained
their specific health needs in villages, problemsadcessing health services, especially poor women
and children at local level.



Planning Process

(- Constitution of District level team for DHAP

- Organisation of District level meeting for District team.

- Orientation of Key Medical officers & Health Functionaries of
Blocks by district team on DHAP.

- Collection of Data through various sources.

- Understanding Situation

\ Assessing Gap

/- Constitution of Block team.

- Block level meeting of Block team.

- Orientation of ANM & health functionaries of Hsc level by
Block as well as district level team.

-Division of Hsc among block team for proper monitoring.

- Collection of data through various sources.

- Situational analysis

\.- Gap identification.

Hsc level meeting of Hsc team.
- Orientation of Asha , Aww & PRI members at village level by
Hsc level as well as block level team.
-Division of Villages among block team for proper monitoring.

.- Collection of data through various sources.

'/-Constitution of Village level team for VHAP

- Organisation of Village level meeting for Village team.

- Orientation of ASHA, AWW & PRI through Health Functionaries of
Blocks &y district on VHAP.

- Collection of Data through various sources.

- Understanding Situation

- Assessing Ga
< gGap

- District level review meeting
-District level meeting to compile information
Facilitating planning process for DHAP
- Final Complation of DHAP & its approval
- Final DHAP Submission to State




The existing Health System of Darbhanga, both ubid under NRHM, through its more than 24
Staff Nurse, 468 ANMs, 212 (ANM-R), 3530 ASBIA3231 Aaganwadi Workers and nearly 139
regular and contractual doctors reaches out t@é&aple living in more than 2169 villages. The
Health infrastructure, particularly PHCs, APHCs astter Government hospitals ought to be the
institutions where people can put their trust food and affordable quality health services.

NRHM heralded an era where the health optweple has been placed in their own hands and
government is playing a role of facilitatproviding all round support and ensuring asces
health services. This has also been proved byeimghting decentralized planning which has given
rise to village health planning. Village health mpiing has helped in improving community
awareness, generating community perception & alslpeld in improving performance of the
programme. Through this process it is very cleat tbday health of the common people is in their
own hand. Thus National Rural Health Mission hiisred unprecedented opportunity in improving
the health of the people of Bihar.

The DHAP, BHAP s & VHAPSs consists of five majorieast

Reproductive & Child Health Programme-Ii
Additionalities under NRHM

Routine Immunization

National Disease Control Programmes
Inter Sectoral Convergence

ahobpdRE

The DPMU team was thoroughly involved in tipgocess and their critical inputs were

incorporated to make this plan more holistic,istal and achievable. The Plan was further reviewed
by the District Magistrate, chairperson, DHS anel @MO-cum-Member Secretary, and ACMO of

Darbhanga.

Health Society Darbhanga, under the guidaoicdistrict Magistrate, Civil Surgeon and ACMO,
has brought in a Systemic Change in the Plgnmiacess and has incorporated the Core-Concept
of NRHM Mission Document-that of De-CentralisatiohPlanning. The Planning exercise for FY
2012-13 has been a multi-pronged process.

The District has undertaken 18 Blocks for which d&ldhealth Action Plans as per the NRHM
guidelines have been prepared .Similarly blocksehawdertaken HSC planning & some HSCs have
taken village planning. State for the first times Isalected ten districts for village planning eisg&

we really feel honoured because our district is@amemg those . It is noteworthy that for thestf
time in Darbhanga district NRHM Village Planniegercise has been undertaken. Every district
had to select five Blocks & every Block had to selitve villages for this exercise. As a result 25
villages of darbhanga district, for the vary fitehe were involved in preparing their VHAPS
(VILLAGE HEALTH ACTION PLAN).The District has conguted Village, Sub centre, Block and
District Planning committee for preparing it Programme Implementation Plan under
NRHM and designated nodal officers at the disthtick & village level for the same.



Village Health Action Plan

State for the first time has selected ten distfiatssillage planning exercise & it is a matterpfde

that our district Darbhanga is one among thoseltems noteworthy that for the first time in
Darbhanga district NRHM Village Planning exerci$@s been undertaken. As per state guideline
every district is required to select five Blockse&ery Block is required to select five villages fois
exercise. Selection process for above two is bapet certain criteria set by state. As a result 25
villages of darbhanga district (5 each from 5 Bk)clor the vary first time were involved in
preparing their VHAPs (VILLAGE HEALTH ACTION PLAN).The District has constituted
Village, Sub centre, Block and District Plannimpmmittee for preparing District Programme
Implementation Plan under NRHM and designated noffalers at the village, sub centre, Block &
district levels for the task.

Objective of Village health planning :
¢ Improved Community Awareness.
¢ Generate Community Perception.
* Improved performance of the program.
* Horizontal integration.

* Peoples health in peoples hand.
Promoting decentralization in governance.

Core strategies of Village health planning :

* Promote accessible & improved health care at hbakklevel through ASHA.

* Enhance capacity of PRI to own, control & managdalipunealth services.

¢ Train frontline Workers in accessing health needdéntifying solutions at village level.
¢ Health plan for each village through ASHA.

Selection process of District for VHAP

Selection of district for Village Health Action Plawas done on the basis of district ranking report
(Jan-March 2011).

Selection process of Block for VHAP is based upon

1) Geographical condition: a) Flood prone

2) Human Resource: a) Skilled, Hard wagkANM available b) PHC based Doctors & Para
Medistaffs

3) Disease prevalence: a) kalazar b) Ma@yiT.B 4) JE
4) Low immunization status
5) Low coverage of ANC checkup

6) Diarrhoea Incidence
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7) Low institutional delivery
8) Densly populated

Selection process of Village for VHAP is based upon

* The village selected should have HSC in govt. lngd

¢ PRI smember should be cooperative

» Active Self Help Group

e ANM should be trained on HMIS module

* Availability of ASHA & AWW in the village.

* Rest all the criteria’'s which are applicable foro&t selection is applicable for village
selection.

Once VHAP is prepared it is submitted at block ldwe Panchayat for consolidation to develop a
complete Block Health Plan addressing common hgatthlem across the block. The most important
benefit of this plan is through the process of VHpddple will get a chance to reflect on their own
health status & thereby will be able to contribugt@ positive health status & equity.

District Planning team (DPT) at the District leveds been constituted with ACMO, DPM, DAM
DMEO, DPC, DCM , DDA & Dist. Data Manager (IDSP)ag@acity Building Workshops for the
DPT has been held at district level under thairamnship of ACMO. Block Planning team
constitutes the MOIC, 1st MO, Block Health ManagBlock Community Mobilizer and Block
Accounts Manager along with CDPO of concern bldkdk.the district level ACMO is the Nodal
Officer for Planning and at the block-the MDIland different DPOs have been designated as
Nodal Officers per block in each block for the Bdoelanning exercise. At village level concern
ANM has been designated as the Nodal person. Gagilding Workshop has been held at each
and every level.

Resource Envelope will be communicatedttie blocks based on the fund receivedhén
district. Unit Cost for each Budget Head prepargdespective SPOs (State Programme Officer) will
been communicated (covering aspects like purposehef budget head, outcome, unit cost,
responsible official, financial protocol etc).

District thereafter has conducted Capacity Idog workshops for the blocks and various
Consultative workshops both at the block ahstrict level and done situational analysisd
have drafted their District Plans. At theodd level, consultation was done which waghter
sent to the District. With the informatioratbered from the block, district has furtheldhe
consultations and prepared their priorities arglirements, which is reflected in the District
Health Action Plans.

The DHAP is a consolidation of VHAPs, HSC plans,A*$ and incorporation of district level
requirements/priorities. The  district present#aeir Plan before respective district program
officers & block officers at district level wkshop held in end December and based on the
feedbacks received from DPOs, modified their ®kmd gave final shape to the same.
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District Profile

History

Darbhanga fondly remembered as the capital cignafent Mithila has a glorious past. Mithila,
observes Grierson, “is a distinct with its own ttiaas, its own poet and its own pride ; in a true
sense everything belonging to itself.” The landh# philosopher king Videh Janak, law saint
poet Vidyapati, legendry scholars Yagnavalkya, Mandf learning and scholarship. All in all,
Mithila is universally known as the birth place®bddess Sita. The splendid site of Balrajgarh,
Uchchaith, Jayamanglagarh, Mahishi Bangaon andlikiee speak volumes of the glorious
cultural heritage of Mithila, making the region eotially sound for promoting heritage tourism.
Madhubani painting is rightly regarded today asdukural ambassador of India and not that of
the Mithila alone.

The history of Darbhanga dates back to the Ramagaddahabharat periods. According to the
Vedic Sources, the Videhas of Aryan stock firstraigd to the area from the banks of Saraswati
in Punjab. They were guided to the east of Sadd@emdak River) by Agni, the God of Fire.
Settlements were established and, thus, flourishedKingdom of Vedehas- the Selfless. In
course Of time vide has came to be ruled by adfrléngs there was a very famous King named
Mithi. To commemorate his greatness the territogswamed as MITHILA. Another famous
king was Janak Sirdhwaja, father of Sita.

The legends speak of various learned men patrofigethnak Sirdhwaja, who himself was an
erudite scholar. Among them prominent were Yagyaxal who codified the Hindu law in his
Yagyavalkya Smriti and Gautam, who has various alalel philosophical treatises to his credit.
King Janak was himself a great philosopher andd&as have been eternally enshrined in the
Upanishads.

The name of the district has been derived frorhesd quarter and principal town, which is said
to have been founded by Darbhangi Khan. It is a&d that the namBarbhanga was derived
from Dwar- Banga or Dar-e-Bang meaning“THE GATEWAY OF BENGAL".Darbhanga is
One of the important districts of North Bihar siehin the very heart of Mithilanchal- the fertile

, alluvial plains of North India. Under the Brhisule, Darbhanga was a part of Sarkar Tirhut
upto 1875, when it was constituted into a sepatisteict.

The Sub — divisions of the then district Darbhangae created as earlier as Darbhanga Sadar in
1845, Madhubani in 1846 and Samastipur in 1867barga was part of Patna Divisions till
1908, when the separate Tirhut Divisions was cameid Darbhanga become the Divisional
headquarters in 1972 When all its two sub- Divisigot the status of separate district . Thus the
present Darbhanga district took shape.

Darbhanga district is also very famous Raan,Makhan& Varieties ofFish.
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Geographical Location

The District is located at 26.NGrth | atitude and  85.9° East longitude. The
District is situated at the bank of Kamla. Thetbi$ is surrounded by Madhubani in north,
Samastipur in south, Muzzafarpur in west and ah&upual in East . The District is in Semi
tropical Gangetic plane. The state capital Panénked with famous Mahatma Gandhi Setu.
The District is spread over 2279 sq km area.
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District Overview

District Health Administrative Setup

DARBHANGA
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State

Zila Parisad  [¢ i v
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District Ul v
II\DArogramme N District Progran MO
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_.-7| 1L.NLEP 1. Medical Specialist
A/
Panchayat Samit 2. RNTCP 2. Surgical Specialist
3 Malaria 3. Child Specialist
APHC-MO 4. Immunization 4. Gynecologist
. 5. Anesthetist
Rogi kalyan 5.RCH T
Samiti ¥. v 7 Blindness 6. Eye Specialist
RHM HSC- || 7. Radiologist
ANM | [T >
Gram Panchayat ;
A 4
Community

v ]
- — ™~ AsHA

AWW

LRG(Local Resource
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DARBHANGA- AT A GLANCE

AREA ( Sg. Kms):- 2279

POPULATION(CENSUS 2011)

TOTAL i 392197:

MALES - 2053043

FEMALES :- 1868928

RURAL POPULATION

TOTAL - 3541846

MALES - 1852977

FEMALES :- 168886¢

URBAN POPULATION

TOTAL s 380185

MALES i 20006¢

FEMALES :- 180059

POPULATION OF SCHEDULED CASTES

TOTAL i 610323

MALES i 31126¢

FEMALES :- 299059

POPULATION OF SCHEDULED TRIBES -
TOTAL - 912

MALES - 502

FEMALES :- 410

DENSITY OF POPULATION - 1721 per sq.Km
SEX RATIO - 910 F/1000 v

COMPARATIVE POPULATION DATA( 2011 Census)

Basic Data India Bihar Darbhanga
Population 121019342: 103804637 3921971
Density 382 1102 1721
Socio- Economic

Se>- Ratio 94C 916 91C
Literacy % Total 74.04 63.82 58.26
Male 82.1¢ 73.3¢ 68.5¢
Female 65.46 53.33 46.88
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LITERACY RATE
TOTAL -
MALES -
FEMALES  :-

58.26%
68.58%
46.88%

BLOCKS

SUB-DIVISION

PANCHAYATS

VILLAGES: -

POLICE STATIONS

TOWNS

NAGAR PARISHAD(DARBHANGA)
M.P CONSTITUENCY

M.L.A. CONSTITUENCY

HEALTH

DARBHANGA MEDICAL COLLEGE & HOSPITAL
DISTRICT HOSPITAL

REFERRAL HOSPITAL

SUB DIVISIONAL HOSPITAL

PRIMARY HEALTH CENTRE =

ADDITIONAL PRIMARY HEALTH CENTRE

HEALTH SUB CENTRE

BLOOD BANK

AIDS CONTROL SOCIETY

TRAINED NURSES
TRAINED DOCTORS

18
03
323

1269
23

01
01

01

10

01

00

02

01
18

36

261

01(DMCH)
01

516
13¢

16



SOCIO-ECONOMIC PROFILE
Social

» Darbhanga district has a strong hold of traditiothva high value placed on joint family, kinship
caste and community.

» The villages of Darbhanga have old social hierastand caste equations still shape the local
development.

e 16 % of the population belongs to SC and 0.025 %510 Some of the most backward
communities ar®ushahar, Dusadh, Chamar, Malla@mdDome

Economic

* The main occupation of the people in Darbhangagsciilture, Fisheries and daily wage labour.

» Almost 14% of the youth population migrates in shaof jobs to the metropolitan cities like
Kolkata, Mumbai, Delhi, Amritsar, etc.

* The main crops are Wheat, Paddy, Maize, Makhana/&mo.

e Mango, Makhana and Chilli are the major cash crbfhe community residing at the bank of
Kamla and Baghmati river
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Legend
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Current Status of Qutcome

HEALTH STATUS AND BURDEN OF DISEASES

Table. CASE FATALITY RATE

S.No. 2010 2011
Disease Case Death Case Death
1 Diarrhea / 432 0 125 2
Dysentery
2 Cholera 0 0 0 0
3 Meningitis 0 0 0 0
4 Jaundice 0 0 0 0
5 Tetanus 0 0 0 0
6 Kalazar 940 0 1035 0

PUBLIC HEALTH CARE DELIVERY SYSTEM: ORGANISATIONALSTRUCTURE AND
INFRASTRUCTURE TABLE HEALTH CARE INSTITUTIONS IN HE DISTRICT

S.No. Type of Institutions Number No. of Beds*
1 Darbhanga Medical College & 1 1000
Hospital
2 District Hospital 0 0
3 Referral Hospital 2 60
4 Block PHCs 18 108
5 APHCs 41 70
8 Sub-centres 0
261
9 Ayurvedic Dispensaries 0 0
10 Anganwadi Centres 3213 NAs
11 6 210

Others (Pvt. Facility accreditated)



Situational Analysis

Bird’'s Eye View of Progress in the District
1) District Health Society, Darbhnaga formedegjistered in 2006.

2) ASHA: A total of 3530 ASHASs selected agsia target of 3550.
ASHA trained in Module I, Il, Il and IV - 3530lraining for Module 5, 6 & 7 is going to
start within couple of days.

3). DPMU & BPMU: Well oriented and functionr@PMU and 18 BPMU at block level .18
Block Health Managers and 18 Block Accountantsler NRHM are already in position.
The orientation training for all has been completed

4). FRU: 2 FRU are functional in darbhanga dis@ied hospital manager for the same has been
appointed. Orientation training for all has beendigcted through DHS from time to time.

5) Free drug distribution of essential drugs staftem 1st July 2006 and 24 hours presence of
doctors ensured in all faciliies up to PH@ele resulting in unprecedented increase in
OPD patients. 4 times increase has been reportgtelPrimary Health Centres of the District,

there is free Distribution of 33 drugs in OPD. D@ahga district has 2 FRU, 1 SDH, 36 APHCs

and 261 HSCs.

6).Routine Immunization: Full immunization pentage increased from 46496 in year 2007-
08 to 83654 in 2010-11 .

7.) Against a total figure of 419 posts of ANM (R),2 posts of ANM(R) have been filled up.
8) Rogi Kalyan Samitis are formed in 41 APHCs.

9). Training Programmes: Training of EmMOC, NN ASHA, MCTS, HMIS,CPSM,
DPMUs, BPMUs, SBA training, NBCC, Immunizatiand Neonatal resuscitation started.

This includes the regular monitoring and correctiggons taken.

10). Institutional delivery has increased manifitldas increased from 24933 in year 2007-08 to
42946 in year 2010-11.

11). Additionally in the year 2011 -12, establismm®f new borne care corner has been
achieved & out of 11 (proposed) PHCs 10 have thdiirflagged functional New Borne Care
Corner.

12). In Darbhanga districts, IDSP unit is functibna

13). Free Radiology services have been offered PHCs.

14). Solar water system is functional at 2 PHCs.

15). Health card has been provided to almost 78#dreh under Nai Pidhi Swasth Guarantee
Karyakaram till Dec 2011.

16).Family planning (female tubectomy as well ademasactomy) has also increased a lot.It
has increased from 12037 in year 2007-8 to 160y&an 2010-11.
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17).There has been a reductiodMR & MMR .
18). NRC (Nutritional Rehabilitation Centre) is functior&lis being run by NGO.

19)Community Based Planning and Monitoring Scheme is running in 2 Blocks along
with 5 Panchayat each in Darbhanga District.

20).Social marketing keeping in mind the health of adolescent girl bagn launched
recently.

21).VHSND is celebrated once in a month at each Anganwatece

22).FFHI (Family Friendly Hospital Initiative) has becomenftional in darbhanga district
in current year (2011) & Gap analysis under FFH baen done under 6 blocks. Gaps were
identified by all the employees of the concern PHght from MIOC to fourth grade.

23).Quality Assurance:A pilot project launched currently (2011) in twestlict (Vaishali

& Darbhanga), especially for improving quality oére in Facility Based New Borne
Care (SNCU & NBCC) through supportive supervisiom&nitoring.This was done

done by SHSB, Patna in support with UNICEF & PHEktdfnal & internal monitoring of

all NBC corners of the district was done throughT82elf Assesment Tool) & QAT

(Quality Assesment Tool) method.

In the present situational analysis of the block®arbhanga district the vital statistics or
the indicators that measure aspects of healthslifdh as number of births, deaths, fertility
etc. have been referred from census 2011, repoRH$ office, Darbhanga and various
websites as well as other sources. These indich&dpsin pointing to the health scenario in
Darbhanga from a quantitative point of view, whifey cannot by themselves provide a
complete picture of the status of health in theridis However, it is useful to have outcome
data to map the effectiveness of public investniertealth. Further, when data pertaining
to vital rates are analyzed in conjunction with dgnaphic measures, such as sex ratio and
mean age of marriage, they throw valuable light gander dimension. Table below
indicates the Health indicators of Darbhanga distrith respect to Bihar and India as a
whole.

Table 3.1: Health Indicators

Indicator Darbhanga Bihar India
CBR 26.5 26.7 22.5
CDR 8.8 7.2 7.6
IMR 48 48 50
MMR 312 256 301
TFR 4.5 4.2 3
CPR 31 34 35

Sources: Annual Health Survey 2011-12
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Detailed Progressof Activities

Various programmes have been initiated by tepditment of Health, Government
Bihar which has improved the health scenariotha District and has made primi
health care accessible and available to thal rarasses. Th patient load/turnout in
PHCs has increased in the OPLC well as in the IPDs in comprasion to previous \

Maternal Health

24 x 7 Health Servicess available in 16 Primary Healt@entres of thiDistrict.
The total no. of institutional delivery has increased from8321in the year 2009-10
to 42946 in year 201011

JBSY

42946

43000 -
42000 -
41000 -
40000 - 38921
39000 -
e 36554
37000 -
36000 -

35000 -

34000 -

33000 T T T
- 2008-09 2009-10 2010-11
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Mother Immunization Status
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Ppulation Stabilisation

Every year about 74000 children are t. The total no.of FamilyPlanning operations h
increased from 15058 20(9-10 to 16051 in 2010-11.

Family Planning

18000 - 16051

15058
16000 - 13337

14000 -
12000 -
10000 -
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Health Infrastructure Status

Health Institutions

Medical Colleges
Sub-Divisional Hospital
Referral Hospital
Primary Health Centre
Additional PHC

Sub-Centre

Present

01
01
02
18
41

261
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////\
BPHC (80000-
120000)
APHC (20000-
30000)
— \
HSC (5000-
7000)

AWC (1000-
1500)

INFRASTRUCTURE:

Introduction:

Health Sub Centre is very important part of entiealth System. It is first available Hea
facility nearby for thg@eople in rural areas.We are trying to analyzesthmtions at present
accordance with Indian Public Health Stand:

1. Infrastru cture for HSCs:

IPHS Norms:

A Sub-centre should have its own building. If that iIs not possible immediately, the
premises with adequate space should be rented in a central location with easy

access to population.

1 Location of the centre: The location of the cestieuld be chosen the
a. Itis not too close to an existing sub centre/ |
b. As far as possible no person has to travel mom 3n&m to reach the Sub cer

c. The Sub Centre/illage has some communication network (Road comoation/Public
Transport/Post Office/Telephol

d. Accommodation for the ANM/Male Health Worker wilebavailable on rent in the village
necessary.



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

The minimum covered area of a Sub Centre alondh wasidential Quarter for
ANM will vary from 73.50 to 100.20 sq mts. deperglion climatic conditions(hot and dry
climate, hot and humid climate, warm and humid ali&), land availability and with or without
a labor room. A typical layout plan for Sub-Centrigh ANM residence as per the RCH Phase-
[l National Program me implementation Plan withedBpace Specifications is given below

Services of HSCs:

As per IPHS norms a sub center provides interface wighdbmmunity at the grass root level
providing all the health care services. Of paracumportance are the practices packages of
services such as immunization, ANC, NC and PNCyenton of malnutrition and common
childhood diseases, family planning services andnseling. They also provide elementary
drugs for minor ailments such as ARI, diarrhoeagfe worm infestation etc. And carry out
community need assessment. Besides the above tlengeent implements several national
health and family welfare programs which againda#vered through these frontline workers.

As per the DLHS3 (2007-08) reports the percentddallimmunization(BCG, 3 doses each of
DPT and Polio and measles) coverage(12-23 monthdhe district is 41.8%. And BCG
coverage of the district is 91.5%. 3 doses of padiocine is 52.5%, 3 doses of DPT vaccine is
55.4% and Measles Vaccine is 72.3%. The coveradtt & supplementation for the children 9
months to 35 months is 63.2 percent.

30
25
20
15
10

O ANC DLHS-2
@ ANC DLHS-3
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92)

90
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60
@ DLHS-2
50
m DLHS-3
40
30 -
20 -
10 -
0
BCG DPT POLIO MEASEALS
Sub Heads Gaps Issues Strategy Activities
Service 20%Unutilized| Operationalization | Capacity 1.Training of
performance untied fund at | of Untied fund. building of signatories on
HSC level account holder | operating Untied fund
of untied fund | account, book keepin
etc
2. Timely
disbursement of
untied fund for HSCs
3. Hiring a person at
PHC level for
managing accounts
Very few Improvement in Strengthening | 1. Identification of the
ANC at HSC | quality of services | one HSC per best HSC on service
level like ANC, NC and | PHC for delivery
PNC, institutional 2.Listing of required
Immunization delivery in first | equipments and
quarter medicines as per IPH
norms
3. Purchasing/
indenting according tg
the list prepared
4.Honouring first
delivered baby and
ANM
Only 18.2% Improvement in 1.Phase wise | 1 Gap identification of
PW registered| quality of services | strengthening of 39 HSCs through
in first like ANC, NC and | 39 HSCs for facility survey
trimester PNC, Institutional 2. Eligible Couple
PW with three | Immunization and | delivery and fix | Survey

27



ANCs is 29%, | family planning a day for ANC | 3. Ensuring supply of
TT1 coverage as per IPHS contraceptives with
IS 71.94%, norms. three month’s buffer
Family 2. Community | stock at HSCs.
Planning focused family | 4. training of

Status: planning AWW/ASHA on
Any method- services family planning
31.8% methods and

Any modern RTI/STI/HIV/IAIDS
method-30.4% 5. Training of ANMs
No on IUD insertion
sterilization at

HSC level

IUD insertion

-4%

Pills-1%

Condom-3%

Total unmet

need is 30.3%

for spacing-

18.5,

Lack of Training Training 1.Training to ANMs
counseling on ANC, NC and
services PNC, Immunization

and other services.

HSC unable to
implement
disease contro
programs

Integration of
disease control

| programs at HSC

level.

Implementation
of disease
control
programs
through HSC
level

1 Review of all
disease control
programs HSC wise il
existing Tuesday
weekly meetings at
PHC with form 6.(
four to five HSC per
week)
2.Strengthening
ANMSs 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.
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Lack of Cleaner

Recruitment of
Cleaner through RKS
on Contract

Lad

80% of the Absence of staffs Community 1. Submission of
HSC staffs do monitoring absentees through PH
not reside at

place of

posting

Problem of Communication 1.Purchasing Life
mobility and safety saving jackets for all
during rainy field staffs

season 2. Providing

incentives to the
ANMSs during rainy
season so that they c
use local boats.
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Lack of convergence at
HSC level

S 3CcT

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 o
the concerned HSC
area schools on health
nutrition and sanitatior
issues.

LackFQf proper reporting
from field
e

OO S cC oOWwm

Reporting

Strengthening of
reporting
system

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

2.Printing of adequate
number of reporting
formats and registers

3. Hiring consultants to
develop softwares for
reporting.

4 Establish data centre 3

APHC which will

2
N

1

monitor all HSC

DT SO Z

wer Management in the health sector has hemtertaken vide various initiatives like
re-organizing & rationalizing the existing manpow ensuring power to transfer doctors

delegated to Civil Surgeons, Web enabled Byste

capture district level cadre in

formation, appointment of 71 contractual doctatlsne, dynamic ACP being rolled out,
cadre modified for doctors, cadre rules notiffed paramedics and health educator, OT
assistant, clerks, pharmacists, lab technicidngy technicians cadre rules to be finalized
soon, and draft publication readied for x4echnicians, OT assistants and clerks.
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Gaps

PH

Issues

Strategies

Activities

Human
Resource

As per IPHS norms
each PHC requires the
following clinical staffs
General Surgeon
Physician
Gynecologist
Pediatrics

Anesthetist

Eye surgeon

As per IPHS norms
each PHC requires the
following para medical
support:(List attached)
But the actual position
is

Nurse midwife 777/468
Dresser 12./21

Pharmacist/compoundé

s11/21

Lab technician18./21
Ophthalmic assistant
6/18

Demotivated BPMU
staffs

staff shortage
Untrained staffs

Staff recruitment

Capacity
building

1.Selection and
recruitment of
Doctors
2.Selection and
recruitment of
ANMSs/ male
workers
3.Selection and
recruitment of
paramedical/
support staffs
1.Training need
Assessment of
PHC level staffs
2.Training of
staffs on various
services

3. Trainings of
BHM, BCM and
accountants on
their
responsibilities.
4. Trainings of
BHM on
implementation
of services/
various National
program
programs.
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APHC

Gaps Issues Strategies Activities
Human | Out of 41 all Filling up the staff | Staff recruitment | 1.Selection and
Resource| APHCs have shortage recruitment of
doctors, 20 Untrained staffs .Doctors/Grade A
don't have A nurse/ANMs

grade nurse.

Hospital
campus, lacks
adequate
number of
trainers, staffs
and facilities
Most of the
APHC staffs are
deputed to
respective
PHCS hence
APHCS are
defunct

Capacity building

Strengthening of
ANM training
school

2.Selection and
recruitment of male
workers

3. Sending back the
staffs to their own
APHCs.

1.Training need
Assessment of APHC
level staffs

2. Training of staffs on
various services

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

1. Analyzing gaps
with training school

2. Deployment of
required
staffs/trainers

3. Hiring of trainers as
per need

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

5. Allocation of fund
and
operationalization
of allocated fund

32



H

C

|

Sub Gaps Issues Strategy Activities
Heads
Human | 1. Out of 261 | Filling up the | Staff 1.Selection and recruitment of
Resource| HSCs 15. staff shortage | recruitment | ANMs
don’t have
either ANMs 2.Selection and recruitment of mg
or Male workers
worker,
2.0ut of 25
sanctioned
post of LHVs
only 16 are
placed
1. Out of 468 | Untrained staffs Capacity 1.Training need Assessment of
ANMs 148 building HSC level staffs
Are trained
on different 2.Training of staffs on various
services. services
Lacks Training Strengthening 1.Analyzing gaps with training
adequate of ANM school
number of training
trainers, school 2.Deployment of required
staffs and staffs/trainers
facilities

3.Hiring of trainers as per need

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

5.Allocation of fund and

operationalization of allocated fun

e

ne

d
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Current Status of Manpower

Medical Officers : 68
Contractual Doctor : 71
Staff Nurses : 24
ANM : 256
ANM-R (Contractual) : 212
Health Managers : 18
Block Accountant : 18
Block Community mob : 15
Hospital Manages : 02
ASHA Health worke : 3530
e i Medical Officers Position
140
120 _
100 72 68 - ' 66 78
80 B Regular
60 M Contractual
20
0 T T 1
Total No of Post Total No of MO In Total No of Post Vacant
Sanctioned Position
450 - 2
400 - 3 ANM Position
350 - .
300 2
250 - 2 5
B Regular
0 M Contractual
150 1 :
100 -
50 -
0 T b § T 1
Total No of Post Total No of ANM In Total No of Post Vacant
Sanctioned Position

Source: DHS Darbhanga Repo.l.
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Child Health

Immunisation, Full Immunization coverage has increased fr46496(2007-08) to
57890(200839) and finally 99945 in 20(-10. Under Immunisatiol various initiatives were
introduced lke alternate vaccine deliy(Couriers) for reaching vaccir site. 3-rounds of
Mobile Hard-toreach RI campaigns were conducted in earl§62@ reach communitie
which hitherto newt had access to RI servicehel Year 2006 was declared as
Immunization year and Wednesdays and Fridays weesignated as immunization d.

Furthermore in October 20C Muskaan ek Abhiyaanwas launched which included init
surveyand tracking of Pregnant and Newborn till | falhmunization is achieved ar
realized partnership between IS and Health at all levels. Theare twice weekly
sessions at HSC and AWC and perform-base incentive schemes for HeaWorkers
and Mobilisers was introduced under the sch

Immunized Children

100000 -
90000 - 8
80000 -

70000 - 57890

60000 -

50000 - B Immunized Children

40000 -

30000 -

20000 -

10000 -

O 1 1 1
2008-09 2009-10 2010-11




Referral transport

A pilot project was launched in Patna undePP for Emergency transport. It started in
Darbhanga in the month of Sept 2010. The basitities that are being provided are — Drugs,
Oxygen, Heart monitor, ventilator and other SugperiMedical System.This facility is known by
MMU. All this at a very low cost chargeabl® the patient @Rs.300/- and additionally
free/lowerrates are charged from the pooreptgi The agency operating the facility mdpa
monthly fee for the service. On calling 1085 service is ensured within 15-20 minutd$is

is a scheme which has provided a visible faddRHM in Darbhanga district and has added to the
good will of the Health Department.

Radiology Facilities

7 PHCs have been given to agency to operatentaira and generate X-ray films. Space has
been provided against nominal rent. It fumcsi under the overall supervision of the Habp
Management Society (RKS) of the respectivespital.

Ultra-Modern Diagnostic facility

SHSB has set up Ultra-Modern Diagnostic facilityotigh private partners at Government Medical
College and Hospitals and Regional Diagnostict@snDivisional HQ) levels wherein specialized
pathology, bio-medical, ECG, MRI, CT Scan, Maography etc services are being provided.
The services are free for BPL patients and wumMilRHM the Hospital Welfare Societies are
reimbursing the cost to the private partner, gHibr other Government patients the rate clzdnige
is as per AIIMS, New Delhi rate.

Blood Storage Unit (BSU)

Three Blood Banks have been proposed for each ®ldsFand SDH respectively. . Equipments for
Blood Storage Centres have been supplied to bothskFid SDH. These FRUs are Manigachi and
Jalley and SDH is Benipur.

Bedsheets-Cleanliness Initiative

Different Coloured Bed sheets are being ensureddpgrin each PHCs and FRUs. Promotion of

Handloom Industry by procuring only handloom beéeth for this purpose has also been ensured.
There is concept of satrangi chadar for each PHQlebed sheets are being changed accordingly.

Hospital Maintenance

Maintenance of hospital premises, Generator Faciliteanliness of Hospitals, Washing etc is being
ensured through private partners in each PHC.

Institutional Arrangements and Organizational Devebpment

Along with Health department the ICDS, PHEDd Panchayat are helping in implementing
the NRHM Programme. The coordination has betted at District level, Block Level and
Village Level. At the Grass root level linkageetween ASHA, ANM with AWW has been
strengthened especially under the Muskaan progeafi@0O has taken up the training of ASHA.
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trainings are being regularly conducted unddferent programmes in the district. Thetrlis
has already started the trainings of IMNCI.

The District is trying to operationaliseANM schools.The District has a unique gystef
collecting data from each PHC level. It hasld&hed a data centre in the DHS and has centras$ in
PHCs. These data centres collect data from eachtRidugh mobile phone and feed in the computer.
The computerized data is later given to the respgeBtrogramme Officers.

Financial Management

Government of India’s funds are released to theicishrough two separate channels, i.e; throungh t
District budget and directly through the Stdealth Society. Further the Department’'s gutlar
the procurement of vaccines, drugs, equipmexits is spent centrally and assistance he t
District has been inthe form of kind.

To decentralise the process, SHSB undertook tds& of ‘ Allocation of Funds for Districtior

FY 2011-12° for all the components of NRHM-RCH lekible Pool (A), Mission
Flexipool/Additionalties (B), Rl and Pulse Polio)(& Disease Control Programmes ( D). The District
Programme Officers were assigned the task icating funds for the complete year to the
districts based on the unit cost and requireroéthie district. The annual fund allocation wasielo
for all the programmes which were grouped undet RaB, and C & D. The DPMU team was then
called at the State Headquarter level for akslmop and they undertook the exercisallofcating
the funds for the four quarters.
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District’'s Concern Strategies

The District has achieved some progress in tefrositput indicators, however the maternal mortality

child mortality and population growth contisudo be a cause of serious concern to the
District's development efforts. In terms ofykéealth indicators Darbhanga is among thé wel
performing Districts.

Though the District fares reasonably well tetrms of its Infant Mortality Rate (52) against
the national average ( 48) and NMR ( 35) asinagjanational average of 33, it continues to be
among the poorer performing districts in term3BR and MMR. Moreover, floods in some parts
of the district make the district vulnerabte communicable diseases. Besides, the health
infrastructure is inadequate to cater to thedseef the people and the upkeep of the alreadstiex
facilities is quite challenging. The deliveryf services could only be improved if facilitiesre
within reach and have minimum basic physigarastructure to provide the basic services.
There seems a major challenge in constructidnthe health care facilities. Lack of clear
guidelines sometimes delays the process.

Human resource is another major issue whbee District health system is struggling. The
scaracity of medical professionals especially tBeecialists limits the public health facilg#iein
providing much required higher level of cace the needy. A mismatch exists in thistit
between the available Medical and Para medicafessionals and the demand for their sesvi
More medical graduates and Para medical psifesls are required to fill up this gap.

Moreover despite number of trainings heldtionalization of manpower is yet to takeagal.
To overcome this, the District has initiatgublic private partnerships, outsourcing health
facilities and programmes to private sector &f@Os, contracting specialists for specializsde,
etc. There is also dearth of well- traineddlmu health professionals and managers tecatffely
steer the public health and family welfaregsams.

Another issue which the District is encoumigris a declining sex ratio. Several inities
like advocacy, intensive IEC programs and enfoea of PNDT is aimed at reversing the existing
sex ratio is being initiated this year.Besidesims other initiatives are planned this yearreaa like
promotion of Breast feeding, PNDT etc.

Quality Assurance committees in the districts stida¢ formed as per Quality Assurance Manual of
Gol. District Quality Assurance committee work Mok to monitor and evaluate different programs
from time to time such as Family Planning, JBSY. etc

Maternal Health

Improving the maternal health scenario by strengtigeavailability, accessibility and utilizatioof
maternal health services in the Districtoise of the major objectives of RCH. Howevtre
current status of maternal health in the ridistclearly shows that the programme has Imeen
able to significantly improve the health sgataf women. There has been a little improvement &
we need to improve a lot.There are a lots of isshssaffect maternal health services in Darbhanga.
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The important ones are listed below:

Shortage of skilled frontline health persein (ANM) to provide timely and quality AN@nd
PNC services. The public health facilities provglobstetric and gynecological care at district and
Sub-district levels are inadequate. Mismatch ppsuof essential items such as BP machines,
Weighing scales, safe delivery kits, Kit A and K8t etc and their demand. Shortage of
gynecologists and obstetricians to provide emmatl health services in peripheral areas.
Inadequate skilled birth attendants to assist imdwvased deliveries. Weak referral network for
emergency medical and obstetric care services.

Lack of knowledge about ante- natal, pre-naaald post natal care among the community
especially in rural areas. Low meanage of marrragalted in pregnancy and difficult deliveriesw o
levels of female literacy results in unawarenebsut maternal health services. High level of
prevalence of malnutrition (anemia) among women tire reproductive age group. Poor
communication because of bad roads and a poorrdveaer situation.

Introduction of JBSY acted as a major botst improving maternal health. Under the
Scheme institutional delivery has substantialigreased, and there has also been a Bhift
deliveries from Medical College Hospital to PHQGBus easing the load on the Medical €l
Hospital. There has been an increased atidtm o f ANC services which also led to hig
coverage of PNC, zero dose polio, BCG. Hawevthe minimum two day stay post delivery
is not adequately ensured and there areyslaeta payments to beneficiaries.

Another key challenge for the JBSYogramme is that the full potential of JBSW
terms of provision of essential newborn care post partum family planning counseling is yet to
be realized. Several steps are being undertat@nstrengthen JBSY implementation and
monitoring like payment prior to discharge thrbumparer cheque, monitoring of JBSY/verification of
beneficiaries by officials at different levelpublic disclosure of beneficiaries at theility and
setting up of grievance redressal mechanismJBSY. The 2-days stay after delivery msing
promoted and essential newborn care and padtm counseling is to be focused upon @sp.
high volume facilities. Other interventions tgi conceived are improved , monitoring of Qual
of deliveries at public health facilities and eedlited private sector facilities.

Child Health

The child health indicators of the district revélaht the District's IMR is lower than the national
average. Morbidity and mortality due to vaccinesy@ntable diseases still continues to be signifigan
high. Similarly, child health care seeking practice the case of common childhood diseases such as
ARI and Diarrhoea are not satisfactory. The cHilgalth scenario is worse for specific grougds
children, such as those who live in rural asrewhose mothers are illiterate, who beldag
Scheduled Castes, and who are from poor houseisgbdsticularly appealing.

Issues affecting child health are not onlyfoed to mere provision of health services faidrien,

but other important factors such as maternaltiheadd educational status, family planning prastice

and environmental sanitation and hygiene-all Wwhiave enormous bearing on child health. This is
more than evident in the case of Darbhanga distnihere child health continues to suffert no

only because of poor health services for chiddels of female literacy, early and continuous
childbearing, etcThe specific issues affecting child health in thstrizt are listedbelow-
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Family Planning Services

The Family Planning programme has paytialicceeded in delaying first birth and sp®c
birth rates under 20 years of age and to childm@n less than 24 months after a previous birth.

Child Health Service

The programme has not succeeded fully ircaffely promoting colostrum feeding immediately
after birth and exclusive breastfeeding despimost universal breastfeeding practice he t
District. In the District majority of mothebreast feed children beyond six months. Hawev
the District has taken initiative to generaagvareness among mothers for exclusive breast
feeding. High levels of child malnutritionangicularly in rural areas and in childreeldnging

to disadvantaged socio-economic groups leadin@ tadisproportionate increase in under-5
mortality. Persistently low levels of chilobnmunisation primarily due to non-availabilitgf
timely and quality immunisation services. Laok child health facilities, both infrastructurand
human resource, to provide -curative servides common childhood ailments such as ARI,
Diarrhoea, etc. Indequate supply of drugs, OR%egtacweighing scales, etc. Lack of knowledge o f
basic child health care practices among the commufailure to generate community awareness
regarding essential sanitation and hygienetiges that impact on the health of children.

IMNCI Training IMNCI training has successfully started in thestbct where training is given to
ANM and AWW regarding management of neonatal anldifebod iliness.

VHSND- Village Health Sanitation and Nutrition D&y a very good platform for child health care
services at Anganwari Centres

Nutritional Rehabilitation Centress operational wherein special nutritious food evided to the
severely malnourished children. Severely malnoedsbhildren along with their mother are kept in
NRC for 20 days in general. Here mother is givempensation against loss of wages.

Population Stabilisation

RCH emphasizes on the target-free promotibrcamtraceptive use among eligible couplés t
provision of various contraceptive methodsiquding condoms, oral pills, IUDs and mahel a
female sterilization), and the assurance ofh logjgality care. It also encourages the spacingrtfd

with at least three years between births.

Furthermore, certain groups such aslrilliterate, poor, and Muslim women withithe
population have even higher fertility thare tiverage. The persistently high fertility lsveoint
to the inherent weakness of the Districsify planning programme as well as existingsec
demographic issues. High TFR is reflected bysandi picture of women in Bihar marrying early
having their first child soon after marriagand having two or three more children inselo
succession by the time they reach their-28& At that point, about one-third of women get
sterilized.

Very few women use modern spacing methibdé could help them delay their first birtimgla
increase intervals between pregnancies Major issaféscting the implementation of the Family
Planning programme in Darbhanga district asdobows:
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Six Nursing homes are accredited to conduchilyaplanning operations. Accredited Private
Nursing homes are expected to conduct moa@ thO thousand family planning operations in
the District. 16051 sterilizations conducted till march 20D® which approximately 6000 are
conducted by the accredited private Nursing Homes

The issues mentioned above are closely intkedinwith the existing socio-demographic condiio
of the women, especially rural, poor andtethte. Comprehensive targeted family planning
programme as well as inter -sector al co-otthnaon an overall female empowerment drige i
needed to address the factors responsible forspantly high fertility levels in Bihar .

The District has quality assurance committee family planning. These private facilities are
monitored by the QAC on sterilization conductethia facilities.

Adolescent Reproductive & Sexual Health

Adolescents, the segment of the populatiorthen age group of 15 -19 years, constitut@uab
23% of the population of the District. Thysoup is critical to the success of any rogjuctive
and sexual health programme, as it would remiainthe reproductive age group for more rtha
two decades and as this age group correspondsh® onset of puberty and the legal age for
adulthood.

Commencement of puberty is usually associatéth the beginning of adolescence. In some
societies, adolescents are expected to shoathldt responsibilities well before they aamdults;
in others, such responsibilities come later ine.liAlthough it is a transitional phase from
childhood to adulthood, it is the time thée adolescents experience critical and dejinife
events — first sexual relations, first marriafyest childbearing and parenthood. It is a icait
period which lays the foundation for reprailec health of the individual’s lifetime. Thereé
adolescent reproductive and sexual health invavepecific set of needs distinct from adult needs

Reproductive health needs of adolescentsgeuwp has been largely ignored to date by existing
reproductive health services. Many adolescentadia face reproductive and other health risks.
Poor nutrition and lack of information about propésts increase the risk of iron-deficiency anemia
for adolescent girls. (as high as 68.3% as WFHS 3). Young women and men commonly have
reproductive tract infections (RTIs) and sexualgnsmitted infections (STIs), but do not regyl
seek treatment despite concerns about how thesgioris may affect their fertility.

Bihar has one of the highest rates diyeaarriage (69% among women aged 20-24 years) an
high rate of childbearing, and a very high @taron-deficiency anemia. The prevalence eairly
marriage in India posses serious health probl for girls, including a significant increasé
maternal or infant mortality and morbidity durioild birth. The following facts will help undersig
the situation objectively.

Underlying each of these health concernsgareler and social norms that constrain young
people — especially young women’s access to repto@d health information and ser vices.
Motherhood at a very young age entails a oisk maternal death that is much greater than
average, and the children of young mothers haghehilevels of morbidity and mortality.

Sexually active adolescents of both sexes iaceeasingly at high risk of contracting dan
transmitting sexually transmitted diseasesjutiog HIV/AIDS; and they are typically powrl
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informed about how to protect themselves.Infornmatend education programs should not only be
targeted at the youth but also at all ¢heko are in a position to provide guidance and
counseling to them, particularly, parents and

families, service providers, schools, religiousstitutions, mass media and peer groupssé&he
programs should also involve the adolescentsaim fianning, implementation and evaluation.

In the District there was lack of a cohesiARSH strategy at the District level andsw
introduced in 2009-10 Plan, however the sgateequires sensitization and handholdingakt
levels for proper implementation. The curresthool health program has adolescent oriented
interventions.

Health Infrastructie Status

Medical Colleges 1 1 0

District Hospital 0 0 0

Sub-Divisional Hosp 0 1 0
ital

Community Health 0 0 0
Centre

Primary Health 0 18 0
Centre

Additional PHC 73 36 37

Sub-Centre 600 261 339

Darbhanga district has 18 PHCs and outes¢ 18 PHCs some needs to be upgraded
into CHC. All the 36 APHCs except 2 (Adharpur & k8 provide only OPD services and
have to be operationalised for meeting in-patreeeds and for providing delivery ser
vices, so that the load of Block PHCs is redudHalf of the HSCs are running from the
rented place or Panchayat office and are mannagede ANM only.

Infection Management and Environmental Plan:

Bio medical waste management has emerged asialcahd important function within the
ambit of providing quality healthcare in the coyntt is now co nsidered an important issue of
environment and occupational safety. As per the-NBedical Waste(Management&Handling)
Rules, 1998, all the waste generated in the hddpétsito be managed by the occupier in a
proper scientific manner.

Gol has also issued the IMEP guidelines fo8Cs, PHCs and CHCs, proper
dissemination of the same has to be ensureddhra technical agency.

The District has identified agencies for undlrg the task of Bio-Waste Management and
Treatment but necessary approval and cleardnm@ Bihar District Pollution Control
Board and Central Pollution Control Board g8ll awaited. Development forms one of
the key components of the overall architedtworrections envisaged by NRHM.
Government of Bihar also has spelt out shene as the number one priority.
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Quality of training - Monitoring cell has been constituted thie District level in
District Institute of Health & Family Welfare. €htrainings are being monitored at regular
intervals.Low mo tivational level of healtha$ - The motivational level of health dtaf
at all levels is low. Continuous communicatiamd geedback by District level programme
officers is being done.sub optimal utilizatiamd rationalisation of trained staff — Regula
evaluation and monitoring is being done andexive steps are being taken. Placement of
trained people at such facilities where infragtiteeis in place. E.g. The government has taken
up on priority the placement of the trained EMa®d LSAS doctos to the FRUs where
there is no such facility. Poor monitoringdavaluation framework — Regular monitoring
visits by programme officers.

In 2009-10, there has been a continuous focushencapacity building of the existing
manpower in the District. Trainings as per Gguidelines on Immunization, IMNCI,

EmOC, LSAS, SBA and Minilap/MVA etc have hetaken up with full vigor, however
due to poor quality o f training in some ftes, training fell behind schedule. It is
proposed to continue these trainings in 2010kiladdition, the District wide training on

Immunization for Medical Of ficers, IPC skills fdBreast feeding and basic training o f
neonatal resuscitatio n- shall also be taken ugdoous levels.

Ensuring Gender Equity

One of the broad indicators for measuring gendgpatity is the sex ratio. The sex ratio in
Bihar is unfavorable to women. Analysis of ethindicators on the basis of gender
reveals widening gaps between the sexes. WKHMR for females is marginally higher
than that of males, it widens further fore thMR, and even further for the under-five
Mortality Rate. In conditions of absolute povertwhere resources to food and health care
are severely limited, preference is given ttee male child, resulting in higher female
malnutrition, morbidity and mortality.

Gender discrimination continues throughout tifie cycle, as well. Women are denied
access to education, health care and nutritMitile the District's literacy rate is 47.5%,ath
for women in rural areas is as low as 30.03%\bysmally lo w literacy levels,
particularly among 3 women in the marginalisedtions of society have a major impact on
the health and well being of families. Low ldey rate impacts on the age of marriage. The
demand pattern for health services is alsw |lm the poor and less literate sections of
society.

Women in the reproductive age group, have littientrol over their fertility, for want of
knowledge of family planning methods, lack afcess to contraceptive services and male
control over decisions to limit family sizéAccording to NFHS data, for 13% of the
births, the mothers did not want the pregnat@ll. Even where family planning methods are
adopted, these remain primarily the concern omen, and female sterilization accounts for
19% of FP methods used as against malelizagdn, which is as low as 1%. In
terms of nutritional status too, a large pmmbion of women in Bihar suffers from
moderate to severe malnutrition. Anemia is exiosls problem among women in every
population group in the District and is maeute for pregnant women at 60. 2%.

In all the programmes efforts will be matke meet the needs o f vulnerable groups
and ensure equity. Gender sensitization shallmagle part of each training. The monitoring
system too will be geared for this so that we getydisaggregated data.
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The District of Bihar is implementing the P@NDT Act at rig ht earnest. The MOs are
being trained by the District Health and HgmiVelfare Institute. The Civil Surgeons are
the nodal person in the district in this aej However monitoring of the activity ill

a big problem. The District has procedures fegistering the diagnostic centres and
hospitals which compel these institutes tfelthe PC-PNDT Act.

Current System of drug, equipment, services and sygies

Procurement in decentralised manner with ratdraots fixed centrally by SHSB District
officials directly place orders to the concernatties using a cash and carry system Positive
steps taken by DOH, GOB for improving procuremémction: Transfer ring the
procurement function to Bihar District Healt®ociety which provides flexibility in
functioning Guidelines for rate contracts are regtisrom time to time to make them more
prudent and if one analyses the guidelines frimitial rounds to current rounds, several
points have been included to increase the traespg DoH has prioritised strengthening
Warehouse Infrastructure in districts and fun@sweh been sanctioned for construction of new
warehouses Adoption of GOI's GFR to makeaysttransparent and procedures simple for
procurement by District level entities.Rate coctirey and cash and carry system introduced
by SHSB, resulting in increase in availapibf drugs at facility level manifold and has
further resulted in increase in patient usingtiizt run health facilities.

All procurement related information startifigpm advertisement to evaluation to
final decision are posted on SHSB website, makirgentire system transparent DoH keen to
establish an independent procurement agency anes bf TNMSC Issues that the present
suffers from — Absence of detailed and fpansnt guidelines for technical evaluation of
bid s by SHSB results in delayed evaluatiorcess and leads to litigations by disqualified
bidders. For a number of drugs the rates ardéxed because of limited or even no bidders
Rates of drugs pro cured by SHSB are much highan other Districts like MP and TN-
due to perceived high level of corruption fhe District, which results in time taken for
finalisation of rate contracts and due to -sorety of the quantities to be supplied to
allow the bidders to take economies of scale acount

No proper systems for drug procurement mplay) demand assessment, indenting and
supply of drugs at district and lower level Hieafacilities-resulting in supply of drugs on an
adhoc basis without a clear relation to actual dehido standard systems for record keeping
at district and facility levels which resultghich results in a lack of re-conciliaticof
indents and actual supplies; difficulty in qahimg actual stock availability at any particular
point of time; difficulty in placing orders ke on stock availability;, and problems
ensuring old stock is cleared first, once thew supplies come. Infrastructure and staff
capacity (both in numbers and qualificationjailable at district and facility level stores
remain weak, as a result of which it becendfficult to manage the supply chain and
inventory management efficiently and effectivelue to absence of central rate contracts
for a no. of drugs, the level of localrghase of drugs by district officials remaias
high as 20-30% of the district budget val&nce at district level mostly branded drugs
are purchased, their cost is higher thamgsirbought through centrally fixed rate contracts.
Systems put in place for quality testing dyfigs remain under -utilised due to a latk
capacity for monitoring and supervision. Thereno system for quarantine o f supplies and
most of the time the onward supply is mdmdore receipt of the quality testing report
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Also , where local purchases are made, qualityngstf drugs is minimal. For equipments and
services, the supply remains top driven #mere are no proper mechanisms for demand
assessment. Lack of skills at SHSB leveld&dine detailed specification for equipments
and lack of capacity at facility level to inspehe supplies also impact the procurement
process. As for service contracts, in the atesesf properly defined benchmarks and
specifications it becomes difficult to monitdhe quality o f services being delivered.
There is also limited capacity within distriofficials to monitor the activities of dgffent
service providers, which results in provisioregher sub-standard or no services at all.

There is huge requirement for physical irtftagure to be put in place at lower
levels — construction activities thro ugh BCDr is directly outsourced by DHS,
depending o n the nature of work. However btikse organisations lack in capacity to
carry out the scale of work that is requireBRI structure remains weak-open to
fraudulent practices and lack of transparaengy functioning. Proposed Strategy-
Establishment of Autonomous Procurement Agencyn§theen Demand Assessment and
Supply C hain like development o f formats and f®rnfor indenting and record keep ing, bu
ilding capacity o f concerned officials in userdw formats District level Procu rement
reforms like implementation o f Bihar Distridiransparency and Accountability Act ( like
in AP, TN) with clearly defined roles folPRIs and CSO; setting up of Bihar District
Procurement Oversight Body for community monitgrinProcurement Act A big leap has
been taken in 2009-10 in the field of Precwent concerning Maternal and Child Health
equip ments and drugs. One of the key achieventes been the finalization of rate contract
for the District owned Sick Newborn Care Urand Neonatal Stabilization Units,
Labour room equipments and of quality hosp hads. In addition, rate contracting o f
some important drugs like Misoprostol has alserbensured.

HMIS and Monitoring & Evaluation

National Rural Health Mission has been lagdchwith the aim to provide effective

health care to rural population. The programseeks to decentralize with adequate
devolution of powers and delegation of respalisds. This requires an appropriate

implementation mechanism that is accountablartier to facilitate this process a structure
right from the village to the national levelsthvdetails on key functions and financial powers
is already proposed under NRHM. To capacitate tfeetese delivery of the programme there is
a need for a proper HMIS system. In Bihar undBHM there is lack of Proper monitoring

and evaluation framework.

Regular monitoring and timely review of the NRHadtivities should be carried out. The
quality of HMIS in some blocks are very poor. Bemg and recording of RCH formats (Plan
and monthly reporting) are irregular, incomplea@d inconsistent and few blocks are not
reporting on time at all. Formats are not fillegp eompletely at the sub center level. There
information is not properly reviewed at the PHCdewWo feed back is provided upon that
information.
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Behaviour Change Communication

The District does not have any comprehend@C strategy. In District PIP 2012-13 we
have asked for 1 IEC consultant who will be respgmasfor the BCC activity in concerned
District. There is no credible study available itentify the areas / region specific knowledge,
attitudes and practices pertaining to variowsi$oareas of interventions like breast feeding,
community & family practice regarding handling offants, etc. At present there is no
impact assessment o f the IEC and BCC adsuitilt's very important to assess the
impact of IEC/BCC activities, resources andhuds to undertake mid way corrective
measures and prepare strategic Communication Plan.

Convergence/Coordination

Convergence with ICDS has been taken -caretoofcover immunization and ANC
Service. ASHA,AWW and ANMs together hold nidgt meetings with Mahila Mandals
under MUSKAAN Programme. Government of Bihar hasided to merge “Village Health
and Sanitation Committee” with Lok Swasthya Pariwar Kalyan and Gramin Swattha
Samiti"constituted by Department of Panchayat Raj in Bilke PHED has been entrusted to
train ASHAs as per Gol norm. Adolescent councelar® placed in each district fro m
District AIDS Control Society. The Health depnent is looking to cooperate with them
by giving training to these councilors for pglementing ARSH programme. The District
PWD Department has taken care of the construa f Health Department. All the
construction activity for Health Institutionsnder NRHM has already been handed over to
the PWD department.

PPP

Acceptance of Private Partners of district levak mcreased drastically and they are performing
excellent in health programme specially family plang. We have accrediated 8 registered
private hospital for Family Planning operation. Isé\ as being ensured by Civil Surgeon,
regular meetings should be held with the gig\partners to ensure that their performance is
being maintained and that the obstacles beingdfay the private partner is removed. Initially
in the year 2008-09 the family planning operatiasvaround 8000 which has now increased up
to 12000 in the year 2012-13.
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RCH Il Programme Objectives and Strategies

Vision Statement:

NRHM seeks to provide universal access taitable, affordable and quality health care
which is uncountable atthe same time respensivthe needs of the people, reduction of
child and maternal deaths as well as populatgtabilisation, gender and demographic
balance in this process. The mission wouldp hachieve goals set under the National

Rural Health Policy and the Millennium Devatognt Goals. To achieve these goals NRHM
will:

Facilitate increased access and utilization ofigudiealth services by all.

Forge a partnership between the Central, Disdrict the local governments.

e Set up a platform for involving the Panchayd®aj institutions and
community in the management of primary hegtbgrammes and
infrastructure.

* Provide an opportunity for promoting equity aatial justice.

e Establish a mechanism to pro vide flexibilitp the Districts and the
community to promote local initiatives.

It also aims at developing a framework for potimg inter-sectoral convergence for
promotive and preventive health care

48



Technical Objectives, Strategies & Activities

1 Maternal Health

Goals: Reduce MMR from present level 312 (SB&/208) to less than 100.
Objectives:

1. To increase 3 ANC coverage from 26.4% to 4B8£62009-10 and to 75% by 2011- 12.
(DLHS3).

2. Toincrease the consumption of IFA tabl&is 90 days from pr esent level of 9.7%
to 20% by 2009-10 and to 35% by 2011- 12. (DL3)S-

3. To reduce anemia among pregnant mothers fro2%60o 52% by 2009 -10 and to 40%
by 2011-12.

4. To increase institutional delivery from%0to 76% by 2009-10 and to 85% by 2011
-12 (MIS data)

5. To increase birth assisted by trained hegmdtsonnel fro m 31.9% to 45%. (DLHS-3).

6. Toincrease the coverage of Post Natal Gamm 26% to 40% by 2009-10 and to 55%
by 2011-12. (DLHS-3).

7. To reduce incidence of RTI/STI cases .

8. To reduce the no of unsafe abortions.

(Source of data: DLHS 3, NFHS 3 and MIS Data )

Objective No. 1: To increase 3 ANC coverage fror6.4% to 45% by 2009-10 and to
75% by 2011-12.

Strategies and Activities:

1.1. Institutionalization o f Village Health and tition Days (VHND)

1.1.1 In collaboration with ICDS, such thtte Take Home Ration (THR) distribution
and ANC happens on the same day.

1.1.2 This will require minor changes in the midess o f Health and | CDS.

1.1.3 Policy decision and appropriate guidelimelar convergence between Health and ICDS
needto happen as a priority.

1.2 Improved Access o f ANC Care.

1.2.1 Provision for Additional ANMs in each SGkntres (Refresher Training to ANMs on
Full ANC to improve the quality o f ANC)

1.2.2 Setting up of New Sub Centres to cover raoeas

1.2.3 Strengthening of Health Sub Centres

1.2.4 Repair and Renovation o f Sub Centres

1.2.6 Provide equipments like BP Apparatueighing machines, Heamo globinometer etc
to the Sub Centers.

1.2.7 Timely supply o f Drug Kit A and Kit B

1.2.8 Generate Awareness for ANC Service.
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1.2.9 Convergences meeting with AWWSs, ASHR&I Members, NGOs at the Gram
Panchayat

Objective No . 2: To increase the consumption of Wk tablets for 90 days from present level
of 9.7% to 20% by 2009-10 and to 35% by 2011-12DLHS-3)

Strategies and Activities

2.1 Purchase and Supply o f IFA Tablets(now RCits &re available)

2.1.1To include IFA under essential drug list

2.1.2Timely supply o f IFA Tablets to the Hkalnstitutions ( Ensuring no stock out of
IFA at every level down to Sub-Centre Level)

2.1.3 District to purchase IFA tablets in the cafsstock out .

2.1.4 Convergence with ICDS and Education rfegular supply of | FA tablets through
AWWCs .And Schools for the pregnant and lactatuomen, children 1 -3 years and adol
escent girls.

2.2 Awareness generation for consumption of IFAl&@tsh

Objective No.3: To reduce anemia among pregnant nigers from 60. 2% to 52% by
2009- 10 and to 40% by 2010-11.

Strategies and Activities:

3.1 Supplementing IFA tablets consumption witheottiinical strategies.

3.1.1 Half yearly de-worming of all adolescent girl

3.1.2 Training of ANM, AWW and ASHA on module on BD (Early Diagnosis and Prompt
Treatment) of anemia.

3.1.3 Activities for consumption o f IFA tablets per Objective No. 2

foodstuff.

Objective No. 4: To increase institutional desery from 70% to 76% by 2009-10 and
to 85% by 2011-12(MIS data) and to increase facilés for Emergency Obstetric Care
(EmOC)

Strategies and Activities

The strategies will lead to up gradation aogerationalization o f the facilities to
increaseinstitutional deliveriees along withoypding EmOC and emergency care of sick
children. These failities will also provide estirange of Family Planning Services, safe
MTPs, and RTI/STI Services.

4.1.4 Repair and renovatio ns of FRUs

4.1.5 Appointment o f Anesthetist, O&G specialiStaff Nurses at the FRUs

4.1.6 Incentivise the conduct of C section aUBR@ Rs 1500 per C section for the staff
involved at

the FRUs.

4.1.7 Accreditation of FRUs

4.2 Operationalization of 24x7 facilities at the@®lével
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4.2.2 Appointment o f at least 3 Staff Nurse inleBEICs
4.2.3 Repair and renovation o f PHCs
4.2.5 Availability of and timely supply of medicslipplies and DDK & SBA kits
4.2.5 Training of MOs, Staff Nurses on SBA
4.3 Increase beneficiary choice for institnéb deliver y through | EC campaign
complimented by network of link workers working dncentive basis for each institutional
delivery achieved
4.3.1 Strengthening JBSY Scheme
1. Improving quality: Infrastructural suppotd high burden facilities to avoid
‘early discharge’ following institutional delivexs
2. Mapping of high burden facilities and pray them support for matching
infrastructural up gradation to increase the hasptty fo llowing delivery.
3. Identifying districts and blocks and conmties within them, where the
awareness and reach of JBSY scheme is poor arghdore increased service
utilization in these areas .
4.3.2 Design and implement an IEC campaigruding on communicating the benefits of
institutio nal deliver y and benefits under JBSYieme.
4.3.3 Equip the ASHA network to reinforce the IE@ssages through IPC interventions at
village / community level.
4.3.4 Provide incentives to ASHA for evemstitutional delivery achieved in her village
/designated area.
4.3.5 Involvement of PRIs for JBSY scheme rtmnitor and generate awareness for
institutional delivery.
4.4 Provision of Referral Support system.
4.4.1 Provision of a dedicated referral tpams system for the newborns and pregnant
women to refer them from ho me/HSC s/PHCsrdterral centers. Lack of Blood Storage
Units in the PHCs make things complicated duringeggancy hence in FRUs blood storage
units has been proposed. Operatio nalising ofest lene Blood Storage Units in each FRUs is
proposed as per IPHS guidelines.

Objective No .5: To increase birth assisted by tiaed health personnel from 31.9% to
45%. (DLHS-3).

Strategies and Activities

5.1 Ensure safe delivery at Home
5.1.1 Provision of Disposable delivery kits wittNMs and LHVs - Establishing full proof
Supply Chain o f the DD Kits
5.1.2 Training of ANMs on SBA
1. Providing SBA with approved drug Kkits, arder to deal with emergencies,
like post-partum hemorrhage, eclempsia, and puarEep sis
2. Ensuring regular supply of these drugs to thA SB
5.1.3 Supply of adequate DD Kits to ANMs, LHVs.
5.2 Provision of delivery at HSC level
5.2.1 Supply of DDkits to HSCs
5.2.2 Delivery tables to be provided to the HSCs

Objective No0.6: To increase the coverage d?ost Natal Care from 26% to 40% by
2009-10 and to 55% by 2010-11. (DLHS- 3).

51



Strategies and Activities
6.1 Ensuring proper practice of PNC services alidvis ups at the health facility level.

6.1.1 Refresher sessions for all ANMs onfarm gidelines to be followed for PNC care
— all delivery cases to remain at facility for nimmum 6 hours after normal delivery and to be
recalled to facility for check up with 4 days aafter 42 days.

6.1.2 Ensuring follow up PNC care through oeach services (ANM) for delivery cases
where the patient does not return to facility fidlow up check ups.

6.1.3 Referral of all complicated PNC cases to F&igl.

6.1.4 LHV and MO to monitor and report on PNC cawgr during their field  visits .

6.2 Utilizing the ASHA network to strengthethe follow up of PNC services through
tracking of cases, mobilization to facilities amdyding IPC based education / counseling.
6.2.1Utilize ASHA to ensure 3 PNC visits by thBIM for home delivery cases meetings o f
MSS and during VHND.

objective No.7: Reduce incidence o f RTI/STI

Strategies and Activities:

7.1 Ensuring early detection through regular séregnand contact surveillance strategies.
7.1.1 Early diagnosis o f RTI/ STI througlarlg detection of potential cases through
syndromic approach and referral by ANM and ASHA.

7.1.2 Conducting VDRL test for all prenant wonaana part o f ANC services.

7.1.3 Implementing contact surveillance of rgk groups in convergence with District
AIDS Contro Society.

7.2 Strengthening the infrastructure, service @elfivmechanism and capacity of field level
staff for handling of RTI/ STI cases.

7.2.1 Conducting community level RTI/ STI cliniasPHCs .

7.2.2 Training to all MOs at PHC /DH leveli Management of RTI / STl cases in
coordination with District AIDS control Society.

7.2.3 Training of frontline staff, LHV, ANM and ASKin identifying suspected cases of RTI /
STl in coordination with District AIDS Control Siety.

Objective No. 8 —Reduce incidence of unsafe abart

Strategies and activities

8.1 Early diagnosis of pregnancy using Nischaygpaacy testing Kkits.

8.2 Counselling and proper referral for teration of pregnancy in 1st trimester if the
woman wishes so .

8.2.1 Training of MOs and Nurses/LHV in MTP (MVA)

8.2.2 Procurement and availability o f MVA letdesignated facilities.

Safe Abortion Services

The causes of maternal death are multiplem@h die because complicatio ns during
labour and delivery go unrecognized or aradé@guate managed. They die because o f
complications arising early in pregnancy, lategpency or even after delivery. Achieving

the Millennium Development Goal of improved teraal health and reducing maternal

mortality requires actions on all these fronts
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Globally, approximately 13% of all maternal deatare due to complications of unsafe
abortion and in absolute number there are 087 @omen die due to unsafe abortion. An
estimated 46 million pregnancies end in induedmbrtions each year. Nearly 20 million of
these are estimated to be unsafe.

In India, unsafe Abortion contributes 8% ddtal maternal deaths but there is a big
regional variance. In EAG Districts, the totald6 maternal deaths due to unsafe abortion is
10 (sourceCauses of maternal deaths from 2001-03. Spectlrvey of Deathdn
Darbhanga district, It is estimated that 14,28ucsdl abortion take place per yeasdurce:
Ipas;

Calculated based on latest population and birth

rates (CBR) Two third of these Induced Abortion ararried out in unsafe conditions
in illegal manner and hence not reported. Untler MTP Act 1971, MTP up to 20 weeks
in an approved facility by a registered gmrprovider is legal. The provisions of Hut

is an attempt to make the services ofe Safortion available to women but the progres
so far has not been satisfactory. Hence tiRHM framework recommends for providing
safe abortion services in all health fa@ttistarting from the Medical College hospital t
the PHC level.

The Indian Public Health Standard recommends ghogisafe abortion through MVA in the
PHCs (facility catering to a population of 3@t may counsel and refer the higher
gestation cases tofaciliies at district oH@ All the Health facilities at the distric
subdivision and CHC must provide safe abor teervices. The IPHS also lists MVA kit
and suction machine in its list of equipments

Strategy

« To provide and improve safe abortion servicesalh the health facilities
starting from Medical College Hospital to PHCs.

* To increase the number of approved MTP sites andce providers in private
sector .

* To sensitize and make the community as well assémeice providers aware
about the provisions of MTP act and servicesabé abortion .
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2. Child Health

Goal: Reduc&MR from 48 to less thaB0.
Objectives:

1. To reduce low birth weight baby's by suppletmey nutritional support to pregnant
mothers.

2. To increase exclusive breast feeding from 38@%0% by 2009-10 and to 75% by 2011 -12.

3. To reduce incidence o f underweight childrep {@ 3 years age) from 58.4% to 50% by
2009-10 and to 40% by 2011- 12.

4. To strengthen neonatal care services in all PEMGSs/SDHs by setting newborn care
centers & having trained manpower therein

5. To reduce the prevalence of anaemia amongrehililom 87.6% to 77% by 2008-09 and to
60% by 2011-12.

6. To increase full immunization of Children frodil.4%% to 60% by 2009-10 and then to
70% by 2011-12.

7. To reduce morbidity and mortality among m$adue to diarrheoa and ARI.

Objective No.1: To reduce low birth weight baby’s by supplemegtinutritional support to
pregnant mothers .

Strategies and Activities:

1.1 Convergence with | CDS, supp lementary d idticv is being g iven by AWW to
pregnant mothers may be improved.

1.1.1 A supplementary diet comprising of rice,dand ghee will be provided to all

pregnant women. This will be given for the lIasnhonths to all u nderweight pregnant BPL

mothers. The Scheme will be implemented in corargcg with ICDS.

1.1.2 Joint Monitoring by Block MOICs with CDPO fonplementation of the scheme.

1.1.3 Vitamin A supplementation

Objective No. 2: To increase exclusive breastdding from 27.9% to 35% by 2008-09
and to 50% by 2011-12

Strategies and Activities:

2.1 Use mass media (particularly rad io ) to pramioreastfeeding immediately after birth
(colostrum feeding) and exclusively till 6 month§age.
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2.1.1 Production and broadcast of radio spots,lgs)gfolk songs and plays promo ting
importance of correct breastfeeding practices.

2.1.2 Production and broadcast of TV advertisememd plays on correct breastfeeding
practices.

2.1.3 Publication of newspaper advertisements, letoland stories on correct breastfeeding
practices

2.2 Increase community awareness about correctstigeding practices through traditional
media.

2.2.2 Involve frontline Health workers, Aaganwatlorkers, PRIs, TBAs, local NGOs and
CBOs in promoting correct breastfeeding and cometaary feeding through IPC, group
meetings, folk media and wall writing.

2.2.3 Educate adolescent girls about correct desaBhg and complementary feeding practices
through school -based awareness campaign.

Objective no 3 To reduce incidence of underweighthildren (up to 3 years age) from
58.4% to 50% by 2009-10 and to 40% by 2011- 12

Strategies and Activities

3.1. Growth monitoring of each child.

3.1.1 Supply of spring type weighing machind agrowth recording charts to all ASHAs,
AWWSs. All ASHAs, Aaganwadi centers and sub centeill have a weighing machine and
enough supply of growth recording charts for mmmibg the weight of all children through

Untied fund of S/Cs.

3.1.1 Weighing and filling up monitoring chart feach child (0-6 years) every month during
VHNDs .Each child in the village will be monitordy weight and height and records will be
maintained.

3.2 Referral for supplementary nutrition and mabcare.

3.2.1 Training for indications of growth falley and SOPs for referral to AWWC for

nutrition supplementation and to PHC for medicakc

Objective No.4: To strengthen neonatal care semes in all PHCs/FRUs/SDHSs by setting
newborn care centers & having trained manpower theegin.

Strategies and Activities
4.1. Strengthen institutional facilities for prsen of new born care .

41.1. It is planned to develop a model tmmprehensive care of the newborn at all
levels, from District to the community leve
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MODEL FOR COMPREHENSIVE CARE OF NEWBORN

District Level Neonatal Stabilioa Unit
PHCs Level Newborn Care Corner
Village Level IMNCI trained workecommunity initiatives

FACILITIES FOR PHC LEVEL: NEONATAL STABLIZATION U NIT

NEONATAL STABILIZATION

» Adequate warming through radiant heat source.

» Facilities for Resuscitation with self inflatingsuscitation bag and well fitting
neonatal face masks (at least two sizes).

» Medicines of essential newborn care

1. Supply of bucket type/spring type n weighingchiaes to all sub centres and Anganwadi
centres .Many times new borns and infantsateveighed or incorrectly weighed using
adult type weighing machines which are usuallyailable at sub centres and Anganwadi
centres. Provision of bucket type or spring typeghing instruments will improve weight
monitoring.

2. Pediatrician will be appointed on contract basi

3. Training of MOs on Pediatrics

4. Training of MOs, Staff Nurses on Facility Ba$éelw Born care
5. Training and opemaalization cost will be borne by the UNICEF.
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3. Population stablisation

Objective No.1 To increase male participation in fenily planning
Strategies and Activities
3.1 Promote the use of condoms

3.1.1 Counseling men in villages to demonstraseef use of condoms and for prevention of

STDs.Male workers will assist the MPWs indebsin g the meetings of men in villages

to demonstrate the use of condoms and its bengefifamily planning and prevention of STDs.

It should be stressed that co ndoms are easyséaand is a temporary method. Current methods
of family planning which target women are not vengy to adopt while condoms can be very

easily used.

3.1.2 Regular supply of condoms and setting up dephich are socially accessible to all men.

It is very essential to supply condoms tlgtoudepots which can be easily accessible to
men and confidentiality will also be ensured. iBgrthe meetings, the sources of condoms in
the village will be made known to all. It wihe ensured that the client’s identity wilbt

be disclosed. The depot holder will be sebaly on condition that he shall not reveal the

identity of clients.

Objective No2: To increase proportion of male stelizations from 0.6% to 1.5%.

2.1 Increase demand for NSVs (develop aecad satisfied NSV Client, who could be

the advocates for NSV in their designatedgggohical areas. Orient and train them and
give them specific geographical responsibility give roster based talks etc to identified

groups of probable clients. During these talke probable clients can be registered and
they could be escorted to the nearest statitity or the camp on designated days for NSV.

Once completed the procedures, then these neamtslican become advocates for the same.
This entire process must be fully facilitabad respective PHCs and be provided with al

logistics support along with some incentifes the work or activities undertaken by them)

2.1.1 Village level meetings in which men owvh already underwent NSV share

experiences to motivate men to undergo NSV .Ak {IGP/ADC Villages will be chosen in

the district to hold meetings in which meaemho have undergone NSV will tell male

member so the community about their experiencd the benefits of NSV. These meetings
will be repeated each month in the samehbai f Gram Panchayat or ADC Villages.

NSV will be conducted o n the motivated m@ime same men will then be requested to
share their experiences in the next batch o f vikages for the next three months

2.2 Increase capacity for NSV services.

2.2.1 Training of doctors for NSV While demand l®ing generated, a team of doctors
should be trained at all the FRU level doduct NSVs.

2.2.2 Organize NSV camps at the District Level.

57



Objective No. 3: Monitor the quality of service ager Gol guidelines for Sterilization .
3.1 A quality assurance committee initiatedeivery district for monitoring the qualitf
sterilization in the respective district. Th€ivil Surgeon is the chairman of the
committee with at least one Gynecologist.
3.2 Streamline the contraceptive supply chain & Kwing

a. ldentificatins &Renovatiohwarehouse — District /District/ PHC

b. Budget allocation for transportation atry level

c. Provision for report fornmainting and their availability at every level
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4. Adolescent Reproductive and Sexual Health

Objective:

1. To reduce incidence of teenage pregnancies fprasent 23% to 20% by 2009 -10 and to
13% by 2010-11.

2. To ensure the access to information on lési@ent Reproductive & Sexual Health
(ARSH) through services at District Hospitals, S@HHCs, PHCs & HSC level.

3.To increase awareness levels on adolesceth Eses

Objective No .1: To reduce incidences of teenageregnancies from present 23% to 20%
by 2009-10 and to 13% by 2011- 12.

Strategies and Activities
1.1 Improve access to safe abortions

1.1.1 MTP services made available at thdJ$Rnitially & at all SDHs in subsequent
years, through training of select medical offscat DH/MC.
MOs will be trained in MTPs.

1.1.2 Manpower (Training) & logistic support tovate hospital doctors and will also be
trained in conducting safe abortions.

1.2 Ensure availability of condo ms/OCPs/Emergencwtraceptives

1.2.1 Depot holders among ado lescent groups/yorghnizations.In addition to the ASHA

and the AWW, vyouth organizations such as fobtdabs and o thers will havedepot holders
who will provide condoms/OCPs and Emergencyntreceptive pills and maintain

confidentiality.

Objective No.2: To ensure the access to informatioon Adolescent Reproductive & Sexual
Health (ARSH) through services at District Ho spitds, SDH, CHCs, PHCs & HSC level.

Strategies and Activities

2.1.0rganize regular adolescent clinics/counselamgps at SC/PHC/CHC/SDH/DH .

2.1.1 Appointment of 5 nos. Adolescent Counselodfstricts setting up Ado lescent clinics.
2.1.2 Adolescent health sessions/clinics w# held in each Sub Centre/ PHC / CHC/SDH
and DH with service delivery & referral support .

2.1.3 Risk reduction counseling for STI/RTI

During the monthly or weekly interactions througfealth sessions and clinics, counseling
for preventing STI/RTI will be also be done. Thigl include single partner sex and use o f
condoms for safe sex.

2.2 ASHA/AWW to act as nodal persons at villagevel for identifying & referring
adolescents in need of such services.
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2.2.1 Training of AWW/ASHA in adolescent healtbuss All ASHAs and AWWs will be
oriented on problems faced by adolescents, sigdssymptoms of the problems and where to
refer these cases.

2.3 Referrals to de-addiction centers for treasitogpholism/drug addiction

2.3.1ldentification of de-addiction centers in thstrict .

The District / district will identify NGOs ortber de-addiction centres in the District and
through the health workers will refer the casesaad to these centres for treatment.

2.3.2 Circulate information on services providedth@se centres and setup referral system.The
District/district will have an understandingitiwnthe de addiction centre on the process for
referring patients to the de-addiction centres.

Proposed Strategies and Activities for Operatiaration of ARSH

1. ARSH service delivery through the public healitem:

a). Actions are proposed at the level of sub-eeHC, CHC, district hospitals
through routine OPDs. Separate arrangements shbelddone for male and
female adolescents.

b). Fixed day, fixed time approach could be adoptedkliver dedicated services
to adolescents and newly married couples. A fixgaly across the District,
either once a month or twice a month can leaded for ARSH, and the
information regarding the same should be pigpdisseminated in the
community and properly displayed at the fa@éti

C) .A separate ARSH Cell, comprising of ANM, LHV,&lth Educators etc.
(perhaps on a rotatory basis) can be establishbese Cells

d.) A separate ARSH Cell can be constitus#gdevery CHCs and Referral
Units, with one MO as its nodal officer (on calbrt of) and two counselors.

2. Interventions to operationalise ARSH
a.) Orientation of the service providers: Equigpthe service providers with
knowledge and skills is important. The core eahbf the orientation should
be vulnerabilities of adolescents, need for isesy and how to make existing
services adolescent friendly.

b). Environment building activities: this sldunclude orienting broad range
of gatekeepers, like district officials, panchayaembers, women’s group and
civil society. Proper communication messages il be prepared for the
same exercise. District, block and sub- block llevienctionaries should be
responsible for this.

c). The MIS should at least capture inforom@ton teenage pregnancy,
teenage institutional delivey and teenage preverdfoSTI.
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Innovations

1. Muskan Programme

The District has started a New ProgrammeledalMUSKAAN Programme to track

pregnant women and New Born Child. Under thregmmme ASHA, AWW and ANMs

jointly track the pregnant mothers and NewrrBohild.

This programme was launched in October 2007. Urtties programme ASHA, AWW and

ANM will hold meeting with Mahila Mandals in AWCs. The main objective is to cover
ANC coverage and Immunizatio . A Data Centre glsged in all the 18 PHCs to monitor this
programme.

After the introduction of this programme has been seen that the coverage of ANC and
Immunization has increased.

2. Family friendly Hospital certification
Background

Access to public health services in Bihar has vg$ed tremendous improvement since the
inception of National Rural Health Mission.

Definition
A Family friendly Hospital is a health caracility where the practitioners who pravid
care for women and babies adopt qualitpctices that aim to protect, promote and

support activities  conducive for the healtlh nother and baby viz; antenatal care, safe
delivery, exclusive breastfeeding of neonate,pondtnatal care in an enabling environment

Procedure for certification

Once the concept note and the certification forapproved by the Executive Director and
Health Secretary, Sensitization of the key atakders in the SHS and directorate of Health
services will be ensured. This is followed by&tion of ssupport group consisting of public
health experts,NHSRC, development partners, septatives from SHS, CMO/ACMO of the
concerned district. A single member from a teaithlve identified who will provide constant
support and guidance to the institutions aspitinget certified.

3. Community based Maternal and Infant Death Revier (Verbal Autopsy)

The verbal autopsy is a technique whereby famtgmbers, relatives, neighbors or other
informants and care providers are interviewed itwtelnformation on the events leading to the
death of the mother during pregnancy in their owords to identify the medical and non
medical (including socio -economic) factors for tdaeise of death of the mother.

The main purpose of the CBMIDR is to identifige various delays and causes leading to
maternal deaths, to enable the health sydtertake corrective measures at various levels.
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Identifying maternal deaths would be the firgfpsin the process, the second step would
be the investigation of the factors/causes wihechto the maternal death — whether
medical, social, systemic, and the third step @oble to take appropriate and corrective
measures on these, depending on their amenabiityvarious demand side and
communication interventions.

The District will be the unit for undertaking Comnity based MIDR. The District
nodal officer for MIDR will organize a one- dayientation programme for all MOs of
the primary health care institutions, focused the processes to be adopted and
formats to be used for data collection.

The district nodal officer will be responsidfier convening a district level review
committee meeting, organizing necessary docurtientafor review by the committee
and keeping a record of follow up actions inéatDistrict nodal person could be the RCH
officer, Deputy CMO, or some other district ley@logramme manager.

As a first step in implementation, all M®@8l orient ASHAs in scheduled monthly
meetings about line listing of all deaths of wonrethe age group of 15-49 yrs irrespective
of cause or pregnancy status and a linengsiif all infant deaths in the chosen PHC
area. Line listing format as given in the annexwauld need to be explained and
adequate copies should be made available enldbal language for ASHAs to report
to the nearest PHC she is attached to.If passibis can be incentivized and required
resources can be reflected in the PIP.

Once the report reaches the concerned Rte@ical officer I/C will designate a
LHV/BPHN or ANM to further investigate and condua verbal autopsy. The designated
person may be required to make 2-3 visits éodaceased women’s house in order to
collect complete information. It is proposed thatls investigations should be completed
within a fortnight of receiving information from A8\. These visits should be made to the
house as per the convenience of respondent/s.

Medical Officers should undertake orientatioh rmirsing staff designated to
undertake verbal autopsy in data collection.Thedsted guidelines, modules and the
guestionnaires would be used to undertakeséhieal autopsy. At district level, the
maternal death review committee should betdated under the chairpersonship o f
Distrct Health Society. Specific terms of refere for this committee could include the
following:

e To review VA records for maternal deaths in tistritt.

 To draw inferences on causes / circumstances lgatdineach maternal
death in the district.

* To get additional information w.r.t. institutionshere maternal death took
place.

 To review progress on addressing specific programmalements to
prevent deaths in future.
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4. YOGA-The Art Of L:ife

Yoga is the symphony of India. It is an ancienesce which leads to healthy body,
peaceful mind, joyful heart and liberated soul .Twerd Yoga is associated with
“MEDITATION".

We all have come to a stage where one cannotxrelysively on medication. To reduce
stress in both personal as well as private lifetarrégain lost health, or to maintain it, we
all nowadays are increasingly falling on yoga, vhit true sense is helping us a lot. The
benefits one can have through Yoga are many. Th& myortant thing in practicing
Yoga is that it doesn’t cost anything, it justuigs time and hence available for each
classes of society.

Doing Yoga regularly gives us greater control am body and mind. Yoga can be
performed anywhere anytime, but it has to be dameuthe supervision of a trained

person otherwise it could have adverse effect.

Keeping in mind the importance of Yoga we too need Yoga trainer in our District .
Yoga trainer will be paid an honorarium of Rs.D@(r'en thousand only) per month.
So total budget for this head will B&s. 10,000 * 12 months = Rs 1,20,000(One Lac

twenty thousand only).

5. Nai Pidhi Swasthya Garentee Karyakram

This programme is running on full flaged kasi our district and we have given health
cards to more than 70% of children as well as adelet girls falling under this

programme.

6. Community Based Planning and Monitoring Scheme

Community Based Planning and Monitoring Scheme heen implemented as a pilot
project in Darbhanga district covering 2 blocks ednBaheri and Singhwara each having
5 panchayats with 30 villages.
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7.Drug and Equipment warehouse
Since there is scarcity of space in our officeceily in terms of drug and equipment
warehouse so there is an urgent need of a big siore where medicines and equipments

can be kept properly.For this district needs sumupées 20 Lakhs.

8. Training building with atleast 3 big halls

Traigitoad in district has increased manifold. Every tlgere are numerous training
programs. Since there is not a single room for yoagr out different training
programs.Hence one training building with at lghsée big rooms are required for this

purpose.
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Infrastructure and Human Resource

Infrastructure is one of the important componefus upgradation of facility to deliver the
quality service. In the PIP it has been psmal a number o f infrastructural corrections
for upgrading the facilities. These are

1. As per RCH Programme operationalisation of 2 fiRgferral Unit to provide
emergency obstetric and newborn care 24hrs a dayddys a week. There are 2
operational FRUs in Darbhanga district.

2. One APHC will be upgraded from each block & in thentext 2 APHCs have been
upgraded this year.

3. Several Hscs has also been taken in proposal fpadation as well as construction.

4. Newbon Care is already established in 11 PH®s. further needs to be established in
rest 7 PHCs, 2 FRUs & 1 SDH..

Institutional Strengthening

For HRD, training of 10 regular Governmerdctbrs is being proposed in Public Health
for improving their administrative skills. Furtherore it is proposed that for Multiskilling of
Doctors they can be sent to hospitals liéd&jung etc in New Delhi for continuing
medical education.

Sub- centre rent shall be pro vided for 20% ofHiIS€s operational.

Quality Assurance

The District has Quality Assurance Committee farisation. Ouality assurance committee has

4 members. These members are ACMO, Civil Surge®M nd one gynecologist.Further there
is instruction from state for building more Qualikgsyrance Committee.
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Training

Successful Implementation of any programme dépeon the capacity building of the
personnel engaged. In RCH Il also human resolnase will be created by enhancing the
capacities through training .The sensitization heglth personnel towards various RCH
interventions is one of the major focus o f ¢hpacity building initiatives under RCH - I |
Various trainings will be provided to Block ardistrict level managers, medical officers,
nursing staff, ANMs, AWWSs, ASHA and others.

Different types of training are;

Anaesthesia Training — LSAS Training.

Medical Officers’ Training on SBA (BEMoC Training)-Ten days training

Follow up training on SBA--- tvaays.

Medical Termination of Pregnancy (MTP) Training.

Cold chain training

Regular Immunization Training

IMNCI Training.

HMIS Training.

CPSM Training.

Mini lap Training & many more........
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IEC/BCC

Darbhanga is a District with high culturabtérogeneity. It has been a challenging area to
address the issues of behaviour change in adgeteeous population. Even if the language
of communication differs from area to area. Hioates that no common strategy is going to
work for the entire district as

different areas have different dialects of ommication. Use of Block BCC has been one of
the key components in any health sector stratégis essential to modify risk prone life
styles and practices to promote healthier ffestand practices.

Appointment ofConsultant-IEC at district level. IEC should be done for differeprograms
such as-

Maternal Health
IFA/anemia
Institutional delivery
Birth preparedness and referral transporimptmn

Child Health
Breast feeding.
Routine Immunization
Diarrhea management (ORS/Zinc) and hygiene.
Measles
Management o f severely acutely malnourishedpéhildren.

Adolescent health
IFA/Anemia
HIV prevention

Vitamin —A
Pulse Polio and ethdifferent types of program.

Inter Personal Communication, counseling bynedi functionaries supported with various
social mobilization and mass media activities Wil built into communication plan for each
program under NRHM.

ICC /BCC can be done either througllass Medieor throughinterpersonalCommunication.
1) Mass Media: Radio, television, newspaper, magazine, tineplatus panel, wall
painting, wall writing, glow shine board etc canus=d as one of the effective medium

for mass media.

2) Interpersonal media: Anm, ASHA, AWW, medical officers, other healtraffs,
PRI members and any other volunteer can be usednedium for Interpersonal
communication.
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3) Community Media: Workshop, Fair (Mela), Stall organization, Fdiiama,
Nukkad natak, Magic show, Puppet show, Video shwfilm show, Community

meeting (with SHG, influencers, opinion leadétRl, youth), Health Camps and
other health related activities / functions wide organized in District from time to

time to expand reach of different programmiéslk Media will also be used as a
tool for publicity. Health related Posters/Barswill be displayed at entire District.

4. Campaigns: Campaing on different aspects of health can alsoolse the problem
of ICC/BCC by bringing awarness among community rgarding different programs
such as
1. Safe motherhood
2. Child Survival & development
3. Breastfeeding
4. Health emergencies
5. Family Planning

6. Routine Immunization

7. PPP and others.
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Procurement of equipment/Instrument and drug suppies

Delivery Kits at HSC/ANM/ASHA

Medical equipment &accessories: Disposable Deliuéitg consisting of the following items

(1) Four pieces Gauze (F11) 14x16 cm, folded €simach;

(2) Stainless steel blade;

(3) Cotton pad

(4) Two pieces of strong thread each 25 cm);
(5) Small bar of soap;

(6) 4 pieces cotton (IP) 2.5 sq. inch each;

(7) Plastic sheet 60x60 cm.

SBA Drug Kits with SBA-ANM/Nurses

Misoprostol Tablet 200 pg
. Oxytocin Injection
Magnesium Injection

. Gentamycin Injection 80 mg

1

2

3

4

5. Ampicillin Capsule 500 mg
6. Metronidazole Tablet 400 mg
7. Veinflow 20 G

8. IV set

9. Disposable needles

10 (a). Syringes 5 ml

10 (b). Syringes 10 ml

Sanitary Napkins for adolescent

Instrument for ANM In Hscs

1. Stethoscope

2. B. P.Instrument (Air blood instrument Non-
Mercurial sphygmomanometer)

3. Weighing Machine weighing capacity of 10 Kgs)

4. Weighing Machine Square Model (120 Kgs)
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Procurement of ICU Equipment

1 Bed Side Monitor
2 Defibrillator

3 Syringe Pump

4 ECG Machine

5 ICU Ventilators

6 Air Fumigator

7 Suction Machines
8 Laryngoscopes

9 Nebuliser

10 Glucometer

11 Air Viva ( Ambu Bag)
12 ICU Bed

13 Bed Side Lockers
14 Medicine Trolley
15 Transfer Trolley
16 Three Fold Stand
17 X-Ray View Box
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Programme Management

Programme management arrangements have beele wmia district and block level. The
entire NRHM at district level(DISTRICT HEALTH SOCIE)is governed by Hon’ble District

Magistrate and Civil Surgeon is the member secyatdir block level medical officer incharge is
the Chairperson.

The objective of District Health Sociésyto provide additional managerial and technical
support to programmes which includes RCH -Il, n&al Curative Care, National Disease
Control Programme and AYUSH. At district level Wwave DPMU(District Program Management
Unit) where as at Block level we have BPMU(Blocloflamm management unit). Financial
powers of the bodies/office bearers have belmarly defined in the Society’'s Financial
Rules and Bye-Laws.

District Health Society

The society directs its resources towards perfoomaf the following key tasks:-

e To act as a nodal forum for all stake holdems-ldepartments, PRI, NGO, to
participate in planning, implementation and nbanmg of the various Health
& Family Welfare Programmes and projects in tiséridt.

 To receive, manage and account for the funds atri@idevel Societies for
Implementation of Centrally Sponsored Schemes enDistricts. Strengthen the
technical/management capacity of the District Heaftdministration through
recruitment of individual/ institutional expert®fn the open market.

» To facilitate preparation of integrated districtlie development plans.

* To mobilize financial/non- financial resources foomplementing the NRHM
activity in the district.

» To assist Hospital Management Society in the distri

To undertake such other activity for strengthgnHealth and Family Welfare Activities
in the district as may be identified fr onme to time including mechanism for intra and
intersectoral convergence of inputs and structures. DHS has it's o wn Governing body
with the District Magistrate as the Chair mand Executive Body with the Civil Surgeon as
Chair man.
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District unit (DPMU)

DPMUnit consists of following personnel:-

1.

2.

District Programme Manager
District Accounts Manager
District M & E Officer

District Planning Co-ordinator
District Community Mobilizer

District Data Assistant

Block Unit (BPMU)

Block Programme Management Unit consists of follmpersonnel-

1. Block Health Manager

2. Block Accountant

3. Block Community Mobilizer
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Financial Management

FUND FLOW MECHANISM IN DISTRICT

Presently the State Health Society is gettimgn@-in-Aid from Gol through electronic
transfer by crediting the A/c o f SHS. Thesmds are transferred to District Health Societ
Alc as Untied funds as per their respectivstriagt Actio Plans, which then gets routem

the CHCs, PHCs, district hospitals and RKSsfapoth conduct of the activities o f RCH- |l
OPERATION OF BANK ACCOUNTS

The Account of District Health Society is beingeoated as per the delegated powers. The
persons authorized as per the powers delegathém are also operating the bank accounts
of DHS.

ACCOUNTING PROCEDURES FOLLOWED

The District is following the Double Entry Systerhaccounting on Cash Basis.

For the sake of convenience in consolidation obants Blocks are instructed to follow the

same system. In addition to this for proper acdogrand maintenance o f books, a manual
cum guidelines had been issued to all 18 Isl@skwell as districts. Also the monthly auditing
is being done by Civil Surgeon on Personal basierder to trace out any sort of irregularity

immediately.

FI NANCIAL MANAGEMENT AT DISTRICT

The Financial Management at District level is lobksg (DAM) District Accounts Manager.DAM
is accountable for all sort of financial matterslenNRHM at district level and at the block level
there is the Block Accountant.

New Financial Systemas introduced in 2009he purpose for introducing this new system was-

» De-centralisation o f Resources and Power to theksland below
» Transparency in the Fund allocation

* Need based fund allocation

» Better utilization of funds

» Better Fund Accountability of the Districts and @1
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Convergence and Co-ordination

Coordination with other departments suchl@®S, PHED, Education and Panchayat Raj is
important for tackling health issues. The involvaemef representative of these departments will
help the health service to achieve its goal edsily.District would take certain initiatives to

ensure a synergistic effort from the community légehe District level.

Convergence with ICDS has been taken céréo ocover immunization and ANC Service.
ASHA, AWW and ANMs together hold monthly meefs with Mahila Mandals under
MUSKAAN Programme. Government of Bihar has decidedmerge *“Village Health and
Sanitation Committee” with “Lok Swasthya Pariwar Kalyan and Gramin Swattha

Samiti"constituted by Department of Panchayat Raj in Biha

The PHED has been entrusted to train ASHAs asGm norm. Adolescent councelors are
placed in each district fro m District AlID€ontrol Society. The Health department is
looking to cooperate with them by giving tiag to these councilors for implementing
ARSH programme. The District PWD Department taten care of the construction of Health
Department. All the construction activity fdt#ealth Institutions under NRHM has already
been handed over to the PWD department.
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Monitoring and Evaluation

One of the major weaknesses of the RCH programBihar is the absence o f an effective
Monitoring and Evaluation system that would providecurate and reliable information to

program managers and stakeholders and enahhe thedetermine whether or not results are
being achieved and thereby assist them in impgoprogram performance. A triangulated

process of Monitoring and Evaluation would enaliess checking and easy collection, entry,
retrieval and analysis of data.

Main Activities
A. Health Management Information System

1). HMIS at block level
2) HMIS at District level.

B. Data Centre at District Level & Block Level an®MS based Mobile
Data Centre at Blocks.

A. Health Management Information System (HMIS

As we know that NRHM aims to continuously noye and refine its strategies based on
the input and feedback received from the blecid from various review missions. One of
our priorities is to strengthen the Health Mamaget Information System (HIMS) in the Block

and to use it for improving the quality of datar fplanning and programme implementation at
each level.

NRHM has introduced revised HMIS formats for eaold every level.

Ministry of Health & Family Welfare, Govt. of Indi have launched the Health MIS (HMIS)
Portal ( http://nrhm-mis.nic.in.) on 21October 2008 with a view to place NRHMatetl
information in the public domain. NHSRC, New Delhas also introduced HMIS Portal (
http://bihar.nhsrc-hmis.ojg

Flow of Data through HMIShiDarbhanga District

State Programme Management Unit
(M&E Division/HMIS Cell)

District Programme Management Unit
(M&E Division/HMIS Cell)

Block Programme Management Unit
(M&E Division/HMIS Cell)

Flow of data from HSCs, APHCs

The HMIS system has been running well in bldols there are several gaps in training and
analysis of reports for improving the qualy data.Currently training is being impartechtb
ANMS of district on HMIS so that the district caave actual data. Data operators ,BHMS as well
as MOS Should also be given training in HMIS fromé to time.
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HMIS Training

HMIS training should be given to all the below menbned

01.
02.
03.
04.
05.
06.
07.
08.

09.
10.
11.
12.
13.
14.
15.
16.

17

CS

ACMO

DPM

DAM

District M & E Officer (DA)
District Planning Coordinator
District Community Mobiliser
District Level other Programme
Officer s/Consultants

MOIC

MO

BHM

BAM

BCM

Health Educator

ANM (Regular & contractual)
Grad- ‘A’ Nurse

. LHV Operators
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Svynergie with NRHM Additionalities

NRHM is an effort to bring about rationalizatiasf resources and simultaneously to augment
the limited resources so that equity in headthensured. The similar efforts under NRHM-

Infrastructures for facility development,

Manpower recruitment,

Capacity building through training,

program management,

Institutional strengthening, organizational devetemt, Communitization

Promotional efforts for demand generation and bwed monitoring &
evaluation systems

Public Private Partnership
Procurement

Convergence & Coordination

The convergence approach which was mooteliereaow finds a clear policy initiative and
procedural development by health and all headterahinants sectors so that a joint effort is made
in tandem from planning to impact evaluation / onte to ensure investments in health reach the
poor /unnerved/underserved/excluded segmenth@fpopulation.

These common efforts would also strengthen geradprty through adolscent and other
initiatives of both RCH & NRHM to provide a safehet to young women and girl children.
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Sustainability

The usage of government services in Darbhangeatlidtas certainly picked up with number of
patients increasing manifolds due to free dragsl availability of doctors at PHC level.
Similarly there has been an unprecedented inern@asiumber o f deliveries being conducted at
government health facilities under Janani Baahkgha Yojana. This can be largely attributed to

huge influx of funds under NRHM.

To hedge the growth from lack of funds dod its sustainability Government of Bihar has
already applied user charges for referral trarispervices. The ambulance user charges are

being determined by Rogi Kalyan Samitis.

For sustainability of manpower, incentives haween proposed forspecialist services and
for postings in rural areas in this Progranimplementation Plan. Government has finalized
Dynamic ACP and Cadre division of doctors foryiding them better benefits.Private parties
are also being encouraged to make investmentHealth sector so that the sector déesn’

become dependent on NRHM funds.
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Decentralization

For effective decentralization in principle as weal practice, health societies have been
established at all levels of the healthcare defivatructure.  Systematic involvement of
various stakeholders at all levels throughsé¢hesocieties has helped make healthcare
delivery responsive to the needs of the [geuvja participatory planning and removal of

bottlenecks at implementation levels

District Health Society provides ouerguidance and supervision for effective
planning and implementation, and also coorématctivities across the board. The District
Health Mission, the Governing Body and thee&xive Committee meet at regular
intervals and take decisio ns regarding all emsitDistrict level activities are taken care of

through the District Health Society.

Rogi Kalyan Samitis at APHCs, PHCs, FRUS8 8DH have been set up..The formation
of societies under NRHM has given a new directmmanagement and overall functioning of

the health department towards the achievemens gbils.
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ASHA

One of the key components of the National Rurdalth Mission is to provide every
village in the country with a trained femammunity health activist — ‘ASHA’ or
Accredited Social Health Activist. Selected nfrothe village itself and accountable to it,
the ASHA is trained to work as an interface ewthe community and the public health
system.

A total number of 3530 ASHAs have been selectg 3550 so far. The ASHAs are given
the copies of each module (Hindi version) aedding material in the form of flip charts
for their better understanding and also diseation of key health messages among
villagers.

ASHA is the first port of call for anyedlth related demands of deprived sections of
the population, especially women and children, hd it difficult to access health services
and she will provide her service mainly under fthbowing heads-

The compensation package of ASHA

Programmeé& Relevant Task Amount of

Compensation

RURAL
AREA-@Rs.
600/-(100(Reg
istratio )+
Janani & Bal
Suraksha
Yoyna For
Institutional
200(Tr
ansport)+
300(B.C.G) )

1. Delivery and Full Immunization o f the New Born Pregnant

Woman
URBAN
AREA- @
Rs. 200 (100-
Registration+1
00 B.C.G)

5 to 10
Children =
50/-

2. Mobilizing all the children of the village dr
11 to 15
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Children =
100/-
Immunization(Under Muskaan Ek Abhiyaan) to
16 to 20
Children =
150/-
be given to ASHA
20 to ...
Children =

200/-

3. Providing DOTS underTuberculosis Control Rs 250 per
patient.

Program

@ Rs. 300/-
P. B cases (
Only Rs.
Three
hundred) Per
Patient- Rs.
100
on
confirmation
of Disease
and Rs.

4. For identifying Patient of Leprosy and 200 on compmatof
treatment

accompanying him/her to PHC @ Rs. 500 M.B. cases per
patient-
Rs. 100 on
confirmatio n
of Disease
and Rs. 400
on completion
of
treatment
@ Rs. 100/-
(Only Rs.
One

5. Training
T.A. Per Training (To & Fro) @ Rs. 100/{Only Rs.
Hundred
Per Training
@ Rs. 115/-
(Only Rs.
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Hundred

6o participate in ASHA Divas organized at PHC Per Meeting
(Rs.86)ASHAs and
15 for refreshment)

7. For motivating for Sterilization @ Rs. 150/-n({PRs. One
hundred Fifty)
on Completion
of Surgery

8. For motivating client for vasectomy/ NSV @ Rs. 200/- (Onhs.R

Two
hundred) on
Comp letion of
Surgery
@ Rs. 200/-
(Only Rs.
Two9. For 6
no. home visits
under  HBN
and IMNCI
hundred) on
Comp letion
of the 6th
visit

9. National Blindness Control Programme @ Rs. 175/- per Cataract
Patient  oper
ation and
staying till
operation
Rs.100/-For
Bringing
Kalazar Patient
to the
Hospital
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Untied Fund for Health Sub Centre, APHC and PHC

The objective of the activity is to facilitate ntieg urgent yet discrete activities that need
relatively small sums of money at Health Sub Gante

The suggested areas where Untied Funds canedeiagnentioned below:

« Cover minor modifications to sub center -cunaito ensure privacy, repair
of taps, installation of bulbs, other minor repawhich can be done at the
local level.

e Adhoc payments for cleaning up sub centerespecially afr
childbirth, transport of emergencies to appaterreferral centers.

* Purchase o f consumables such as bandag es imseaibce

* Purchase of bleaching powder and disinfectantagerin common areas of the
village.

» Labour supplies for environmental sanitationjchs as clearing/larvicidal
measures for stagnant water

* Payment/reward to ASHA fo r certain identif iediadies.

* In PHC and APHC purchase of patient examinatalole, delivery table, DP
apparatus, Hemoglobin meter, Cu-T insertion kistriiiments tray, baby tray
etc.

* Provision of running water.

» Transportation o f emergencies to appropriate r@fezentre.

Total budget under untied fund in darbhanga distrid is:

Untied Fund for Revenue village is Rs. 10,000 pgenue village..

Untied Fund for Sub-centre is Rs. 10,000 per sulree

Untied Fund for APHCs is Rs 25000 per APHC

Untied Fund for PHC is Rs 25,000 per PHC

ANM of the concern Hsc is the secretory whereas Riember is the chairperson of this
committee. Untied fund account is being operatethkyjoint signature of secretory as well as

chairperson. Untied fund for PHC is operationaligedugh Medical officer incharge of the
concern block.
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Village Health and Sanitation Committee

Government of Bihar has decided to mergéllige Health and Sanitation Committee” With “ Lok,
Swathya Pariwar Kalyan and Gramin Swaschata Samiti” constituted by Department of Panchayati Raj

in Bihar .

There is one VHSC at each revenue village .Eacbraw village has one VHSC account @ Rs
.10,000. ANM of the concern Hsc is the secretonerghs PRI member of the concern revenue
village is the chairperson of this committee.Untfedd account is being operated by the joint
signature of secretory as well as chairpersonf &@anchyat is having say 3 or 4 revenue villages

then concern ANM of panchyat will be secretorydfithose VHSC account.

Darbhanga district has 963 revenue villages. Outheke revenue villages 915 have VHSC

account. Very soon by the end of this financialryg2-13 we will have 100% VHSC account in

our district.
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Rogi Kalyan Samiti

Initially RKS was operational at SDH, Refferal un& PHCs. Today it is functional at all APHC

level.

Aims and Objectives
The objectives of the RKS is :

Upgrade and modernize the health servicewiged by the hospital and any

associated outreach services
Supervise the implementation of National HeaRrogramme at the hospital
and other health institutions that may be plageder its administrative jurisdiction

Organize outreach services / health camps attfasilunder the jurisdiction of the
hospital .

Monitor quality of hospital services; obtain réggufeed back from the community
and users of the hospital services .

Generate resources locally through donations,fessrand other means.

Functions of the RKS

To achieve the above objective, the Society uslige resources for undertaking the following
activities/ initiatives:

Acquire equipment, furniture, ambulance (thigudpnation, rent or any other
means) for SDH, FRU and PHCs.

Expand the hospital building, in consultation wéhd subject to any guidelines
that may be laid down by the GoB..

Improve boarding/lodging arrangements for the guai and their attendants.
Enter into partnership arrangement with the vgie sector (including
individuals) for the improvement of support ngéees such as cleaning
services, laundry services, diagnostic facilitied ambulatory services etc.
Develop/lease out vacant land in the preni$ethe hospital for commercial
purposes with a view to improve financial positaf the Society.

Encourage community participation in the mainterasued upkeep of the hospital.
Promote measures for resource conservatioaughr adoption of wards by
institutions or individuals.

Adopt sustainable and environmental friendlyeasures for the day-to-day
management of the hospital, e.g. scientific hobpitaste disposal system, solar
lighting systems, solar refrigeration systemstewdarvesting and water re-
charging systems etc.

Rogi Kalyan Samiti has to also provide for féReal Transport for pregnant
women.

2. RKS- SDH 01
3. RKS-Referal 02
4, RKS-PHC 18
5 RKS-APHC 41
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INFRASTRUCTURE PLAN

Primary Health Centers:(30 bedded)

Gaps Issues Strategy Activities

All PHCs are running with onl | Available Upgradation o 1.Need based ( Servidelivery)Estimation o

six bed facility. facilities are | PHCs into 30 cost for upgradation of PHCs

At present 12 PHC are working not bedded facilities. | 2.Preparation of priority list of interventions t

with average 30 delivery per | compatible ISO certification of | deliver services.

day, 2 inpatient Kala-azar, and with the selected PHCs in

140 OPD per day in each PHC] services the district. 1.Selection of any two PHCs for ISO

This huge workload is not beingsupposed to certification in first phase.

addressed with only six beds | be delivered 2. Sending the recommendation for the

inadequate facility. at PHCs. Strengthening of | certification with existing services and facility

Identified the facility and BMU detail.

equipments gap before Quiality of

preparation of DHAP and services

almost 50-60% of facilities are 1. Ensuring regular monthly meeting of RKS|

not adequate as per IPHS norms. 2. Appointment of Block Health Managers,
+ The comparative Community Accountants in all institutions

analysis of facility
survey(08-09) and
DLHS3 facility
survey(06-07) , the
service availability
tremendously increaseq
but the quality of
services is still area of
improvement.

Lack of equipments as per IPH

norms and also under utilized

equipments.

Lack of appropriate furniture

Non availability of HMIS

formats/registers and

stationeries

Operation of RKS:

Lack in uniform process of RKS

operation.

Lack of community

participation in the functioning

of RKS.

Lack of facilities/ basic

amenities in the PHC buildings

S

participation.

Ensuring
community
participation.

Strengthening of
Infrastructure and
operationalization
of construction
works

3. Training to the RKS signatories for accou
operation.

4. Trainings of BHM and accountants on the
responsibilities.

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

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

3.Strengtheing of PHCs

1Rennovation 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 form

nt

ir
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Gaps

Issues

Strategy

Activities

A. Out of 261 HSCs
only 39 are having own
building

B. In existing 39
buildings 16 are in
running comparatively
in good condition,

C.No one building is
having running water
and electric supply.

In adequate facility in constructed
building and lack of community
ownership

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

E. Lack of appropriate
furniture

Operational problem in availability
of equipment in constructed HSC|

Enhance visibility of HSC
through hardware activity by
the help of community
participation

AStrengtheing of HSCs having owt
buildings

B.1.White washing of HSC buildings.

B.2.0rganize adolescent girls for wall
painting and plantation./hire local painte
for colure full painting of HSC walls.

List out all services which is provided at
HSC level. On the wall.

B.3.Gardening in HSC premises by schoo

children.

C. Mobilize running water facility from
near by house if they have bore well and
water storage facility and it could be on
monthly rental.

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

D.2. Purchase of equipments according
services

Purchase one almirah for keep all
equipment safely and it could be keep in
AWW / ASHA house.

1.Non payment of rent
of HSCs

1.Non payment of rent

Regularizing rent payment

3B. Strengthening of HSCs running in
rented buildings.

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

B2. Streamlining the payment of rent
through untied fund from the month of
April 09.

B3.Purchase of  Furniture as per need
B4 Prioritizing the equipment list
according to service delivery

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

1. The district still needs|
158 more HSCs to be
formed.

1. Land Availability for new
construction

2. Constraint in transfer of
constructed building

3C. Construction of new HSCs

C1. Preparation of PHC wise priority list
of HScs according to IPHS population a
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 in smooth
transfer of constructed HSC buildings.

o

o

88



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 HSCs facilities
through PHC level supervisors in IPHS
format.

3. Monitoring of renovation/construction
works through VHSC members/ Mothers
committees/VECs/others as implemente
in Bihar Education Project.

4. Training of VHSC/Mothers
committees/VECs/Others on technical
monitoring aspects of construction work.
5. Monthly Meeting of one representative
of VHSC/Mothers committees on
construction work

1. Lack of
community
ownership in the

1.Community
ownership

Strengthening of
VHSCs, PRI

1.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 a
per IPHS

4.Monthly meetings of
VHSCs, Mothers
committees
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Additional PHC:

Sub Heads

Gaps

Issues

Strategy

Activities

Infrastructure

1.The district
altogether need
109 APHCs but
there are 36
APHCs
functioning in the
district .

2. 73 more are
proposed to be
established.
3.0ut of 36
APHCs only 19
are having own
building

4.Non payment of
rent of APHCs for
more than three
years

Lack of
equipments,

Non availability of
HMIS
formats/registers
and stationeries
5. PHCs doesn’t
have boundary
walls resulting
PHC Premises
Safe heaven for
Astray animals ang
trespasser

Lack of facilities/
basic amenities in the
constructed buildings
Non payment of rent
Land Availability for
new construction
Constraint in transfer
of constructed
building .Lack of
community ownershig

!

Strengthening of
VHSCs, PRI and
formation of RKS
Strengthening of
Infrastructure and
operationalization
of construction
works in Three
phase Monitoring

1."Swasthya Kendra chalo
abhiyan” to strengthen
community ownership
2.Nukkad Nataks on
Citizen’s charter of APHCs
as per IPHS

3. Registration of RKS
4.Monthly meetings of
VHSCs, Mothers
committees and RKS
A.Strengtheing of APHCs
having own buildings

A.1 Prioritizing the
equipment list according to
service delivery

A.2 Purchase of equipment
A.3 Printing of formats and
purchase of stationeries

B. Strengthening of
APHCs running in rented
buildings.

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

B2. Streamlining the
payment of rent through
untied fund/ RKS from t he
month of April 09.

B3 Prioritizing the
equipment list according to
service delivery

B4 Purchase of equipments
as per need

B5 Printing of formats and
purchase of stationeries
3C. Construction of new
APHC buildings as standar
layout of IPHS norms.

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

C2. Community
mobilization for promoting
land donations at accessibl
locations.

C3. Construction of New
APHC buildings

[2)

C4. Meeting with local PRI
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/CO/BDO/Police Inspector
in smooth transfer of
constructed APHCs
buildings.

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

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

4.2 Monitoring of
renovation/construction
works through VHSC
members/ Mothers
committees/VECs/others a$
implemented in Bihar
Education Project.
4.3 Training of
VHSC/Mothers
committees/VECs/Others on
technical monitoring aspect
of construction work.

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

n

Upgrading Sub- Divisional Hospital as per IPHS
Darbhanga district has one SDH in Benipur whichdse® be upgraded. According to IPHS norms it
should be upgraded as 100 bed hospital.we havesbediépr this in our current DPIP.

3. Upgrading First Referral Unit as per IPHS
Darbhanga district has two FRUs which needs taggraded. According to IPHS norms it should be
upgraded as 60 bed hospital. These FRUs are

a) Manigachi Referral hospital
b) Jalley Referral Hospital.

According to IPHS norms there should be one blaaklat each unit. Pathology as well as Radiology
facility should be there. New borne corner (NBChais essential element for a well functioning FRU.
We have budgeted for this in our current DPIP

4. Upgrading Doctors as well as Nurses quarter as S

According to IPHS norms all residential quarterstfBof Medical Officers as well as Nurseseds
to be upgraded. They are not in a condition fordieg purpose. This is the first and fore most ¢hin
which needs deep attention.
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Contractual Manpower

Programme management arrangements have bede ata district and block level. The entire
NRHM at district level(DISTRICT HEALTH SOCIETY)isayerned by Hon’ble District Magistrate
and Civil Surgeon is the member secratory. At bllesel medical officer incharge is the Chairperson.

The objective of District Health Societ/to provide additional managerial and technical
support to programmes which includes RCH —II,n&al Curative Care, National Disease Control
Programme and AYUSH. At district level we have DPDistrict Program Management Unit)
where as at Block level we have BPMU(Block Programamagement unit).

The District has already established BlockhgPamme Management Unit in all the Block PHCs.
Each BPMU consists of One Block Health Managed One Accountant. It has been observed
that after the establishment of BPMUs the imm@atation of National Programmes has been
managed efficiently and getting improved resulisafcial powers of the bodies/office bearers
have been clearly defined in the Societyisakcial Rules and Bye-Laws.

To undertake such other activity for strengthgnHealth and Family Welfare Activities in
the district as may be identified from time time including mechanism for intra and
intersectoral convergence of inputs and structdres. DHS has it's own Governing body with the
District Magistrate as the Chairman and ExgewBody with the Civil Surgeon as Chairman.

District unit (DPMU)

DPMUnit consists offollowing personnel:-

District Programme Manager
District Accounts Manager
District M & E Officer

District Planning Co-ordinator
District Community Mobilizer
District Data Assistant

District Data Operator/Assistant

~No oh~ WNPE

Block Unit (BPMU)

Block Programme Management Unit consists of foltmapersonnel-
1. Block Health Manager
2 Block Accountant

3 Block Community Mobilizer . Apart from these pé® there are ANMs, A-grades, data
operators & fourth grade staffs who are postdalacks as well as district.
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Additional Manpower under NRHM

Being a big district, having 18 PHCs, 2 FRUs an80OH Darbhanga requires more manpower to

provide services at various facility levels arat Better management of NRHM programme.

Add I. Manpower in the form of Hospital managershieing proposed for 1 Sub Divisional Hospital.
Hospital managers would facilitate process aalidy control and also ensure that SDH in thed re

sense get functional with all critical determirgant

Apart from Hospital Manager there is need of astleane additional accountant for each block.
Similarly one additional data operator is requifed each block for proper and timely report
generation and data flow. One clerk for each Hddiimager is required for timely correspondence of
important letters & programe implementation. Onéadaperator separately for DPC is required

because planning itself is a very lengthy & toughreise.

Apart from these every program at district levedaieone consultant for its proper implementation.

District is overburdened with programs & there aeey few people at district level to handle thean s

The above mentioned is required a lot.

Again at district level the same is required forNDP DAM & M&EO. District also requires one

additional data operator because of increased learkin District.
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Services of Hospital Waste Treatment and Disposal

Biomedical waste management has emerged asieakr@nd important function within the ambit
of providing quality healthcare in the countlyis now considered an important issue of
environment and occupational safety. As per Bie-Medical Waste (Management & Handling)
Rules, 1998, all the waste generated in the hodpits to be managed by the occupier in a proper

scientific manner.

Keeping in view the waste disposal ,every PHCs a8 as SDH and FRUs have pit for waste

disposal.These pits are constructed for disposplagienta, disposable syringe and used vials.

The District has identified agencies for undkrg the task of Bio-Waste Management and
Treatment but necessary approval and cleardrwm® Bihar District Pollution Control Board

and Central Pollution Control Board is stdiwaited. Development forms one of the key
components of the overall architectural coromst envisaged by NRHM. Government of Bihar

also has spelt out the same as the nunmesprority.

Outsourcing of Pathology and Radiology Services

Under this scheme Pathology and Radiology servigese been outsourced to different Private
agencies. The agencies have and/or are in thegzrotesetting up centers/diagnostic labs/cobhecti

centers at the hospitals/facilities.

The District has taken a policy decision to previtee service under this to all Government patient
and the reimbursement to the agency as per ittesl frates of SHSB and is reimbursed to RKS.
The District has provided space at the hospitalsthe agency for running the Pathology and
Diagnostic Centre. Darbhangistrict has seven PHCs rendering radiology sesvitrethe coming

days very soon we will have pathology as well adialagy service in all ourl8 PHCs.

94



Operationalising Mobile Medical Unit

The concept of MMU has emerged as to provide amglement regular, accessible and quality
primary health care services for the farthesasr@ the district of Darbhanga and to provide
visible face for the mission and the Governmerdo astablishing the concept of Healthy Living
among the rural mass.

Darbhanga district is currently having one MMU pdivg health facilities to exclusive groups as

well as hard to reach areas.soon it will have 2 MMUhis service in our district started in the
month of Sep”2010.

The manpower to be employed for the program Isetappointed by the Private agency as such-1
Doctor, 1 Nurse,1 Pharmacist (van supervisor), 1a&33istant , 1 X-ray technician, 1 ANM ,1
Driver(Qualification requirements annexed)

Service Areas

The Medical areas which would be handled include:

1. Free General OPD/ Doctor Consult

2. Free Drugs - Free dispensation and procemenof medicines as per the Essential Drug
List prescribed by GoB for PHCs (Annexed) has tehsured by the private agency.

3. Emergency Services during epidemics and Disaste

4. Network and referral between PHC/CHC/Privéitaas .

($2]

. Generating health indicators and monitorinigaw@ral changes

»

. Gynec clinic.
7. Antenatal Clinics
8. Post Natal Care.

9.Infants and Child Care including immunizationwiitaminA supplementation (support for the
same to be provided by the Government.

)

10. Diagnosis, Referral and Rehabilitation for M@mmmu nicable diseases eg. CardiacDiseases,
Hypertension, Diabetes,etc

11. Adolescent and Reproductive Health

12. Other Services like Treatment of Minor Injuriemd Burns, Aseptic Dressing, TT
immunization, Treatment of Minor burns, Minor Suigr and removal — referral etc.

13. Minor lab investigations
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14,
15.
16.
17.
18.
19.
20.
21,
22.

23.

24,

Eye examination

ENT examination

HIV testing

Promotion of contraceptive services includldB insertion

Prophylaxis and treatment of Anemia with IF&blets.

IEC and counseling along with preventive hesdtteening and health awareness programs.
Service related to different public healthgyeanmes.

Pathological services.

Radiology Services — X-ray and Ultra- sound.

Preventive Health Screening and Health awasgmegrams

Medical camps will have to be conducted velvenemergency need can be fulfilled.

Generic Drug Shop

Under the PPP initiative Generic Drug Stosdwall be set up at all MCHs, DHs and

PHCs. The Private agency has to keep 188 typesigédat the store. The District has provided

only space for this purpose to the agency and agency shares a % revenue share with the

Government. The District has also fixed ratestha Generic Drug as per MRP.No additional

cost is involved.
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Strengthening of Cold Chain

Effective cold chain maintenance is the key tauemproper availability and potency of vaccinealht
levels. With a steadily increasing immunizationveage for Routine Immunization, rise in dethan
for Immunization services throughout the Darbhadurict, the consumption of large quantities of
vaccines in frequent Supplementary Immunizationviiels and the possibility of introduction of
newer vaccines in the near future, itis neargsshat the capacity of existing cold chdores as

well as the proper management of immunizatiteted logistics be strengthened on a urgent basis.

Often there is lack of storage space in the exstiealth stores leading to dumping of critical
immunization, vaccine carriers and cold boxesthe open, exposing them to the vagaries ofr@atu
and sometimes leading to their damage. Renovatibnexisting stores would help in creating
more organized dry space for both proper storaenaterial as well as proper loading, pagk

and unloading of Immunization related logisti@fie District store in particular receives large

guantities of materials and separate ware hisuseeded to store immunization related togyis

. The lack of dedicated support manpower for imrpaitndn logistics management and for cold chain
equipment repair at all levels was observed dutieg aforesaid cold chain assessments andast
recommended that “At each of these facilitieseréh should be a full time dedicated store

manager.

At PHCs we often feel shortage of space for Riteelanachines as well as equipment. So this issue
should be taken immediate cognizance. Separate sbmmuld be allotted for Immunization purpose
where Deep Freezer , ILR, Voltage Stabilizer eto ba kept and temperature of room can be

maintained for maintenance of Vaccines.
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Mainstreaming of AYUSH under NRHM

Recognizing the importance of Health in theogess o f economic and social development
and for improving the quality of life of the @éns, the government of India launched the
“National Rural Health Mission ” for improving ¢ha vailability of and access to quality heat

care by people, especially for those residingrural areas, the poor women and children
and to adopt a synergistic approach by rejathealth to determinants of good health viz.

Segments of nutrition, sanitation, hygiene and dafe&ing water.

One of the important aims dRHM is torevitalize local health tradition and mainstrea
AYUSH (including manpower and drugs).
AYUSH means-

AY for Ayurvedi
U for Unani

S for Siddha

H for Homeopathy

Integration of AYUSH system including infrastructy manpower and AYUSH medicines to
strengthen the Public Health care deliverytesysat all levels and promote AYUSH medicines
at grass- root level or village level with diffetamational health programs. The AYUSH personnel

work under the same roof of the Public Healfindstructure.

The main objective is to facilitate expansidrhealth care facilities of AYUSH and building
up confidence of the practitioners of thesetesys while propagating them and establishing
their strengths and potentials. In Darbhanga distihere are 48 AYUSH doctors posted in different
APHCs.
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De-centralised Planning

SHSB has initiated village level planning in thigrrent financial year. Initally it was up till
district as well as block level .Under this headhedistrict is allotted a sum of Rs.20,000 for
preparation of concern District Health Action PRHRAP). A sum of Rs. 5,000 per block is
allotted for preparation of Block Health Action RIBBHAP). Similarly Rs. 1500 per HSC is
provided for planning & Rs. 1000 per village is yided for preparing VHAP (Village Health
Action Plan).

Keeping in view the planning process, SHS has edepbst of planning coordinator whose
work will be to carry out the planning process loé toncern district. Preparation of DHAP

will be the major concern of planning coordinator.

At village level as well as Hsc level Concern ANMIwe the nodal person for planning
process whereas at block level concern PHCs MOIbeithe nodal person. At district level

ACMO is the nodal person for preparation of DHAP.

The planning proces Nodal person

DHAP (District Health Action Plan) ACMO

BHAP (Block Health Action Plan)

HSC as well as VHAP

The planning process

DHAP (District Health Action Plan)
BHAP (Block Health Action Plan)

HSC as well as VHAP

Medical officer In-charge

ANM

Approving Comradt

DHS
RKS

VHSC as well as Nigrani Samiti

99



NRHM PART - C
Routine Immunization
20P-2013



IMMUNIZATION

Nearly 60 of every 1,000 children in Bihar — afdndia’s poorest states — do not
live to celebrate their first birthday primarily ¢eise 89 out of 100 children in the state do
not get protection from vaccine-preventable diseaBéar reported a routine immunization
of 11 per cent in 1998-99. However, on August b8ljd’s Independence Day, Bihar made
an enormous effort to free itself from its past.mfassive statewide campaign has been
launched by the Health and Family Welfare Departmemartnership with UNICEF to
ensure that deaths preventable by vaccine are llgcpr@vented.The Plan has definite
targets ahead and is committed to achieving nothess 100 per cent immunisation by 2010
Immunization Service Delivery

In 2001, Bihar contributed 2.6 million unimmunizedants to the pool of susceptible children:
the 2nd largest in India. [Estimate from 2001 cagesurvey and 2001 census]

Bihar is among the few states where the performahé®utine Immunization Programalso
continues to be significantly below national averaghe 2001-2 Coverage Evaluation
Survey indicated that full immunization coverageels among children iBihar was only
13%. BCG coverage level was at 39% indicating @amess and utilization of immunization
services. Coverage levels for DTP3, OPV3, meashek \dtamin A were at 21.1, 21.1,
13.8%, and 11.1%. In additidRapid household survey performed in 30 district8ihar in
1998-1999 and again in 2002-2003 showed that fiathunization rates are decreased in 11 of
the districts. These findings indicate a strongdnfee focusing greater efforts on strengthening
immunization in the state (Ref Rapid Household 8uRRCH Project: IIPS Mumbai)

Newborns in Bihar can now expect to have a healthture as the state government, in close
co-operation with UNICEF, has launched a vigoroampaign to strengthen the Routine
Immunisation programme. The reinvigorated programmié ensure that every child is
vaccinated against six fatal and debilitating dindldd infections. These include tuberculosis,
diphtheria, tetanus, whooping cough, polio and thesas

UNICEF State Representative Bijaya Rajbhandadli isea speech made before a 2,000-strong
audience which included health workers, parentstapdyovernment officials, “The fact that
children in Bihar have waited for so many yearstfis basic health assurance should give us
a sense of obligation...l would like to assert tina&ise deaths are preventable and they should
be prevented, no matter what it takes,” he said.

UNICEF also arranged for the participation of Mihekhar Suman, Bihar's own celebrity

television and film star, who made an emotionalegppo the people. “I keep ‘vaccinating

politicians’. But now | want to ensure that evehyld in Bihar is vaccinated against childhood

diseases,” he said in reference to his populancatielevision programme on politicians. Mr.

Suman has promised to record tapes and messagesute that “people who love me also
learn about routine immunization and other childygrogrammes,” he said. His messages
will be recorded and taken to every nook and cooh&ihar.
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The current campaign is guided by a State Plan aifoA, prepared by the Department
Health with UNICEF support. The Plan has definisegets ahead and is committed
achieving ndess than 100 per cent immunisation by 2— a target which appears to be v
distant from the present figures but one “that Wwél made possible” assured Health Secre
Deepak Kumar.

UNICEF and the Health Department are vigorouslynmtng Wednescy as the day of
vaccination, and under the State Plan of Actiomaecine delivery method has been devi
by which vaccines will be provided to vaccinatoreomill set up centres in villages
provide easy access to parents of young chil

The prdolem of low immunisation rate is rooted in deepetasmic issues. For example, ru
electrification rate is around 10 per cent and mahythe state’s primary health cent
(PHCs) do not have electrical connections. The dim&sare electrified do nihave adequate
or assured electricity supply, making it diffictdt preserve vaccines in order to maintain t
potency.
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Other problems include lack of training of va@ators and use of safe syringes. Also,reports
have indicated that people are not aware of imnatioz services being available. For
instance, Rubina Khatun in Nalanda district of Bitedd visiting journalists two days before
the launch of the campaign that she did not knat ¢hildren could be protected from
diseases through vaccination..

However, the strategy to improve routine immut@a is comprehensive, and includes
strengthening of service delivery as well as rgisawareness so that available services also
have takers. UNICEF has provided generator sdtsetbealth centres that reported the worst
power situation. “These will help in running referators even when there is no power,” said
Mr. Rajbhandari.

In many areas, in the absence of disposablegagirvaccinations were carried out using old
and blunt needles, making pricks very painful anmdnp to abscess, thereby making
vaccination unpopular. UNICEF has introduced ausadale (AD) syringes in the state which
ensure safe and less painful vaccination. AD sgringn be used only once as these get
locked after use, making reuse impossible.

To keep vaccines safe and effective, 3,000 cokks with shoulder straps for mobility, 65
deep freezers and one large walk-in freezer haee bede available as part of UNICEF's
support. UNICEF is also providing technical supporttrain health workers “so that they
know how to vaccinate and are also able to decidielwarm or leg to give the shot in.”
UNICEF is also supporting the Government in maksygtemic changes “so that routine
immunization becomes routine and we do not have-taunch another campaign”, adds Mr.
Rajbhandari. Improving awareness levels is anahea of UNICEF's attention.

The most promising aspect of the programme isstrese of urgency with which activities
are being pursued. Soon, an accelerated routineumaation campaign will improve the
quality of life for the children by protecting theinom deadly and often fatal infections.

In Bihar the current situation of regular immuniaa is improving day by day. Our last
year(09-10) achievement of RI was around 60% and year(11-12) till Dec, our

achievement is 59%. Uptill the end of financial iyear achievement will definitely go high,
say 70-75%.

Government of India (Gol) target for RCH

1. 100% children aged 12-23 months fully immuni¢ed Bihar, currently it is under 20%).
2. under 30 IMR by 2010 (for Bihar, currently it48).

3.under 100 MMR by 2010 (for Bihar, currently it580).
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Goal of Govt. of Bihar

All districts in Bihar provide timely and safe immigation with all antigens (plus 2 dosages of
Vitamin A) to all children between 12 —23 month®@% coverage) and all pregnant women
with 2 doses of TT (100% coverage).

Objectives to be achieved by GoB

1. 100% vaccine availability as per vaccine sugglyedule.

2. 100% availability of ADS

é. 100% availability of needle cutter

;1. Ensure that every block has a functional miaopl

5. 100% sessions are held as per microplan.

6. 100% involvement of Anganwadi workers in molilgthe community and
bringing beneficiaries to the sites

7. 100% trained ANMs available in all the blocksc{uding urban areas).

8. All districts have dedicated DIOs in place.

9. Maintaining functional cold chain status of ab®0%.

10. To ensure regular quality immunization sessaresplanned and held.

11. To ensure smooth functioning of state andidistoutine immunization cell.

12. 100% trained staff available at every levespegially, SIO, DIO, Cold chain
Technician, ANMs etc.

Status of Immunization in Darbhanga district

Our achievement for currergar (2010-2011 to Nov 2011) is

BCG = 82975 68228
DPT = 6846 55912
OPV =60797 46683
MEASELS =59550 61610
TT(Pre. Lady) = 59017 55985
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POLIO PROGRAMME

The Polio Eradication Programme in India is a dwlative effort between the Ministry of

Health and Family Welfare (MOHFW), WHO’s Nationabli® Surveillance Project (NPSP),

UNICEF, Rotary International, and the U.S. Cenfaedisease Control.The programme aims
to eradicate polio from India by immunizing evehjld under 5 with the Oral Polio Vaccine

(OPV). India, together with Afghanistan, NigeriaydaPakistan, is one of the four polio-

endemic countries left in the worl@ince last three years no any polio cases has been
detected in darbhanga district

The programme aims to eradicate polio from Indiarbgnunizing every child under 5 with
the Oral Polio Vaccine (OPV). India, together witfghanistan, Nigeria, and Pakistan, is one
of the four polio-endemic countries left in the Vdor

Tremendous progress has been made in the lasbbgears to interrupt polio transmission in
India. India is only two states away from being ipofree and the virus has become
increasingly localized to only 100 blocks of UttalPradesh and Bihar.

The total number of cases for this year in the tyuemains 24 (six WPV1(wild polio virus
Type One) and 18 Type Three WPV3 . The most rexase had onset of paralysis on 14 June
(WPV3 from West Bengal). A mop-up immunization caigm was conducted on 11 July in
West Bengal, with additional technical support dgptl from other areas to support the
activity.

In the two endemic states of Uttar Pradesh andrBima WPV1 cases have been reported
since November and October 2009, respectively. Bapmtary immunization activities
(SIAs) are currently ongoing in Bihar, using a naikkbivalent OPV and monovalent OPV
type 3 (mOPV3).

Tremendous progress has been made in the lasbbgears to interrupt polio transmission in
India. India is only two states away from being ipofree and the virus has become
increasingly localized to only 100 blocks of UttalPradesh and Bihar.

The total number of cases for this year in the tguremains 24 (six WPV1(wild polio virus
Type One) and 18 Type Three WPV3 . The most reca&se had onset of paralysis on 14 June
(WPV3 from West Bengal). A mop-up immunization caigm was conducted on 11 July in
West Bengal, with additional technical support dgptd from other areas to support the
activity.

In the two endemic states of Uttar Pradesh andrBima WPV1 cases have been reported
since November and October 2009, respectively. Bupmntary immunization activities
(SIAs) are currently ongoing in Bihar, using a naik bivalent OPV and monovalent OPV
type 3 (mOPV3).

Polio Programme has started in India in 1995. Irrecu scenario there are 18 P1 cases
whereas 24 P3 cases left. P2 has been eradicatedridia. In Bihar 3P1 cases left whereas
6P3 cases are found in Samastipur and BegusaraicDi©ur next round is going to start
from 23%jan 11.0ur Darbhanga is currently Polio free.
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TUBERCULOSIS
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ANM
ARI
AWC
ASHA
AWW
AYUSH
BEmMONC
BHAP
BPL
CBO
CEmMONC
CH
CHC
CS
CMR
CSO
DFID
DH
DHAP
APHC
SDH
DP
FNGO
GOl
HMIS
HRD
ICDS
IEC
IFA
IMNCI
IMR
IPHS

IUCD
JBSY
LHV
M&E
MDG
MOHFW
MoU
MPW
MTP
NACO
NACP
NFHS
NMR
OBC
OPD

Abbreviations

Auxiliary Nurse Midwife

Acute Respiratory Infection

Aaganwadi Centre

Accredited Social Health Activist
Aaganwadi Worker

Ayurved Unani Siddha and Homeopathy
Basic Emergency Obstetric Neonatal Care
Block health Action Plan

Below Poverty Line

Community Based Organization
Comprehensive Emergency Obstetric Neonat&are
Civil Hospital

Community Health Centre

Civil Surgeon

Child Mortality Rate

Civil Society Organization

Department for International Development
District Hospital

District Health Action Plan

Additional Primary Health Centre
Sub-Divisional Hospital

Development Partners

Field Non-Governmental Organization
Government of India

Health Management Information System
Human Resource Development

Integrated Child Development Scheme
Information Education and Communication
Iron Folic Acid
Integrated Management of Neonatal and Chilchood llinesses
Infant Mortality Rate

Indian Public Health Standards

Inter Uterine Contraceptive Devices
Janani Evam Bal Suraksha Yojana
Local Health Visitor

Monitoring and Evaluation
Millennium Development Goals
Ministry of Health and Family Welfare
Memorandum of Understanding
Multi-Purpose Worker

Medical Termination of Pregnancy
National AIDS Control Organization
National AIDS Control Programme
National Family Health Survey
Neonatal Mortality Rate

Other Backward Class

Outdoor Patient Dispensary
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PG
PHC
PHED
PIP
PMU
POL
PRI
RCH
RHS
RKS
RMP
RTI
SBA
SC
SHC
SNGO
SPMU
ST
STI
TBA
TFR
1T
USM
ulP
UNFPA
uT
VHAP
VHSC
VO

Post Graduate

Primary Health Centre

Public Health Engineering Department
Programme ImplementatioRlan

Programme Management Unit

Petrol Oil and Lubricant

Panchayati Raj Institution

Reproductive and Child Health

Rapid Household Survey

Rogi Kalyan Samiti

Registered Medical Practitioner

Reproductive Tract Infection

Skilled Birth Attendant

Scheduled Caste

Sub Health Centre
Service Non-Governmental Organiian
District Programme Management Uti
Scheduled Tribe

Sexual Tract Infection

Traditional Birth Attendant

Total Fertility Rate

Tetanus Toxoid

Under 5 Mortality

Universal Immunization Programme
United Nations Population Fund
Union Territory

Village Health Action Plan

Village Health and Sanitation Comittee
Voluntary Organization
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