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Foreword

Recognizing the importance of Health in the process of economic and social
development and improving the quality of life of atitizens, the Government of
India has resolved to launch the National Rural Health Mission to carry out necessary
architectural correction in the basic health care delivery system.

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

After a thorough situational analysis of district health scenario this document has been
prepared. In the plan, it is addressing health care needs of rural poor especially women
andchildren, the teams have analyzed the coverage of poor women and children with
preventive and promotive interventions, barriers in access to health care and spread of
human resources catering health needs in the district. The focus has also been given
on aurrent availability of health care infrastructure in pubic/NGO/private sector,
availability of wide range of providers. This DHAP has been evolved through a
participatory and consultative process, wherein community and other stakeholders
have participate@nd ascertained their specific health needs in villages, problems in
accessing health services, especially poor women and children at local level.

The goals of the Mission are to improve the availability of and access to quality health
care by people, esecially for those residing in rural areas, the poor, women and
children.

| need to congratulate the department of Health and Family Welfare and State Health
Society of Bihar for their dynamic leadership of the health sector reform programme
and we lookforward to a rigorous and analytic documentation of their experiences so
that we can learn from them and replicate successful strategies. | also appreciate their
decision to invite consultants (NHSRC/ PHRN) to facilitate our DHS regarding
preparation théHAP. The proposed location of HSCs, PHCs and its service area
reorganized with the consent of ANM, AWW, male health worker and participation of
community has finalized in the block level meeting.

| am sure that this excellent report will galvanize ldeders and administrators of the
primary health care system in the district, enabling them to go into details of
implementation based on lessons drawn from this study.

Mr.Daya Nidhan Pandey, IAS
DM cum Chairman
District Health Society, Sitamarhi



Foreword

Recognizing the importance of Health in the process of economic and social development
and improving the quality of life of our citizens, the Government of India has resolved to
launch the National Rural Health Mission to carry out necessary anttinékecorrection in

the basic health care delivery system.

In a plan which is centrally made and driven, there is little room for such adaptation. District
level planning is a necessary component of any effort at decentralization.

Districts vary widelyin needs and even more widely in possibilities for intervention. Thus, in
one district there may be a problem of poor infrastructure whereas in another district
shortages of man power other resources. In one district there may be a problem of drug
resistage in Malaria Control Programme, where as in another district the need may be to
integrate malaria control with filarial control. Thus strategies have to be district specific not
only because health needs vary, but because perceptions at people angsapacnduct
programmes also vary.

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

After a thorough situation analysis of district health scenario thisument has been
prepared. In the plan, it is addressing health care needs of rural poor especially women and
children, the teams have analyzed the coverage of poor women and children with preventive
and promotive interventions, barriers in access to Ihealte and spread of human resources
catering health needs in the district. The focus has also been given on current availability of
health care infrastructure in public/NGO/private sector, availability of wide range of
providers. This DHAP has been evalvéhrough a participatory and consultative process,
wherein community and other stakeholders have participated and ascertained their specific
health needs in villages, problems in accessing health services, especially poor women and
children at local level

The goals of the Mission are to improve the availability of and access to quality health care
by people, especially for those residing in rural areas, the poor, women and children.

| hope this District Health Action Plan will help in achieving the gaail National Rural
Health Mission (NRHM). It will enable health care personnel to serve people smoothly.
DHAP seeks to achieve pooling of financial and human resources allotted through various
central and state programmes by bringing in a convergentangrehensive action plan at

the district level. DHAP and its subsequent implementation would inspire and give new
momentum to the health services in the District of Sitamarhi.

Mr. RamaShankar Daftuar
DDC cum Vice Chairman
District Health Society, Sitamarhi



About the Profile

Even in the 21st century providing health services in villages, especially poor women
and children in rural areas, is the bigger challenge. After formation of National Rural
Health Mission, we are doing well in this direction.ubahing MuskanEk Abhiyan

we are try to achieve 100% immunization and Anti Natal Care. Janani Evam Bal
Suraksha Yojana is another successful program that is ensuring safe institutional
delivery of even poor and illiterate rural women. Like wise sevetaroprograms

like RNTCP, Pulse Polio, Blindness control and Leprosy eradication are running and
reaching up to last man of society. But satisfaction prevents progress. Still, we have to
work a lot to touch miles stones. In this regard sometime, | pergofsil that
planning of any national plan made at center lacks local requirements and needs. That
is why, despite of hard work, we do not obtain the optimum results. The decision of
preparing District Health Action Plan at District Health Society levgbisd.

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

The information related to data and others used in this action plan is authentic and
correct according to my knowledge as this has been provided by the concerned
medical officers of every block. | am grateful to the DHS caasts, ACMO,
MOICs, MOs, Block Health Managers, Grade'A' Nurse, ANMs and AWWSs from their
excellent effort we may be able to make this District Health Action Plan of Khagaria
District.

| hope that this District Health Action Plan will fulfill the intendedrpose.

Dr. Omprakash Panjiyar
Civil Surgeon cum Member Secretary
District Health Society Sitamarhi



About the Profile

The goals of the Mission are to improve the availability of and access to quality health
care by people, especially fohose residing in rural areas, the poor, women and
children.

Keeping in mind the goals of National Rural Health Mission (NRHM), this District
Health Action Plan of Sitamarhi district has been prepared. From this, situational
analysis the study proceedsrhake recommendations towards a policy on workforce
management, with emphasis on organizational, motivational and capability building
aspects. It recommends on how existing resources of manpower and materials can be
optimally utilized and critical gaps editified and addressed. It looks at how the
facilities at different levels can be structured and reorganized.

The information related to data and others used in this action plan is authentic and
correct according to my knowledge as this has been prowgethe concerned
medical officers of every block. | am grateful to the statelleonsultants, DPM,
DAM, M & E Officer, DPC,DCM, MOICs, Block Health Managers, BCM, ANMs

for their excellent effort.

We hope that this District Health Action Plan will flilthe intended purpose.

ACMO cum Nodal officer
District Health Action Plan, Sitamarhi



About the Profile

National Rural Health Mission was introduced to undertake architectural corrections in the public Health
System of India. District hetal action plan is an integral aspect of National Rural Health Mission. District

Health Action Plans are critical for achieving decentralization, interdepartmental convergence, capacity
building of health system andr tmositpdtmpomr tiamti e f h
programmes. District Health Action Planning provides opportunity and space to creatively design and
utilize various NRHM initiatives such as flekifinancing, Rogi Kalyan Samiti, Village Health and

Sanitation Committee tachieve our goals in the soaaltural context of Sitamarhi.

National Rural Health Mission (NRHM) is a comprehensive health programme launched by Government

of India to bring about architectural corrections in the health care delivery systems off helisRHM

seeks to address existing gaps in the national public health system by introducing innovation, community
orientation and decentralisation. The mission aims to provide quality health care services to all sections of
society, especially for thosesiding in rural areas, women and children, by increasing the resources
available for the public health system, optimising and synergising human resources, reducing regional
imbalances in the health infrastructure, decentralisation and district level nmrardgef the health
programmes and community participation as well as ownership of the health initiatives. The mission in its
approach links various determinants such as nutrition, water and sanitation to improve health outcomes of
rural India.

The NRHM rgyards district level health planning as a significant step towards achieving a decentralised,
pro-poor and efficient public health system. District level health planning and management facilitate
improvement of health systems by 1) addressing the locallsne@d specificities 2) enabling
decentralisation and public participation and 3) facilitating interdepartmental convergence at the district
level. Rather than funds being allocated to the States for implementation of the programmes developed at
the centrhgovernment level, NRHM advises states to prepare their perspective and annual plans based on
the district health plans developed by each district.

The concept of DHAP recognises the wide variety and diversity of health needs and interventions across
the districts. Thus it internalizes structural and social diversities such as degree of urbanisation, endemic
diseases, cropping patterns, seasonal migration trends, and the presence of private health sector in the
planning and management of public healthesys. One area requiring major reforms is the coordination
between various departments and vertical programmes affecting determinants of health. DHAP seeks to
achieve pooling of financial and human resources allotted through various central and staterpesdoy

bringing in a convergent and comprehensive action plan at the district level.

It is our pleasure to present the Sitamarhi District Health Action Plan for the yead20TRe District

Health Action Plan (including the Block Health Action Plaeglss to set goals and objective for the
District Health system and delineate implementing processes in the present context of gaps and
opportunities for the Sitamarhi district health team.

| am very glad to share that all the BHMs/MOICs/ANMs of the distalong with key district level
Programme OfficeréDIO)/DTO/DLO/DMO) for putting his sheer hardwork with dedication to complete

the Action Plan on time. Participated in the planning process. The plan is a result of collective knowledge
and insights of ezh of the District Health System Functionary. We are sure that the plan will set a definite
direction and give us an impetus to embark on our mission.

Binay Bhushan Upendra Kr. Jha Durgesh Kumar
Block Health Manager District Planning Coordinator District Programme Manager
Sitamarhi Sitamarhi Sitamarhi
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EXECUTIVE SUMMARY

The Ndional Rural Health Mission is a societal Missionl@unched to strengthen public
health systems to provide universal and equitable access to qualitydasaldervices and to
improve the healthstatus ofpeople. The success of NRHM will depend on policy of
reaching the last household in ruraleas. There are still many difficult, most difficult and
inaccessible areas where more effort has to be madeaith rquality services to the
peopleWith the growing concerns for health of the community, National Rural Health
Mission (NRHM) is seen as a vehicle to ensure that preventive and promotive interventions
reach the vulnerable and marginalized through expandutreach and linking with local
governance institutions. NRHM envisages achievement of ascertained goals by promotion of
intersectoral linkages, which is anticipated as imperative for its effective implementation.
These linkages can be within the publiealth system such as RCH, Family Planning,
Routine Immunization and National Disease Control programmes or with other departments
like Women and Child Development, Education, PRI and Water and Sanitation. These
linkages could also be with the NGOs, thiazate health sector and the corporate sector with
the overall objective of improvement of services and fragmentation of efforts. For making
NRHM fully accountable and to facilitate the responsiveness of NRHM, need for formulation
of District Health ActionPlan (200712) has been recognized. DHAP intends to provide a
guideline to develop a liable public health delivery system through intensive monitoring and
performance standard.

The process for formulation of DHAP required participatory approach at gaeesls. To

make the plan more practicable and to ensure that grass root issues are voiced and heard, the
initial stages of process of plan development included consultations at village and block level.
As NRHM emphasizes community participation and nbaded service delivery with an
improved outreach to disadvantaged communities, village and block level consultations
provided vital information to guide the district health action plan. The consultations
endeavored to reach a consensus on constraints ramwaty level and feasible
solutions/interventions strategies regarding a particular subject matter. Based on discussions
on both demand and supply side concerns in the blocks the priorities were set and agreed.
Further to share the findings of village ablbck level process with a larger stakeholder
group and to finalize a strategic action plan district level workshop was conducted.

Following the consultations at village and block level, consultations at district level involving
a large range of stakeligrs from different levels, aimed at delineating strategies to achieve
identified district plan objectives. For effective implementation of suggested approaches it
has been endeavored to carve out specific activities for each strategy and assign ties activi
a tentative time frame so as to indicate when a particular activity can happen.

Prior to consultative meetings, an attempt has been made to identify the performance gaps
within theframework of existing health system by conducting situational asalyfias been

found that the situation of public health infrastructure in the district is not appalling however
major gaps are found in human resource situation with high number of vacant staff positions
for male MPWs, ANMSs, specialists and lab techmsiaThe situation of convergence of
health department with ICDS is notable. At the community level close collaboration exists
between the ANMs and the AWWSs. The activities of the two departments are integrated,



providing complementary job functions tamseire better accessibility and availability of
health services. Involvement of PRI in issues of health through village health and sanitation
committees is limited. Though the committees are constituted in most of the villages their
functionality is unconwvicing.

With the vision to improve the reproductive and child health condition within the district,
increase in female literacy has been anticipated as the foremost strategy. The challenge of
providing quality services to the poorest and remotest areaecanhieved by developing
pro-people partnerships with the nongovernment sector and promoting convergence with
other concerned departments and agencies such as ICDS, panchayat and education. To ensure
universal access to quality services, upgradatioracfiies and strengthening ¢échnical
capacity of existing human resources, especially with regard to emergency obstetric care
needs to be focused. Improved fund flow, timely procurement of goods and services, cadre
management, planning and monitorihgough infusion of managerial skills is envisagas
necessary in order to reach the objectives of the mission. Intensified IEC activities by local
health workers, panchayat leaders, community societies/local NGOs will provide much
needed support fobehaiour change of community regarding maternal care during
pregnancy, ANC, institutional deliveries, breastfeeding practices as well as family planning.
Need for using health facilities for deliveries and other issues related to RCH, family
planning, femal@ducation and gender equity would be the central point of counseling during
interactions between health workers and pregnant women.

To promote access to improved health care at household level through ASHAS, induction
trainings of ASHAs are still needed tbe finished. With a view to bring about
decentralization, encourage community participation, and improve health service delivery,
establishment of RKSs have been suggested at all CHCs and PHCs. However, specific
guidelines for functioning mechanism as llwas trainings of members will ensure
streamlined activities under RKS. Upgradation and strengthening of health infrastructure
needs urgent recruitment of required number of gynecologists, anesthetists, pediatricians,
staff nurses, ANMs, MPWs and lab teatians either on permanent or contractual basis, as
well as assurance of adequate procurement and logistic supply. For upgrading standard of
services, multskilling of doctors/ paramedics is envisaged by imparting refresher training
courses. Increased toeiach of services is also envisioned to be achieved by initiating medical
mobile units, which will operate within the most vulnerable areas. To make MMUs
functional there is need for deployment of staff, availability of conveyance, equipments and
drugs. Rirther, since Ayurveda, Unani and Homeopathy system of medicine have had a long
presence in the State, specially in the remote and rural areas it is suggested to use their
potential for improving accessibility to health services by mainstreaming of AYUithw

the framework of primary health delivery.

With the objective of achieving the targets of child immunization there is a felt need for
strengtheningThe service delivery mechanism by increasing manpower as well streamlined
adequate supply of vaccmeBesides, regularigservice trainings can help build the capacity

of health workers on various managerial aspects as well as improve the efficiency of delivery.
In order to deal with the critical cultural issues, that might be hampering the perforaiance
child immunization indicators, convergence with PRI througlam panchayatother
influential members of the community and local NGOs/CBOs is considered significant.
Involvement of panchayat to ascertain better coverage of immunization is envisianaghthr
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establishment and activation of VHSCs, which motivate community for higher acceptance of
vaccination by organizing various innovative activities and by-jpéesonal communication.

As far as vector borne diseases are concerned, the risk ofarialéigh in the district. To
tackle the performance of indicators of malaria, institutional strengthening is suggested by
upgradation of existing laboratories and increasing the number of laboratories for malaria
microscopy. Need of filling up vacant psdor staff workers and lab technicians are highly
recognized. Outreach of services delivery is expected to be achieved-dptirap with
private institutions with the vision to increase slide collection rate. Intersectoral coordination
between health depgment, ICDS, PRI, education dept, NGOs and water and sanitation
department is primarily emphasized for IEC on issues related to general health and
environmental hygiene.

For improvement in RNTCP indicators intensified case detection activities are guofas
ensure high responsiveness from the community regarding acceptance of services,
sensitization of community through PRI and collaboration with private practitioners is
presumed. In addition to this availability of advanced diagnostic techniquesguatkty
assurance are expected to build faith among the community members towards institutional
health care services. For easy accessibility to treatment facility, increasing the number of
DOTS providers is also proposed. In addition to this, the mucheddsshavioural change of

staff members can be achieved by imparting trainings for orientation and better counseling
skills.

Outreach of NBCP services can be attempted by increasing the number of outreach camps in
unreached and remote areas. For imprgveye care delivery services there should be
adequate supply of diagnostic equipments as well as drugs. Gaps in service delivery are felt
due to norposting of eye specialists at health facilities even in Sadar Hospital, Sitamarhi.
Thus filling up vacanck for eyesurgeons and imparting refresher training courses on new
techniques and interventions will help in accomplishment of required targets. In this regard,
convergence with schools is envisaged for organization of schoskegening camps.

With theview of reduction of leprosy regular surveys are proposed for case detection along
with constant monitoring and reporting mechanism. Service delivery can be strengthened by
recruitment of motivated and dedicated staff for field activities. To tackle émtified cases,

it is important to convince community members for rebuttal of prevailing misconceptions
associated with the disease. Initiatives on IEC and BCC can be attempted by collaboration of
activities with panchayat, which is supposed to be the efisient medium for sensitization

of community.

However in order to expedite the process and to make it more effective, convergence at
various levels require detailing of effective operational approaches, laying out clear roles and
outcomes, and clearanhanism for joint planning and monitoring. This will not only ensure
streamlining of strategies but also ensure accountability of the public health system of
different departments, be it health department, ICDS, PRI, education or water and sanitation.
Cortinuous monitoring will keep a check on effective collaboration of services related to
immunization and institutional delivery, AYUSH infrastructure, supply of drugs, upgradation
of CHCs to IPHS, utilization of untied fund, and outreach services throwghatamalization

of mobile medical unit



INTRODUCTION OF DHAP UNDER NRHM

In the process of economic and social development for improving the quality of life, importance of
health has long been recognized. In order to galvanize the various componeatdtiofsizstem,
Government of India has endeavoured to launch the National Rural Health Mission (NRHM). NRHM
was launched in April 2005, to provide effective health care to rural population throughout the
country with special focus on 18 states which havekwpublic health indicators and/or weak
infrastructure.

The mission aims to expedite achievements of policy goals by facilitating enhanced access and
utilization of quality health services, with an emphasis on addressing equity and gender dimension.

Spedfic objectives of the mission are:

9 Reduction in child and maternal mortality

1 Universal access to services for food and nutrition, sanitation and hygiene, safe drinking water

9 Emphasis on services addressing women and child health; and universal immnizati

9 Prevention and control of communicable and -nommunicable diseases, including locally
endemic diseases

1 Access to integrated comprehensive primary health care

1 Revitalization local health traditions and mainstreaming of AYUSH

One of the main approache NRHM is to communities, which will entail transfer of funds,
functions and functionaries to Panchayati Raj Institutions (PRIs) and also greater engagement of Rogi
Kalyan Samitis (RKS), hospital development committees or user groups. Improved management
through capacity development is also suggested. Innovations in human resource management are one
of the major challenges in making health services effectively available to the rural/tribal population.
Thus, NRHM proposes ensured availability of locallgident health workers, mukkilling of health

workers and doctors and integration with private sector so as to optimally use human resources.
Besides, the mission aims for making untied funds available at different levels of health care delivery
system.Core strategies of mission include decentralized public health management. This is supposed
to be realized by implementation of District Health Action Plans (DHAPs) formulated through a
participatory and bottom up planning process. DHAP enable villagek,hiistrict and state level to
identify the gaps and constraints to improve services in regard to access, demand and quality of health
care. In view with attainment of the objectives of NRHM, DHAP has been envisioned to be the
principle instrument fositamarhidhs

NRHM covers the entire country, with special focus on 18 states where the challenge of strengthening
poor public health systems and thereby improve key health indicators is the greatest. These are Uttar
Pradesh, Uttaranchal, Madhya Pradesh,aftfsyarh, Bihar, Jharkhand, Orissa, Rajasthan, Himachal
Pradesh, Jammu and Kashmir, Assam, Arunachal Pradesh, Manipur, Meghalaya, Nagaland, Mizoram,
Sikkim and Tripura. The mission envisions targeting especially rural/ tribal people, poor women and
children for providing equitable, affordable, accountable and effective primary healtplaanég,
implementation and monitoring, formulated through a participatory and bottom to up planning
process. NRHVDHAP is anticipated as the cornerstone of all strategnd activities in the district.

DHAP integrates the various interrelated components of health to ensure quality of care and access to
service with specific reference to various interrelated paradigm as mentioned below:

AResourceshealth manpower, lagtics and supplies, community resources and financial
resources, voluntary sector health resources.
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AAccess to servicespublic and private services as well as informal health care services; levels of
integration of services within public health system.

AUtilization of services:outcomes, continuity of care, factors responsible for possible low
utilization of public health system.

AQuality of care: technical competence, interpersonal communication, and client satisfaction,

client participation in masgement, accountability and redressal mechanisms.

A Community: needs, perceptions and economic capacities, PRI involvement in health, existing
community organizations and modes of involvement in health.

ASocioepidemiological situation:local morbidity pofile, major communicable diseases and
Transmission patterns, health needs of special social groupsA¢ivgsis migrants, very remote
Hamlets)

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

This manual is intended to be a ufiéendly tool to assist range of stakeholders, to be engaged in the
district health planning, in developing the DHAP. The intended target group for this document
includes:

1 Members of State and District Health Missions

1 District and Block level program managers of line departments i.e., Health and Family Welfare,
Women and Child Development including Integrated Child Development Scheme (ICDS) and
Water/sanitation departments.

1 State Program Management Unit and District Program Management Unit Staff

9 Members of PRIs and MNGOs/ FNGOs and civil society groups (in case these groups are

involved in the DHAP formulation)

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

Objectives of the DHAP

The aim of the present study is to prepare DHAP based on the broadvebgcthe NRHM .
Specific objectives of the process are:

1 To identify critical health issues and concerns with special focus on vulnerable /disadvantage
groups and isolated areas and attain consensus on feasible solutions.

9 To examine existing health cadelivery mechanisms to identify performance gaps and develop
strategies to bridge them

1 To actively engage a wide range of stakeholders from the community, including the Panchayat, in
the planning process

1 To identify priorities at the grassroots level amd gut roles and responsibilities at the Panchayat
and block levels for designing nebdsed DHAPs

1 To espouse intesectoral convergence approach at the village, block and district levels to make the
planning process and implementation process more kolisti
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The District Health Action Plan of Sitamarhi has been prepared under the guidance of the Chief
Medical Officer, Additional Chief Medical Officer, All District Programme officer of Sitamarhi and
District Programme Management Unit (DPMU) DHS with a jaéffort of the Block Programme
Management Unit (BPMU), Rogi Kalyan Samiti, District Health Educator, the BMOs and various
M.O-PHCs as well as other concerned departments under a participatory process. The field staff of the
department has also played a ffigant role. Public Health Resource Network has provided technical
assistance in estimation and drafting of various components of this plan.

Preparation of DHAP

The Plan has been prepared as a joint effort under the guidance of Civil Surgeon,aafieinch
programme officers as well as the MOICs, Block Health Managers, ANMs, as a result of a
participatory processes as detailed below. After completion the DHAP, a meeting is organized by
Civil Surgeon with all MOIC of the block and all programme officEnen discussed and displayed
prepared DHAP. At last it has been approved by the chairman of the District Health Society. If any
comment has came from participants it has added then finalized. The field staffs of the department too
have played a significamole. District officials have provided technical assistance in estimation and
drafting of various components of this plan.

After a thorough situational analysis of district health scenario this document has been prepared. In
the plan, it is addressing diléh care needs of rural poor especially women and children, the teams
have analyzed the coverage of poor women and children with preventive and promotive interventions,
barriers in access to health care and spread of human resources catering healththeeadistrict.

The focus has also been given on current availability of health care infrastructure in
pubic/NGO/private sector, availability of wide range of providers. This DHAP has been evolved
through a participatory and consultative process, wheremmunity and other stakeholders have
participated and ascertained their specific health needs in villages, problems in accessing health
services, especially poor women and children at local level.

District Health Action Plan Planning Process

- State kevel Fast track training on DHAP.

- Collection of Data through various sources

- Understanding Situation

-Assessing Gap

-Orientation of Key Medical staff, Health Managers
on DHAP at district level

-Block level Meetings
-Block level meetings organized at each level
by key medical staff and BMO

-District level meetings
-District level meeting to compile information
-Facilitating planning process for DHAP

Approval from the District
Magistrate



Methodology

Planning process started with the orientation of the different programme officers,
MOICs, Block Health Manager and our health workers. Different group meeting
were organized and at the same time issues were discussed and suggestions were
taken. Simple methodology adopted for the planning process was to interact
informally with the government officials, health workers, medical officers,
community, PRIs and oth&ey stake holders.

Data Collection

Primary Data: All the Medical Officers were interacted and their concern was taken
in to consideration. Daily work process was observed properly and inputs were taken
in account. District officials including CMO, ACMMIO, DMO, DLO, RCHO and
others were interviewed and their ideas were kept for planning process.

Secondary DataFollowing books, modules and reports were taken in account for this

Planning Process:

1 RCH-II Project Implementation Plan

T NRHM operational guidline

1 DLHS Report

1 Report Given by DTC

1 Report taken from different programme societies e.g. Blindness control, District
Leprosy Society, District TB Center , District Malaria Office

1Censusl9912001,2011.

1 National Habitation Surve003

1 Bihar State officialvebsite

Tools:
Main tools used for the data collection were:

1 Informal In-depth interview

1 Group presentation with different district level officials

T Informal group discussions with different level of workers and community
representative

1 Review of secondgrdata

Data Analysis:

Primary Data: Data analysis was domaanually.All the interviews were recorded
and there points were noted down. After that common points were selected out of that.

Secondary Data:All the manuals books and reports were conveitetb analysis
tables and these tables are given in to introduction and background part of this plan.
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SWOT ANALYSIS OF THE DISTRICT

x STRENGTHS

1. Involvement of C.S cum CMO:- C.S cum CMOtake interest, guide in every activity
of Health programme and geersonally involved.

2. Support from District Administration: - District Magistrate and Deputy Development
Commissioner take interest in all health programmes and actively participate in activities.
They provide administrative support as and when neetlegly make involvement of
other sectors in

health by virtue of their administrative control.

3. Support from PRI (Panchayati Raj Institute) Members:- Elected PRI members of
District and Blocks are very egperative. They take interest in every healthgpgronmes
and support as and when required.

4. Well established DPMU and BPMU: Since Four year, all the posts of DPMU &
BPMU are filled up. Facility for office and automation is very good. All the members of
DPMU & BPMU work harmoniously and are hardwaorgi

5. Effective Communication: - Communication is easy with the help of internet facility
at block level and land line & Mobile phone facility which is incorporated in most of
PHCs of the district.

6 .Facility of vehicles:- Under the Muskan Ek Abhiyan programme every Block
havethe vehicles fomonitoring.

7. Support from media: - Local newspapers and channel are veryoperative for
passing messages as and when required. They also personally take interest to project good
and worse things which is wehelpful for administration to take corrective measures.

x WEAKNESS

1. Lack of Consideration in urban area: - Urban area has got very poor health
infrastructure to provide health services due to lack of manpower.

2. Non availability of specialists at Bbck level: - As per IPHS norms, there are
vacancies of specialists in most of the PHCs . Many a times only Medical Officer is
posted, they are busy with routine OPD and medico legal work only, so PHC do not fulfill
the criteria of ideal referral centersdathat cause force people to avail costly private
services.

3. Non availability of ANMs at PHCs to HSCs level As per IPHS norms, there are
vacancies of ANMs in most of the HSCs. Out5#4 Sanctioned post of contractual
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ANMs only 115 ANMs are SelectedosHSCs do not fulfill the criteria of ideal Health
Sub Centre and that cause force people to travel up to PHCs to avail basic health services.

4. Apathy to work for grass root level workers: - Since long time due to lack of
monitoring at various level gsa root level workers are totally reluctant for work. Even
after repeated training desired result has not been achieved. Most of the MO, Paramedical
& other Health workers do not stay at HQ. Medical Officers, who are supposed to
monitor the daily activityof workers do not take any interest to do so. For that reason
workers also do not deliver their duties regularly and qualitatively. Due to lack of
monitoring & supervision some aim, object & program is suffeaihof.

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

lack of means of transport and motarable roads in rural areas. Rural roads are ruled by
6Jogad®éd, a hybrid mix of Motor cycle and r
transport. The fact that it is €igult to find any vehicle apart from peak hours is still the

case in numerous villages.

6. llliteracy and taboos:The literacy rate in rural area has still not reached considerable
mark. Especially certain communities have constant trend of high ittefidis causes
prevalence of various taboos that keep few communities from availing benefits of health
services like immunizaton & NC, i nstitutional deliveryéet

x OPPORTUNITIES

1. Health indicator inSitamarhidistrict is not satisfactory . Servicekd Institutional
delivery, Complete Immunization , Family Planning, Complete ANC, School Health
activity , Kalaazar eradication may required to be improved. So there are opportunities to
take the indicator to commendable rate of above 75+% by deploying efforts and

will.

2. Introduction of PPP SchemeThrough introduction of PPP Scheme we can overcome
shortfall of specialist at Block level.

3. Involvement of PRIs: - PRI members at district, Block and village level are very co
operative to support ghprogrammes. Active involvement of PRI members can help much
for acceptance of health care deliveries and generation of demand in community.

4. improvement of infrastructure: -. With copious funds available under NRHM, there
Is good opportunity to makeaeh health facility neat and clean, Well Equipped and Well
Nurtured.

x THREATS

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

2. Natural calamities like every year flood adversely affected the progress of Health
Programme.
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PROFILE OF SITAMARHI DISTRICT

Health Facilities in District Sitamarhi, Bihar
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Sl. | Parameter/
No | Variable

1. | Total area 22935q. Km

2. | Latitude 26*49'N

3. | Longitude 85*05'E

4. | Altitude 85 Meter

" In North 7 Nepal (International Border), Southi Muzaffarpur District, Easti Darbhanga & Sitamarhi
% | Eoumekny ey e District, West i East Champaran & Sheohar District.
Description

Total Rural Urban Total Rural Urban Total Rural Urban
Population (%) 100% 94.06% 5.94% 100% 94.29% 5.71% 100% 94.42% 5.58%
Actual Population 20,13,796 | 18,94,203| 1,19,593| 26,82,720| 25,29,407 | 1,53,313| 34,19,622 | 32,28,904 | 1,90,718
Male 10,69,132 | 10,69,132| 64,897 | 14,17,611| 13,35,214| 82,397 | 18,00,441| 16,98,885| 1,01,556
Female 9,44,664 89,968 54,696 | 12,65,109| 11,94,193| 70,916 | 16,19,181| 15,30,019| 89,162
Population Growth 23.72% 32.58% 27.47%
SC Population(%) 12.1%
ST Population(%) 0.02%

6. | Sex Ratio (Per 1000) 884 886 846 892 894 861 899 901 878
Child Sex Ratio (06) 921 918 965 924 925 915 932 934 881
xgakggu)ld popuiatn 556,582 643,851 | 614,408 | 29,443
X:S Populaton (06 289,273 333,315 | 317,660 | 15,655
oo e 26729 310536 | 296748 | 13788
ggg‘; Proportion (0-6 20.2 20.75% 18.83% | 19.03% | 15.44%
232;’ Proportion (06 1.8 20.41% 1851% | 18.70% | 15.42%
i‘gf) Proportion (0-6 20.64 21.13% 19.18% | 19.40% | 15.46%
% of Population with 0
Low Standard of 86.8%

Living
% of Population with

7. | Medium Standard of 6.7%
Living
% of Population with
High Standard of 6.5%
Living

8. | Density/km2 878 1,170 1,491
Literates 817,711 1,485,896 | 1,365,865 | 120,031
Male Literates 556,936 917,879 848,694 | 69,185
Female Literates 260,775 568,017 | 517,171 | 50,846

9.

Average Literacy 28.49 26.53 58.67 38.46 36.71 66.23 53.53 52.24% | 74.43%

Male Literacy 39.86 37.86 69.67 49.36 47.73 74.72 62.56 61.45% | 80.54%

Female Literacy 15.49 13.63 45.22 26.13 24.28 56.24 434 41.93% 67.46%
10 L 32234 45662 58379

Eligible Couple
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Sl.

Parameter/

Data

No | Variable
No. of SubDivisions 03
No. of Blocks/PHCs 17
No. of Nagar Parishad 01
No. of Nagar Panchayat 05
No. of Gram Panchayat 273
No. of Revenue Village 835(Inhabited 802 , Uninhabited 33 )
No.of AP HCs 36
No. of HSCs 273
No. of SubDivisional 1
Hospitals
No. of Referral Hospitals 1
No. of Doctors 133

No. d ANMs

2721 Regular & 98 Contractual in Position.

No. of Grade A Nurse

37

No. of paramedicals

Total ICDS Projects 18

No. of Anganwari 2700
Centres/Workers

No. of ASHA 2223/2965

No. of MAMTA 85

No. of M.L.A. 08

No. of M.P. 01

Educatimal & Research Primary Schoold.479

Institutes

Project Girls High Schoel7

[.T.1-01

Sanskrit Schoe20

Important Rivers

Bagmati , Lakhandei , Lalbakea , Adhwara group

Average Rainfall

1100 MM to 1300 MM

Highest Temperature

32*Cto41*C

Soil

Balui , Domat.

Main Crop

Paddy , Wheat , Sugar Cane , Marua , Arhar , Mustard ,
Mung etc.

Main Tourist Palace

Ram Janaki Temple at Sitamarhi (Janaki Sthan), Janaki
Temple at Punaura, Haleshwar Sthan, R&atkar,
BodhayanrSar, Baghi Math, Pupri, @aul Sharif,
Shukeshwar Sthan, Sabhagachhi Sasaula

Transportation/Communicatig
n

NH-77 & NH-104 , Railway Braud Gauge.
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Introduction

The district is popul arl y TKhsdsuwhe placeswher@ita fLan

was born, the main character of the dRamayanaThe district is situated along the border

of Nepal.ln 1875, a Sitamarhi subdistrict was created witha Muzaffarpur district
Sitmarhi detached from Muzaffarpur and became a separate district as of December 11, 1972.
1994 saw the split oBheohar districfrom Sitamarhi.lt is situated in the northern part of
Bihar. The district headquarters are locateBumra five kilometers south of Sitamarfiihe

district headquarter was shifted here after the town of Sitamarhi was devastated in one of the
worst ever earthquake in January 1$3#émarhi is a sacred place in Hindu mythology. Its
history goes back to ®ta Yug. Sita, the wife of Lord Rama sprang to life out of an
earthenware pot, when Raja Janak was ploughing the field somewhere near Sitamarhi to
impress upon Lord Indra for rain. It is said that Raja Janak excavated a tank at the place
where Sita emergednd after her marriage set up the stone figures of Rama, Sita and
Lakshman to mark the site. This tank is known as Janakl and is south of the Janaki
Mandir.

The Sitamarhi district is bounded by Nepal on the north, Muzaffarpur on the south, by the
districts Darbhanga and Sitamarhi on the east and on the west by the districts East
Champaran and Sheohar. In course of time, the land lapsed into a jungle until about 500 years
ago, when a Hindu ascetic, named Birbal Das came to know the site by diiratios

where Sita was born. He came down from Ayodhya and cleared the jungle. He found the
images set up by Raja Janak, built temple over there and commenced the worship of Janaki or
Sita. The Janaki Mandir is apparently modern and is about 100 yeaoslgldThe town
however contains no relics of archaeological interest.

In course of time, the land lapsed into a jungle until about 500 years ago, when a Hindu
ascetic, named Birbal Das came to know the site by divine inspiration. He came down from
Ayodhyaand cleared the jungle. He found the images set up by Raja Janak, built a temple
over there and commenced the worship of Janaki or Sita. The Janaki Mandir is apparently
modern and is aboutOD years old only. The town however contains no relics of
archaeological interest.

It has witnessed communal violence led by local politicians in the past but on the whole both
the leading communities here a good rapport. This district is often bereavedtlgl
calamities. One of the most devastating is excess flooding due tmansgement of the
banks by both civilians and government officials.

The district is currently a part of tiked Corridor

Attr ‘lons

Important places to visit are Ram Janaki Temple at Sitamarhi (Janaki Sthan), Janaki Temple
at Punaura, Haleshwar Sthan, PaR#ikar, Bodhayasar, Baghi Math, Pupri, Goraul Sharif,
Shukeshwar Sthan, Sabhagachhi Sasaula
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Geogaphy

The initial provisional data suggest a density of 1,491 in 2011 compared to 1,170 of 2001.
Sitamarhi district occupies an area of 2,294 square kilometres@B86, comparatively
equivalent toAustralids Groote Eylandt

Rivers: Bagmatj Lakhandej Adhwara Group.

Economy
In 2006 theMinistry of Panchayati Rajamed Sitamarhi one of the country's 2a@st

backward districtgout of a total 0640). It is one of the 36 districts in Bihaurrently
receiving funds from the Backward Regions Grant Fund Programme (BRGF).

Divisions
Subdivisions
1 Sitamarhi
Sadar

1
1 Belsand
1 Pupri

Blocks

The district is divided into 17 block3 lukg
Bairgania

Bajpatti

Bathanaha

Belsand

Bokhray

Chorouy

Dumra

Majorgan;

Nanpur

Parihar

Parsaunji

Pupri

Riga

Runni Saidpur

Sonbarsa

Suppy

1 Sursand

(y = Recently created)

Villages
Gorhaul sharifBath Asli

Akhta

Koily

Dumari

Sahiyara

Mahuain Pathrahi (Bajpatti)

=4 =4 =4 =4 A 4 -4 -4 - a8 a8 8

=A =4 -4 =4 -4 4
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Kharka
Ajamgarh
Andahara
Bhasepur
Gosaipur
Tilaktajpur
Sarhachia
Kodhiyar
Rasalpur

Bela

Dheng

Maniyari
Madhopur

Bela Bahadurpur
Amanpur
Rudauli

Matiyar

Baduri
Hanuman, Nagar
Punaura
Ratwara

Basdev Pur Boha
Madhopur Chaturi
Bhalani Madan
Soura

Lalpur

Kauriya
Kodariya

Manik Chauk
Runi Saidpur
Hardiya

Durgauli

Koeli

Sirsi

Nanpur
Bhadiyan
Humayunpur(Dipu)
Jogiyara
kamtaul

Paktola

Mehsaul
Madhuban
Chakmahila
Dumra
Mohanpur
Bhavdepu
Bhairokothi
Bhupbhairo
Bariyarpur
Jainagar
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Dostia
Chhaurahiya
Janipur
Madhesra
Bishnupur Kam deo
Barma(Choraut)
Barari Behta
malmalla
mirjadpur

Pakri

Rewasi
Sahwajpur
Kharsan
Kushmari
(Balua panchyat)runni saidpur)
Chainpura
Hariharpur
Narayanpur
Balha

Rasalpur
madhubani
Ram Nagar
Ram nagra

Transport

Connectivity:National Highway 7€onnectghe area to thuzaffarpur districindPatnato

the South. State highways link it to tMadhubani(to the east) an&heoharnto the west)
districts. Railroad lines connect Sitamarhi Darbhanga Sitamarhi toRunnisaidpurand

Sitamarhi toBairganigBroadGauge) andMuzaffarpur Raxauland NarkatiaganfConverting
meter gauge to broad gauge work in progresearest airport isJanakpur (45Km),
Tribhuwan(Kathmandupatna(145Km),Gaya(235Km) & Varanasi(395Km)

Demographics
According to the2011 censuSitamarhi district has populationof 34,19,622 of which male
& femalewere 18,00,441 & 16,19,181respectively roughly equal to the natiBraredmaor
the US state o€onnecticut This gives ita ranking of 96th in India (out of a total 6£0).
The district has a population density of 1,491 inhabitants per square kilometre/¢8,86).

Its population growth ratever the decade 202011 was 27.47 %. In the previous census of
India 2001, Sitamarhi District recorded increase of 32.58 percent to its populatpareal
to 1991. Sitamarhi has sex ratioof 899 femalesfor every 1000 males compared to 2001
census figure 0892.The average national sex ratio in India is 940 as per latest reports of
census 2011 Directorate. Averatjeeracy rateof Sitamarhi in 2011 were 53.53 % compared
to 38.46 of 2001 census. If things are looked out at genderwise, male & female literacy were
62.56 & 43.40 respectively.For 2001 census same figures stood at 49.36 & 26.13 in Sitamarhi
District. Total literate in Sitamarhi District were 14,85,896 of whiclalen& female were
9,17,879 & 5,68,017 respectively. In 2001 Sitamarhi District had 8,17,711 in its total region.

Culture

Languages: It is located in at the confluence of Mithila, Vaijji(Licchvians) and Bhojpur
region of Bihar. Most of the people are erthMaithils or Vajji. But their culture is deeply
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affected by Bhojpur too. Language spoken is Hindi, English, Bajjika (VajjBbyjpuri,
Maithili,Urdu andNepali But the local people used to talk in Bajjika which resembles with
Maithili, bhojpuri and Himi which is a consequence of its location being surrounded by these
regions.

Festivals- The major festival of this area is Chhath puja in which people offer their
prayer to Lord Sun.Almost all the people wherever they are, their major desire is toteelebra
Chhath puja at their home with their family members and villagers.Holi and Diwali are other
two festivals celebrated with so much of gaiety. Other festivals aacBusshera, &kar
sakranti,ld, Christmas and others are also celebrated with full enjayAranng all festival
celebrated here what remains common is enjoymentopecation and brotherhood@he
culture festival such as Sama which is played by girls of the area for their brothers good wish
is one of the most famous one. It is really enjoyablsee this festival in the chilling cold of

the winter season.

Marriage: - The major cultural event is marriage in this area which takes a large amount
of preparations and arrangement with many cultural rituals.

Cuisine:-"Khichdi", the both of rice andehtils, seasoned with spices, and served with
several accompanying items like curd, chutney, pickles, papads, ghee (clarified butter) and
chokha (boiled mashed potatoes, seasoned with finely cut onions, green chilies) constitutes
the lunch for most on Satlays and is a staple food here. Afternoon meals mostly consists of
Rice, Lentil and vegetables while the dinner will consist of Rotis (flatbread) and Vegetables.

Fairs:- Maha Shivratri Mela, VivatPanchami Mela & Ramnavami Mela (huge market of
cattles, lorses and elephants are the main feature of these fairs)

CrOQSZ-The major food crops are rice, wheat and maize. Apart from it this area is major
producers of sugarcane, tobacoo and other cash crops. People here are very laborious. Lentils,
sun flower and mstard is also grown in this area. Crop and agriculture has given rise to
many agro based industries in this area.

Fruits: -This area is famous fditchi sahi and china. The litchi crop is aladile from May

to June only.There are large number of mango and litchi orchards in this area. Export of these
licthi bring a large amount of foreign currency to the country. At the same time it is boosting
the economic scenario of the whole area.

Education

Thakur Jugal Kishore Singh College
Kendriya vidyalya jawahar nagar
Srk Goenka College

Lakshmi High School

Delhi Public School

S.H.B.S. Boarding School
D.A.V. Public School

Mathura High School

J.B. High School Majorganj

High School Runi Saidpur

High Schol Bela Shanti Kutir
High School Pupari

Middle School Bela Shanti Kutir
Middle School Basdev Pur Boha
Middle School Bhadiyan

=4 =4 =4 -4 4 -4 -4 4 -4 -a -4 - -4 -8 A
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Middle SchoolSahiyara

shri Lakhan Narayan Memorial High Schodid@aut
Mahanth sri Ayodhya Ramanuj High School, Rewasi
MP HIGH SCHOOL DUMRA SITAMARH I**

high school balua ()panchayat)

amshobha mandal (Samajsevi)

Sports

Heman Trophy (cricket) is organised every year at the Goenka College Ground, which adds
some zeal tehe life of the youths. Cricket is played in every nook and corner of the district.

=A =4 =4 =4 —a -8

Health profile of Sitamarhi District

Sitamarhi has shown consistent improvement in some of the key health indicators across the years. Still the overall situation
of the district leaves much to be desired. According to a survey by International Institute of Population Sciences conducted
in 2006, the key RCH and other health indicators of the district are as follows:

Table 2 rhi Health Profile

Key population Infant Mortality rate 52
indicators Maternal mortality rate 430
Crude birth rate 31.9
Death rate 5.0
District Level Household & Facility Survey %‘;Eg %‘5'(?4? Bihar DLHS 3
Key RCH Girls marrying below 18 yrs. 44.4 61.3 46.2
Indicators Birth order 3+ 56.3 62.0
(in percentages) Current use of any FP method 25.3 25.3 32.4
Total unmet need 41.2 39.5 37.2
Pregnant women who registered in the first trimeste 22.0
Pregnant women with 3 + ANC 22.9 11.4 26.4
Pregnant women reaa at least 1 TT injections 66.2 20.7 58.4
Delivery assisted by a skilled attendant at home 4.7 4.6 5.9
Institutional births 16.4 8.0 27.7
Children with full immunization 39.1 32.1 41.4
Children with Diarrhea treated within last two weeks| 79.0 925 73.7
who recéved treatment
Children with Acute Respiratory infections in the lasj 76.5 73.4
two weeks who were given treatment
Children who had check up within 24 hours after 19.1
delivery
Children who had check up within 10 days of delivel 20.0

1. Health Facilities in Sitamarhi District

Sitamarhi district has one Sadar Hospital (DH) located in Sitamarhi City. Sub Divisional Hospital is under Construction in
Pupri. The district has a total of 17 Primary Health Centres (PH3@#)ditional Primary Health Centres (APHCs) and13

Health Sub centres (HSCs). The district has One Referral Hospitals located at Mejarganj. The two operational blood bank is
at one in Sadar Hospital & second in Pupri in Sitamarhi district. The planning team for the Dhtf&Ptook a
comprehensive mapping and situational analysis of these health facilities in terms of infrastructure, human resources and
service delivery.
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Human Resources for Health in Sitamarhi

2(A) Medical Officers

Sitamarhi currently has 14#qgular dotors sanctioned out of whictD4 are present. Similarly 56 contractual positions are
sanctioneddr doctors against which only 38BBS & 41 AYUSH, are postd. 15 Specialistdoctors arelsoposted

2(B) Staff Nurses

The total number of positiorsanctioned under this category is 17, in positidiiade A nurses (Regular) and contractual
staff nurse isL08out of which 59s in positioned.

2(C) ANM

The total number of positions sanctésl under the regular ANM is 34it position 2.
And ANM(R) sanctioned post B41 out of which 11%re in position.

2(D) LHV
Total number of positions sanctioned post is 29 out of which 5 are in position.

2(E) Health Educator

Total number of positions sanctioned post is 28 out of whicarg in position.

DHAP PROCESS IN DISTRICT SITAMARHI

The District Health Action Plan of Sitamarhi has been prepared under the guidance of the Chief
Medical Officer, Additional Chief Medical Officer, All District Programme officer of Sitamarhi and
District Programme Management Unit (DPMU) DHS with a joint effort of the Block Programme
Management Unit (BPMU), Rogi Kalyan Samiti, District Health Educator, the BMOs and various
M.O-PHCs as well as other concerned departments under a participatory procdietd Bhedf of the
department has also played a significant role. Public Health Resource Network has provided technical
assistance in estimation and drafting of various components of this plan.

Process of Plan Development
Preliminary Phase

The prelimirary stage of the planning comprised of review of available literature and reports.
Following this the research strategies, techniques and design of assessment tools were finalized. As a
preparatory exercise for the formulation of DHAP secondary Healthwaatacomplied to perform a
situational analysis.

Main Phasei Horizontal Integration of Vertical Programmes

The Government of the State of Bihar is engaged in the proces$ aésessing the public healthcare
system to arrive at policy options for @deping and harnessing the available human resources to
make impact on the health status of the people. As parts of this effort present study attempts to
address the following three questions:

1. How adequate are the existing human and material resouncasaais levels of care (namely
from subi center level to district hospital level) in the state; and how optimally have they
been deployed?

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

3. What stuctural features of the health care system as it has evolved affect its utilization and
the effectiveness?
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With this in view the study proceeds to make recommendation towards workforce management with
emphasis on organizational, motivational and capduityding aspects. It recommends on how
existing resources of manpower and materials can be optimally utilized and critical gaps identified
and addressed. It also commends at how the facilities at different levels can be structured and
organized.

he studyused a number of primary data components which includes collecting data from field through
situation analysis format of facilities that was applied on all HSCs and PHCs of Sitamarhi district. In
addition, a number of field visits and focal group discussimterviews with senior officials, Facility
Survey were also conducted. All the draft recommendations on workforce management and
rationalization of services were then discussed with employees and their associations, the officers of
the state, districand block level, the medical profession and professional bodies and civil society.
Based on these discussions the study group clarified and revised its recommendation and final report
was finalized.

Government of India has launched National Rural Healibsidn, which aims to integrate all the

rural health services and to develop a sector based approach with effective intersectoral as well as
intrasectoral coordination. To translate this into reality, concrete planning in terms of improving the
service siation is envisaged as well as developing adequate capacities to provide those services. This
includes health infrastructure, facilities, equipments and adequately skilled and placed manpower.
District has been identified as the basic coordination unjtlorning and administration, where it has

been conceived that an effective coordination is envisaged to be possible.

is Integrated Health Action Plan document of Sitamarhi district has been prepared on the said context.

Preparation of DHAP

The Plan haseen prepared as a joint effort under the guidance of Civil Surgeon, all incharge
programme officers as well as the MOICs, Block Health Managers, ANMs, as a result of a
participatory processes as detailed below. After completion the DHAP, a meetirgamszed by

Civil Surgeon with all MOIC of the block and all programme officer. Then discussed and displayed
prepared DHAP. At last it has been approved by the chairman of the District Health Society. If any
comment has came from participants it has added tinalized. The field staffs of the department too

have played a significant role. District officials have provided technical assistance in estimation and
drafting of various components of this plan.

After a thorough situational analysis of districatik scenario this document has been prepared. In

the plan, it is addressing health care needs of rural poor especially women and children, the teams
have analyzed the coverage of poor women and children with preventive and promotive interventions,
barriess in access to health care and spread of human resources catering health needs in the district.
The focus has also been given on current availability of health care infrastructure in
pubic/NGO/private sector, availability of wide range of providers. THi$AP has been evolved
through a participatory and consultative process, wherein community and other stakeholders have
participated and ascertained their specific health needs in villages, problems in accessing health
services, especially poor women and difgh at local level.
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District Health Action Plan Planning Process
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District Profile

District Health Administrative Setup

Sitamarhi
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Situational Analysis:

Bihar Districtwise Population(Decreasing)
Source-Census 2011

5772,804
) 50,82,868
1 47,78,610

Patna |
Purba Champaran I
Muzaffarpur T
Madhubani I 1 44,76,044
Gaya I 143,79,383
Samastipur g 142,54,782
|
|
|
|

Saran |
Pashchim Champaran |
Darbhanga ) 39,21,971
Vaishali ) 34,95,249
Sitamarhi | 134,19,622
) 33,18,176
Purnia ) 32,73,127
Katihar | ) 30,68,149
Bhagalpur 1 30,32,226
Rohtas |~ —_——129,62,593
Begusarai 129,54,367
Nalanda | 128,72,523
Araria J 28,06,200
Bhojpur 127,20,155
Gopalganj ) 25,58,037
Aurangabad 125,11,243
Supaul | 122,28,397
Nawada 122,16,653
Banka | 1 20,29,339
Madhepura 119,94,618
Saharsa — - 18,97,102
Jamui } 1756078
Buxar ‘] ) 17,07,643
Kishanganj ‘l 116,90,948
Khagaria ‘l 116,57,599
|

) 39,43,098
1 39,22,780

Siwan

Kaimur {Bhabua) |" 116,26,900
Munger 1—’ 13,59,054
Jehanabad 1124176

Lakhisarai ‘-I———‘ 10,00,717

Arwal 1;' 699563

Sheohar 6,56,916
Sheikhpura 6,34,927
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7 rs
 Decadal Growth Rate ¥4
- ~“Source-Census 2011 -

> > 4
. .- 4 . .- > . » - )
- > - » - 4 ad

India — — 18 '
© ' Gopalganj 18.83 . >
Darbhanga - - 19 _* o ~
4, Arwal - 39.01 , ° ">
Munger 19.45 -
Rohtas 20.22 l
- Sheikhpura 20.82
Nalanda |§5= — 21.18+ :
~“ Bhojpur - ' 5 21.27 -
o Jehanabad — : — 21.34 - :
' saran = — 21.37 » A
Buxar ' : 21T
£ Siwan ' - 22.25 4.
Patna 22.34 e
Nawada 22.49
Lakhisarai 24.74
Aurangabad — . - - 24.75 4
o 2 pir : — 22507
A ; Bhagalpur _— _— 25.13 :
» Madhubani : 2519 S A
' Samastipur - 2933 ; *
L Jamui . - '25.54 £
Begusarai - . 25.75
Saharsa : — 25.79
Gaya 4 . 26.08
~_ Banka | . . . - : 26.14
"~ ‘Sheohar - _ B 27.32 .
:- L Sitamarhi — — ) 27.47. . e
! Kaimur (Bhabua) 27.54 A
: Mt}zaff_af"pur-' - - - 27.54
& Katihar . 28.23 L
Vaishali | #55 - J 28.58
Supaul = ] 23.92
: Purnia : . 28.66
Pashchim Ch,ampa'ran " — - — 28.89
. Purba Chémpara'n - - - B 29.01
. :ﬁ 4 K.hagaria 2:9 6‘
 Araria. . , 30
' Kishanganj : E— i E— 30.44
" Madhepura - - — 30.65

-

-

-
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Bihar-District Population % Contribution

Sheohar
Sheikhpura
Arwal
Lakhisarai
Jehanabad
Munger
Kaimur (Bhabua)
Khagaria
Kishanganj
Jamui
Buxar
Saharsa
Madhepura
Banka
Supaul
Nawada
Aurangabad
Gopalganj
Araria
Bhojpur
Begusarai
Nalanda
Katihar
Bhagalpur
Rohtas
Purnia
Sitamarhi
Siwan
Vaishali
Pashchim Champaran
Saran
Darbhanga
Samastipur
Gaya
Madhubani
Muzaffarpur
Purba Champaran
Patna

Source-Census

m 2011 =2001

863
883
¥4
8:99
408
L3
i34
1
1%
168
L&y
1.83
1182
182
205
24%
343
&g
%7
267
383
746
2%
3.93
$97
3%
3%
3357
3537
¥78
$91
B97
409
422
4:31
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Literacy Rate-Person
Source-Census

H 2011 =m2001

52.49
Sitamarhi = : ' 38 53.53
53.56
Madhepura - 53.78
54.57
Araria i 55.1
| 56
Kishanganj ' 57.04
58.06
Darbhanga E A2 58.26
58.26
Supaul P 59.65
7 60.12
Khagaria i 7 60.87
] 60.9
Nawada P ] 61.63
rF s 62.16
Samastipur 7 63.81
. 63.82
Lakhisarai 7 64.95
. 64.96
Muzaffarpur A8 65.68
A0 65.96
Begusarai A% 66.23
i - 66.35
Nalanda h 66.41
! ’ 67.04
Jehanabad r 68.27
- 68.56
Saran 68.57
69.54
Kaimur (Bhabua) 71.01
! 71.59
Buxar P 71.77
' 72.47
Aurangabad F 72.77
! 72.79
Munger . 73.3

' 74
Rohtas I__ 75.59
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Literacy Rate-Male

Source-Census 2011

m 2011 = 2001

Katihar
Purnia
Sitamarhi
Sheohar
Madhepura
Araria
Saharsa
Kishanganj
Purba Champaran
Pashchim Champaran
Khagaria
Darbhanga
Banka
Nawada
Supaul
Bhagalpur
Madhubani
Samastipur
Bihar
Muzaffarpur
Jamui
Lakhisarai
Begusarai
Gaya
Sheikhpura
Vaishali
Nalanda S
Gopalganj YR 78.38
Jehanabad 3B 79.3
Saran 57 79.71
Munger g g 80.06
Patna ¥,80.28
Arwal . 81.27
Kaimur (Bhabua) R 81.49
India ) 82
Aurangabad " 82.52
Siwan . 82.77
Buxar - 82.78
Bhojpur 84.08
Rohtas 85.29
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Crude Birth Rate (Source- AHS 2010-11)
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Infant Mortality Rate(Total)
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Infant Mortalifv Rate (Rural)- Sourcé- AHS- 2010-11
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Rate (Source- AHS-2010-11
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Sex Ratio at Birth (Source- AHS- 2010-11)
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Sex Ratio (All ages)- Source- AHS- 2010-11
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Ante Natal Care Services (Source- DHIS-2)

52304

>4
Total number of  Of which Number New women Number of
pregnant women registered within  registeredunder pregnant women
Registered for first trimester JSY received 3 ANC
ANC check ups

M April to Nov-2010 = April to Nov-2011
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83851 ANC Care (Source- DHIS-2)

TT1 TT2 or Total New cases Number of Number Number
Booster numberof detectedat Eclampsia having Hb having
pregnant institution cases level<11 severe
women managed (tested anaemia
given 100 during cases) (Hb<7)
IFA tablets delivery treatedat
institution

M April to Nov-2010 m April to Nov-2011

Delivery (Source- DHIS-2)

15402
13601

Deliveries conducted at Public Home Delivery

Institutions
M April to Nov-2010 = April to Nov-2011
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Home Deliveries attended by (Source- DHIS-2)

9675

298
162
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m April to Nov-2010 m April to Nov-2011

No. of Cases JSY incentives paid to (Source- DHIS-Z)

29453

1674
883 685 61 102
- ) - ) l - ) : "
Mqthers ; 4 ASHAs : ANM or AWW (only for HPS :
States)

M April to Nov-2010 m April to Nov-2011
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C- Section deliveries in Public Institution (Source- DHIS-2)
_ _ 20 :

PHC Sub-divisional hospital/District
Hospital

“® April to Nov-2010  ® April to Nov-2011

Pregnancy Outcome (Source- DHIS-2)

26741

16117
13245 13496 13118

8377 1001 9447 10063
43324633
307 458 7 66

T

Female
Male
Still Birth

Total live Birth
Newborns weighed at birth

Abortion (spontaneous/induced)
Newborns having weight less than 2.5
kg

Newborns breast fed within 1 hour

M April to Nov-2010  ® April to Nov-2011
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Post Natal Care (Source- DHIS-2)

9970

Within 48 hours after Between 48 hours and 14 PNC maternal
delivery days complications attended

® April to Nov-2010 = April to Nov-2011

Treatment Initiated in New RTI/STI cases (Source- DHIS-2)
489

284

Male Female

M April to Nov-2010  ® April to Nov-2011
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NSV cases (Source- DHIS-2)

9

o

PHCs ‘ Sub-divisional ‘hospitals/ District
Hospitals

W April to Nov-2010  ® April to Nov-2011

Minilap Sterilisation (Source- DHIS-2)

2469

PHCs Sub-divisional hospitals/ Private facilities
District Hospitals

M April to Nov-2010 H April to Nov-2011
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Post Partum Sterilisation (Source- DHIS-2)

PHCs Sub-divisional hospitals/ Private facilities

District Hospitals
B April to Nov-2010 ™ April to Nov-2011

IUD Insertion (Source- DHIS-2)

1631
1399

ihad95 FEan
-
Sub-Centers PHCs Sub-divisional Private facilities

hospitals/ District
Hospitals

® April to Nov-2010 H April to Nov-2011
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96660

19588
12547

[
Q‘
=
o

1205 2388 345 2216
e

%

‘:s
1UD removals B

Oral Pills distributed

Condom pieces distributed

Centchrdman (weekly) pivlls given

Emergency Contraceptive Pills.
distributed

M April to Nov-2010  ® April to Nov-2011

Child Imminisation (Source- DHIS-2)

47253

40999

0 267 276

T T 1

DPT1

DPT2

DPT3

OPV1

OPV2

OPV3
Hepatitis-B1
Hepatitis-B2
Hepatitis-B3
Measles

OPV 0 (Birth Dose)

B April to Nov-2010  m April to Nov-2011
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Fully Immunised (children aged between 9-11 months) (Source- DHIS-2)

46494 46321

24929 24158

Male Female Total

M April to Nov-2010  m April to Nov-2011

Vitamin A (Source- DHIS-2)

16533

4980

1575

Dose-1 Dose-5 Dose-9

M April to Nov-2010  ® April to Nov-2011
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Immunisation Session (Source- DHIS-2)

18261

April to Nov-2010 April to Nov-2011

® Planned mHeld = ASHA Present

8406
2 81 93 28650306
T g
VHND at AganWadi RKS meetir;g Ambulance uéed for

transporting patients

m April to Nov-2010 m April to Nov-2011
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Outpatient Data Total (Source- DHIS-2)

31617

April to Nov-2010
April to Nov-2011

Inpatient Data (Source- DHIS-2)

31617

Female

® April to Nov-2010 = April to Nov-2011
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Other Services Data (Source- DHIS-2)

10158

Dental

Procedures Adolescent
Councelling Hb Test
Services conducted

M April to Nov-2010 m April to Nov-2011

HIV Test (Source- DHIS-2)

9813

Total Male Female Non Female with Widal Test
ANC ANC Conducted

M April to Nov-2010  m April to Nov-2011
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ASHA»SeIection'vs Target Sitam'arhi District

2965

2965

Dec. 2010 s -
T . Dec.2011

W Target M Selected
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