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INTRODUCTION 
 
Bihar with a population of 82.9 
million is the second most 
populous state in India, next 
only to Uttar Pradesh. Despite 
efforts in the last few decades to 
stabilise population growth, the 
state’s population continues to 
grow at a much faster rate 
(28.43%) than the national 
population (21.34%).  
 
 
The state is densely populated 
with 880 persons per square 
kilometre as against the country 
average of 324. The sex ratio of 
the state at 919 is also less 
favourable than the national 
average of 933. . Literacy at 
47.5% too continues to be lower 
than the national average of 
65.4%. Moreover, the literacy 
rate among women in rural 

areas in the state is as low as 30.03%. 
 
 
In terms of key health indicators, Bihar is among the low performing states. Though the state 
fares reasonably well in terms of its Infant Mortality Rate (62) as against the national average 
(68), it continues to be among the poorer performing states in terms of other indicators such as 
MMR (452), TFR (3.49), NMR (46.5) and CBR (31.9). These outcomes are perhaps a reflection of 
poor health service indicators. The Full ANC Coverage in the state is 8.2 against the national 
average of 32. Institutional Delivery is 13.8% as against 34% in the country and Full Immunisation 
coverage is 11% as compared to the national average of 54%. 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 



 

HIV/AIDS STATUS 
 
India’s population surpassed the one billion mark in 2001, with 67.2 percent of its people living in 

rural areas, and 32.8 percent in urban areas. It is 
estimated that India has the second largest population of 
people living with HIV/AIDS (PLHA), next to South Africa. 
An estimated 5.134 million individuals currently live with 
the virus across all states in India (NACO 2004). NACO 
estimated that the number of people infected with HIV in 
India increased from 3.86 million in 2000 to 5.13 million in 
2004. As of 2004, about 39 percent of infected are 
women and about 58 percent of infected live in rural 
areas where HIV/AIDS services are poor. About one-
third of reported AIDS cases are among young 
people under the age of 30.  The current figure of HIV 
positive patients in India has dropped to 2.5 million. 

Bihar has been facing a silent epidemic but the 
magnitude seems scaling up. Bihar today is estimated to 
have one lakh people living with HIV. Ten districts in 
Bihar are already classified as high prevalence. Bihar is 

still considered to have low prevalence of 
HIV infection in India. Tuberculosis (TB) is 
a common disease in this state. Most of 
the cases in India are concentrated in 
Bihar and its surrounding states of West 
Bengal and Uttar Pradesh. Individuals 
infected with HIV tend to acquire co-
infection with other diseases that are 
endemic in that particular region.  

Discrimination towards females is 
common in Bihar, right from the birth of a 
girl child, to her bringing-up, marriage and 
death. Bihar has a sex ratio of 921 
females per 1000 males, which is lower 
than the national average of 933. This 
clearly reflects the existing practices of 
female infanticide, feticide and strong son 
preference. Similarly, female education is 
also disadvantaged, as Bihar has a male 
literacy rate of 60.3 percent and a female 
literacy rate of 33.6 percent only.  

During the last two decades, the HIV pandemic has entered our consciousness as an 
incomprehensible calamity. HIV/AIDS has already taken a terrible human toll, laying claim to 
millions of lives, inflicting pain and grief, causing fear and uncertainty and threatening economic 
devastation. There is clear evidence to suggest that HIV and AIDS will stall social and economic 
development, if nothing is done to stop its spread and mitigate its impact. Though Bihar has low 
prevalence of HIV, it is categorised as highly vulnerable. It suffers from low economic 
performance indicators (lowest on the human development index), low health status, high 
migration, with limited access to health services.  
 
There has been an alarming rise in HIV/AIDS cases in Bihar during the past six years even as the 
state government has spent crores of rupees to contain the deadly disease according to the 



 

Sentinel Surveillance Report for 2006-07 carried out by the State Aids Control Society. The 
dreaded disease has been spreading to new areas as ten districts, where no case of HIV/AIDS 
was detected earlier, are now having high prevalence of it. The districts include Banka, 
Lakhisarai, Madhepura and Rohtas while the East Champaran and West Champaran districts on 
the Indo-Nepal borders are the "worst-hit”. The number of cases of HIV positive patients rose to 
4,254 during 2006-07 as against 2,786 in 2005-06. In 2001-02, only seven HIV/AIDS cases were 
detected in the state, while it went up to 348 in 2002-03, 812 in 2003-04 and 824 in 2004-05, the 
report showed.  Though huge amount is being spent every year since 2001-02 to check the 
disease, the situation went on "aggravating". 112 full-blown cases of AIDS have been reported 
from various parts of the state.   
 
Recent surveys show that the HIV prevalence rate in Bihar is about five times higher than what 
was believed to be and eight populous districts in the state are in the grip of what experts are 
calling an HIV epidemic. Until now, the Bihar government went by the National Aids Control 
Organisation’s prevalence rate of 0.13%. But two surveys conducted by the Bihar State Aids 
Control Society (BSACS) in all 38 districts in July 2005 and December 2005 have found the rate 
to be 0.53%. All those detected HIV+ are in the age group of 25 to 45 years. The new figures are 
alarming not just for the state itself. Bihar is one of the poorest states in the country and hence 
among the biggest suppliers of migrant. 
 
Bihar State health secretary told in a press conference that "Our prevalence rates compare with 
some of the other high-risk states in the country. Till now, everybody thought that AIDS was not a 
problem in Bihar. We plan to concentrate on the high-prevalence districts to spread greater 
awareness." Expressing fear that the state was on the brink of an epidemic, a senior BSACS 
official said: "The rate at which the infection is spreading, very soon, it may cross the 1% 
prevalence rate." He added that the surveys were conducted among the general population.  
 
"We deliberately chose the remotest of villages in every district to get genuine figures among the 
rural population. Samples found positive were tested two more times before confirming," said the 
official.  
 
The eight districts on the red list are: Sitamarhi (prevalence rate of 3.7%), East Champaran (2.28 
%), Khagaria (1.89%), Kishanganj (1.52%), Madhubani (1.26%), Muzaffarpur (1.07%), West 
Champaran (1.28%) and Purnia (1.81%). These districts are among the poorest in Bihar and 
have huge migrant populations. Most of the districts also share borders with Nepal.  
 
An official said: "The high prevalence rates are direct fallout of the extreme poverty in these 
districts and the high migration rates. Due to lack of employment opportunities, most men in rural 
Bihar migrate to Punjab, Haryana, Gujarat, Maharashtra and other states to work as labourers 
and most likely, spread the infection to their wives in the villages."  

 

 

 

 

 

 

 

 



 

RESOURCE MAPPING PROCESS 
 

Background to the Mapping exercise:   
 
The Health Commission of the Catholic Bishops’ Conference of India (CBCI) is a sub-recipient to 
the Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM) Round 6 grant on the service 
delivery area of care and support. Under this project, CBCI have to set-up 45 community care 
centers (CCC) in 45 districts of Gujarat, West Bengal, Orissa, Chattisgarh and Bihar. The 
objective of the CCC is to provide treatment for opportunistic infections and to improve drug 
adherence among people living with HIV (PLHIV) and to integrate care and support services to 
existing out reach activities and build capacities for community-based care.  A mapping exercise 
will be undertaken to list out the resources for prevention, treatment, care and support services 
which aims to expand the scope of care, support and mitigation for PLHIV and their families. 
 
Objective of mapping exercise: 
 
The main objective of the mapping exercise is to identify and list services for prevention, 
treatment, care and support for HIV work in 7 project districts of Bihar. This information will be 
used by the functionaries of CCCs to set up referrals and linkages within the district to improve 
the quality of services for PLHIV. The specific objectives are: 
 

1. Listing following facilities at the district or accessible to the district;  
i. Treatment facilities for Sexually Transmitted Infections (STIs) 
ii. Integrated Counseling and Testing Centers (ICTCs) or Voluntary Counseling and 

Testing Centers (VCTC) and Prevention of Parent to Child Transmission Centers 
(PPTCT) 

iii. Centers providing Anti-Retroviral Therapy (ART) 
iv. DOT centers providing treatment for Tuberculosis  
v. Government and faith-based health care institutions  
vi. Private hospitals  
vii. Facilities providing treatment for Opportunistic Infections (OIs) 
viii. Psychologists and psychiatrists  
ix. Private counselors  
x. Non-Government Organizations (NGOs)  
xi. Networks of PLHIV 
xii. Organizations and individuals providing legal aid to PLHIV and marginalized 

communities 
 
Methodology 
 
In accordance with the objectives the following methodology of the mapping exercise was utilised. 
The exercise was done in two phases with the help of Field Investigators.  
 

o Phase I:  Listing of all the above mentioned facilities in urban and rural areas of the 
districts  

o Phase II:  Validating and updating the information through site visits and telephonic 
interviews 

 
The information for the listing was collected from different sources such as , list of 
government facilities was gathered from the CMO office, information on the NGOs was 
collected from the Bihar State AIDS Control Society (BSACS), medical associations etc.  

 
 
 
 



 

The present report provides salient findings of 7 districts covered in the mapping exercise. In all 
the districts, the survey was conducted in government hospitals, private hospitals, faith based 
hospitals and the NGOs to identify and list services for prevention, treatment, care and support 
for HIV work in their organisation. The researchers visited the Bihar State AIDS Control Society to 
collect state and district specific data related to HIV.�A listing operation was carried out with the help 
of BSACS and CMO office. This exercise was carried out by two independent teams of four Field 
Investigators and one Supervisor under the overall supervision and monitoring of the research 
staff of Equity Foundation.  
 
QUESTIONNAIRES 
 
The mapping exercise was conducted through different formats of questionnaires: 

o Format for Hospitals (Government/Private/Faith-based) 
o Format for NGOs 
o Format for DOTS Centers 
o Format for Prevention for Parent to Child Transmission Centers 
o Format for Antiretroviral Therapy Centers 
o Format for Voluntary Counseling and Testing Centers 
o Format for individual practitioners 
o Format for networks of PLHIV  
o Format for Sexually Transmitted infections Centers 

 
RECRUITMENT, TRAINING AND FIELD WORK 
 
A total of 8 Field investigators were recruited for conducting the mapping exercise in Patna. The 
FIs were both male and female and had obtained a Masters degree in social science, rural 
development and labour and social welfare. Most of them had some work experience in the field 
of RCH and HIV/AIDS as trainers or field workers. The supervisor had also obtained Masters 
Degree in Labour and social welfare and also had field experience. A total of 2 teams were 
formed for Patna. Each team consisted of a team leader preferably male and three other females 
and males.  
 
A formal training of field staff for the exercise was organised from September 14th till September 
18th, 2007 at Equity Foundation office following the guidelines given by the Constella Futures.  
 
DATA PROCESSING AND TABULATION 
 
All the completed formats were brought to the head quarter for data processing. 
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DEMOGRAPHIC PROFILE  

The district of Patna lives virtually in the heart of the Central Bihar Plains. The city of Patna, 
besides being the headquarters of the district, is also the divisional headquarters and the state 
capital since 1911. The trade consists mainly of export of pulses, dry chillies, castor seeds, milk 
products and vegetables and import of cotton textiles, iron and steel products, cement, coal and 

consumer goods.   

The population of Patna 
is over 47, 09,851. The 
population density is 
1132 persons per 
square kilometer. From 
the point of population 
distribution, one of the 
three top districts in 
Bihar is Patna (5.68%). 
Patna district has 
retained its rank and 
position vis-à-vis 1991 
Census. Patna is the 
most populous district of 
the State.  

The sex ratio of Patna 
district (873) is the 
lowest during 2001 
Census.  

 

Overall Literacy rate is 63.82%, and female Literacy rate is 50.8%.  

Many languages are spoken in Patna. Hindi is the official language. English is also spoken 
extensively. The native dialect is Magahi named after Magadha the ancient name of Bihar . Other 
dialects from other regions of Bihar spoken widely in Patna are Angika, Bhojpuri, and Maithili. 
Other languages spoken in Patna include Bengali, and Oriya. 

Patna being a capital and a center for trade not only in modern times but also since ancient times, 
the city has seen rampant migration. People from all over the state have migrated into Patna. The 
well offs have found considerably a good place to live in but the poor ones have settled on the 
outskirts resulting in establishment of huge slums all over the city.   

Dowry is also increasing. Female child infanticide is rampant. Amongst poverty, people have a 
very strong faith on traditional rituals and superstitions. 

 

 

 



 

HEALTH STATUS 

Slums in Patna are melting pot where people from different places have made home. Mostly 
marginalised landless laborers of rural areas of Bihar have been forced to leave their villages and 
pushed into these slums. The living conditions of people are in a pitiable state. They are all living 
in absolute unhygienic conditions. Alcoholism among both men and women is also found to be 
very high. 

The health situation in Patna is in a deplorable state. The immunisation coverage in the district is 
very low. The health of children especially girl children is also a neglected aspect. Almost all the 
children suffer from anemia. The prevalence of anemia in adolescent girls in rural area and those 
with low standard of living is cent percent. The utilisation of antenatal service is not very 
encouraging in the district. The role of health workers in the spreading the knowledge of 
RTIs/STIs is marginal. 90 per cent of the pregnant women in the district are found to be anemic.  

Cardiovascular problems are the leading public health problem in the district according to many 
doctors. Stressful life, heavy consumption of salt and fatty food has all led to CVC. Patna district 
has a very poor sewerage system leading to unsafe water supply and disposal of waste 
substances. This has resulted in viral hepatitis mostly A type. TB is another major health problem 
in the district. Case detection rate is high along with cure rate due to strong network of TB clinics 
and hospitals. 

Lack of DDT spray, overcrowding, open drain, dirty surrounding are the breeding ground for 
malaria. Anemia is a major concern among adolescent girls. Anemia control programme need to 
be implemented effectively. 

Lack of awareness leads to lack of interest to be civilized which again leads to the root cause of 
disinterest in formal education and basic health facilities which has manifested itself in low literacy 
rate and high mortality rate. There are schools, hospitals and dispensaries in the city which are at 
an approachable distance but lack of awareness has stopped them from availing these facilities. 

HEALTH RESOURCES 

Human resources for health 

Several measures were initiated to contain absenteeism and to fill the posts of medical officers in 
remote areas. The measures include recruiting doctors on contract appointment, compulsory rural 
posting for certain period, earmarking certain percentage of postgraduate seats for doctors who 
have served in rural areas, and provision of rural service allowance, etc.  

The serious issue in human resource management is huge gaps in critical health manpower in 
government institutions, particularly in rural areas, that provide healthcare to the poorer segments 
of population. A large number of vacant posts of both ANMs and doctors are reported at the 
primary level in government hospitals. Also, most of the specialist positions in government 
hospitals in rural areas are lying vacant. The situation at the secondary and tertiary level is 
somewhat better, as doctors generally reside in urban areas. Vacancies continue to exist in the 
posts of laboratory technicians, radiographers which have serious service implications, 
particularly for programmes like malaria and tuberculosis. Other constraints include the low 
priority given to in-service training, inadequate staffing of training institutions, quality of trainers, 
and inadequate facilities in training institutions. 

The existing public health infrastructure is not evenly distributed across the district. Many 
institutions are not functional due to staff shortage and non-availability of drugs and consumables 



 

and essential equipment. About three-fourths of the CHCs have no adequate equipments and 
only one-third of the PHCs provided delivery care. As a result of such inadequate public health 
facilities, it has been estimated that less than 20 percent of the population, which seek OPD 
services, and less than 45 percent of that which seek indoor patient treatment, avail of such 
services in public hospitals. A large portion of population seek medical care services from private 
sector despite the fact that most of these patients do not have the means to make out-of-pocket 
payments for private health services (NHP 2002). The private sector is almost unregulated, with 
serious complaints of poor quality, over charging, and unethical behaviour. 

Government Health Infrastructure in Patna 

SN Unit No. 

Of Bed 

strength 

Nos Nos of 

beds 

Status of 

Beds 

Condition of 

buildings 

Remarks 

1. Medical 

college 

2 2200 Functional 

needs to 

be 

increased 

Renovation and 

new blocks 

required 

New super specialists 

department needed 

2. District 

Hospital 

- - - - - 

3. Sub-

divisional 

hospital 

2 172 81 beds 

functional 

Needs 

renovation and 

reconstruction  

Equipments needed 

4. Primary 

health care 

center 

16 76 42 beds 

functional 

Needs 

renovation and 

reconstruction 

Equipments needed with 

new instruments 

5. Additional 

PHC 

63 - - - Building required 

6. Health sub 

center 

417 - - Own building 

required. Only 

72 have own 

buildings 

Building required 

7. Referral 

Hospital 

04 120 Only 62 

beds 

functional 

Renovation 

required 

Accommodation for 

doctors required. 

Boundary wall repair 

needed. OT Non- 

functional 

8. TBDC 1 Presently 

no indoor 

service 

- Renovation 

required 

Indoor service needed 

9. IDH 1 71 Functional Renovation 

required 

Understaffed 

10. Dispensary 3 34 Non- 

functional 

Renovation 

required 

Indoor facilities needed 

11. IGIMS 

Sheikhpura 

1 210 functional New 

construction 

Bed strength should be 

increased 



 

required 

12. Military & 

Railway 

Hospital 

2 92 Functional New blocks 

required 

Super specialist service 

lacking 

Medicare 2005 

Besides the above table there are a few mission hospitals, like Tirpoliya Holy family, Kurji holy 
family hospital and Nazareth Hospital at Mokama.  

Patna has witnessed a large growth of private hospitals, such as Maurya, Sahyog, Sree Ram, 
Rajeshwari, Arvind, Jeevak Heart, AB Eye institute etc. 

The medical services in the above mentioned hospitals are well equipped but the treatment is too 
expensive. The doctors need training and record keeping is very poor. According to 2005 
Medicare report there were 2100 doctors working in Patna, there are 42 ultrasound, 81 x-ray unit 
and 6 functional blood banks. Patna is the only district having Teteriary health care. IGIMS, 
Sheikhpura has super specialist services like, Endocrinology, Gastroenterology, and Nephrology 
and oncology department. Bypass surgery is being done in the 3 heart hospitals. But there are 
very few expert doctors in this field. Trauma center surgery is being done but it is insignificant. 
The private health care sector has grown but it should have an eye for the poor patients. 

Primary health & Community care centers 
1. Sadar Block PHC  

2. Phulwari PHC  

3. Punpun PHC  

4. Masaurhi PHC  

5. Naubatpur PHC CHC 

6. Bakhtiyarpur PHC  

7. Paliganj PHC CHC 

8. Vikram PHC  

9. Dhanaura PHC  

10. Maner PHC  

11. Bihta PHC CHC 

12. Pandarak PHC  

13. Mokama PHC CHC 

14. Barh PHC  

15. Fatuha PHC  

16. Danapur PHC  

Secondary health centers 
Gurugobind Singh, Patna city Hospital 

Teteriary Care 

1. IGIMS, Patna 

2. Patna Medical College Hospital 

3. Nalanda Medical College Hospital 



 

Source: Census, RCH Report, Ministry of Statistics & Program Implementation 
 
District  
Hospital 
 

 
SD 
Hospital  

 
Referral 
Hospitals  

 
PHCs 

 
Addl. PHCs  

 
HSCs 

0 3 5 (no),  
Functional - 4 

 

16 66 425 
 

Number of beds 
 

Dist. Hospital  SD- 
hospital 

 

Referral 
Hospitals  

PHCs Addl. PHCs  Total 
Beds  

0 496 120 96 396 1108 

 
Personnel ( Source: Census, RCH Report, and Ministry of Statist ics & Program 
Implementation) 
 
 

 
Medical 
Officers 
 

 
ANM 

 
LHV 

 
MHW 

 
Staff Nurse  

 
AWW 

Sanctioned- 
289 

Working- 205 

Sanctioned- 
434 

Working- 
434 

Sanctioned- 32   
Working- 30 

 

Sanctioned-
49 

Working- 6 

Sanctioned- 
16 

Working- 13 

Sanctioned-
2481 

Working-
2465 

 

The current Scenario 

The PMCH nursing care is in shambles. Against a sanctioned strength of 341, the Patna Medical 
College hospital (PMCH) has 280 Grade ‘A’ staff nurses. In addition there are 27 ward sisters 
against 48 sanctioned by the government post-independence. Given the ever-increasing bed 
strength of the hospital, a minimum of 2585 grade ‘A’ staff nurses and 294 ward sisters are 
needed. The required strength of nurses is woefully short. Even if one were to include the nursing 
midwife students in PMCH, there are 94 students in the 3rd year, of which only about 30 can be 
drafted in general wards, while 64 have to be posted in gynecology. However, the working 
strength on any given day is even less because of the leave factor.  

As of now, PMCH has bed strength of 2048, excluding 11 outdoor patient departments and 19 
operation theatres, having 61 operation tables. The Indian Nursing Council (INC) and the Medical 
Council of India (MCI) stipulates one nurse for 3 beds (patients) and 30% leave reserve. Now the 
State government has set in motion after around a decade and a half, appointing 200 odd Grade 
‘A’ nurses for state capital. (The Times of India).  

 

 

 



 

HIV/AIDS  

The awareness of HIV/AIDS of the male in urban areas of Patna district is 74.2 percent in 
comparison to 47.5 percent of the female population. In rural areas more than two-third of the 
females are unaware about HIV/AIDS. Health workers are yet to take off their campaign for 
spreading awareness about HIV/AIDS. Less proportion of males and females are aware of the 
modes of transmission of the virus like blood transfusion, mother to child, use of unsterilised or 
infected needles. They only are aware about the intercourse with infected person as one mode of 
transmission of the virus. Very few people in the district are aware of the preventive measures.   

There are strong indications that many districts in Bihar, Patna being the one is indeed highly 
vulnerable, owing to the presence of factors known to fuel the pandemic, as listed below:  

1. One risk that needs to be explored is the morbidity and mortality induced by the 
prevalence of gender-based violence. Not only does gender-based violence harm the 
psycho-social entity of a woman, but it also serves as a hindrance in the disclosure of 
women about their HIV status. This becomes a barrier, restraining women to access 
health services, thereby delaying the start of treatment. Strategies and programmes 
aiming at mitigating the problems should be carried out on a war footing.  

2. Faster onslaught of puberty, early sexual debut, sensitization of the newer 
generations of women as an item of consumption (advertisements, rap songs, 
movies etc.), greater experimentation on sexual fronts, lack of adult supervision (due 
to early migration of single males), and peer pressures are factors making many 
adolescents and young people sexually active and at risk of HIV transmission.  

3. There are also sub-populations at even greater risk of HIV infection. Those most at 
risk include street children, the daughters of sex workers, sex workers, young migrant 
men (truckers, miners, industrial workers, informal sector workers), young men who 
have sex with men (YMSM), hijras, IDUs and all clients of sex workers.  

4. The rural areas of Patna have little access to popular media and health information, 
so that they know little about the existence of STIs and treatment facilities for the 
same. The vulnerability is heightened among women as they are asymptomatic and 
physiologically more susceptible to RTI/STIs.  

5. There are troubling signs that HIV infection is an increasing problem among 
uniformed services. In Patna too, the prevalence of HIV has been found in the police 
force. 

6. There are troubling signs that HIV infection is an increasing problem among college 
students too. 

The above-mentioned facts depict the vulnerabilities characterizing the district of Patna. 
The prevalence of sexual risk behaviours among teenagers and young adults is also 
found in Patna. Factors such as age, sex, marital status, class, region and cultural 
context influence the mindset during adolescent years and youth, but as a homogeneous 
group they have sexual and reproductive health needs which are altogether different from 
those of adults. This group encompasses the in-school, out-of-school and the hard-to-
reach adolescent and young adult population of the state. The health delivery system 
lacks tailor-made policies and programmes that address the sexual and reproductive 
health needs of all the above sub-groups among adolescents and young people. 

 

 

 



 

Summary of Findings 
Major Findings 

Source: Field Survey 

 
(1) Hospitals  

 
(a) ART CENTERS- 1 
o There is only one ART Center  in Patna located at Patna Medical College 

Hospital (PMCH) 
 

(b) DOTS CENTER- 9 
 

o E.C. Railway Hospital, Danapur, IGIMS,Patna, S.D.H. Barh, S.D.H , Danapur,  
PMCH, Patna, Jai Prabha Hospital, Patna (all government hospitals) 

o Kurji Holy Family Hospital  (faith based hospital  ) 
o Nazareth hospital Mokamah was the only (private hospital  ) 

 
(c) VCTC CENTER- 5 
o E.C. Railway Hospital, Danapur, IGIMS, Patna, M.H. Danpur, S.D.H. Barh, 

PMCH, NMCH, Patna, Jai Prabha Hospital, Patna, RMRI (government 
hospitals) 

o Maulana Sajjad Memorial Hospital and Kurji Holy Family Hospital (faith based 
hospitals)  

o Nazareth Hospital, Mokamah (private hospital )  
 

(d)  STI CENTER- 3 
o PMCH, Patna, NMCH, Patna, Jai Prabha Hospital, Patna (government 

hospitals) 
o Nazareth Hospital, Mokamah (Private hospital)  
o None of the faith based hospitals  have STI centers 

 
(e) PPCTC CENTERS- 2 

Resource Summary  Patna  
Total Number of Government Hospitals 12 including 1 Research Institute 
Total Number of Private  Hospitals 3 
Total Number of faith-based hospitals 4 
Total number of facilities for STI treatment  3 
Total number of facilities providing OI 
treatment  4 
Total number of ICTCs/VCTCs 5 
Total number of DOTS centers 9 
Centers for ART 1 
Private Counselors 0 
Private Psychologists 0 
Private psychiatrists  1 
Total Number of NGOs working on issues 
around HIV 14 
Organizations/indiviudals provding legal AID 0 
PPTCT Center 2 
Blood Bank 5 



 

o PMCH, Patna, NMCH, Patna (government hospitals) 
o None of the faith based and private hospitals  have PPCTC Centers 

 
(f) NETWORK FOR PLHIV- 3 
o E.C. Railway Hospital, Danapur (Government hospital) 
o Kurji Holy Family Hospital (faith based hospital) 
o BNP+ Bihar Network of positive people 
o None of the Private hospitals  have networks for PLHIV 

 
(g)OI Treatment- 1- Government Hospital 
 
(h) Blood Bank- 5 

 
      SHORT STAY HOMES FOR PLHIV- 1 

 
The short stay home was fond to be located in an NGO run by Mr. Rajnish of BNP+ 
(Bihar Network of positive people).  During the time of visit the FIs observed that about 
30 HIV positive people were staying there. They were seeking treatment at the Patna 
Medical College Hospital. All the patients had been referred to PMCH by the hospitals or 
doctors under whom they were being treated. The BNP has networks of PLHIV in 
Kishanganj, Purnea, Katihar, Muzaffarpur. Now BNP+ has 1600 members within their 
network. The livelihood related activities of BNP+ are running in Bihar with the technical 
& financial support of UNDP TAHA Project. Till date BNP+ has benefited PLWHA and its 
dependents by arranging either jobs or PCO, agent- ship of life insurance, etc, under the 
guidance of Mr. Rajnish Singh. 

 
During the survey the concerned staffs to be interviewed were found missing from their 
duty. Even if by chance they were located they were unable to provide proper 
information. Most of them were either not interested in giving answers and others did not 
have any knowledge about the questions asked. Much needs to be done on the 
government front as well as the other organisations as well as the NGOs on the facilities 
provided for the HIV. There is only one ART center in Patna. There are 8 DOTS center in 
Patna district and 10 VCTC Center. STI Centers are located at only 4 hospitals. As far as 
the PPTCTC is concerned it was found only at 2 government hospitals. 1 government 
hospital and 1 faith based hospitals were found to be having network for PLHIV. All the 
other hospitals refer their patients to PMCH. As a result there are large numbers of 
patients in PMCH but the facilities are not up to the mark, due to which patients who are 
in critical condition become even worse and die.   

 
None of the NGOs during the survey were found of having any ART, VCTC, PPTCTC, 
DOTS, STI or Network for PLHIV. They are mainly engaged in awareness generation 
activities on HIV/AIDS. 
 
Clients’ perception of quality of government health  services in Patna district-  
prolonged waiting time; inconvenient location of the center; availability of the medical, 
surgical and diagnostic equipment are very poor and the personal manner of the medical 
staffs is also not up to the mark. The Military hospital at Danapur has the provision of 
VCTC Center Bihar State Aids Control Society. The doctors and staffs were very 
responsive and cooperative in their attitude. But the hospital’s VCTC center catered to 
the needs of only on campus patients. No monthly report is sent to BSACS. They report 
to their head office at Lucknow or Pune. The infrastructural facility at ART center of 
PMCH is very poor. The testing machines are many times out of order and as a result the 
patient gets his or her report after four or five days.  



 

In terms of health care, 
Patna suffers from a 
peculiar paradox. The 
benefits of modern 
medicine and services 
are most of the time 
sought by the well-offs 
only, and more so in 
the urban areas. 
‘Access’ is in itself a 
problem, when it 
comes to women, 
adolescents, and hard-
to-reach groups 
residing in remote areas. In the absence of institutional and hospital centered service delivery, 
majority of the people seek treatment from quacks. The cumulative effects of these factors are 
poor health outcomes, gripping these districts.  
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A young woman was involved with some other male before 
marriage. After her marriage she was detected with HIV positive. 
She was in no way ready to disclose about the disease to her 
husband. When asked for the reason, she said- “I want to infect 
my husband first before disclosing my status so that I can accuse 
him of infecting me”. And her mother supported her. This was a 
very shocking revelation. But then what is the reason- Social 
stigma leading to social insecurity- Her husband would leave her 
once he came to know that his wife was HIV positive.  
 
Source: Field survey 
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DEMOGRAPHIC PROFILE  
 
 

Muzaffarpur, city in northeastern India, in northern Bihar state, located in the middle Gangetic 
Plain near the Burhi Gandak River, a tributary of the Ganges River. The city is surrounded by 
productive agricultural land and is an important center for agriculturally based industries, including 
rice and sugar milling and wholesale trade. Muzaffarpur is also famous for its litchi orchards.  
 

 
Trade is the most important 
economic activity in the city, 
which is served by a railroad 
junction connecting it to 
Nepal. The University of Bihar 
(founded in 1952) is in 
Muzaffarpur. Occasional 
overflow of the Burhi Gandak 
River during the rainy season 
creates a flood hazard. In 
January 1934 an earthquake 
caused extensive damage to 
the city and killed more than 
2500 people in the area. 
Muzaffar Khan founded the 
city in the 18th century.  
 
 
 

 
The total geographical area of the district is 3122.56 sq.km with a population of 4180226. The 
male number is 2158664 and female 2010464 constituting a male female ratio of 1000:931. The 
urban population is 274965 in which Muzaffarpur town alone contribute 241107. The population 
density is 1340 sq.km with a 2.5%/year or 25% decennial population growth rate. The population 
group between 0-6 years of age is 804651. 
 
The district has a major concentration of Hindu population (87%) followed by Muslim population 
(13%). Further, 24% populations belong to SC/ST and 43% to other backward class. More than 
three-fifth populations have low living of standard. The illiteracy rate among women is 62%.  
 
 

 
 

 
 
 
 

 
 
 
 
 

 



 

HEALTH STATUS 

Premature death and illness due to major environmental health risks account for a large percent 
of the total burden of disease in Muzaffarpur. India has environmental health risks of both 
categories: traditional hazards related to poverty and lack of development, such as lack of safe 
water, inadequate sanitation and waste disposal, indoor air pollution and vector borne diseases; 
and modern hazards caused by development that lacks environmental safeguards, such as urban 
air pollution and exposure to other industrial chemicals and waste. 
 
The utilisation of Antenatal services (ANC) is not very encouraging in the district. Nearly 40.4% of 
the women received any ANC services who had live/still birth since January 1, 1999. The doctors 
(34%) were the main ANC provider followed by ANM/Nurse/LHV (3%). Only 3.5% of the women 
receive these services at the doorstep. About 10% of women availed of ANC services from 
government health facilities while 29% received at private health facilities. Only 21% of the 
women had at least three ANC visits during their pregnancy. About 19% of the total deliveries are 
institutional delivery; 3% of which were conducted at government health institutions and 
remaining 16% were at private health institutions. About 81% of the deliveries are home delivery. 
Only 15% of home deliveries are assisted by trained health personnel (Doctors/ANM/Nurse/TBA). 
Only 5% women sought treatment for their post-delivery problems at government health 
institutions. 
 
The immunisation coverage of children in the district is quite low. Knowledge of family planning 
method was widely spread in the district. The use of contraception was the highest in Muzaffarpur 
district. The level of awareness about RTI/STI was about 55% among men and 67% among 
women respectively. 
 
Human resources for health 
 
The serious issue in human resource management is huge gaps in critical health manpower in 
government hospitals in Muzaffarpur, particularly in rural areas, that provide healthcare to the 
poorer segments of population. A large number of vacant posts of both ANMs and doctors are 
reported at the primary level in government hospitals there. Also, most of the specialist positions 
in government hospitals in rural areas are lying vacant. The situation at the secondary and tertiary 
level is somewhat better, as doctors generally reside in urban areas. Vacancies continue to exist 
in the posts of laboratory technicians, radiographers and other professionals which have serious 
service implications, particularly for programmes like HIV/AIDS, malaria and tuberculosis. The 
public health spending is abysmally low in Muzaffarpur where a large percent of people living 
below poverty line are critically dependent on public health services and the range and 
complexities of health issues are substantial with the equal presence of both communicable and 
non-communicable diseases. 
 
The Health Infrastructure network 
 
Regarding the hospitals and hospital beds, the scenario presents a very sorry picture at the 
government hospital visited in Muzaffarpur. Public health infrastructure in urban as well as rural 
areas was found to be in a completely collapsed situation whether it is a sub centre; a PHC for or 
a Community Health Centre (CHC). There is not enough bed for the patients in the hospital. The 
instruments are very old. About three-fourths of the CHCs have no adequate equipments and 
only one-third of the PHCs provided delivery care. As a result of such inadequate public health 
facilities, it was observed that a very small population seeks OPD services, and a fewer of that 
which seek indoor patient treatment, avail of such services in public hospitals. A large portion of 
population seek medical care services from private nursing homes despite the fact that most of 
these patients do not have the means to make out-of-pocket payments for private health services. 



 

The private sector is almost unregulated, with serious complaints of poor quality, over charging, 
and unethical behaviour. 
 
The Health Infrastructure network in the district i s very large having the following 
units: 

S.N. Unit No Bed strength 
 

1. Medical College 1 66 
2. District Hospital 1 218 
3. Sub divisional hospital - - 
4. Primary Health Care 

Center 
14 84 

5. Additional Primary 
Health Care Center 

43 - 

Source: Medicare 2005 
 

·  The ratio of population to bed strength is very low in the government sector, whereas in 
the private sector there are 165 nursing homes; 10 private hospitals and the total bed 
strength being 1050. Bed strength:  Population shows inadequate bed strength in the 
district.  

·  Another observation made was there was very low bed occupancy rate in the 
government sector. In Sadar hospital it is only 8.20% and in Medical College it is 18.48%, 
where as in the private sector the bed occupancy rate is above 70.24%. The lack of good 
medical governance and Medicare services, has gradually led to loss of public trust in the 
government sector.  

·  The district has rich existence of Indigenous System of Medicine(ISM) infrastructures. It 
has 1 Ayurvedic Medical College, along with 11 Ayurvedic clinic, 1 homoeopathic clinic 
and 1 Unani clinic 

·  Quite a large percentage of people are visiting ISM OPDs 
·  There is no blood bank in the Sadar hospital, but there are 2 blood banks, 1 at Red Cross 

and 1 at SKMCH. 
·  There is provision of Ambulance in the Sadar hospital but it is non-functional. There is 

only 1 ultrasound machine in the medical college but in private, there are 24 ultrasound 
machines.  

·  There is no CT scan in medical college, but there is 1 in private hospital 
 

·  The overall Medicare in the district is of secondary care level. The functioning of 
government and Sadar hospital is virtually non existent. Due to lack of pediatric and 
orthopedic specialists, these OPDs remain closed. There are no drugs in the hospital 
since last 2 years. In the private sector, the district boasts of a Neuro center, 2 cardiac 
centers but the district lacks ICU, CCU, Trauma center and Renal Care hospital. It has a 
good eye hospital called Muzaffarpur Eye Hospital. It has all modern equipments but 
lacks trained Eye surgeons in advance eye care. 

 
·  Regarding PHCs, Additional PHCs and CHC the buildings need to be renovated and 

reconstructed. Accommodations for doctors are limited to one unit only. 
 

·  Regarding the Sadar hospital, it has a huge campus and adequate land for new 
accommodation for doctors and Para medical staffs. 

 
·  As far as the human resources is concerned, surprisingly specialist doctors out-number 

general doctors. The total number of doctors in the district is nearly 440, out of which 
there are 340 specialist doctors. There is availability of laparoscopy and advance surgery 
facility. There are only 2 ventilators in the districts. 

 



 

                  Source: Medicare 2005 
 

Doctors Population 
440 37,43,836 
1 8569 

 
Source: Census, RCH Report, Ministry of Statistics & Program Implementation 

 
 
District  
Hospital 
 

 
SD 
Hospital  

 
Referral 
Hospitals  

 
PHCs 

 
Addl. PHCs  

 
HSCs 

1 0 2 (no),  
Functional - 1 

 

14 45 475 
 

Number of beds 
 

Dist. Hospital  SD- 
hospital 

 

Referral 
Hospitals  

PHCs Addl. PHCs  Total 
Beds  

218 0 30 84 270 602 

 
Personnel ( Source: Census, RCH Report, and Ministry of Statist ics & Program 
Implementation) 
 

 
Medical 
Officers 
 

 
ANM 

 
LHV 

 
MHW 

 
Staff Nurse  

 
AWW 

Sanctioned- 
241 

Working- 223 

Sanctioned- 
594 

Working- 
592 

Sanctioned- 29   
Working- 21 

 

Sanctioned-
140 

Working- 82  

Sanctioned- 
4 

Working- 4 

Sanctioned-
2822 

Working-
2610 

 
 

·  Regarding the para medical staffs, there is acute shortage of lab technicians, blood bank 
technicians, pharmacists and dressers. The strength of O.T. Assistants needs to be 
raised. 

·  There is a sufficient strength of ANM – 595 and they can be effectively utilised in the 
RCH programme 

·  Although the district has AIDS/HIV Testing centers, they are non-functional. 
·  There is a kala azar unit in the Sadar hospital. It has 10 beds but due to shortage of 

drugs, the bed occupancy is very poor. 
·  A Regional Diagnostic Center is being constructed in the Sadar Hospital Campus 
·  The district needs good cardiac, renal hospital with dialysis facilities and 1 oncology 

hospital. 
 
Clients’ perception about government health facilit ies 
About 53% of women reported that they did not feel the necessity to avail ANC 
services because: 
 

1. Women said that the cost was too much, not permitted to go and no time to go 
2. The health facility location was very poor 



 

3. Extended waiting time 
4. The rude behaviour of doctors and other staffs 
5. The incompetent technical skills and quality forced the patients to visit private clinics 
6. Non-availability of doctors/health workers 

 
STATUS OF HEALTH INFRASTUCTRE OF MUZAFFARPUR 

 
Sr Name of Institution Nos Sr Human 

Resources 
Nos Sr Logistics Nos 

1. Medical College 01 1. Chief 
Medical 
Officer Cum 
Civil Surgeon 

01 1. Blood bank 
a) Government 
b) Private 

 
2 
Nil 

2. District Hospital 01 2. Additional 
CMD 

01 2. ECG Machine 
a) Government 
b) Private 

 
1 
42 

3. Bed strength of 
District hospital 

218 3. Deputy 
Superintende
nt in Sadar 
hospital 

01 3. Oxygen 
cylinders 
a) Government 
b) Private 

 
 
16 
52 

4. Sub divisional 
hospital 

Nil 4. District RCH 
Officer 

01 4. Ambulance 
a) Government 
b) Private 

 
4 
15 

5. Referral hospital 
(CHC) 

01 5. District TB 
officer 

01 5. X ray units in 
district 
(non- functional 
in district 
hospital) 

 
--- 

6. Primary health care 
centers 

14 6. District 
Filarial officer 

01 6. Cold chain unit 1 

7. Additional Primary 
health care center 

43 7. Medical 
officer in 
government 
sector 

117/171 7. Immunisation 
centers 
a) Government 
b) Private 

 
 
14 
11 

8. Indigenous Medical 
Centers 

·  Ayurvedic 
clinics 

·  Homoeopat
hic clinic 

·  Unani 
clinics 

 
 
11 
 
09 
 
0 

8. Specialists in 
government 
sector 

101 8. Operation 
theatre 
(functional) 
a) Government 
b) Private 

 
 
 
6 
0 

9. Private Nursing 
homes 
a) Rural 
b) Urban 

 
 
48 
115 

9. General 
doctors in 
private sector  

17 9. Trauma Center 
a) Government 
b) Private 

 
- 
- 

10. Any other 
secondary health 
care hospital 

- 10. Specialists in 
Private 
Sector 

52 10. HIV Testing 
Center 

1 

11. Private hospital 10 11. Doctors in 
ISM 

105 11. AIDS 
Counselling 
center 

1 



 

12. No. of Health sub 
centers 

445 12. ANM 575 12. Ultrasound 
machine 
a) Government 
b) Private 

 
 
1 
24 

13. Ayurvedic Medical 
college 

1 13. Nurses 
(Grade A) 

18 13.   

14. Kala Azar beds in 
Sadar hospital 

 14. LHV 31 14.   

15.   15. Lab 
Technician 

0/5 15.   

16.   16. X-ray 
Technician 

3/3 16.   

17.   17. Blood bank 
technician 

½ 17.   

18.   18. O.T. 
Assistant 

1/1 18.   

19.   19. Dresser 29/61 19.   

20.   20. Clerks 115/117 20.   

21.   21. Health 
worker 

30/42 21.   

22.   22. Pharmacist 10/59 22.   

23.   23. Drug 
Inspector 

3/3 23.   

Source: Medicare 2005 
 

 
 
 
 
 
 
 

 
 
 
 
 

 
 
 



 

HIV/AIDS STATUS 
 
  
According to the Kaiser Foundation – 760 HIV Positive people are availing regular treatment 
facilities at the ART center in Muzaffarpur and this number is increasing everyday. According to 
the BNP+ the number is slightly high- 814. More than 50% of the infected people who are visiting 
the ART center are illiterates, i.e. 278 people are 100% illiterates. 120 people have studied till 
class 8, 145 people are matriculate. Only 28 people have completed their Intermediate. There is 
only one person who has done Masters. Out of 824 infected people 525 are males and 289 are 
females. Among men 138 are in the age group of 31 to 35, while 99 women are in the age group 
of 26 to 30. Surprisingly, this virus is not found in the women in the age group of 40 whereas the 
number of men in this age group is 74. 76 children in the age group of 10 are also infected with 
HIV/AIDS. A 73 year old widower and 70 year old widow are also infected.  
 
Although the spread of HIV/AIDS is a major concern in the state, only 58% of men and 38% of 
women have even heard of AIDS in the district. In rural area of the district more than 3/4th of the 
females are unaware about HIV/AIDS. The electronic media plays a great role in increasing 
awareness about HIV/AIDS. About 10% of each of males and females consider doctors as the 
source of knowledge. Only 2% men and 4% women received information about the AIDS from 
health worker. Health workers are yet to take off their campaign for spreading awareness about 
HIV/AIDS. 
 
With regards to mode of transmission of the virus, 82.7% of the males and 65.1% of females 
consider sexual intercourse as the major source of acquiring the virus. 31% female in comparison 
to 28% of males had no idea about curability of HIV/AIDS. 76.4% males and 67.5% females 
considered safe sex as one of the preventive measures. The people in spite of having 
awareness, lacked knowledge about the route and preventive care to avoid acquiring HIV/AIDS. 
 
According to an ethnographic study of sex workers in Chaturbhuj Sthan, Bihar’s one of the 
biggest red light areas, conducted by Equity foundation reveals the following facts: 
  
Accessing health care is a major concern for all wo men in the sex work. While the 
‘immoral whore’ image makes it difficult to get goo d medical treatment, illiteracy, 
ignorance and fear of the medical establishment mak es the women vulnerable to 
exploitation and extortion. Reproduced below are th e few responses which highlight 
these: 
 

�  Sex workers typically shy away from medical treatment, which results in further decline in 
health status. Further, Medical staffs at public hospitals have an unsympathetic, 
indifferent and often humiliating attitude towards them. 

�  Medical staffs often ask sex workers about the client’s enjoyment and other irrelevant 
questions that are embarrassing. 

�  Doctors and social workers force to have free sex with them. 
�  Doctors often refuse to treat or admit sex workers to hospital, saying they are AIDS 

carriers.  
�  When they fall sick or become ‘too old’, many do find their way home. But they also take 

the HIV/AIDS virus back to their villages, where its awareness is low.  
 
Local people in Muzaffarpur refer to HIV/AIDS as ‘papiyaha bimari’ (meaning that people who 
create sin contract this disease) and ‘bambaiya bimari’ (disease contracted from Bombay). 
 
 

 
 
 



 

SUMMARY OF FINDINGS 
 

The present report provides salient findings of Muzaffarpur district covered in the mapping 
exercise. The survey was conducted in government hospitals, private hospitals, faith based 
hospitals and the NGOs to identify and list services for prevention, treatment, care and support 
for HIV work in their organisation.  
 

Major Findings 
 

  Resource Summary  Muzarffarpur 

1 Total Number of Government Hospitals 3 

2 Total Number of Private  Hospitals 10 

3 Total Number of faith-based hospitals 0 

4 
Total number of facilities for STI 
treatment  1 

  
Total number of facilities providing OI 
treatment  1 

5 Total number of ICTCs/VCTCs 2 

6 Total number of DOTS centers 2 

7 Centers for ART 1 

8 Private Counselors 0 

9 Private Psychologists 0 

10 Private psychiatrists  0 

11 
Total Number of NGOs working on issues 
around HIV 3 

12 
Organizations/indiviudals provding legal 
AID 0 

 13  PPTCT Center 2 

14 Blood Bank 2 
Source: Field Survey 
 
 
 
 

 



 

(1) Hospitals  
 

(a) ART CENTERS- 1 
o There is only one ART Center  in Muzaffarpur located at Srikrishna Medical 

College Hospital (SKMCH) 
 

(b) DOTS CENTER- 2 
 

o Sadar hospital and SKMCH (all government hospitals) 
 

VCTC CENTER- 2 
 

o Sadar hospital and SKMCH (all government hospitals) 
 

(d)  STI CENTER- 1 
 

o Srikrishna Medical College Hospital (SKMCH) (government hospital)  
 

(e) PPCTC CENTERS- 2 
 

o Sadar hospital and SKMCH (all government hospitals)  
 

(f) NETWORK FOR PLHIV-1 
 

o Srikrishna Medical College Hospital (SKMCH) (Government hospital) 
 

(g)OI Treatment- 1- Government Hospital 
 
(h) Blood Bank- 2 

 
Muzaffarpur is burdened with a larger HIV/AIDS epidemic than any other part of the country. Low 
coverage:  DOTS covers only about 20-25 percent of TB patients. ART service provision has not 
reached the targets in terms of numbers and the achievement in terms of number of centers 
providing services has also been ignored. The reason being: 
 

o Weak involvement of civil society and the community 
o Weak health system, particularly in urban areas without primary healthcare 

infrastructure 
o Unsupervised private practitioners following their own lines of treatment, 

contributing to drug resistance 
o Inconvenient timing, location of the center 
o Bad quality of medicines 
o Medicines rarely given. 
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DEMOGRAPHIC PROFILE  

 
Bhagalpur  is one of the oldest districts of Bihar located in the Southern region. It is situated in 
the plane of Ganga basin at height Of 141 feet above sea level. It covers an area of 2569.50 sq. 
km. It Lies between 25o-07 – 25o30’ N Latitude and between 86o 37 ‘ – 87o 30 ‘E longitude. The 
district is surrounded by Munger, Khagaria, Madhepura, Purnea, Kathiar & Banka districts of 
Bihar and Godda & Sahebganj districts of Jharkhand.  
 
Bhagalpur is known as silk city as it is famous worldwide for its silk production. The silk industry in 
this city is hundreds of years old and a whole clan exists that has been producing silk for 
generations. The � ndividu plains are very fertile and the main crops include rice, wheat, maize, 
barley, and oilseeds. The economy of Bhagalpur is dependent mainly on � ndividuals and silk. 
 
There is a Silk Institute and Agricultural college here, as well as a University, and Engineering, 
Medical and Homeopath colleges. 

The district of Bhagalpur has a 
major concentration of Hindu 
population is 85% followed by 
Muslim population i.e. 15%. 
Further, 15% population belongs 
to scheduled caste/tribe and 55% 
to other backward classes. The 
district has 16 blocks. 

The male literacy rate is 60.11% 
and female literacy rate is 
38.83%. Only 20% of women had 
10 or more years of schooling.  

The district stands on 36th position 
as far as the female sex ratio is 
concerned. It has 878 females per 
1000 males. The case of female 
feticide is very prominent in 
Bhagalpur. 

The total population of Bhagalpur 
is 24, 30,331. The infant mortality 
rate is 62.0 and under 5 mortality rate is 103.2.  

Angika is the main language of Bhagalpur. Angika is one of the oldest languages of the world, 
which was known as Aangi during ancient time. Angika is spoken by more than 30 million of 
Indian and around 50 million populations worldwide. Among others Hindi is the main language. 
Besides English is also used frequently. 

 

 

 



 

HEALTH STATUS 

The health situation in Bhagalpur is in a deplorable state. The utilisation of antenatal services 
(ANC) is not encouraging in the district. The doctors are the main ANC providers followed by 
ANM/Nurse/LHV (6%). Only 1% of the women received these services at their doorstep. Only 5% 
women availed of ANC services from government health facilities, while about 40% received at 
private health facilities. Nearly 1% women had 3 ANC visits during pregnancy period. About 34% 
of the women were given iron folic acid (IFA) tablets. About 80% women had taken 2 or more 
tetanus toxide (TT) injection during their pregnancy. Only 29% of the total deliveries were 
recorded as institutional delivery and 4% of institutional deliveries were conducted at government 
health institutions and the remaining 25% were at private institutions. About 71% deliveries were 
recorded as home delivery. Only 18% of home deliveries were assisted by trained health 
personnel.  

The immunisation coverage in the district is satisfactory. The % age of children who received 
Polio- 0-6 percent. Children who were given vaccination were 61%, BCG 50%, 50%were given all 
3 drops of Polio. Most of the children were immunized at government health centre. In rural area 
only 2% were immunized during the clinics/camps organised in village. 

Knowledge of family planning method was widespread. 

The level of awareness of RTI/STI was 69% among men and 99% among women. The main 
sources of information were relatives and friends and not health workers. 

60% males 38% females are not aware about HIV/AIDS. 

HEALTH RESOURCES 

Human resources for health 

The existing public health infrastructure is not evenly distributed across the district. Many 
institutions are not functional due to staff shortage and non-availability of drugs and consumables 
and essential equipment. About three-fourths of the CHCs have no adequate equipments and 
only one-third of the PHCs provided delivery care. As a result of such inadequate public health 
facilities, it has been estimated that less than 20 percent of the population, which seek OPD 
services, and less than 45 percent of that which seek indoor patient treatment, avail of such 
services in public hospitals. A large portion of population seeks medical care services from 
private sector despite the fact that most of these patients do not have the means to make out-of-
pocket payments for private health services. The private sector is almost unregulated, with 
serious complaints of poor quality, over charging, and unethical behaviour. 

The government health facility requires to be strengthened in the villages. The total health 
infrastructure needs re-structuring and reorganization both in private and government sector of 
the district. The PHCS and CHCS, district hospital roofs are leaking, and crumbling and dense 
vegetation has sprung in the campus.  

 
District  
Hospital 
 

 
SD 
Hospital  

 
Referral 
Hospitals  

 
PHCs 

 
Addl. PHCs  

 
HSCs 

0 1 4 (no),  13 37 306 



 

Functional – 3 
 

 

Number of beds 
 

Dist. Hospital  SD- 
hospital 

 

Referral 
Hospitals  

PHCs Addl. PHCs  Total 
Beds  

0 30 90 78 222 420 

 
Personnel ( Source: Census, RCH Report, and Ministry of Statist ics & Program 
Implementation) 
 

 
Medical 
Officers 
 

 
ANM 

 
LHV 

 
MHW 

 
Staff Nurse  

 
AWW 

Sanctioned- 
162 

Working- 127 

Sanctioned- 
387 

Working- 
385 

Sanctioned- 48   
Working- 27 

 

Sanctioned-
34 

Working- 32  

Sanctioned- 
8 

Working- 8 

Sanctioned-
1512 

Working-
1347 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

STATUS OF HIV/AIDS 

 
The awareness of HIV/AIDS is 60% among males and 38% among females. In urban areas 86% 
male and 74% female are aware of HIV/AIDS, while in rural areas it is 50% for males and 25% for 
females. The electronic media has played a key role in creating awareness about HIV/AIDS. 
Radio/pamphlets/slogans/posters/wall hoardings are other important sources of spreading 
HIV/AIDS awareness. Doctors and health workers have played a negligible role in spreading 
awareness about HIV/AODS. With regards to knowledge about the mode of transmission of virus, 
majority of both males (79%) and females (64%) knew that sexual intercourse with infected 
person was one of the sources of transmission. As for curability, males had better knowledge in 
comparison to females. About 3 in 4 males had the correct knowledge that the disease was not 
curable against 3 in 5 females. A matter of concern was that 28% of females did not know 
anything about the curability of HIV/AIDS against 17% of males. 
 
Their knowledge about preventive measures, 69% males and 61% females had the idea of safe 
sex as one of the best preventive measure. For males, it was mainly by use of condoms in each 
sexual intercourse. 20% males had no knowledge about the preventive measures. The males and 
females also have misconception about the HIV/AIDS (hugging, shaking hands, kissing, sharing 
clothes, utensils etc). This is an indication of the fact that in spite of having awareness, people 
lack complete knowledge about the sources and preventive care to avoid acquiring HIV/AIDS. 

 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 

 
 
 
 
 
 
 

 



 

Summary of Findings 
 

Resource Summary  Bhagalpur 

Total Number of Government Hospitals 2 

Total Number of Private  Hospitals 10 

Total Number of faith-based hospitals 0 

Total number of facilities for STI treatment  2 

Total number of facilities providing OI treatment  0 

Total number of ICTCs/VCTCs 1 

Total number of DOTS centers 2 

Centers for ART 0 

Private Counselors 0 

Private Psychologists 0 

Private psychiatrists  0 

Total Number of NGOs working on issues around HIV 5 

Organizations/� individuals providing legal AID 0 

PPTCT Center 0 

Blood Bank 1 
Source: Field Survey 
 
 

Major Findings 
 

(1) Hospitals  
 

(a) ART CENTERS- 0 
o There is  no ART Center  in Darbhanga 

 
(b) DOTS CENTER- 2 

 



 

o Lok Nayak Jai Prakash Narayan Sadar Hospital, RNTPC Center at Jawahar Lal 
Nehru Medical College & Hospital  (all government hospitals) 

 
(c) VCTC CENTER- 1 

 
o Lok Nayak Jai Prakash Narayan Sadar Hospital (government hospitals) 

 
(d)  STI CENTER- 2 

 
o Lok Nayak Jai Prakash Narayan Sadar Hospital, Jawahar Lal Nehru Medical 

College & Hospital  (government hospitals) 
 

(e) PPCTC CENTERS- 0 
 

o Lok Nayak Jai Prakash Narayan Sadar Hospital, Jawahar Lal Nehru Medical 
College & Hospital (government hospitals) 

 
(f) NETWORK FOR PLHIV- 0 
o None 

 
(g) OI Treatment- 1-  Government hospital 
 
(h)  Blood Bank - 1 

       
None of the NGOs during the survey were found of having any ART, VCTC, PPTCTC, 
DOTS, STI or Network for PLHIV. They are mainly engaged in awareness generation 
activities on HIV/AIDS. No lawyer, counselors were found to be working on HIV/AIDS. 

Clients’ perception of quality of government health  services: 

Why women do not avail ANC services? 

Cost too high/ No transport/Not customary/ No time to go/ Not permitted to go and lack of 
knowledge. There is need to increase the awareness, especially among rural women, to seek 
assistance from trained personnel for conducting the deliveries. The health workers have to 
educate on the importance of ANC and provide them with the services.  

The lack of awareness on the need for vaccination as a cause for not vaccinating the children 
was found to be more or less same in rural and urban areas. A large percentage of mothers 
hardly used ORS as a remedial measure against diarrhea. This was due to lack of awareness. 

Concerning perception of women on the services provided, women had pointed out prolonged 
waiting time and inconvenient location of the center. Majority of the women also said that the 
availability of medical, surgical and diagnostic equipments was very poor. Many complained 
about the unavailability of doctors or health workers, medicines. Medicines are rarely given and 
are of bad quality. Prolonged waiting time; inconvenient location of the center; availability of the 
medical, surgical and diagnostic equipment are very poor and the personal manner of the medical 
staffs is also not up to the mark. 

 ‘Access’ is in itself a problem, when it comes to women, adolescents, and hard-to-reach groups 
residing in remote areas. In the absence of institutional and hospital centered service delivery, 
majority of the people seek treatment from quacks. The cumulative effects of these factors are 
poor health outcomes, gripping these districts.  
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DEMOGRAPHIC PROFILE 
 

 
The district of Purnia, as it existed in 1951 with an area of 12784.64 sq. km. and a population of 
25,25,231 has been pre-eminently an agricultural district.After separating the Katihar District, the 
area of Purnia District was 7943 sq. km. and accounts for 4.56 % of the state area. In the year 
1990, the district was split two more districts namely Araria and Kishanganj. Now the present 
area of the Purnia District is 3202.31 sq. kms. , Bordering Araria district in north, Katihar and 

Bhagalpur district in 
South, West Dinajpur 
district of W.B. and 
Kishanganj district of 
Bihar in east and 
Madhepura and Saharsa 
District in the west. It is 
situated between 25 
degree 13 minutes 80 
seconds and 27-degree 7 
minutes 59 seconds north 
latitude and between 86 
degree 59 minutes 6 
seconds and 87-degree 
52 minutes 35 seconds 
east longitude. 
 
Hindi is the main 
language of the district; 
however, dialects are in 
vogue in different parts of 
the district for day-to-day 

use. People of Amour and Baisa blocks, speak Surjapuri. In the eastern side of Baisi block people 
speak Polia. Chhika-Chhiki or Angika is spoken in Rupouli and Bhawanipur and some part of 
Dhamdaha, K.Nagar and Purnia East Block. In Banmankhi , B.Kothi and some part of Dhamdaha. 
K.Nagar people speak a mix of Maithili and Chhika-Chhiki. Santhali people speak Santhali. In the 
east and South Baisi block Bangla is also spoken. Out siders speak their own dialects. 
 
The river Kosi and Mahananda and their tributaries crosses different parts of the district. The 
tributaries are Parman, Kankai, Soura, Faryani etc. These Himalayan originated rivers and 
tributaries sub-merge with river Ganges. 
 
The tract of land is plain, however, north and west part is above the south as well as the eastern 
side of the land of the district. 
 
The district has a major concentration of Hindu population (67.1%) followed by Muslim population 
(32.7%). 21.4% belong to SC/ST and 57.6% to OBCs. 75.7% of population has a low living of 
standard. 
 
The total population of Purnea is 2,540,788 (3.07% of the state). The population of males is 
52.18% and female is 47.82%. The male literacy rate is 46.16 and 23.72% among females. The 
literacy rate of males in urban area is 79.25 and 63.00 in females. The sex ratio of females/1000 
males is 916. The birth rate is 37.6 and death rate is 4.8. The infant mortality rate (per 1000) 67.0 
maternal mortality rate (per 1000) 2.8. The % of girls marrying below 18 years of age 48.6  
  
 



 

HEALTH STATUS 

 
 
More than 50% of the households in Purnia have at least one migrant because of acute 
unemployment and extreme poverty20. SC, ST and EBCs make up about 75% of the migrant 
population. They are mainly illiterate, unskilled and landless or small and marginal farmers. The 
autonomous migration of children appears to be on the increase. The terms and conditions under 
which they are employed are very poor and dangerous and in many cases such migration would 
be more appropriately called trafficking. But for their families this is clearly an important source of 
income and for the children, the work job may bring food security and in some cases, prospects 
for better work after a few years. Child migration from Purnia to towns in Uttar Pradesh and Bihar 
for work in “dhabas” has been on the increase over the last 10 years. These children are Rs.300-
350/month with breakfast and a meal. There are roughly 3000-4000 such child migrants in 
Purnia. 
 
There have been cases of sexual exploitation and physical abuse and overall, 10-20% of the 
children have faced problematic situations. Some have come back with diseases (in the case of 
one 14 year old boy with HIV/AIDS). Their earnings are used by their families to buy food and 
other essentials and repay debts. There are heavy costs associated with migration – long 
separation from one’s family brings isolation and loneliness; many are engaged in dirty 
dangerous and degrading occupations that affect their health and others engage in high risk 
sexual behaviour and fall prey to STDs or HIV/AIDs. Women and children who are left behind 
also suffer from loneliness, anxiety and vulnerability to sexual exploitation. Children who migrate 
with their parents miss school. Remittances have made families able to live a bette r and 
relatively financially secure life, free of heavy, cumulative indebtedness, but at the same 
time women headed households and children suffer so cially. They are on the track of a 
slow death.  A lack of proper housing and sanitation is one of the most acute problems that 
migrants face. 
 
The incidence of spontaneous abortion is 4.5% and is relatively higher in the district. The 
utilisation of ANC coverage is not encouraging in the district. The doctors (26%) were the main 
ANC provider followed by ANM/Nurse/LHV.  Less than 1% of the women receive these services 
at the doorstep. Less than 5% women avail ANC services from the government health facilities, 
while less than 25% receive ANC from private health care center. It ranks 27th in ANC coverage. 
Less than 30% of pregnant women were given iron and folic acid tablets (IFA). More than 50% 
women take Tetanus Toxide injection (TT).  
 
The general performance in terms of ANC services in the district is abysmally low, reflecting the 
poor condition of public health services for women in the reproductive age group. Purnea is one 
of the poorest performing districts in ANC with a percentage of 3.9.  
 
Though the performance of the state in terms of IMR is above the national average, a large 
proportion of districts continue to report significantly high IMR than the state averages. 
Geographical analysis suggests that most of these districts such as Purnea, with high IMR are 
either peripheral or highly prone to floods. Purnea is one of the poorest performing districts in IMR 
with a percentage of 89. 
 
Purnia district continues to report very low immunisation coverage, both antigen-wise and full 
immunisation with a percentage between 15-30. There is 21-30% of couple protection rate (CPR) 
in Purnea. Purnea is one of the poorest performing districts with Crude birth rate of 38.1. With a 
percentage of 5.3 Purnea ranks 30th in the institutional delivery. With 12.5% of safe delivery 
Purnea stands 22nd. With 17.3% of complete immunisation it ranks 21st and it stands at 12th 
position in Family planning.  



 

HEALTH RESOURCES 

Physical Facilities 
 
The public health facilities remain grossly inadequate. Furthermore, the existing facilities are 
devoid of basic minimum infrastructure needed for their optimal functioning. The Referral Hospital 
Network is also inadequate. Besides the shortage of health facilities at the district and sub district 
Levels, the number of available beds in the public health sector is also inadequate. The district 
and sub-divisional hospitals do not have adequate numbers of bed strength. Buildings of a large 
proportion of the hospitals at district and sub-divisional levels are in a dilapidated condition due to 
lack of maintenance and repair. Furthermore, there is a severe shortage of essential supplies, 
thereby hampering the delivery of basic health services. The situation at A PHC and Health Sub-
Centers is even worse as a fairly large number of PHCs and Sub- Centers do not have a building 
(See table for detail).  

 
Source: Census, RCH Report, Ministry of Statistics & Program Implementation 

 
 
District  
Hospital 
 

 
SD 
Hospital  

 
Referral 
Hospitals  

 
PHCs 

 
Addl. PHCs  

 
HSCs 

1 0 2 (no),  
Functional – 2 

 

11 27 278 
 

Number of beds 
 

Dist. Hospital  SD- 
hospital 

 

Referral 
Hospitals  

PHCs Addl. PHCs  Total 
Beds  

260 0 60 66 162 596 

 
Personnel  
Similar to the situation with physical infrastructure, the district faces acute shortage in health 
personnel as well. A large number of posts of Medical Officers and health workers remain vacant. 
In case of frontline health workers such as ANM, LHV, MHWs, staff nurses and AWW, the 
situation is similar. For example, in case of ANMs, against the sanctioned posts of 356, the 
district has only 275 ANMs, whereas there are only 67 MHWs against the sanctioned strength of 
126 and 29 LHVs against the sanctioned number of 56  In case of Staff Nurses 2 out of 8 
sanctioned posts are working. Neither ANM/LHV nor doctor or health worker visit women. 

 
 
Medical 
Officers 
 

 
ANM 

 
LHV 

 
MHW 

 
Staff Nurse  

 
AWW 

Sanctioned- 
126 

Working- 100 

Sanctioned- 
356 

Working- 
275 

Sanctioned- 56   
Working- 29 

 

Sanctioned-
126 

Working- 67  

Sanctioned- 
8 

Working- 2 

Sanctioned-
1464 

Working-
1424 

 
Source: Census, RCH Report, Ministry of Statistics & Program Implementation 

 
 



 

There are a host of issues that affect maternal hea lth services in Bihar. The 
important ones are listed below: 
 
 
o Paucity of skilled frontline health personnel (ANM, LHV) to provide timely and quality ANC 

and PNC services. 
o The public health facilities providing obstetric and gynecological care at district and sub 

district levels are inadequate. 
o Mis- match in supply of essential items such as BP machines, weighing scales, safe delivery 

kits, Kit A and Kit B, etc and their demand. 
o Shortage of gynecologists and obstetricians to provide maternal health services in peripheral 

areas. 
o Inadequate skilled birth attendants to assist in home-based deliveries 
o Weak referral network for emergency medical and obstetric care services 
o Lack of knowledge about antenatal, perinatal and post natal care among the community 

especially in rural areas. 
o Low levels of female literacy 
o High levels of prevalence of malnutrition (anemia) among women in the reproductive age 

group. 
o Poor communication because of bad roads and a law and order situation. 
 
The child health scenario (except for immunisation) such as those who live in rural areas, whose 
mothers are illiterate, who belong to Scheduled Castes, and who are from poor households is 
particularly appalling. Issues affecting child health are not only confined to mere provision of 
health services for children, but other important factors such as maternal health and educational 
status, family planning practices and environmental sanitation and hygiene have enormous 
bearing on child health.  
 
o Persistently low levels of child immunisation primarily due to non-availability of time and 

quality immunisation services. 
o Lack of child health facilities, both infrastructure and human resource, to provide curative 

services for common childhood ailments such as ARI, Diarrhea, etc. 
o Inadequate supply of drugs, ORS packets, weighing scales, etc. 
o Lack of knowledge of basic child health care practices among the community. 
o Failure to generate community awareness regarding essential sanitation and hygiene 

practices that impact on the health of children. 
 
Knowledge of family planning method is widespread in the district. The level of awareness of 
STI/RTI has increased through their friends and relatives. 
 
 
 
 

 
 
 
 
 
 
 

 
 
 

 



 

HIV/AIDS 

Purnea has one of the biggest red-light areas at Lakhanjhari alongside the NH-31 in the twin 
cities of Gulabbagh and Purnia. At present the 17 red light areas in the region employ some 
2,250 prostitutes. These women allegedly play a major role in enticing more parents and teenage 
girls into the net. Not surprisingly, the growth of HIV patients has been alarming in the district of 
Purnea due to large scale migration of labourers. The number rapidly increased during the past 
five years. “Its anybody’s guess what the actual figure of HIV patients in Bihar will be if sex 
workers and their clients are tested for HIV,” said Arun Kumar the convener of Bhoomika Vihar. 
 
The awareness of HIV/AIDS among males is 72.8% and females are 27.1%. In rural areas 14.1% 
female and 65.7% male know about HIV/AIDS. In the urban area 58.4% females and 89.4% 
males know about HIV/AIDS. Doctors and health workers have played a negligible role in 
spreading awareness about HIV/AIDS in the district.  
 
With regard to the mode of transmission of virus, majority of male and female know that sexual 
intercourse with infected person was one of the sources of transmission.  
 
As for curability females have better knowledge in comparison to males. 60% females in 
comparison to 40% males had the knowledge that it was curable. But 28% of females knew 
nothing about the curability of the disease.  
 
Regarding the preventive measures, 37% males and 67% females thought that safe sex as one 
of the best preventive measures.  
 
Many of them had misconception (hugging, kissing, sharing utensils) about the mode of 
transmission. This reflects that in spite of having awareness they lack complete knowledge about 
the sources and preventive care to avoid acquiring HIV/AIDS. 
 
 
 
 
 
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 Summary of Findings 
 
 

Major Findings 
 

  Resource Summary  Purnea 

1 Total Number of Government Hospitals 1 

2 Total Number of Private  Hospitals 7 

3 Total Number of faith-based hospitals 0 

4 Total number of facilities for STI treatment  1 

  
Total number of facilities providing OI 
treatment  1 

5 Total number of ICTCs/VCTCs 1 

6 Total number of DOTS centers 0 

7 Centers for ART 0 

8 Private Counselors 0 

9 Private Psychologists 0 

10 Private psychiatrists  0 

11 
Total Number of NGOs working on issues 
around HIV 5 

12 
Organizations/individuals providing legal 
AID 0 

     13  PPTCT Center   

14 Blood Bank 1 
Source: Field Survey 

 
(1) Hospitals  

 
(a) ART CENTERS- 0 

 
(b) DOTS CENTER- 0 

 
(c) VCTC CENTER- 1 



 

 
o Sadar Hospital, Hospital Chowk (government hospital)  

 
 
 (d)  STI CENTER- 1 

 
o Sadar Hospital, Hospital Chowk (government hospital)  

 
(e) PPCTC CENTERS- 0 

 
(f) NETWORK FOR PLHIV-1 

 
o BNP+- Stay home, Medical care &Training programme related to treatment 

education 
 

      SHORT STAY HOMES FOR PLHIV (BNP+) 
 
    (g) NGOS- 6 
 

o IEC Material, Hotline, Counseling, Peer Education 
o Awareness and counselling of HIV/AIDS infected people, HIV Tele counselling 

center, livelihood, SHGs 
 

               (h) OI Treatment- 1- Government hospital 
 
               (h) Blood Bank- 1  
 

A number of private nursing homes were touched in the city but none of them were found 
to be working on HIV/AIDS.  
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DEMOGRAPHIC PROFILE  

 
Katihar, a part of Purnia division, has total area coverage of 3057 sq km. With a population of 
2,389,533, the place is located at 25.53 degree north and 87.58 degree east. The district, with a 
population density of 782 persons per sq km, has a total literacy rate of 35.29% as per the 2001 
census. An independent district since 1973, Katihar is primarily an agrarian region. Paddy is the 
chief commercial crop. However, the district also houses jute and paper mills.  
 
While the total urban population of Katihar is 2, 18,246, total rural population is 2,171,287. Also 

for every 1000 males 
there are 919 females in 
the region. One of the 
interesting facts about 
Katihar is that it has only 
23% of its population 
below poverty line.  
 
The male literacy rate is 
45.51% and the female 
literacy rate is 24.03. The 
sex ratio per 1000 males 
is 919. 
 
Katihar has an average of 
around 5% ST population. 
 
 
 
 
 

 
Named after a tiny village dighi-katihar situated at the northeast corner, the district has a rich 
heritage. Closely linked with Purnia by proper roads Katihar is well-known for the prominent 
north-east railway junction.  

 
 

 
 
 
 
 
 
 
 
 
 
 



 

HEALTH STATUS 

Arsenic levels have risen to alarming levels in many districts of the north-eastern Indian state of 
Bihar. A state government survey has revealed that arsenic levels in up to 12 districts of the state 
of Bihar are now a threat to life. Katihar along with Patna, the state capital, is among the affected 
areas. The Bihar Public Health and Engineering Department (PHED) study reveals that the 
average arsenic content in drinking water in the districts is 500 parts per billion (ppb) creating 
health hazards. In many villages falling in the district of Katihar people have complained of 
weakening and bending of the bones and dreadful rashes and lumps on the skin.  
 
The child health indicator of the district reveals that the IMR is 77%. Furthermore, the district is at 
the bottom in terms of immunisation coverage, both antigen-wise as well as full immunisation. 
Given this low level of immunisation, morbidity and mortality due to vaccine-preventable diseases 
continues to be significantly high. The rate of complete immunisation is 25.7% (7 rank). Similarly, 
child health care seeking practices in the case of common childhood diseases such as ARI and 
Diarrhoea are not satisfactory. The specific groups of children in the district, such as those who 
live in rural areas, whose mothers are illiterate, who belong to Scheduled Castes, and who are 
from poor households is particularly appalling. 
 
There is a high level of mother and child malnutrition, particularly in rural areas and in children 
belonging to disadvantaged socioeconomic groups leading to a disproportionate increase in 
under five mortality. There is a persistently low level of child immunisation primarily due to non-
availability of time and quality immunisation services.  
 
Lack of essential sanitation and hygiene practices has a negative impact on the health of children 
and women. In Katihar, significantly a high level of malnutrition (anemia) among women in the 
reproductive age group has been observed.  
 
Early marriage and child bearing are common features in Katihar. The failure of family planning 
programme in the district in delaying and spacing births leading to significantly high mortality 
among children born to mothers under 20 years of age and to children born less than 24 months 
after a previous birth. Among the contraceptive methods female sterilisation continue to be the 
most preferred method and that too used by a very small percentage of females. The Couple 
Protection Rate (CPR rank- 27), one of the key indicators for family planning continues to be 
significantly low. Here too, the performance of district is of a low performer in the range of 17.2%. 
The institutional delivery is 6.1% (29 rank) and safe delivery is 8.0% (rank 29). 
 
The poor state of Family Planning services in the district is also evident in the high Crude Birth 
Rate. The Crude Birth Rate is one of the few indicators which is relatively less with 39.5% making 
Katihar as one of the poor performing districts (36 rank). The full ANC coverage of pregnant 
women is 7.0% (20 rank).  
 
The practice of breastfeeding is beyond six months in Katihar which is high. This clearly shows 
that messages related to timing and exclusivity of breastfeeding is not reaching a large number of 
mothers. Immunisation, which is one of the proven interventions for reduction in morbidity and 
mortality among children from vaccine preventable diseases, is in a bad shape, with full 
immunisation at a low percentage. 
 
Adolescent health is critical to the success of any reproductive and sexual health program. 
However, in Katihar, this realization has remained confined to the level of mere rhetoric and has 
not yet been translated into practice. This is evident from the fact that the existing RCH 
programme does not have separate planning of health services to address the specific needs of 
adolescents of the state. 
 



 

There is lack of awareness about antenatal, perinatal and post natal care among the community 
especially in rural areas of Katihar. 
 
Data related to institutional delivery suggests that Katihar has the poorest rate of institutional 
delivery of 6.1%. In terms of safe delivery too Katihar is the poorest performing district with 8.0%. 
The general performance of the in terms of ANC services in the district is abysmally low with a, 
reflecting the poor condition of public health services for women in the reproductive age group. 
The doctors, ANM/LHV hardly provide quality service.  
 
Tuberculosis is the main public health problem followed by malaria, anemia, leprosy, 
gastroenteritis’s, Hepatitis A and B, osteoporosis and skin disease due to arsenic in water.  

HEALTH RESOURCES 

Physical Facilities  

Basic health services was virtually absent at the time of independence. Over the years, a vast 
and wide network of health infrastructure such as medical colleges, district hospitals, primary 
health centers and health sub centers has been established. But with a passage of nearly 60 
years, the health infrastructures, particularly the rural health infrastructures have begun to decay 
and are outdated. Not only their numbers as per the standard norms are less, but they are ill 
equipped regarding equipments, drugs and lack of basic facilities like accommodation for medical 
people, electricity and safe water supply in the hospital campus. 
 
The Operation theatres and laboratories are ill maintained. The total health infrastructure needs 
re-structuring and reorganization both in government and private sector. There is no cardiac 
centre, eye center or trauma center. The doctor to population ratio is totally inadequate. The 
specialist services are under utilised. The bed strength is low. 
 
The PHCS, CHCS, roofs of District hospitals are leaking, crumbling and full of dense vegetation 
which makes the campus unsafe. Most of the basic equipments like x-ray machines are non-
functional. Hardly there is any provision for ambulance to cater patients from far flung villages or 
from the city itself in times of emergency. A large number of PHCs and Sub- Centers do not have 
a building (See table for detail). 
 
 
 
District  
Hospital 
 

 
SD 
Hospital  

 
Referral 
Hospitals  

 
PHCs 

 
Addl. PHCs  

 
HSCs 

1 0 4 (no),  
Functional - 3 

 

11 29 258 
 

Number of beds 
 

Dist. Hospital  SD- 
hospital 

 

Referral 
Hospitals  

PHCs Addl. PHCs  Total 
Beds  

100 0 90 66 174 430 
Source: Census, RCH Report, Ministry of Statistics & Program Implementation 

 
 
 



 

Personnel ( Source: Census, RCH Report, and Ministry of Statist ics & Program 
Implementation) 
 

 
Medical 
Officers 
 

 
ANM 

 
LHV 

 
MHW 

 
Staff Nurse  

 
AWW 

Sanctioned- 
121 

Working- 106 

Sanctioned- 
238 

Working- 
211 

Sanctioned- 56   
Working- 31 

 

Sanctioned-
33 

Working- 1 

Sanctioned- 
12 

Working- 7 

Sanctioned-
1716 

Working-
1637 

 
 

Besides this there are several other important issu es: 
 

o Lack of skilled frontline health personnel (ANM, LHV) to provide timely and quality ANC 
and PNC services 

o In-adequate skilled birth attendants to assist in home-based deliveries 
o Weak referral network for emergency medical and obstetric care services 
o Poor communication because of bad roads and a law and order situation 
o No regular supply of essential items such as BP machines, weighing scales, safe delivery 

kits, Kit A and Kit B, etc according to the demand. 
o Shortage of gynecologists and obstetricians to provide maternal health services in 

peripheral areas. 
o Lack of child health facilities, both infrastructure and human resource, to provide curative 

services for common childhood ailments such as ARI, Diarrhea, etc. 
o Inadequate supply of drugs, ORS packets, weighing scales, etc 
o Failure to generate community awareness regarding essential sanitation and hygiene 

practices 
o Lack of health facilities, both in terms of physical infrastructure and skilled human 

resources to deliver quality family planning services 
o Weak public-private partnerships to promote and deliver family planning services 
o Lack of doctors/ANMS/LHVS/Health workers at government hospitals force the patients 

to consult private practitioners which is very exorbitant 
o The behaviour of staff is rude 
o Medicines are unavailable most of the time 

 
An analysis of the perception of the beneficiaries of the rural primary health care institutions 
reveals that about more than 50% of them are either dissatisfied or partially satisfied with the 
quality of services delivered through sample CHCs. The reasons for dissatisfaction stem from the 
inadequacies of the delivery system (already noted above). Some of the major reasons for 
dissatisfaction are: non-availability of doctors, indifferent and non-sympathetic attitudes of doctors 
and para medical staff and non-availability of prescribed medicines.  
 

 
 
 
 
 
 
 
 
 
 



 

HIV/AIDS 

 
The flesh trade and the spread of HIV/AIDS are interconnected but the administration here has 
not yet woken up to the fact. Their poor socio-economic condition has forced many women into 
the oldest profession in the world. Contracting HIV/AIDS is a professional hazard. This is affecting 
neighboring districts as well with cases of AIDS/ HIV-affected people rising alarmingly. A survey 
has reported that in the next few years, the Kosi-Mahananda region is likely to become the 
biggest AIDS-affected area of Bihar and the red light areas of North Bengal, Nepal and 
Bangladesh will be responsible for it. 
 
The flesh trade is the bridge linking the spread of HIV/AIDS in West Bengal and districts of  Bihar, 
according to a survey by NGOs in Katihar, Purnia, Araria and Kishanganj districts of Bihar, which 
are districts whose borders touch West Bengal or Nepal. These districts in Bihar have some 16 
major red light areas, where around 2,500 girls are engaged in the flesh trade and lead to spread 
of HIV/AIDS. 
 
Another vulnerability pertaining to high mobility can be attributed to the network of national 
highways. Apart from them, there are a substantial number of sex-workers belonging to nomadic 
tribes, who operate on the National Highway 31 and NH-39 and on trains passing through the 
area. The military compartments of trains passing through the Barauni-Katihar and Kishanganj-
Kolkata sections of the NE and NF Railways are the hunting grounds of these sex-workers. About 
70 per cent of the sex-workers in these areas are from Nepal, North Bengal and the hinterland of 
the Kosi-Mahananda region, and they are major source of HIV/AIDS. This has lead to an 
explosive situation in Katihar. The situation is alarming in Bihar and if the situation is not 
controlled then it will spread like epidemic. 

During the last two decades, the HIV pandemic has entered our consciousness as an 
incomprehensible calamity. HIV/AIDS has already taken a terrible human toll, laying claim to 
millions of lives, inflicting pain and grief, causing fear and uncertainty and threatening economic 
devastation. There is clear evidence to suggest that HIV and AIDS will stall social and economic 
development, if nothing is done to stop its spread and mitigate its impact. Though Katihar district 
has a low prevalence of HIV, it is categorised as highly vulnerable and suffers from low economic 
performance indicators (lowest on the human development index), low health status, high 
migration, and the presence of tribal communities with limited access to health services. 

There are strong indications that Katihar is indeed highly vulnerable district, owing to the 
presence of factors known to fuel the pandemic, as listed below:  

a. Katihar has thousands of people annually out-migrating to higher prevalence states such 
as Maharashtra and Gujarat, Rajasthan, Punjab and Haryana making migration a strong 
characteristic of the district. However, not all of these out-migrating people move out of 
the district permanently with their families. Many migrate seasonally for work, mostly as 
single male migrant workers, returning to the where their families continue to live.  

b. Most of these migrant workers seek employment in the unorganised sector, which lacks 
good workplace practices and viable working hours. As a result, most of the workers 
suffer from fatigue, depression, loneliness and poor physical health. It is evident that the 
work conditions, the environment, the situation of staying away from family and absence 
of recreation facilities drive them to engage themselves in risky behaviours like alcohol 
abuse and visiting sex-workers. Although poor mental and physical heath results in 
absenteeism, decreased productivity and conflicts at the worksite, but still most of the 
industrial units lack any health interventions for their employees.  

c. The rural areas of Katihar have little access to health information, so that they know little 
about the existence of STIs and treatment facilities for the same. The vulnerability is 



 

heightened among women as they are asymptomatic and physiologically more 
susceptible to RTI/STIs.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

Summary of Findings 
 
 

Major Findings 
 

  Resource Summary   Katihar 

1 Total Number of Government Hospitals 4 

2 Total Number of Private  Hospitals 7 

3 Total Number of faith-based hospitals 0 

4 
Total number of facilities for STI 
treatment  0 

  
Total number of facilities providing OI 
treatment  1 

5 Total number of ICTCs/VCTCs 3 

6 Total number of DOTS centers 3 

7 Centers for ART 0 

8 Private Counselors 0 

9 Private Psychologists 0 

10 Private psychiatrists  0 

11 
Total Number of NGOs working on 
issues around HIV 11 

12 
Organizations/indiviudals provding legal 
AID 0 

    13  PPTCT Center 3 

    14 Blood Bank 2 
 

Source: Field Survey 
 

(1) Hospitals  
 

(a) ART CENTERS- 0 
 

(b) DOTS CENTER- 3 
o Sadar Hospital (government hospital)   
o Katihar Medical College & Hospital(government hospital)   



 

o Railway Hospital (government hospital)   
 

 
(c) VCTC CENTER- 3 
o Sadar Hospital (government hospital)   
o Katihar Medical College & Hospital (government hospital)  
o Railway Hospital (government hospital)  

 
(d)  STI CENTER- 0 

 
(e) PPCTC CENTERS- 3 

 
(f) NETWORK FOR PLHIV- 0 

 
     (g) SHORT STAY HOMES FOR PLHIV - 0 
 
     (h)  NGOS- 11 
 

o IEC Material, Hotline, Counseling, Peer Education 
o Awareness and counselling of HIV/AIDS infected people, HIV Tele counselling 

center, livelihood, SHGs 
o Community Outreach 
o Needle Syringe and Drug Substitution 

 
(g) OI Treatment- 1-  Government hospital 

   
       (h) Blood Bank - 2 
 

A number of private nursing homes were touched in the city but none of them were found 
to be working on HIV/AIDS.  
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DEMOGRAPHIC PROFILE  

 
Presently Darbhanga district is having 
the total geographical area of 2279 sq. 
km. and population of 2507815 
according to 1991 census. It is situated 
between longitude 85 degree 45’- 86 
degree 25’ East and latitude 25 degree 
53’ - 26 degree 27’ North and is 
bounded on the north by Madhubani 
district, on the south by Samastipur 
district, on the east by Saharsa district 
and on the west by Sitamarhi and 
Muzaffarpur districts. Main languages 
spoken in this district are: Maithili, Hindi 
and Urdu. Religion-wise breakup of 
population is indicated below as per 
1991 census: Hindus : 19,55,068, 
Muslims : 5,55,429, Christians : 141, 
Sikhs : 198, Buddhists : 26, Jains : 27, 
Other religions and persuasions : 70. 

 

Key demographic indicators: 
Sex ratio- 914 
Literacy rate- 44.3 
Total population- 3295789 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 



 

HEALTH STATUS 

 
Darbhanga is among the low performing district in terms of institutional delivery. The percentage 
of institutional delivery is between 11-20%. The general performance in terms of ANC coverage in 
the district is abysmally low between 0-10percent reflecting the poor condition of public health 
service for women in the reproductive age group. Darbhanga is among the low performing district 
in terms of safe delivery too between 10-20%. The performance of district in terms of IMR is very 
poor between 63-80%. The full immunisation coverage in Darbhanga district is between 15-30% 
which is below average. Performance indicators for family planning in the district are not very 
different from those of maternal and child health. The couple protection rate (CPR) one of the key 
indicators for family planning continues to be significantly low between 21-30%. The poor state of 
family planning services in the district is also evident in the high Crude birth rate (CBR) between 
35.1- 37%.   
 
Darbhanga stands on rank 18 regarding institutional delivery and on rank 20 regarding safe 
delivery. The district stands on rank 9 regarding coverage of full ANC. Regarding IMR it stands on 
24th position and on rank 12 regarding complete immunisation coverage. Regarding CBR it 
stands on position 14.  

Physical Health Infrastructure 

Physical Facilities  

The public health facilities remain grossly inadequate. Furthermore, the existing facilities are 
devoid of basic minimum infrastructure needed for their optimal functioning. The Referral Hospital 
Network is also inadequate. Besides the shortage of health facilities at the district and sub district 
Levels, the number of available beds in the public health sector is also inadequate. The district 
and sub-divisional hospitals do not have adequate numbers of bed strength. Buildings of a large 
proportion of the hospitals at district and sub-divisional levels are in a dilapidated condition due to 
lack of maintenance and repair. Furthermore, there is a severe shortage of essential supplies, 
thereby hampering the delivery of basic health services. The situation at A PHC and Health Sub-
Centers is even worse as a fairly large number of PHCs and Sub- Centers do not have a building 
(See table for detail). 
 

Source: Census, RCH Report, Ministry of Statistics & Program Implementation 
 
 
District  
Hospital 
 

 
SD 
Hospital  

 
Referral 
Hospitals  

 
PHCs 

 
Addl. PHCs  

 
HSCs 

0 0 3 (no),  
Functional - 2 

 

13 37 272 
 

Number of beds 
Dist. Hospital  SD- 

hospital 
 

Referral 
Hospitals  

PHCs Addl. PHCs  Total 
Beds  

0 0 60 66 222 360 

 
 
 



 

Personnel ( Source: Census, RCH Report, and Ministry of Statist ics & Program 
Implementation) 
 
Similar to the situation with physical infrastructure, the district faces acute shortage in health 
personnel as well. A large number of posts of Medical Officers and health workers remain vacant. 
In case of frontline health workers such as ANM, LHV, MHWs, staff nurses and AWW, the 
situation is similar. For example, in case of ANMs, against the sanctioned posts of 363, the 
district has only 296 ANMs, whereas there are only 96 MHWs against the sanctioned strength of 
131 and 19 LHVs against the sanctioned number of 29. In case of Staff Nurses 5 out of 8 
sanctioned posts are working (see table below). Neither ANM/LHV nor doctor or health worker 
visit women. 
 

 
Medical 
Officers 

 

 
ANM 

 
LHV 

 
MHW 

 
Staff Nurse  

 
AWW 

Sanctioned- 
172 

Working- 152 

Sanctioned- 
363 

Working- 
296 

Sanctioned- 29   
Working- 19 

 

Sanctioned-
131 

Working- 96  

Sanctioned- 
8 

Working- 5 

Sanctioned-
2563 

Working-
2315 

 
 
There are host of other problems too: 
 
o Weak referral network for emergency medical and obstetric care services 
o Lack of knowledge about antenatal, perinatal and post natal care among the community 

especially in rural areas. 
o Low levels of female literacy 
o High levels of prevalence of malnutrition (anemia) among women in the reproductive age 

group. 
o Poor communication because of bad roads and a law and order situation 
o Inadequate supply of drugs, ORS packets, weighing scales, etc. 
o Lack of knowledge of basic child health care practices among the community. 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 



 

HIV/AIDS  

So far 1,200 HIV cases and 82 
AIDS cases have been reported 
in the state. Of the 1,200 HIV 
cases, 500 were reported from 
Darbhanga. The HIV cases 
from Darbhanga were reported 
by a private pathological 
laboratory, yet the test reports 
were correct as the laboratory is 
very well equipped. The BSACS 
has also provided the 
Darbhanga Medical College 
Hospital (DMCH) with an Elisa 
Reader to prevent transfusion of 
infected blood. (The 
assessment is based on the 
data collected through Sentinel 
Surveillance conducted 
between August to October last 
year). Patna, Darbhanga, 
Katihar and Siwan have 
emerged as the danger zones. 

As far as rural women are concerned, they get infected through their husbands working as 
migrant labourers in Mumbai, Surat or Punjab or as truck-drivers frequenting North-Eastern 
states. 
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Summary of Findings 
 
 
The present report provides salient findings of Darbhanga district covered in the mapping 
exercise. In Darbhanga district, the survey was conducted in government hospitals, private 
hospitals, faith based hospitals and the NGOs to identify and list services for prevention, 
treatment, care and support for HIV work in their organisation. The researchers visited the Bihar 
State AIDS Control Society to collect state and district specific data related to HIV.�A listing operation 
was carried out with the help of BSACS and CMO office. This exercise was carried out by two 
independent teams of four Field Investigators and one Supervisor under the overall supervision 
and monitoring of the research staff of Equity Foundation.  
 

Major Findings 
 

  Resource Summary  Darbhanga 

1 
Total Number of Government 
Hospitals 1 

2 Total Number of Private  Hospitals 13 

3 
Total Number of faith-based 
hospitals 0 

4 
Total number of facilities for STI 
treatment  1 

  
Total number of facilities providing 
OI treatment  0 

5 Total number of ICTCs/VCTCs 1 

6 Total number of DOTS centers 1 

7 Centers for ART 0 

8 Private Counselors 0 

9 Private Psychologists 0 

10 Private psychiatrists  0 

11 
Total Number of NGOs working on 
issues around HIV 8 

12 
Organizations/individuals providing 
legal AID 0 

    13  PPTCT Center 1 

  14 Blood Bank 1 
Source: Field Survey 

 



 

(1) Hospitals  
 

(a) ART CENTERS- 0 
 
 

(b) DOTS CENTER- 0 
 

(c) VCTC CENTER- 3 
Name of the hospital-  Darbhanga Medical College & Hospital (Government 
hospital) 
Name of the hospital  - Ugratara Hospital, Alalpatti Chowk (Private) 

 
(d)  STI CENTER- 2 
Name of the hospital-  Darbhanga Medical College & Hospital (Government 
hospital) 
Name of the hospital  - Ugratara Hospital, Alalpatti Chowk (Private) 

 
(e) PPCTC CENTERS- 1 

 
(f)  NETWORK FOR PLHIV- 0 

 
(g) NGOs  – 8 are mainly engaged in awareness generation activities on HIV/AIDS 
 
(h) OI Treatment- 1-  Government hospital 
 
(i)  Blood Bank- 1 
 

 
Clients’ accessibility and perception of quality of  government health 
services in Darbhanga district-   
 
Problems mainly reported were the inconvenient location of the center and prolonged waiting time 
at center. Many women said that the personal manner, technical skill of the physicians and other 
staffs of health facility were good. But others said that availability of the medical, surgical and 
diagnostic equipment was very poor. Reasons for not visiting the government health center: 

·  Poor quality of service 
·  Doctors and health workers do not examine properly 
·  Medicines are of bad quality 
·  Non-availability of doctors  
·  Inconvenient location of the center 
·  Time not suited 
·  Heavy rush 
·  Services are charged 
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DEMOGRAPHIC PROFILE  
 
 
First Creation of Champaran District: 1866 on 1st of December 1971 Champaran district was split 

up into two districts, viz. Purbi 
Champaran and Paschim 
Champaran, The headquarter of 
Purbi Champaran district is at 
Motihari. Presently Purbi 
Champaran consists of Six 
Subdivisions and Twenty Seven 
Blocks. Nepal makes its northern 
boundary; Sitamadhi and Sheohar 
eastern while Muzaffarpur South 
and with part of Gopalganj bound it 
in western side. 
 
DEMOGRAPHY 
(ACCORDING TO 2001 
CENSUS) 
 
The total population of E. 
Champaran is 3933636. The rural 
female population is 116114 and 
urban female population is 1745172. 

Whereas the urban male population is 1937024 and rural population of male is 135326. The male 
literacy rate is 40. 06% and female literacy rate is 19.50% taking the aggregate of the population 
to 30.34%. 
 
The background characteristics of women indicate a high illiteracy level (71%). 12% of them had 
10 or more years of schooling.  The consummation of marriage before 18 years is quite high 
(76%). The cohort fertility in terms of completed family size (age group 40-44 years) was 5.00 and 
the children surviving were 3.96 per woman, thus indicating an average child loss of nearly 1.04 
children in the district. The average annual population per 1000 population in the form of CBR 
was 31.1. 

Only 54% (2001 census) of men and 26% of women in the district have heard about HIV/AIDS. 
Only 13% of men and 10% of women received information about AIDS from health workers. In 
rural area more than 4/5th of the females and more than ½ of the males are unaware about 
HIV/AIDS. The electronic media has played a great role making people aware about the disease. 
17% of males and 7% of females have heard about HIV/AIDS from slogans and posters and 
pamphlets. With regard to the mode of transmission of virus, 67% males and 48% females knew 
that heterosexual intercourse with infected person is one of the modes of transmission. As for 
curability more women (66%) had knowledge that the disease is not curable. A matter of concern 
is that 20% of female and 24% of male did not know anything about the curability of HIV/AIDS. 
Although it is not curable, there are prevention measures. 75% of males and 41% females had 
idea about it. 

 
 

 
 
 
 



 

 HEALTH STATUS 
 

The average crude birth rate was 7.9 per 1000 population of the district. The neonatal mortality 
and post neonatal mortality were 58.5 and 22.2 respectively. The infant mortality was 80.7 and 
child mortality was 21.4. The under five mortality rate was 102.2 in the district. The incidence of 
still birth (2%) and of induced abortion (1%) was rather small but that of spontaneous abortion 
was relatively high in the district. 

The utilisation of Antenatal services (ANC) is not very encouraging. Nearly 43% of women 
received any ANC services that had live/still birth. The doctors (34%) were the main ANC 
providers followed by ANM/Nurse/LHV (6%). Only 4% of the women received these services at 
the doorstep. 9% of women availed of ANC services from government health facilities while 31% 
received at private health clinics. About 35% pregnant women were given iron and folic acid 
tablets and among them 20% consumed 1 IFA tablet daily. At least 3 ANC visits were received by 
9% of the pregnant women. 18% of the total deliveries were recorded as institutional delivery and 
6% of institutional deliveries were conducted at government health institutions and remaining 
12% were at private health institutions. About 81% of the deliveries were home delivery. Only 
11% of home deliveries were assisted by trained health person (Doctor/nurse/ANM/TBA). Overall, 
27% of the deliveries in the district were safely conducted. Pregnancy related complications were 
experienced by 50% of pregnant women. 61% had delivery complications and 46% had reported 
post-delivery complications. 
 
The immunisation coverage of children in the district was quite low. The % age of children (aged 
12 months or older) who received polio-0 was only 8%. BCG vaccination- 35%, all 3 injection of 
DPT- 23%, all 3 drops of polio- 24% and measles – 21%. Overall 15% of children were fully 
immunized. 42% were immunized at government hospital, 12% at PHC/CHC and 7% at sub-
center. 76% women are aware of diarrhea management. Only 81% women were aware of danger 
signs of pneumonia. 
 
Knowledge of family planning method was widely spread in the district and 44% had knowledge 
of all modern methods of FP. Female sterilization is the most important method of contraception 
in the district. 
 
Health worker visited at home only 5% of the women. Mainly ANM/LHV visited them followed by 
14.3% of male health worker. The level of awareness of RTI/STI was 39% among men and 77% 
among women. This indicates that the role of health workers in spreading the knowledge of 
RTI/STI was marginal.  
 
About 54% of children in the district below 6 years of age were underweight. Cent percent of 
children suffer from some degree of anemia.  
 
Disease profile of the district 
 
Though a prosperous and economically viable district, the major health problem is tuberculosis. 
Anti-TB drugs are available in the government establishments.  
 
Lack of DDT spray has led to emergence of resistant strains of Kala Azar, which is the second 
largest public health problem in the district. Cross border movement of people, poverty, non-use 
of mosquito nets, all of these factors have added to resurgence of Kala Azar in E. Champaran. 
There are many endemic pockets.  
 
Malaria poses to be the third largest public health problem.  
 



 

Surprisingly, Viral Hepatitis cases dominate in the health profile of the district. Unsafe water 
supply, improper sanitation, absence of hepatitis A and B immunisation has ld to rise of viral 
hepatitis cases. 
 
Thyroid disorder, gastro-enteritis, malnutrition and hypertension constitute other major health 
problems. 

Health Resources 

Human resources for health 

The total strength of the doctors is 492 for a population of 434282 (2005 survey). The ratio being 
1: (43, 4282). Thus it is observed that a huge gap exists in the health providers of modern 
medicine. 

E. Champaran is very well developed as far as secondary Medical care is concerned. It has a 
good missionary hospital at Raxaul- Duncan Hospital. The total numbers of specialists outnumber 
general doctors. In the government sector there are only 20 specialists. The district still lacks ICU 
facility, Coronary Care Units, Burn hospital and Advanced Lab investigations.  

The total bed strength in the government sector is 280. This is very little for a hugely populated 
district. E. Champaran is very well developed as far as secondary Medical care is concerned. It 
has a good missionary hospital at Raxaul- Duncan Hospital. It is a 175 bed hospital, offering 
services in surgery, obstetric/gynecology, ophthalmology, orthopedics, dentistry and in AIDS 
treatment. Free treatments are provided for poor patients. There is a well developed nursing 
school which trains nurses for EHA and other health delivery strategies. Guest rooms are also 
available. ACT is a HIV/AIDS Project of Duncan Hospital Raxaul. It was started in 1997, with 
SIMAID/AUSAID support, having an overall aim of decreasing the impact of the HIV/AIDS 
epidemic in Raxaul, adjoining regions in Bihar, and the cross border provinces of Nepal. ACT has 
gone through three phases. It has focused on awareness, harm reduction, setting up an IEC 
Centre/Clinic at the Hospital, care and support for people with AIDS and waste management 
protocols and facilities, focused on better integration with hospital medical services, and the 
establishment of a government-accredited VCT centre, capacity-building of training of trainers, 
and an expanded home based care program. The project offers free medicines for syndromic 
treatment, and charity to cover medical expenses at the hospital. The project also facilitated 
access for three children to a school Duncan Academy and hostel. 

Due to lack of proper medical services, the bed occupancy in the district hospital is nearly 32% 
and 1% to 1.5% in the rural infrastructure like PHC and CHC. Though the PHSs are 20 in 
number, still the indoor facilities are non existent. The PHCs and CHCs need to be renovated and 
basic facility like hospital boundary, electricity; safe water supply needs to be provided. Lack of 
Para medical personnel hampers planning of health programmes. Accommodation should be 
provided in government sector. 

It is a positive sign that OT at the district hospital has modern equipments like pulse oxymeter, 
Boyle’s apparatus and ECG machine. But due to lack of training and poor power supply, these 
instruments are lying unused. Proper training staff is needed and there should b provision of 
generator in the OT for efficient routine and emergency service. 

The district lacks licensed government bloods banks. People have to depend on voluntary 
donation. In many cases blood is not tested for HIV/AIDS. Thus infection of HIV/AIDS through 
blood transfusion increases. The district needs tertiary care hospital. There is no cardiac care 
center; no trauma and renal centers. People have to spend fortune on the treatments. Trauma 
care center is much needed as the volume of road accident is very high a due to poor road 



 

condition. Diagnostic facilities like CT scan, Ultrasound machine, modern lab should be added. 
Out of 54 posts of lab technicians only 10 are working.   

STATUS OF PUBLIC HEALTH INFRASTUCTRE OF E. Champara n 
 
Sr Name of 

Institution 
No
s 

Sr Human 
Resources 

Nos Sr  Logistics Nos 

1. Medical College 0 1. Chief Medical 
Officer Cum 
Civil Surgeon 

01 1. Blood bank 
a) Government 
b) Private 

 
Nil  
Red 
Cross 

2. District Hospital 01 2. Additional CMD 01 2. ECG Machine 
a) Government 
b) Private 

 
01 
02 

3. Bed strength of 
District hospital 

100 3. Deputy 
Superintendent 
in Sadar 
hospital 

01 3. Oxygen 
cylinders 
a) Government 
b) Private 

 
 
07 
21 

4. Sub divisional 
hospital 

01 4. District RCH 
Officer 

01 4. Ambulance 
a) Government 
b) Private 

 
01 
03 

5. Referral hospital 
(CHC) 

02 5. District TB 
officer 

01 5.  
X ray units in 
district 
 

 
27 

6. Primary health care 
centers 

20 6. District Filaria 
officer 

01 6. Cold chain unit 01 

7. Additional Primary 
health care center 

46 7. Medical officer 
in government 
sector 

135 7. Immunisation 
centers 
a) Government 
b) Private 

 
 
21 
04 

8. Indigenous Medical 
Centers 

·  Ayurvedic 
clinics 

·  Homoeopat
hic clinic 

·  Unani 
clinics 

 
 
07 
 
09 
 
03 

8. Specialists in 
government 
sector 

20 8. Operation 
theatre 
(functional) 
a) Government 
b) Private 

 
 
 
01 
18 

9. Private Nursing 
homes 
a) Rural 
b) Urban 

 
 
04 
14 

9. General 
doctors in 
private sector  

42 9. Trauma Center 
a) Government 
b) Private 

 
0 
18 

10. Any other 
secondary health 
care hospital 

01 10. Specialists in 
Private Sector 

132 10. HIV Testing 
Center 

01 

11. Private hospital 182 11. Doctors in ISM 24 11. AIDS 
Counselling 
center 

01 

12. No. of Health sub 
centers 

293 12. ANM 429 12. Ultrasound 
machine 
a) Government 
b) Private 

 
 
0 
07 



 

13. No. of village 
·  Ayurvedic 

college 

163
4 
01 

13. Nurses (Grade 
A) 

23 13.   

14.   14. LHV 44 14.   

15.   15. Lab Technician 54 15.   

16.   16. X-ray 
Technician 

0 16.   

17.   17. Blood bank 
technician 

01 17.   

18.   18. O.T. Assistant 05 18.   

19.   19. Dresser 04 19.   

20.   20. Clerks 105 20.   

21.   21. Health 
education 
worker 

20 21.   

22.   22.  
Pharmacist 

 
71 

 
22. 

  

23.   23. Drug Inspector 01 23.   

Source: Medicare 2005 

Block-wise Data of PHC 

SL Block  No. of HSC    No. of APHC     No. of PHC 

1. Benipur 23 4 1 

2. Baheri 20 2 1 

3. Darbhanga Sadar  19 2 1 

4. Bahadurpur 19 1 1 

5. Hayaghat 24 5 1 

6. Jale 19 2 1 

7. Manigachhi 32 8 1 

8. Biraul 21 2 1 

9. Ghanshyampur 21 4 1 

10. Kiratpur 0 0 1 

11. Kusheshwar Asthan  19 4 1 

12. Keoti 21 1 1 

13. Singhwara 23 2 1 

  TOTAL 261 37 13 



 

Physical Facilities: (Source: Census, RCH Report, and Ministry of Statis tics & Program 
Implementation) 
 
District  
Hospital 
 

 
SD 
Hospital  

 
Referral 
Hospitals  

 
PHCs 

 
Addl. PHCs  

 
HSCs 

1 0 5 (no),  
Functional - 2 

 

20 46 315 
 

Number of beds 
 

Dist. Hospital  SD- 
hospital 

 

Referral 
Hospitals  

PHCs Addl. PHCs  Total 
Beds  

100 0 60 120 276 556 

 
Personnel 
 

 
Medical 
Officers 

 

 
ANM 

 
LHV 

 
MHW 

 
Staff Nurse  

 
AWW 

Sanctioned- 
237 

Working- 135 

Sanctioned- 
364 

Working- 
355 

Sanctioned- 35  
Working- 23 

 

Sanctioned-
48 

Working- 28  

Sanctioned- 
12 

Working- 1 

Sanctioned-
2901 

Working-
2895 

 

Key Indicators 

Data related to institutional delivery suggests that E. Champaran has the lowest rate of 
institutional delivery i.e. 0% to 10%. In terms of safe delivery the rate of E. Champaran is between 
11% and 20% which is not a very good sign. In terms of ANC coverage the performance of E. 
Champaran is 0% to 10% which puts the district in the category of poor performance. The 
performance of the district in terms of IMR is 0% to 62% which is above average. The district 
reports of very low immunisation coverage which is between 15% to 30%. Performance indicator 
for family planning in the district is also not good- the CPR rate is 0% to 20%.  

Ranking of the district based on key health indicat or 

The district stands on rank 21 in institutional delivery. In safe delivery the rank is 23. In full ANC 
coverage the rank is 10 and IMR is 7 while in complete immunisation the rank is 24. In CPR it 
stands on rank 27 and in CBR the rank is 19. 

 

 

 



 

HIV/AIDS 

A pocket of HIV/AIDS cases has also been identified in the district, namely Pipra. Sources said a 
major chunk of HIV patients in Bihar are migrant workers returning to the state after being 
affected by the disease in Mumbai, Kolkata, Delhi and other places. 

Not surprisingly, the growth of HIV patients has been alarming in E. Champaran district of North 
Bihar due to large scale migration of labourers. But it is not just the large number of migrant 
labourers the district has to worry about. The district has been identified for trafficking of women 
especially in areas located near the Indo-Nepal border. The number rapidly increased during the 
past five years. "The HIV prevalence rate in East Champaran is second highest with 2.3 per 
cent", the BSACS joint director said.  

Knowledge of HIV/AIDS 

Only 54% of males and 26% females are aware of HIV/AIDS. In rural areas more than four fifth of 
the females and more than half of the males are unaware of HIV/AIDS. The electronic media has 
played a key role in awareness generation. With regard to the knowledge of HIV/AIDS mode of 
transmission 67% males and 48% females know that heterosexual intercourse with infected 
people is one of the causes of HIV/AIDS. This indicates that only sexual intercourse was 
considered as the major mode of transmission of the Virus. Almost 66% of the females had the 
correct knowledge that the disease is incurable against 61% of males. It is a matter of concern 
that 20% of female and 24% of males knew nothing about the curability of HIV/AIDS. 75% of 
males and 41% females said that safe sex was one of the preventive measures. 31% of females 
had no idea about the various preventive measures against HIV/AIDS. 67% male and 45% 
female had misconception that the mode of transmission was sharing kitchen, utensils, shaking 
hands, kissing, hugging etc.  

The district lacks licensed government bloods banks. People have to depend on voluntary 
donation. In many cases blood is not tested for HIV/AIDS. Thus infection of HIV/AIDS through 
blood transfusion increases. 

 

 

 

 

 

 

 

 

 



 

Summary of Findings 
 

Major Findings 
 

  Resource Summary  Purva Champaran 

1 Total Number of Government Hospitals 2 

2 Total Number of Private  Hospitals 7 

3 Total Number of faith-based hospitals 1 

4 
Total number of facilities for STI 
treatment  1 

  
Total number of facilities providing OI 
treatment  1 

5 Total number of ICTCs/VCTCs 2 

6 Total number of DOTS centers 1 

7 Centers for ART 0 

8 Private Counselors 0 

9 Private Psychologists 0 

10 Private psychiatrists  0 

11 
Total Number of NGOs working on issues 
around HIV 6 

12 
Organizations/individuals providing legal 
AID 0 

13 PPTCT  1 

14 Blood Bank 1 
Source: Field survey 

 
(1) Hospitals  

 
(a) ART CENTERS- 0 

 
 

(b) DOTS CENTER- 1 
 

(c) VCTC CENTER- 2 



 

Name of the hospital-  Darbhanga Medical College & Hospital (Government 
hospital) 
Name of the hospital  - Ugratara Hospital, Alalpatti Chowk (Private) 

 
(d)  STI CENTER- 1 
Name of the hospital-  Darbhanga Medical College & Hospital (Government 
hospital) 
Name of the hospital  - Ugratara Hospital, Alalpatti Chowk (Private) 

 
(e) PPCTC CENTERS- 1 

 
 (f) NETWORK FOR PLHIV- 0 

 
(g) NGOs  – 6 are mainly engaged in awareness generation activities on HIV/AIDS. 
 
(h) OI Treatment- 1- Government Hospital 
 
(i)   Blood Bank-1 

 
Clients’ accessibility and perception of quality of  government health 
services in the district-   
 
Problems mainly reported were the inconvenient location of the center and prolonged waiting time 
at center. Many women said that the personal manner, technical skill of the physicians and other 
staffs of health facility were good. But others said that availability of the medical, surgical and 
diagnostic equipment was very poor. Reasons for not visiting the government health center: 

·  Poor quality of service 
·  Doctors and health workers do not examine properly 
·  Medicines are of bad quality 
·  Non-availability of doctors  
·  Inconvenient location of the center 
·  Time not suited 
·  Heavy rush 
·  Services are charged 

 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 



 

ISSUES & CHALLENGES AT THE STATE LEVEL 
 

With large population and population density, low literacy levels and consequently low levels of 
awareness, HIV/AIDS is one of the most challenging public health problems ever faced by the 
country.  
 
The latest figures, major issues and challenges  
 
According to the Bihar State AIDS Control Society, the reported figure of HIV/AIDS is 16,054 till 
date. But NACO says that the figure has risen to 70,000. The increase is about 34% from those 
reported in 2006-2007. 
 
According to official reports, Bihar can now boast of 8128 diagnosed HIV cases and 1070 cases 
of AIDS. The AIDS virus has claimed the lives of nearly 70 individuals so far. The situation is 
particularly grave in Sitamarhi, Madhubani, Kishanganj, Champaran (east and west), Khagaria 
and Muzaffarpur districts. The prevalence rate of HIV/AIDS is the highest in Sitamarhi district, 
with a 3.7%. East Champaran is closely following this with 2.3 per cent.  
 

The number of Centers according to the BSACs at the  State Level 
Antenatal Clinic- 23 

Female Sex worker Center- 11 

Homosexual Centers- 2 

ART Centers- 2 

Short stay homes- Patna 

STD Clinic- 24 

IDU Center- 2 

Testing and Counseling Center- 207 

Drop-in center- Purnea Vistar, Patna Community center care center- Nazxareth hospital 
Mokamah 

NGO Partner- 29 (Source- Hindustan Patna)  
 
The ham handed approach of the health department can be gauged from the fact that a majority 
of patients have been left to fend for themselves. The 2 functioning ART centers, functioning at 
the PMCH and SKMCH are catering to the needs of only 1,592 patients. The rest of them are 
either seeking treatment at other centers in the country or are simply waiting to die. According to 
the latest figure 400 children are infected with the virus in the State. 
 
The rise of HIV infection in Bihar is attributed to a large number of workers who migrate from the 
state in search of work - about four to five million, according to an estimate - and get infected after 
having unprotected sex with sex workers. People suffering from the disease face ostracism in 
Bihar because of widespread "lack of awareness, misunderstanding and illiteracy". The rising 
number of HIV/AIDS patients is also due to uncontrolled blood banking and transfusion system 
and complete lack of awareness among rural masses about the disease. Added to it, HIV was 
picked up from hospitals due to lack of disposable syringes. In remote areas of rural Bihar, 
quacks have also played a major role in infecting the people through unsterilised syringes and 
needles. Highway truckers passing through the State have only added to the problem.  
 
 



 

The challenges that are being mentioned here are ve ry much related with the real life 
experience that people face, whether they are HIV p ositive people, their relatives or the 
doctors: 
 
1. Livelihood Programme support: 

Being an outcaste in the society due to HIV/AIDS infection they should be made self 
dependent through livelihood programmes so that they learn to live their life on their own 
terms. They should be made to realize that they can work and earn and live life as a normal 
human being.  
 

2. Medicare: Lack of correct information and myths and misconceptions associated with 
HIV/AIDS still contributes to judgmental attitudes and barriers to effective program 
implementation. It also affects the lives of PLHA: 
·  Pre- counseling and post counseling  for HIV positive people (Free of cost). 
·  Social security to the doctors-  According to the doctors they often feel afraid that 

they might also get infected while treating an HIV patient as the testing kit provided to 
them is of very poor quality. They are often very old and ill maintained. So while giving a 
shot to the patient or operating upon an HIV patient there are more chances of the needle 
pricking their hand glove and infecting them. 

3. Free training programme on HIV/AIDS awareness:  People should be made aware of 
the symptoms of the disease in such a way that they are not exploited at the hands of the 
doctor.  

4. Lack of Education: Slackness in creating awareness accompanied by high illiteracy rate 
among the masses can also be considered as the primary factor responsible for the 
increasing incidence. Educating People and making them aware of the virus is the biggest 
challenge to be met. 

 

5. Service delivery:  
 

·  Scaling up of ART, VCTC and PPTCT services both in number and quality of services 
offered is essential.  

6. Strengthen healthcare systems to ensure delivery  of quality services: 
 

Making AIDS Control Societies at the state level more sensitive and proactive: As a part of 
decentralization of the NACP, AIDS Control Societies were created at the 
States/UT/Municipalities as autonomous organisations with more freedom to receive money and 
manage programmes. But they are not performing their task satisfactorily according to the 
respondents surveyed. Surgical Equipments used by the doctors are old and ill maintained. The 
data shows that NGOs have to be sensitized to work more for HIV/AIDS. More VCTC and ART 
centers should be opened. Their needs should be catered through sensitive, demand-driven and 
need-based policies and programmes, designed specifically for this segment. The health delivery 
system should be both sensitized and strengthened for them.  

On field Problems encountered:  

·  The co-ordination of BSACS with its partners not found to be very effective 
·  Very few councilors were found. Those who were found to be on duty were not ready to 

cooperate. They were quite suspicious about the FIs. Often they were rude. They asked the 
FIs to go back to the BSACS office and get the information.  

·  None of the employees of government hospitals except Patna Medical College hospital were 
ready to co-operate. 90% of the staffs were found to be off duty. 

·  Many NGOs in the list do not exist (they are either fake or on paper) 

 



 

STATE LEVEL RESPONSE TO HIV/AIDS 
 

 
Joint mission of DFID and UNAIDS 

 
Political leaders in the north Indian State of Bihar were urged to rapidly scale up HIV 
awareness, prevention, care and support by AIDS leaders from the United Kingdom and 
the Joint United Nations Programme on HIV/AIDS (UNAIDS) during a special joint 
delegation visit on Saturday 16 December. At the same time, the delegation commended 
the commitment in the State to achieving these aims. Department for International 
Development (DFID) of the United Kingdom and UNAIDS, met with key political figures 
and visited the University. The joint delegation commended the political leaders’ resolve 
to fight AIDS and called for sustained political commitment, greater support from 
development partners and continued participation of elected representatives in 
strengthening a decentralized response to the HIV epidemic. The joint mission was an 
opportunity to explore how local responses to the AIDS epidemic can be supported and 
strengthened through initiatives that are locally sensitive and aligned with commitments 
made at the global level. The joint delegation emphasized the need for a muti-sectoral 
response, including HIV prevention, treatment, care and support. Nothing less than such 
a comprehensive response can ensure that all people living with HIV and all those people 
at high risk of infection have access to vital HIV services. DFID and UNAIDS underlined 
their support to Bihar in its continuous efforts to control the AIDS epidemic.  

 
 

Initiative by the state government- First legislati ve forum on HIV and AIDS in Bihar 
state   

 
In July 2006, Bihar became the first north Indian state to establish a legislative forum with 
a formal constitution and institutional mechanism for elected representatives to address 
AIDS issues in the State. The “Bihar Legislative Forum on HIV and AIDS” was launched 
as a way to raise awareness among political leaders in the State at all levels and to 
support a stronger capacity of all sectors to address the challenges posed by AIDS. 
Since the inception of the forum, Bihar leaders have been advocating this approach with 
their political peers. Six other states in the northern region of India have now committed 
themselves to replicate the Bihar model. However, it was emphasized that leaders’ 
commitment is only one of the steps for a successful AIDS response.  

 
Alerted by the growing number of infections, a number of Indian officials, including a 
former minister, submitted a proposal to create a forum for policy makers where they 
could learn more about HIV and AIDS and engage in dialogues on possible responses in  
the state. 
 
Recognizing the need for consolidated action in Bihar, the Stakeholders called for 
strengthening the public awareness campaign and committed to expand health 
infrastructures at various levels in the state. They also committed to support seminars 
and workshops to educate more than 200 000 elected village representatives on issues 
of public importance such as agriculture, rural development as well as AIDS.  

 
To create awareness among the common man about AIDS, the government of Bihar has 
mooted an idea in which ministers and legislators will voluntarily undergo an HIV test. 
The ministers said the state government will hold a meeting next month in which the 
Governor, the Chief Minister, the Speaker and elected representatives will take part to 
discuss the issue and work out the modalities. If the idea takes shape, Bihar will be the 
first state in the world where elected representatives will be tested as part of an 
awareness campaign against AIDS. 
 



 

Online counseling facility and Resource Center unde r UNDP TAHA Project in Bihar 
 

The Online Counseling facility and Resource Center under UNDP TAHA Project in Bihar 
got a new impetus with the Launch of toll free Helpline 1800 180 1000. The number has 
been installed with Bihar Network of People Living with HIV/AIDS Society (BNP+) at 
Patna. This center will receive calls from all over Bihar and its neighboring areas. It will 
cater to the need of callers regarding Legal Counseling, Information on HIV/AIDS, 
Preventive measures etc. 

 
After inaugurating the said Helpline number on 27th March at local Patna Hotel Maharaja 
Inn the Honorable Speaker, Bihar Assembly, Shri Uday Narain Chaudhary said it was 
need of hour to start a service like this. He also cited migration and decline of social 
values/norms as the main reason for the spread of virus in the state.  

 
Bihar has become the first Indian state to mandate that all new cases of HIV/AIDS 
be reported to the state government 
 
Bihar has become the first Indian state to mandate that all new cases of HIV/AIDS be 
reported to the state government. The state government has decided to declare 
HIV/AIDS as a notifiable disease as a part of its effort to arrest its spread. Till now, only 
government-run health centers and hospitals were reporting new HIV/AIDS cases. Now, 
all doctors, private clinics and pathological laboratories will have to inform the 
government of any fresh outbreak.  The step has been taken as a preventive measure 
even though Bihar lags behind states like Maharashtra, Andhra Pradesh and Tamil Nadu 
in the number of HIV/AIDS cases. In October 2002, at least 100 HIV positive patients 
were detected at the Darbhanga Medical College Hospital, bringing the total number of 
such cases in the state to 1,700. The names of HIV/AIDS patients would be kept 
confidential. This information would be restricted to senior officials of the health 
department and the Bihar State Aids Control Society (BSACS).  

 

What has BSACS done to distribute free condoms amon g the people? 

The State AIDS Society has so far distributed 50,000 condoms free of cost among people 
against a target of 10 lakh for the current financial year. It had supplied condoms to all 
the primary health centers but people feel shy in approaching these centers. And clients 
of prostitutes refuse to use condoms saying it reduced the sexual pleasure. However, 
BSACS has accelerated the pace of information and launched a communication drive. 
(Sachchidanand Jha) 

Sex workers to get condoms in vanity bags 

The Bihar State AIDS Control Society (BSACS) has devised a novel strategy to influence 
commercial sex workers (CSWs) to use condoms. Instead of openly distributing condoms 
among them, it has decided to present them with vanity bags containing cosmetics as 
well as condoms. 

The move is aimed at preventing spread of HIV and AIDS through unprotected sex with 
multiple partners. The CSWs have shown reluctance to use condoms. 

The BSACS, in collaboration with Harijan Adivasi Shikshan Prashikshan Kalyan 
Sansthan and SBI, distributed vanity bags containing cosmetics and condoms to some 
100 CSWs of Gulabbagh area of Purnia town on March 15. 

The SBI has supplied the vanity bags containing cosmetics while the BSACS has 
supplied about 2,000 condoms to the Sansthan. The cosmetics include lipsticks, nail 
polish, bindis and powder, according to a senior BSACS official. This might influence the 
CSWs to use condoms. 



 

Committed to create AIDS awareness among people, the BSACS had chalked out plans 
to reach all the established red-light areas in the state. Apart from distributing the vanity 
bags among the CSWs of Gulabbagh, four officials of BSACS and Sansthan members 
explained to the CSWs as to how the use of condoms by their clients could protect them 
from HIV and AIDS. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

ANNEXURE A 

 

Source: 

1. Mr. Sanjay Sinha (Deputy Director- Condom Promotion, Bihar State Aids control society) 
2. Local NGOs of Katihar, Purnea, Muzaffarpur, Darbhanga 
3. DEEPAYATAN State Resource Center (Bihar, Ministry of HRD)  
4. The Times of India 
5. Hindustan 
6. Medicare 2005 
7. RCH Project District Level Household survey- 2002 
8. Dr. Raman Verma – Darbhanga 
9. Dr. Dinesh Kumar Sinha- Principal, SKMCH 
10. Medical Superintendent (SKMCH) 
11. Census 2001 
12. Ministry of Statistics & Program Implementation 
13. Dr. Niraj Kumar- Project Coordinator for UNICEF in Muzaffarpur 
14. Mr. Manoj Kumar- (Manorama Mahila seva sansthan) 
15. Mr.Narain Ji Choudhary (Sec. Mithila Gramin Vikas Parishad) 
16. Mr. Chandar Kumar (Sec. Organisation for Rural Communities, High Advancement and 

Rapid Development- ORCHARD) 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

ANNEXURE B 

 

Abbreviations: 

1. BSACS- Bihar State Aids Control Society 
2. SKMCH- Srikrishna Medical College & Hospital 
3. PMCH- Patna Medical College & Hospital 
4. NMCH- Nalanda Medical College & Hospital 
5. ART- Anti Retroviral Treatment 
6. OI- Opportunistic Treatment 
7. VCTC- Voluntary Counseling & Testing 
8. PPTCT- Prevention of Parent to Child Transmission of HIV 
9. STI- Sexually Transmitted Infection 
10. RMRI- Rajendra Medical Research Institute 
11. SDH- Sub-divisional Hospital 
12. IGIMS- Indira Gandhi Institute of Medical Sciences 
13. MH- Military Hospital 
14. ESI- Employees Service Insurance  
15. EC Hospital- Eastern Command Hospital 
16. DOT- Directly Observed Treatment 
17. PLHIV- People living with HIV/AIDS 
18. IDU- Injectable drug user 
19. CSW- Commercial Sex Workers 
20. MSM- Men having sex with men 
21. Bambaiya Bimari- Reference to HIV/AIDS in local dialect 
22. Papiyaha Bimari- Reference to HIV/AIDS in local dialect -- meaning people having committed 

sin are infected with the virus 
23. BNP+ - Bihar Positive People’s Network 
24. FIs- Field Investigators 

 

 
 
 
 
 

 
 
 
 
 

 
 
 
 



 

 
 

ANNEXURE C 

 
BLOOD BANK IN BIHAR 

 
Hospital Districts State 
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Licensed Government Blood Banks (BSACS)  

S.N. Name Category License No. Product 

1 SKMCH, Muzaffarpur MBB 1071/93 W.H.B 

2 DMCH, Laheriasaria MBB 1226/96 W.H.B 

3 PMCH, Patna MBB 1261/97 W.H.B & Components 

4 JLNMCH, Bhagalpur MBB 1269/97 W.H.B 

5 NMCH, Patna MBB 1515/02 W.H.B 

6 ANMMCH,Gaya MBB 1469/01 W.H.B 

7 IGIMS, Patna DBB 1517/02 W.H.B 

8 SH, Chapra DBB 1462/00 W.H.B 

9 SH, Saharsa DBB 1325/98 W.H.B 

10 MH, Danapur DBB 1497/01 W.H.B 

11 SH, Siwan DBB 1513/01 W.H.B 

12 SH, Katihar DBB 1516/02 W.H.B 

13 SH, Vaishali DBB 1518/02 W.H.B 

14 SH, Munger DBB 45 (N)/03 W.H.B 

15 SH, Kishanganj DBB 72 (N)/03 W.H.B 

16 SH, Madhubani DBB 65 (N)/03 W.H.B 

17 SH, Ara DBB 64 (N)/03 W.H.B 

18 SH, Buxar DBB 67 (N)/03 W.H.B 

19 MJK, Hosp, Bettia DBB 66 (N)/03 W.H.B 

20 SH, Biharsarif DBB 55 (N)/03 W.H.B 

21 SH, Muszaffarpur DBB 83 (N)/04 W.H.B 

ANNEXURE D 
 



 

22 SH, Khagaria DBB 73 (N)/04 W.H.B 

23 SH, Begusarai DBB 88 (N)/04 W.H.B 

24 SH, Aurangabad DBB 79 (N)/04 W.H.B 

25 SH, Sitamarhi DBB 74 (N)/04 W.H.B 

26 SH, Gopalganj DBB 76 (N)/04 W.H.B 

27 SH, Lakhisaria DBB 89 (N)/04 W.H.B 

28 SH, Purnea DBB 75 (N)/04 W.H.B 

MBB - Major Blood Bank, DBB - District Level Blood Bank, WHB - Whole Human 
Blood 

Blood Collection   

Blood Collection Seroreactive 
S.N. Year 

Vol. Repl Total HIV HVB HCV VDRL MP 

1 1999* 16626 39408 56034 75 417   183   

2 2000* 16687 42324 59011 68 457   151   

3 2001* 27827 57446 85272 67 592 56 185 9 

4 2002 13456 26106 39566 52 415 29 92 33 

5 2003 13999 32666 46665 77 468 54 142 42 

6 2004 8204 34731 42935 66 586 48 86 26 

 
 

LIST OF TELE COUNSELLING CENTRES  

Sl. No. Name Intervention site 

1 Chanchala Village Chapra 

2 Deepayatan Darbhanga 

3 Ekta Manch Gaya 

4 HLFPPT Saharsa 

5 Kamakshi Mahila Munger 

6 Manav Sarbavangin Muzaffarpur 

7 Naramada Bhagalpur 

8 ORCHARD Purnea 

9 OSERD Patna 



 

 

 


