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From  the  editors  desk…. 

 

Dear Readers! 

 

We at Public Health Resource Network are very delighted to present the first edition of our 

newsletter: “Swasthika”. PHRN made its presence in Bihar in the year 2008 and has 

slowly carved a niche. This Newsletter is a small initiative to share our experiences and 

opinions with all of our friends. We hope this newsletter will be enriching and also help the 

readers to be more familiar and to get associated with us and with the issues of public health. 

Based on the indicators, mostly related to primary health care infrastructure and reproductive 

and child health care the state of Bihar ranks at 35th position in the country (DLHS 2002-04). 

The Rural Healthcare of Bihar represented by 1641 PHC out of which only 208(13%) have 

labour room and 218 are with OTs (Times of India, 22 November 2007).  

 

Moreover, Bihar is amongst one of the States ranked lowest on Human development Index. 

High Maternal Mortality Rate of 312 (SRS 2004-06) , low Rural Institutional births 18.6 

(NFHS 3) High Total Fertility Rate (4.2,NFHS 3) and High Infant Mortality rate  52/1000 

(SRS Bulletin, volume 45 No.1) of Bihar keeps reminding us about how much more work 

needs to be done on this front before the goals of NRHM could be realized. This also makes 

the role of all development partners & NGOs including PHRN imperative to supplement & 

complement states efforts in this direction. 

 

PHRN, Bihar since its inception from the year 2007 is taking best possible efforts to 

strengthen Public Health system by networking and partnering with various Individual and 

agencies striving for “Health for all” with special focus on our engagements with state & 

district health societies.  

Health as we all know has complex and multidimensional aspects .We will through this 

newsletter try to capture issues mostly pertaining to accessibility, availability and 

effectiveness of Public Health service delivery under the aegis of National Rural Health 

Mission.  

We cordially invite your valuable suggestions and comments for enrichment of the 

Newsletter. 

 

With Best compliments 

Swasthika Editorial Team 
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ifCyd gsYFk fjl®lZ usVodZ--------------------------------- ,d utj 

ftyk Lrj ij rduhfd lalk/kuksa ds O; vknku&iznku vkSj yksd LokLF; ra= ds lqǹ<+hdj.k esa 

;ksxnku nsus kid gSA bldk Rofjr mÌs’; gS] ftyk Lrj ij LokLF; vk;kstu o dk;Zdze ds bPNqd 

lefiZr O;fDr;ksa o laxBuksa ds usVofdZax dh furkar vko’;dRkk fdz;kUo;u esa jk"Vªh; xzkeh.k LokLF; 

dk;Zdzeksa dks cy fey ldsA 

      

ih0,p0vkj0,u0 lu~ 2005 ls NŸkhlx<+] >kj[k.M] 

fcgkj ,oa mM+hlk jkT; esa dk;Zjr gSA ;g LokLF; ls 

lacaf/kr dk;Zdzeksa esa jktLFkku] gfj;k.kk] mÙkjk[kaM ,oa 

mÙkj&iwohZ jkT;ksa esa lg;ksx iznku djrk gSA tgkWa 

ih0,p0vkj0,u0 ,d ,sfPNd usVodZ gS ftlesa vusdksa 

tu LokLF; dehZ tks ‚Health for All‛ ds y{; dks 

izkIr djus esa viuh {kerk fodkl dj iz;Ru’khy gSa] 

tqMs+ gSaA ogha tu LokLF; lalk/ku lfefr ,d dksj xzqi 

gS ftlus bl usVodZ dh ’kq:vkr dh gSA 

ih0,l0vkj0,l0 dqN lnL;ksa ,oa Qqy VkbZel dk 

lewg gS tks ih0,p0vkj0,u0 dks usr`Ro iznku djrk  gS 

vkSj blds fdz;kUo;u dks laHkkyrk gSA 

 

Our efforts  and  achievements…. 

PHRN, Bihar has been consistently involved in supporting community participation in 

health programs and capacity building for enhancing community processes under the 

NRHM. In this regard, in the year 2010, we were involved in VHSC orientation in 

Rohtas, Jehanabad, Vaishali, Araria and Nawada. We were also part of the Training 

of Trainers as a nodal capacity building agency, for the “Rogi Kalyan Saptah” 

observed in the month of August across all thirty eight districts of Bihar. We were 

directly involved in orientation for the formation and functioning of Rogi Kalyan 

Samitis and follow up on action in Araria, Banka, Kishanganj, Bhagalpur, Kaimur, 

Bhojpur, Buxar, Rohtas, Nawada, Nalanda, sheikhpura, Lakhisarai, East Champaran, 

Siwan, Betiah, Vaishali, Muzaffarpur, Samastipur, Jehanabad, Aurangabad. 

One of the core programs of the organization has been the Community Health 

Fellowship Program, a two year full time programme, which provides young 

development professionals a strong back ground in the field of community health. The 

programme nurtures, grooms and educates the fellows in the states of Rajasthan, 

Bihar, Jharkhand and Orissa towards enhancing and strengthening of community 

processes in the NRHM in the districts and grass roots level. The fellowship 

programme imparts multi-disciplinary knowledge to the young professionals that is 

relevant to the context through a learning process that has action and reflection inbuilt 

into it. The focus is on creating community health professionals with high motivation 

and technical competencies to work with people, civil societies and the state to further 

tu LokLF; lalk/ku usVodZ (PHRN) 

,d {kerk fodkl dk;Zdze gS tks 

ljdkjh ,oa xSj&ljdkjh laxBuksa ds 

LokLF; deZpkfj;ksa ds lkFk tqM+dj 

jk"Vªh; xzkeh.k LokLF; fe’ku ds 

dk;Zdzeksa dks tehuh vk/kkj iznku 

djrk gSA ;g usVodZ mu lHkh 

O;fDr;ksa] laLFkkvksa] ,u0th0vks0] jkT; 

LokLF; lfefr;ksa rd igWaqp cukus ,oa 

mudh ;ksX;rk dk foLRkkj dj LokLF; 

ds Lo:Ik esa cnyko ykus dks izsjd 

gSA 
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the ideals of „Health for All‟. The first batch of this fellowship graduated in December 

2010, under which we made some remarkable achievements.  

In Bihar, we started this   journey with ten fellows (placed in 10 districts), while five 

left before the completion of the fellowship, five more stood with us till the end.   

        

 

dE;qfuVh gsYFk Qsyks ds :Ik esa esjk vuqHko 

t; d`‛.k 

lh,p,Q] jksgrkl 

 

dE;qfuVh gsYFk Qsyks ds :i esa nks o‛kZ esjs dk;Zthou dk ,d egRoiw.kZ iM+ko jgk gSA bu nks lkyksa 

esa eSs cgqr lkjs u, rF;ksa ls voxr gqvk o dbZ egRoiw.kZ ‘kf[l;r ls feyus dk volj izkIr gqvk 

ftuds fopkkjksa us esjs vkxkeh dSfj;j dh fn’kk dks Hkh izHkkfor fd;k gSA flQZ thfodksikTkZu ds fy, 

ukSdjh djuk esjk ‘kq: ls gh /;s; ugha jgk D;ksafd esjk ekuuk gS fd viuh izfrHkk o dkS’ky dk 

mi;ksx Lofgr esa ugha cfYd tufgr esa gks rks Js;Ldj gSA 

eSau viuh dSfj;j dh ‘kq:vkr LokLF; i=dkfjrk ls dh rFkk Qsyksf’ki ds iwoZ eSaus ;{ek fu;a=.k 

dk;Zdze esa nks lky rd dk;Z fd;k gSA bl nkSjku eSaus ;g eglql fd;k gS fd ljdkjh O;oLFkk ds 

vanj dk;Z djus okys deZpkfj;ksa esa dk;Z djus dh izsj.kk dk vHkko gS vkSj ;gka dke u djus ds 

rjhds <a<s tkrs gSaA ,slk ugha fd lkjs yksx ,sls gSa ij tks viuh iwjh mTkkZ ds lkFk dke djuk 

pkgrs gSa mUgsa izksRlkfgr djus ds cnys grksRlkfgr djus dk iz;kl Hkh fd;k tkrk gSA foxr nks 

lky esa jk"Vªh; xkzeh.k LokLF; fe’ku ds lkFk l?kurk ls dk;Z djus ds nkSjku eq>s ;g yxk fd bl 

dk;Zdze esa ftrus lafonk vk/kkfjr dehZ gSa muesa dk;Z djus dh izo`fr Hkh gS vkSj mtkZ HkhA gkykafd 

 

As a result of the consistent and dedicated 

action of our community health fellows, placed 

across ten districts in Bihar we have managed 

to bring about some useful and important 

changes. Some of them worth mentioning are:  
 Introduction of RK-39 KalaAzar Testing 

Kit at peripheral level in Jehanabad 

 Free Radiology and Pathology Services in 

all government hospitals of Bihar was the 

result of the survey report of the CHF in 

Gaya and Darbhanga. 

 Adolescent Clinic opened in the PHC 

(Noorsarai) of Action Research. 

 Development and strengthening of health 

network 

 First district level workshop on RKS was 

conducted in Rohtas 

 
                     

 

Jay Krishna 

•Rohtas 

Raveej Ranjan 
Singh 

•Gaya 

Seema  

•Nalanda 

Shefali Kuntal 

•Jehanabad 

Jalaluddin Khan 

•Muzaffarpur  

Shweta kumari 

•Samastipur 

Nazish Neyaz 

•   Araria 

Arun K Singh 

•Aurangabad 

Farhat Yasmin 

•Vaishali 

Saroj Kant 
Choudhary 

•Darbhanga 
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iqjkuh O;oLFkk us mudks Hkh izHkkfor djus dk iqjtksj iz;kl fd;k vkSj dqN yksx izHkkfor gq, Hkh 

ijarq dqy feykdj ,d dk;Z’khy laLd`fr dk fuekZ.k gqvk gS ftls vkxs ys tkus dh t:jr gSA 

xzkeh.k leqnk; esa LokLF; psruk rFkk miYkC/k ljdkjh lsokvksa dh tkudkjh dk vHkko gS ftldh 

otg ls os ljdkjh LokLF; lsokvksa dk leqfpr ykHk ugha mBk ikrs nwljh rjQ tks yksx ljdkjh 

LokLF; dsanzksa ij igaprs gSa mUgsa Hkh xq.koRrkiw.kZ lqfo/kk izkIr ugha gks ikrh ftlls ljdkjh lqfo/kkvksa 

ds izfr mudk fo’okl izHkkfor gksrk gS; gkykafd jk"Vªh; xzkeh.k LokLF; fe’ku ds rgr ljdkjh 

LokLF; dsanzksa dh lq/kjrh gkyr us yksxksa esa ,d ubZ vkl 

txkbZ gS vkSj yksx ljdkjh LokLF; dsanzksa ij vkus yxs 

gSa ysfdu vHkh Hkh LokLF; dsanzksa ij xq.koRrkiw.kZ LokLF; 

lqfo/kk cgkyh dh fn’kk esa cgqr dke gksuk ‘ks‛k gS lkFk 

gh LkkFk LokLF; tkx:drk c<+kus dh Hkh T;knk t:jr 

gSA eSaus bl fn’kk esa lkFkZd iz;kl fd;kA ftyk LokLF; 

dh ekfld cSBdksa esa eSaus LokLF; dk;Zdzeksa ds vuqikyu 

esa O;kIr vM+puksa dh rjQ vf/kdkfj;ksa dk /;kukd`‛V 

fd;kA lkeqnkf;d cSBdksa dk vk;kstu dj eSaus yksxksa dks 

LokLF; ds izfr tkx:d djus dk iz;kl fd;kA EkSaus 

iapk;r izfrfuf/k;ksa dks LokLF; dk;Zdzeksa ds izfr mUeq[k 

djus rFkk mUgsa LokLF; lsokvksa dks tulqYkHk cukus esa 

viuk ;ksxnku nsus dh iSjksdkjh dhA  

fdlh Hkh dk;Zdze dh lQyrk esa lkeqnkf;d lgHkkfxrk dk egRoiw.kZ ;ksxnku gS blds fcuk 

LokLF; dk;Zdze dks tulqyHk o tufgrdkjh ugha cuk;k tk ldrkA blh eqn~ns dks /;ku esa j[krs 

gq, jk"Vªh; xkzeh.k LokLF; fe’ku esa lkeqnkf;d izfdz;k dk lfEefyr fd;k x;k gSA jksxh dY;k.k 

lfefr] xzkeh.k LokLF; o LoPNrk lfefr o vk’kk dk;Zdze blds egRoiw.kZ ?kVd gSaA dE;qfuVh gsYFk 

ds :Ik esa eSaus jksgrkl ftys esa ns[kk fd ftyk LokLF; ra= bu fo‛k;ksa ij visf{kr /;ku ugha ns jgk 

gSA eSaus mijksDr eqn~ns ij ldkjkRed dke fd;k rFkk bu fo‛k;ksa dks ftys ds LokLF; ;kstuk esa 

egRoiw.kZ LFkku fnykus ds fy, iSjksdkjh dhA eSaus ftys esa jksxh dY;k.k lfefr] xzkeh.k LOkkLF; o 

LOkPNrk lfefr dh lqn<̀+hdj.k dh fn’kk esa egRoiw.kZ dke fd;kA blds fy, ftyk o iz[kaM Lrj ij 

mUeq[khdj.k dk;Z’kkyk vk;ksftr djus ds fy, eSaus iSjksdkjh dh tks lQy jghA ,sls mueq[khdj.k 

dk;Z’kkykvksa dk lnL;ksa ij dkQh LkdkjkRed izHkko iM+k gSA  

yksxksa dh LokLF; vko’;drkvksa dh iwfrZ ds fy, yksd LokLF; ra= o flfoy laLFkkvksa dk izHkkoh 

leUo; vko’;d gSA ppkZ ds nkSjku eSaus ;g eglql fd;k fd nksuksa i{kksa dk ,d nwljs ds izfr dqN 

ukjktxh gS ftlls nksuksa i{kksa ds chp Qynk;h xBtksM+ cuus esa vM+pusa vkrh gSaA dE;qfuVh gsYFk 

Qsyks ds :i esa eSaus yksd LokLF; ra= o flfoy laLFkkvksa ds chp dh dM+h ds :Ik esa dke fd;k 

rFkk ,d nwljs dh vko’;d lk>snkjh dh iSjksdkjh dh ftldk ldkjkRed izHkko IkM+kA eSaus ;g 

eglql fd;k gS fd ftys ds LokLF; O;oLFkk esa dE;qfuVh gsYFk Qsyks dh egRoiw.kZ Hkwfedk gks ldrh 

gS vkSj jk"V ªh; xzkeh.k LokLF; fe’ku dh lQyrk ds fy, fy, ftyk Lrj ij ,sls LokLF; dehZ dh 

t:jr gS tks leqnk; vkSj ra= ds chp lsrq dk dke dj ldsA 

 

 

 

esjk tUe xkao esa gqvk vkSj xkeh.k 

ifjos’k ls esjk tqM+ko jgk gS blfy, 

xzkeh.k leqnk; dh t:jrksa ls EkSa 

iwoZifjfpr gwa, ijarq dE;qfuVh gsYFk 

Qsyks ds :i esa dk;Z djrs gq, eq>s 

xkzeh.k leqnk; dh LokLF; t:jr®a o 

LokLF; leL;kvksa ds ckjs esa utnhd 

ls tkuus dks volj feykA 
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xk¡o dh vk'kk 

By Mukund Singh Munda 

 

?kj & ?kj tkdj tks crykrh 

Tkhou dh ifjHkk’kkA 

tjk xkSj ls ns[kks bls 

;s gS xk¡o dh vk‛kkAA 

;s mudh ftEesnkjhA 

fu;fer Vhdkdj.k esa jgrh 

budh HkkxhnkjhAA 

 

T;knk i<+h ugha gS fQj Hkh 

LoLF; dk ikB Ik<+krhA 

tPpk&cPpk dh ns[kHkky 

dj viuk QtZ fuHkkrhAA 

gj O;fDr dks LoLFk cukuk 

budk igyk dkeA 

 

xzke okfl;ksa ds fy, rks 

;s gh ,d ojnkuAA 

 

jksx eqDr gks ns‛k gekjk 

budk igyk ukjkA 

efgyk vkSj cPpksa dh [kkfrj 

;s ,dek= lgkjkAA 

 

gj eqf‛dy esa ge yksxksa dks 

nsrh lkFk fny lsA 

tjk XkkSj ls ns[kks 

;s gS xk¡o dh vk‛kkAA 

 

 

lR; vuqÒo 

 Tkuuh ,oa cky lqj{kk ;kstuk dk ykHk 

Tkuuh ,oa cky lqj{kk ;kstuk jk’Vªh; xzkeh.k LokLF; fe‛ku ds rgr ‚kq: dh xbZ ,d ,slh ;kstuk gS 

ftlds vUrxZr izlo ds fy, izkFkfed LokLF; dsUnz esa vk;h xHkZorh efgykvksa dks izlo ds ckn 

vU; lqfo/kkvksa ds vykok 1400 :0 dk vkfFkZd ykHk feyrk gSA gkykafd gtkjksa xHkZorh efgykvksa 

dks bldk ykHk feyk fQj Hkh dqN ,slh ifjfLFkfr;kW gSa ftuij /;ku nsuk t:jh gSA  

dsl LVMh CykWd- uwjljk; 

CykWd uwjljk; ds vUrxZr ,d NksVk lk xkWo gS fd‛kquiqj A bl xkWo esa egknfyr eq‛kgj tkfr dh 

cgqyrk gSA gkykafd xkWo okyksa dh eq[; is‛kk [ksrh gS ijUrq fo‛ks’kdj eq‛kgj tkfr iM+ksl ds xkWo ds 

lEiUUk fdlkuksa ds [ksr esa esgur etnwjh djds viuk thou;kiu djrs gSaA xkWoksa esa izos'k djrs gh 

feV~Vh dk ?kj ,oa Qwl dh Nrksa dk flyflyk ‚kq: gks tkrk gSA bUgha ?kjksa esa ,d ?kj ‚khry ek>h 

dk Hkh gSA ‚khry eka>h dh iRuh xHkZorh FkhA vkSj ,d *vk‛kk* tks fd cxy ds xkWo ls nks ,d 

eghus esa ,d ckj dHkh vk tkrh Fkh] ds lkStU; ls tuuh cky lqj{kk ;kstuk dk irk pykA izlo 

gksus ds fy, ljdkjh vLirky dh eqQr lqfo/kkvksa ds vykok 1400 :0 ds ykHk dks lqudj ‚khry 
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eka>h ds lkFk&lkFk mudh iRuh Hkh dkQh [kq‛k gqbZA vk‛kk ds ugha vkus ij ‚khry eka>h us Lo;a gh 

iRuh dks izkFkfed LokLF; dsUnz ys tkdj Vh0Vh0 ds nks Vhds yxok;sA lHkh phtsa lghs py jgh Fkh 

ijUrq ,d jkr vpkud mudh iRuh dks izlo&ihM+k ‚kq: gks xbZAjkr esa fdlh lokjh dh lqfo/kk 

miyC/k ugha gksus ds dkj.k ‚khry eka>h us le>nkjh fn[kkrs gq, izkFkfed LokLF; dsUnz esa ,Ecqysal 

ds fy, Qksu fd;k ijUrq vLirky esa cgqr nsj rd fdlh us Qksu ugha mBk;kA fQj ckj&ckj 

dksf‛k‛k djus ij Qksu ls tckc feyk fd vHkh ,Ecqysal dh lqfo/kk miyC/k ugha gSA varr% ‚khry 

eka>h dh iRuh dks vius xkWo dh vizf‛kf{kr cq<h nkbZ dk gh lgkjk ysuk iM+kA gkykafd tPPkk&cPPkk 

nksuksa LokLF; gS] ysfdu nksuksa ifr&iRuh dks bl ckr dk eyky gS fd reke ,gfr;kr cjrus ds 

ckn Hkh mUgsa izkFkfed LokLF; dsUnz dh lqfo/kk vkSj tuuh cky lqj{kk ;kstuk dk ykHk ugha fey 

ldkA 

       Lkoky ;g mBrk gS fd lekt esa gkf‛k, ij Mky nh xbZ tkfr ds ,d ifjokj us ml 

ykHk dks mBkus dk liuk ns[kk ftldh lQyrk dh Madk ihVrs ge v?kk ugha jgs gSa vkSj dgha 

u dgha mu xjhc yksxksa ij ^ijns ds ihNs* ls ,glku Hkh trk jgs gSaA ij tehuh lPpkbZ fQj 

Hkh dqN vyx dgkuh dg jgh gSA  

 izkFkfed LokLF; dsUnz ds 24 ?kaVs dh lqfo/kk miyC/k djkus ds fy, ;g t:jh gS fd LokLF; dsUnz 

ij ,EcqysUl ;k vU; okgu vf/kd la[;k esa ekStwn jgs ;k midsUnz ij Hkh izlo dh lgh O;oLFkk nh 

tk, rkfd fQj fdlh izlo ihM+k >sy jgh efgyk dks lpeqp ge lkjh ;kstukvksa dk ykHk ns ldsaA 

  

Lkhek  

lh0,p0,Q0 ukyUnk 

 

 Kala Azar: A situation analysis 

Participatory Rural Appraisal was organized in the village Bungari of Chakia Block of east 

champaran district. This is the village in which maximum people were affected by kala azar 

and east champaran district is a district  which is highly effected by Kala azar epidemic. Kala 

azar test is done in each of the PHC and patient is given Rupees fifty per day for the number 

of days he or she is admitted. All the doctors in the PHC and District Hospital are very active 

and keen towards Kala azar cure. No patient of Kala Azar is ignored in the facilities and all 

the curation steps are taken effectively. 

I went to bungari village of chakia block as there were 7 patients of kala azar in that month in 

the PHC of this village. Visited a patient of Kala azar who was on the death bed. All the 

treatment has been taken by him from PHC. Further pity was that his wife was also having 

Kala azar and had also become weak . She was also taking treatment from PHC. When I 

further enquired the couple had called their daughter who was married in the nearby village 

as no one was in the house to prepare food and take care of them. Their daughter was also 

looking pale and ill. So I asked her if she is having any problem. She complaint of having 

fever since last week. But she had not yet went to PHC. 

All this situation made me to further check the awareness level and prevention strategy that 

the family knew about Kala azar. This inquiry really lighten the fact that they knew that it 

might be due to mosquito and prevention steps was out of their thought. The nature of sand-

fly, the importance of spraying, the need to clean their houses was never told to them. Only 
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taking clinical steps was not sufficient. Their houses was dark and wet. Small space and all 

beds on floor.  

After visiting the other houses in the village and many patients of Kala azar,need for 

awareness , prevention strategies and community participation in running this epidemic out of 

the village came up. Only clinical aspect is not enough. There is a need for bringing drastic 

changes in the living pattern of people and all this with their participation and under their 

ownership.  

Still this epidemic has not been controlled in the District. 

Shefali Kuntal  

CHF, Jehanabad 

 My Anganwadi is the best Anganwadi 

AWW Shamima Khatun of pokhraira village in Marwan block as been facing a problem on 

community level due to her minority identity.Some unsocial element used to stop people to 

use the facility provided through Anganwari, like Nutritious food, routine immunization etc. 

Due to this the health of children of this village affected seriously. Meanwhile I was on the of 

way of  visit to participate Mahila mandal meeting where I come to know about this problem 

and from then started making attempts to solve this problem. First of all i discussed with the 

AWW and tried to find out reality and then approach to local mukhiya and called a meeting 

of the villagers of this particular AWC. When we put all the outcomes and benefits of the 

services of AWC in front of the people and asked them it is your duty to look after the things 

happening at the centre, then they became ready to use the facility. Within a week a separate 

meeting with unsocial elements was conducted on this issue. After conversion with them we 

tried to find out their grievances and then it was found that the minority identity is not the 

problems of opposing them but  they said selection of AWW (undemocratic way of selection) 

and the distribution of  nutritious food was not properly given to the children. villagers 

suggested that this problem can be  only solve when all people sit together and discuss upon. 

then it was decided that coming Mahila mandal meeting will the date to solve this problems 

in which all has to present. then at AWC a meeting was organize and AWW,complainers and 

community had sit together and ultimetly sorted out this problems with the involvement of 

community and now this AWC with the full support of community is busy  rendering its 

service for the children and women. Now that AWC is one of the best running centre of this 

block. 

                                                                                                             Jalaluddin Khan 

CHF, Muzaffarpur 
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A Base line study: Assessing the status of exclusive 

Breastfeeding among Dalit and Muslim women in Araria 

By Kundan Lal Sah 

PGDDHM Intern, Araria 

In its 10
th

 Five Plan, the government of India has set a target to increase the rate of exclusive 

breastfeeding during the first six months to 80 percents from the current level of 41.2 percent, 

and to Increase the rate of Initiation of breastfeeding within one hour to 50 percent from the 

current level of 15.8 percent. It also targets to increase the rate of complementary feeding for 

6-9 months old infants to 75 percent from the current levels of 33.5 percent. 

 The 10
th

 Five year Plan has also set state specific targets. For the state of Bihar these 

are to increase the rate of exclusive breastfeeding during the first six months to 80 percent 

from the current level of 55.2 percent (0-3 months), the rate of initiation of breastfeeding 

within one hour to 19.6 percent from the current level of 6.2 percent and increase rate of 

complementary feeding of infants aged 6-9 months from 15 percent to 33.6 percent. 

This is a small account and a sneak peek into the results of the baseline study of breastfeeding 

practices among Dalit and Muslim families of two villages in Araria district of Bihar. 

 

Background of the study 

It is estimated that worldwide 10.9 million children under five years of age die every year, of 

which 2.42 million deaths occur in India alone.  The global strategy on infants and young 

child feeding, adopted by World Health Assembly (WHA), recognizes that two-thirds of 

these deaths occur during the first year and is related to inappropriate infant feeding practices. 

In terms of sheer numbers it comes to 16 lakhs deaths every year. Recently research on 

accelerating child survival published in the Lancet, clearly establishes that universal 

exclusive breastfeeding for the first six months is the single most effective child survival 

intervention-it reduce under-5 mortality by 13 percent. 

 Promotion of optimal infants and young child feeding practices is crucial of 

preventing malnutrition, early growth faltering, for reducing malnutrition, infant and neonatal 

mortality, and for promoting integrated early child development. Breastfeeding is a critical 

entry point for ensuring progressive fulfillment of children‟s right to survive, grow and 

develop to their full potential, without discrimination. 

 The enactment of the Infant Milk Substitutes, Feeding Bottles and Infant Food 

(Regulation of Production, Supply and Distribution) Act, 1992 (as Amended in 2003) is a 

major step forward in ensuring the best possible start in life for young children. It mandates 

that all mothers be empowered so that their Infants receive exclusive breastfeeding for the 

first six months. Thereafter, they shall receive optimal complementary feeding, along with 

continued breastfeeding up to two years of age or beyond. Scientific evidence is available 

that breast milk alone in the ideal nourishment for infants for the first six months of life, and 

their „first immunization‟. It contains all the nutrient, antibodies, hormones and antioxidants 

that an infant need to thrive- the „nutrient provided by nature‟. It protects babies from 
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diarrhea and acute respiratory infection, stimulates their immune systems and thereby 

prevents and reduces malnutrition, morbidity and mortality in infants and young children. 

Status and 10
th

 Five-Year Plan Goals for India and Bihar        

   Data from NFHS-3 reflects that in India, 46.0 percent children under the age 3 years 

are underweight and in the state of Bihar, 55.0 Percent children under the age of 3 years are 

underweight. 

 According to the NFHS-3, in India, breastfeeding within one hour was initiated in 

only 23 percent of infants, only 46 percent of children of 0-5 months were exclusively 

breastfed. According to the Multiple Indicator Cluster Survey (MICS) 2000 of UNICEF 

India, the percentage of „true‟ exclusively breastfed babies between 0-3 months is even lower 

(15.6 percent). Data from NFHS-3 also reflects that in the state of Bihar, breastfeeding within 

one hour was initiated in 4 percent of infants, which reaches 30 percent within 1 hour period. 

Also only 28 percent infants of 0-6 months are exclusively breastfeed. 

 After the age of six months, introduction of complementary feeding is critical for 

meeting the protein, energy, and micronutrient needs of the children. However according to 

NFHS-, in  

 

India, it is delayed in the case of a substantial proportion of children. Only 56 percent of 

children (6-9 months old) who are breastfed consume solid of mushy foods. Further in Bihar, 

Only 15 percent children between 6-9 months of age receive complementary foods along 

with breast milk. 

Recommended optimal infant and young children feeding practices  

 Starting breastfeeding immediately after birth, preferably within one hour. 

 Exclusive breastfeeding for the six months. 

 Continued breastfeeding for two years or beyond. 

 Introducing appropriate and adequate complementary feeding after 6 months. 

Objectives of the study  

This study was done in Dalit and Muslim of Araria to accessing current infants feeding 

practices. 

The study had the following specify objectives: 

 To access the status of infants feeding practices in Dalit and Muslim of Araria. 

 To understand the barriers of optimal breastfeeding practices. 

Sample Selection 

The study was conducted in two villages like Hasa in Raniganj block and another Manikpur 

in Araria block. The total number of interview of mother in the study area was 100. 

Profile of the sample 

Characteristics Number Percent 

Age 
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7% 

26% 

67% 

< 1 hour 

1-4 hours 

> 4 hours 

74% 

26% 
Yes 

No 

11% 

10% 

1% 

62% 

16% 
Water 

Cow/Buffalo/
Goat 
powder/tinne
d milk 

25% 

75% 

Yes 

No 

9, 9% 

91, 91% 

Yes 

No 

Up to 19 years 18 18 

20-25 years 51 51 

Above 25 years 31 31 

Education 

Illiterate 72 72 

Just literate/ formal education 10 10 

Up  to Primary 10 10 

Up to middle 5 5 

Up to Higher Secondary 3 3 

Up to graduation and above 0 0 

Working outside house 

Yes 62 62 

No 38 38 

 

 

 

A glance on the key findings 

Initiation of breastfeeding 

 

 

 

 

 

 

Pre-Lacteal feeds                                           Type of pre-lacteal feeds given to new born 

 

 

 

 

 

Exclusive breastfeeding                                Children0-9 months using feeding bottle  

 

 

 



11 
 

7% 

30% 

63% 

Before 6 
Months 

Between 6-9 
Months 

Not started 

9% 

52% 

39% 

6-12 months 

12-24 months 

as long as 
child deman 

 

 

Continued feeding                                    Starting complementary feeding between 6- 

Plan to continue breastfeeding                                                                         9months 

 

Challenges for adoption of Optimal Feeding Practices  

 Mothers do not understand the advantage and importance of starting breastfeeding 

early. 

 Mothers are not advised about starting breastfeeding, as well as the harmful effects of 

giving pre-lacteal feeds and water to the newborn immediately in the post natal 

period. 

 Elders have influence on breastfeeding practices of mother; however, their knowledge 

about the most favorable infant feeding practice is sub-optimal. 

 Mothers are not clear about the exact meaning and duration of exclusive 

breastfeeding. 

 Family members do not support health workers for bringing about the necessary 

change. 

 Knowledge and understanding of exclusive breastfeeding possessed by the health 

workers is not optimal. The confusing messages given by them are the major cause 

for sub-optimal infant feeding practices in this area. For example, some health 

workers advise starting complementary feeding after the age of 6 months while others 

after four months of the age. 

 

Conclusion and Suggested Action Ideas 

 

The study shows that the breastfeeding practices followed in the Dalit and Muslim 

women in Araria district. 

 

Following are the key finding of the study: 

 Only 7 percent mothers initiated breastfeeding within one hour of birth. 

 74 percent mothers gave pre-lacteal feeds to their infants, the most common 

being sugar water. 

 Only 25 percent mothers practiced exclusive breastfeeding for the first six 

months. 
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 Only 30 percent of children between 6-9 months of age were receiving 

complimentary feed like solid and mushy foods, also frequency of the 

complementary feed was not good enough. 

 It was also observed that infant feeding practices among mothers were most 

influence by their mother-in-law, who themselves lack knowledge of optimal 

infant feeding practices. Therefore, efforts should be made to counsel mothers-

in-law along with mothers during antenatal and postnatal period. 

 Most health workers lack the knowledge of optimal infant feeding practices; 

hence all the health workers should be trained in this respect. 

 Behavioral change in mother‟s breastfeeding practices is a long drawn process 

and requires a long term interaction of health workers with them.  

 

Community participation in relation to the success of  

Public health Programs 

By Rafay E. Hussain 

One of the most defining events in the global public health arena that gave community 

participation a prominent place in public health was the WHO and UNICEF sponsored 

conference on primary health care (PHC) at Alma Ata in 1978.  The Alma Ata Declaration 

defined PHC as “essential health care based on practical, scientifically sound, and socially 

acceptable methods and technology made universally accessible to individuals and families in 

the community through their full participation and at a cost that the community and country 

can afford to maintain at every stage of their development in the spirit of self-reliance and 

self-determination” (WHO, Alma Ata Declaration VI, 1978, p.1). Some of the principles 

adopted at Alma Ata were proposed much earlier in the Bhore Committee Report 1946 that 

guided the formulation of the Indian National Health Policy 1983 (Deodhar, 1982). 

Following the Alma Ata conference, other developments such as the Ottawa Charter (1986) 

and Agenda 21 (1992) amongst others, have helped placed community participation high on 

the political and public agendas of nations. 

The mission document of India‟s National Rural Health Mission, NRHM 2005–2012 

(Min. of Health & Family welfare, Govt. of India, 2005) spells clearly the importance of 

community participation as part of the decentralized process of health care management. 

Community participation can be seen as an essential element in national health strategic plans 

or policies of nations like India, Sri Lanka, Brazil, Kenya and other developing countries 

around the world, and seems to indicate a growing consensus among policy makers on its 

importance for effective planning and implementation of development programmes including 

health.  

The emphasis on community participation ushered a paradigm shift in health planning 

and health care delivery that called for the involvement of the community in both decision 

and delivery of health services most appropriate to them. The Health For All by the Year 

2000 campaign of the WHO having community participation at its core, led to the adoption of  

this concept by many countries as the means by which important health problems can be 

addressed. Further, national efforts emerged to establish and strengthen mechanisms for 

community participation in health through social policy, legislation and other public means 

(Oakley, 1989). 
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The Declaration of Alma Ata states in Para VII, “ Primary health Care ....requires and 

promotes maximum community & individual self reliance and participation in the planning, 

organization, operation and control of primary health care, making fullest use of local, 

national and other available resources; and to this end  develops through appropriate 

education the ability of communities to participate.” There are well known reasons for this 

emphasis i.e. A) a major part of the mortality & morbidity that people face are due to causes 

that can either be prevented through simple measures or treated with simple remedies or that 

can be managed by communities themselves. B) There is mismatch between people‟s need 

and what services deliver leading to underutilization of services; C) People have both Rights 

& Duties to be involved in the decisions that affect their lives; and D) Communities possess 

resources of human power, natural resources like medicinal herbs, indigenous knowledge and 

even financial resources that can be used to enhance the quality of health care and 

effectiveness of health care services. 

 

There are different levels of community participation: 1) People participate in the 

benefit of the program; 2) People participate in Program Activities; 3) People participate in 

implementing health Programs; 4) People‟s participation in Monitoring & Evaluation and 5) 

People Participation in Planning Health Programs. In a democratic,  republic country like 

India where much emphasis in on local self government and PRIs one needs to also see the 

community participation through PRIs in health programs. 

  Though, the term community participation has become so confusing that it can mean 

anything from consultation of a few select power-holders, to citizen empowerment through 

developing responsibilities and decision-making options to local citizens (Smith, 1991). 

Studies that have shown that: different people tend to understand the concept differently and 

planners, even those in the same programme, have defined community participation in 

different ways (Rifkin, 1986). One practical way is to look at community and participation 

separately and then applying that understanding in defining the concept as „a process by 

which people are enabled to become actively and genuinely involved in the defining the 

issues of concern to them, in making decisions about factors that affect their lives, in 

formulating and implementing policies, in planning, developing and delivering services and 

in taking action to achieve change‟ (WHO, 2002, p.10). An essential understanding is that 

effective
 
community participation in health entails a side-by-side involvement of community

 

members with health care professionals
 
and a responsible sharing of both power and 

responsibility. 

Though „Community Health Workers‟(CHW) concept is well accepted now in India in the 

name of ASHA in NRHM but Community participation in health also involves other actors 

(organizations .. NGOs, CBO or groups of people like SHGs)). One example was the case of 

a malaria control programme in the Indian state of Karnataka, where a collaborative effort 

involving government and non-government agencies and local artists was successful in 

imparting health education using popular folk theatre (Kalajatha), resulting in an appreciable 

reduction of malaria cases (Ghosh et al, 2006). Programmes that maximise utilization of the 

existing human resources base within a community tend to achieve more in terms of 

community acceptance and participation. 

“Community ownership means that local people must have a sense of responsibility for and 

control over programs promoting change so that they will continue to support them after the 

initial organizing effort” (Flynn, 1995, p. 28). This contributes in a great way for the 

sustainability of the program successes as well.  
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With certain examples one can always say with certainty that increasing community 

participation and ownership in health & other development programs would yield positive 

results. Nevertheless, it is not a process without challenges or even setbacks and it is 

imperative that policy makers, organizations, programme planners and the community 

members develop a common understanding and response to overcome the challenges or 

prevent failure in the varied processes of community participation. 

It is important to understand that community participation is a dynamic process and 

there exist a host of influencing factors or determinants that can dictate the nature of 

outcomes of development or health programmes and their sustainability. Planners and 

professional development actors need to understand that in community participation, the 

emergence of issues from the community is a dynamic process where goals and strategies 

change over time (Hunt, 1990). The existing socio-cultural, political and economic 

environments within a community are likely to affect the degree of participation, the 

sustainability of which can be achieved only as long as the relevant actors (read Governments 

and its machinery & power wielding development partners) remain committed (Morgan, 

2001). Further, communities entrenched
 
in caste, class and gender hierarchies are likely to 

limit women‟s participation in health (Lahiri-Dutt and Samanta, 2002) and may well affect 

participation by Dalits & minority groups . Poverty is another issue that restricts people from 

participating in decisions that affect their health (Macfarlane et al, 2000). Hence having an 

understanding about the underlying issue/s within a given context may benefit programme 

planners in improving the prioritization and planning process while engaging with the 

communities.         

The constraints that exist in a community also lend their effect to the environmental 

and contextual characteristics that can define or shape the strategies of health programmes, 

and hence it would not be farfetched to emphasize the need for a holistic approach in policy 

and planning to ensure fuller community participation and cooperation towards successful 

realization of programme goals and objectives. This would also be true with the realization of 

goals of NRHM in states like Bihar. 

 

Village Health, Sanitation and Nutrition Day: 

Another step towards “Health for All” 

By Suchita Kumari and Sharmishtha Nanda 

Village Health, Sanitation and Nutrition Day (VHSND) is 

envisaged as a medium to take primary health care delivery 

to every doorstep, under the NRHM. It provides a platform 

for the communities to easily avail of all the provisions of 

preventive and promotive health care services under one roof 

and in their own village. 

The VHND is to be organized once every month (preferably 

on Wednesdays and for those villages that have been left out, 

on any other day of the same month) at the AWC in the 

village. This has been planned to ensure uniformity in 

organizing the VHSND. The AWC is identified as the hub 

for service provision in the RCH-II, NRHM, and also as a 

platform for intersectoral convergence. VHND is also to be 

In the state of Bihar, the VHSND is 

a new concept to be expanded to all 

districts as per a mandated 

provision in the State PIP 2011-12. 

It was being field tested in two 

blocks of Khagaria District, i.e., 

Khagaria Sadar and Parbatta.  As a 

part of this exercise, the PHRN 

team visited three PHCs. The 

intention was to get an overview of 

the state of VHSND in Parbatta 

block and to gauge the existing 

gaps. 
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seen as a platform for interfacing between the community and the health system. (VHND 

Guidelines, MoHFW, 2007)  

 

 

According to the VHND guidelines, a number of activities have been defined for the ANMs, 

ASHAs AWWs in co-ordination and partnership with the other village level community 

groups such as the VHSC and PRI members for the successful completion of a VHSND for 

every Anganwadi centre every month. In totality, the following services must be provided on 

this day: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Key observations 

Observations and reflections on the organization of VHSND in Parbatta HSC 

The MOIC and BHM agreed that organising VHNSD is a very good strategy to reach to the 

maximum number of people and expressed their willingness to upscale the programme in all  

 

 All pregnant women are to be registered. 

 Registered pregnant women are to be given ANC. 

 Dropout pregnant women eligible for ANC are to be tracked and services are to be 

provided to them. 

 All eligible children below one year are to be given vaccines against six Vaccine-

preventable diseases. 

 All dropout children who do not receive vaccines as per the scheduled doses are to be 

vaccinated. 

 Vitamin A solution is to be administered, to children. 

 All children are to be weighed, with the weight being plotted on a card and managed 

appropriately in order to combat malnutrition. 

 Anti-TB drugs are to be given to patients of TB. 

 All eligible couples are to be given condoms and OCPs as per their choice and referrals 

are to be made for other contraceptive services. 

 Supplementary nutrition is to be provided to underweight children. 

 Focused counseling on relevant issues to different groups (adolescents, pregnant and 

lactating mothers, couples eligible for contraception) 

 Month wise thematic counseling and education on different diseases, issues of 

sanitation and nutrition. 

 Identification of: 

o Children with disabilities. 

o children with Grade III and Grade IV malnutrition for referral 

o Severe cases of anemia. 

o Pregnant women who need hospitalization. 

o Cases of malaria, TB, leprosy, and Kala Azar. 

o Problems of the old and the destitute. 

 Pay special attention to the SC, ST, the minorities, and the weaker sections of society 
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HSCs. They said that the prevailing Strike of ANMs has affected the VHND programme and 

therefore only in 17 AWCs VHND has been organized. 

Thereafter, the BHM accompanied the team to take stock of the organization of VHSND at 

three Anganwadi Kendras in the neighboring areas. 

Before going further, a point to be noted here is that Parbatta is quite remote in terms of 

accessibility from the main roads. Moreover, the PHC itself poses accessibility issues to a 

large number of people. In this light, it was important to see how well the concept of VHSND 

was being implemented, since it assumes greater purpose and importance for the village 

population here due to lack of accessible health services.   

Anganwadi Kendra Visits: a brief assessment 

In all the three centers, the ANM, ASHA, AWW and AW Helper were present at the time of 

the visit. It was revealed that though they are familiar with the term “VHND” and the roles 

and responsibilities attached to it but the understanding lacks among them. The Programme 

was conducted as Routine Immunization along with few other service deliveries.   

Drugs were available and were being distributed. ANCs and PNCs were being conducted 

though there was a lack of infrastructure required (such as an examination table and curtains). 

One centre (AWC 100) has been shut down and this area has not been allotted another AWC 

for years, however, for the purposes of VHND the space is being utilized every month. It is a 

verandah space granted voluntarily by the elderly widow who owns the house. 

All the centers visited had some or the other equipment lacking or in a dysfunctional state 

which was very disappointing. It is necessary that the entire physical infrastructure is in place 

in order to utilize the investment being done in human resources in our health programs. 

Especially in the context of VHSND, it is important that when all the services are being 

brought to the community on a fixed day and fixed Place and the community is being urged 

to participate and make use of this facility, the workers are equipped with proper information 

as well as the means to deliver services to the people.  

Due to lack of training and information VHSCs and PRIs were not very actively involved in 

the VHSND at this point, it was hoped that in future their inclusion will be sought for more 

comprehensive community participation. However the community participation was very 

active and were quite enthusiastic on the organization of VHSND 

It was felt that the Coordination between ICDS and District Health society was smooth but 

PHED was completely out of scene hence the sanitation aspect was not addressed in the 

VHSND. 

Although there is no doubt that sincere efforts are being made to make VHSND a success and 

it is effectively saving resources for both the workers and the beneficiaries, at some points 

there are huge gaps that need to be considered before moving forward. The most important 

constraint was  
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absolutely no training / orientation of the ANMs and ASHAs on the subject of VHSND. 

Since there was no fund disbursement for the purpose to the block, it is not expected that any 

training would have been conducted. Nevertheless, the BHM at Parbatta PHC had organized 

an informal meeting of the ANMs and given them a short orientation about VHSND which 

helped in the organization of VHSND so far. 

Some recommendations made for a better implementation of the VHSND program  

Undoubtedly there has been a very sincere participation and initiative on the part of the block 

and village level workers for conducting VHSND to the best of their capacities. Despite this, 

however, a number of provisions must be made available for the program to be running more 

efficiently. Following are some suggestions based on the team‟s visit: 

 Ensure fund disbursement on time:  disbursement of funds, or the lack of it, often 

becomes a key factor behind the success or failure of programmes on the ground. 

Hence it is important that mechanisms for the flow of funds from the state to the block 

are made faster and smoother. 

 Mandatory training of key personnel before field testing/program initiation: this is 

important to ensure that the frontline workers, as well as the supervisory staff are 

empowered with adequate information about the provisions of the program in 

question. Without information and orientation about a project/program, it is highly 

unfair and illogical to expect any outcome from its implementation. 

 The orientation should be extended to include VHSC and PRI members of the village 

too so that they are aware of the activities and clarity about their roles and 

responsibilities is established. 

 The Community Health Fellows in the PHRN team have put forward an idea that the 

“mahila mandal” meetings should be utilized to impart information about VHSND 

and at places where they have been stopped; the Rs. 150 allotted for it might be 

utilized for the same. 

 Follow up visits from state level authorities need to be made more often to ensure 

smooth running of the program. Also to get direct information about minor hurdles 

that may be affecting the ground level implementation in a major way (such as, in this 

case, non availability of funds from the district level). 

 A provision for incentives for ASHAs/ANMs/AWW must be in place for proper 

celebration of VHSND. One example might be to announce a prize for “best VHSND 

centre” in each village. The award may not consist of cash but of certain prizes in 

kind depending upon the need of the centre, such as a B.P Machine or educational 

toys and charts for the AWC etc. 

 Stress on the involvement of local NGOs, SHGs and youth/adolescent groups for 

creating awareness and ensuring community participation for VHSND. 

 To ensure the involvement of PHED in VHSND  as presently there is no involvement 

of PHED   for addressing  the holistic objective of VHSND 

                                           

 
 
 
 
 



18 
 

ASTONISHED 
By Arun Kumar 

Senior Program Coordinator  
 

Under NRHM, community process is one of the tools to improve the access of rural mass up 

to health facilities. State Health Society Bihar came up with an idea to organize Rogi Kalyan 

Saptah  (16
th

 -22
nd

 Aug)  and organized a TOT for the representatives of development 

partners including PHRN  on 12
th

 Aug.,10. 

After training all the facilitators paired with representatives of other development partners 

and assigned districts for the facilitation.I was assigned with District Buxar, Bhojpur and 

Kaimur for orientation of members of Rogi Kalyan Samiti. When we entered in the district 

Buxar, we saw boards indicating Sub Health Centre, Primary Health Centre with distance in 

Km. I was surprised to know all this has been done through untied fund of  Rogi Kalyan 

Samiti.  

During the orientation of members of Rogi Kalyan Samiti in Bhojpur District, District 

Program Manager gave a presentation and informed that apart from other activities done 

through untied fund of Rogi Kalyan Samiti, white washing of district hospital, bed sheets of 

different colours for patients, green curtain in female ward for their privacy etc. has been 

done through untied fund of Rogi Kalyan Samiti. 

I was astonished to see all these changes which I had never been experienced in these 

facilities. It was surprising for me and I can say that provisions of community processes 

under National Rural Health Mission and capacity building workshops (Fast Track) for 

District Program Management Unit by PHRN-NHSRC-SHSB human resource team has 

made it possible and hope many more facilities could be geared up for those needy clients, 

the last person of the community, who are unable to pay for the health  services.       

 

 

Showcasing the Fast-track Capacity Building Programme 

By Suchita Kumari and Shefali Kuntal 

 

Fast track is the capacity building programme organized by NHSRC and PHRN jointly on 

district health planning for public health practitioners. This programme has been started to 

build the in house capacity of the District Health Societies to prepare their health action 

plans. In Bihar, this activity has been initiated by the State Health Society with the active 

support and participation of PHRN, Bihar and NHSRC. In the last three consecutive years the 

government health functionaries of all the 38 districts were oriented and trained on DHAP in 

three different batches. The batches comprised of ACMO, MOIC, DPM, DPC .M& E O, 

DAM and DIO etc 

 

During the first year PHRN along with NHSRC was able to impart training to 187 

government health functionaries, in the second year there were 192 Participants and during 

the   third year, there were  221 Participants. 
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In this article, we have tried to capture and present a few exemplary changes that have 

accrued as in course of the fast-track trainings and the preparation of health action plans.  

Though many factors contribute to the culmination of a desired change, the mentioned case 

studies are also success stories resultant of many factors. We feel they are worth mentioning 

because of our continuous involvement with 

the process and the people.  

 

East Champaran 

East Champaran District is located at 

Northwestern Bihar constituted of 27 Blocks 

Its Headquarter is in Motihari. The District 

team participated in the first fast track 

training. Though the team was not very optimistic towards the realization of the objective of 

the Fast track as similar initiatives undertaken by other agencies have yielded futile results. 

The team participated amid apprehensions and reluctance as previous experiences have 

constructed their mindset that Plans are made but are not   “of the District but for the 

District”.During these five days training the Participants underwent transformation in their 

attitude. They were now ready to re-engineer the process of planning. After the completion of 

the first fast track the team assured preparations of DHAP .They were also assured of 

continuous support from our end.When the team resumed office, amid several ongoing 

programmes the planning exercise was put at backburner though the team well recognized the 

importance of the exercise. The Team needed a force to initialize the Process and to conduct 

regular follow up. 

This need was already anticipated by PHRN and NHSRC therefore Community Health 

fellows were assigned the task of nudging and providing support to the District team for the 

fulfillment of the objective. With the active support of the CHF and technical input by 

NHSRC the process of decentralized Planning initiated and gained momentum. They 

enthusiastically held discussion on the problems and gaps in the District Health system, 

thereby finding solutions for each gap was the most exciting and challenging activity for the 

team. This process nurtured the feeling of “ownership” among them which was the core 

success of the process. Finally the team prepared District Health action plan with the active 

participation of the whole team and hand holding support of the CHF and was submitted to 

State Health Society. This process augured decentralized planning in the District and 

inculcated confidence in the team. The joy of DHAP preparation and submission could be felt 

in each and every dialogue of the planning team in next meetings at the State. They said 

“Yes, We have made our plan”. The Executive Director of State Health Society praised and 

appreciated the efforts of the district team.The team assured of more diligence and realism in 

the plans for next years. 

The District team further decentralized up-to block level and prepared DHAP by compiling 

Block Health action plans of the year 2010-11 .The team is now more confident and is 

heading towards complete decentralization by making planning at village level without any 

external support.  

Jehanabad 

This is an endeavor to share a few cases 

studies that reflects the implications of the 

Fast track training gravitated towards 

decentralized planning although we believe 

similar or more significant tangible 

changes have happened at different levels 

across the state.  
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Jehanabad district is nearly 47 km. from Patna. The district consists of seven blocks and has a 

small geographical area. The district had successfully completed the DHAP of the year 2009-

10.The Jehanabad District Team participated for the second time in the fast track. The team 

stirred many discussions during the review of previous fast track and its aftermath 

preparation of DHAP.  

After second fast track the onus of preparation of DHAP comprising of BHAP was on the 

District team. It was a huge responsibility and also a step further towards decentralization but 

as it was second year of decentralized planning the focus was also on the review, process, 

quality and evaluation of planning.The second year was a crucial year as in this year 

evaluation of last year planning, its fund allocation and its implementation was done by each 

district. This period offered the districts team   platform of their self analysis and learning for 

making more realistic and accurate planning for coming year‟s .In the second fast track, State 

Health Society to further build in house capacity and for assured participation of every level 

predefined certain steps and timeline. This steps included planning at the district level, 

orientation of the block officials at the district level, responsibility of district officials of 

different blocks, block level orientation and sensitization, compilation of block planning at 

the district level and thereby submission at the state level.The task was huge but Jehanbad 

team with the realization of the significance of decentralized planning took the responsibility 

with great enthusiasm. 

The meeting in the district was held for DHAP and BHAP, orientation was done and 

necessary formats and resources were given to the block health Managers. Thereby each 

block had a workshop in which the responsible person of the district represented and 

sensitization at the block level was also done .The block team also appreciated the initiative 

of decentralized planning and embarked preparation of BHAP.  PHRN team also participated 

in the process to assure the translation of the Fast track training strategies into actual plan and 

implementation and also regularly provided its technical support to district team. 

 

In the block same chaos, which last year could be seen in the district team, was visible in the 

block team but they were gratified that they themselves have finally got the opportunity to 

plan in congruence to their need. This new responsibility accompanied with authority was a 

new experience for the Block teams. The block teams amid many constraints such as lack of 

electricity, extra load of work, less human resources poor infrastructure initiated the process 

with the active support form District team and all these efforts resulted in the preparation of 

Block Health Action Plan, its compilation at the district level and its submission at the State 

Health Society. 

 

 


