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Setting Outlook of Mission Manav Vikas

1.1 Introduction

Bihar is today a state with high hopes and aspirations. In the development perspective, the state has
established as 'Resurgent Bihar'. Bihar has become an example of good governance. A strongubpuilding
process in the state hasikenoff development across all sectors and regions. The inclusive approach of
development- Growth with Justicéias been envisaged in the L Eive Year Plan. The state of Bihar has
made rapid progress in last few years, however, it is well acceptedtikastate needs to fast track its
Human Development attainments to ensure creation of facilitating conditions which help citizens in the
state to lead lives they have reason to value most, to realize their latent potential, to enlarge their choices
and tohave freedom to live a dignified life. However, the challenge of development in the State can be
well understood with the help of the soececonomic indicators which have direct bearing on the nature
and magnitude of human development.

Manav Vikas (Humabevelopment) outcomes are a function of economic growth, social policy, advocacy
and strategies. Government of Bihar has constituted a Cabinet Sub Committee on human development.
Its objective is to focus on key priorities, identify gaps, and select &kégwmonitorable indicators that

will help tracking progress in human development. The intention is to develop simple monitoring
indicators on the basis of a detailed situation analysis. These monitorable indicators would be so simple
that they could be moitored and measured at the lowest possible unit even at the community level in
every hamlet/village, Gram Panchayat, Panchayat Samiti, and Zila Parishad level. Human development
requires community action as it is a sector where mere provision of supply guarantee of demand

and quality. It is only through an active involvement of the poorest households and the most unprivileged
social groups that it is possible to make a real difference in the human development indicators of the
State.

1.2 Perspective of Human development Approach

C2NJ LJzN1J2 aSa 2F (GKAA& Vistdbd Anfefsbod@aKarhpeyof imked/enSan2thaly S y (
facilitate development of the fullest human potential in each individual, especially belonging to the most
disadvantaged sociahnd economic groups. Harnessing the fullest human potential reguire
simultaneous attention to the nutrition needs, the educational needs, the health needs, the food security
needs, the clean water and sanitation needs, the livelihood needs, the honsets, the empowerment

needs, the gender and social equity needs of every household. There is strong evidence to suggest that
simultaneous action in all these sectors do facilitate the fullest development of the human potential. It is

a fundamental right ba citizen to be able to become what he or she is capable of. It is the obligation of

the state to provide every individual, however poor, an opportunity to do so.



1.3 Bihar at a glance

With a population of 10.38 crores spread over 38 districts, Bihar mngnthe mat densely populated

states. It also has one of the highest birth and fertility rates, adding one fourth Bihar in each decade. As
per Census 2011, two thirds of the males and only half the females are literate. Based on the NSSO data
on poverty,Bihar has one of the highest head count ratio for poverty in rural and urban areas. Bihar is
worse than the national average on the incidence of poverty; female literacy; age at marriage; under
nourished children as seen in undeveight children, stuntingand wasting;anemiaamong adolescents

and women; provision of toilets; birth rate, fertility rate; school attendance, school learning
achievements, school completion; wage rates for unorganized labour; gender discrimination; equity
challenges seen in theuman development data on Mahadalits, EBCs and Muslims.

1.4 Conceptual Framework of Mission Manav Vikas

Departments have regular monitoring through a range of indicaitortheir system Monitoring is based

on input indicators, output, outcomes and impact indtors. The strategic shifs to institutionalize a
monitoring system tdrack and review impact indicators from the perspective of quality change in human
development. Robustness of the system could be further facilitated by reviewing process indicditoes

to the impact indicators. Regular tracking of process indicators would dynamicallyinfebd quality
improvement of implementation of policy, programs and schemes at all levels; while continuous
monitoring of the identified impact indicators wtilicontribute in strategic changesolicy modification

and designing; decisions on continuance or discontinuance of programs or formulation of schemes.

A set of indicators that need to be monitored in each of the sectors that contributes to human
development needs to be mapped by comprehensive consultative process with government, academic &
research institutions, technical support agencies and civil societies. For the mapping of critical indicators,
thematic groupsare constituted. Concern Departmesntfurther directed for discussion on the basis of
identified indicators, this include sociceconomic perspective of the indicators, its magnitude,
implications, strategy and roadmap for achieving the desired targets. The targets would be determined on
annual basis with vision targets for 2017 and 2022. Annual targe¢sfixed by extrapolating and
situational analysis of the indicators. The thematic group would define the priorities of the sector and
departments; formulate and propose new schemes follovegdestimation of budget requirement for the
proposed new schemes.

Mission Manav Vikais entrusted to steer the process of situational analysis, evaluating gaps and devising
strategies to copeaip with challenges and achieve the targets in stipulated thareg. Policy level
interventionis thecore area where Mission Manav Vikagt its effort to contribute so that an enabling
environment could be createé@nd identified critical indicators reflecting better quality of life and
sustained developmeraould beimproved.

1.5 Periorities based on the situation analysis

With an objective to improve in the quality of monitoring on the identified indicators, the strategy of
Mission Manav Vikas would consider critical components as hereunder.

- Focus on key sectors wheBghar is worse than the national average
- Select a few impact indicators for monitoring by the Mission

! The list is based on data from the Gaa 2011, the SRS data of the Census, the NSSO data, the ASER Survey 2011 tHe NFHS
200405, the Hungama Malnutrition Survey, the Economic Survey, etc.



- Develop simple indicators so that it could be monitored fre@nchayato Mission Manav Vikas at
State

- Suggest launch of new programs in clearly iderttifeeas where gaps persist

- Intervene with policy measures in the gray areas and to expedite development process

Mission Manav Vikas opensp horizons for thematic studies for situational analysis and evidence based
decision making. Thiould be realizedhrough the evaluation mechanism by an independent/third party
Concerned departments couldadminister the studies to get feel of the subject from policy to
implementation level. Based on the evidences, Mission Manav Vikas appraise the situation and decide
upon.

1.6 The Mission Targets

The Mission Targets could be in line with the Millennium Development EamR015 is also the time for
the assessment of the MDGs worldwide and at national orrgtiobnal levels. These are also the targets
for Governmentof B K NR& & { dzZAKI AKI-ynwBeé I NBEF I NI YY HAamMA

MILLENNIUM DEVELOPMEGOALS | SUSHASHAN KE KARYAMRDevelopment with justice
(2015) (201015)

Goal 1:Eradicate extreme poverty and hungel Area 1:Administrdion

Area 2:Health

Area 3:Education

Area 4:Road Construction and Transportation
women Area 5:Power

Goal 4:Reduce child mortality Area 6:Drinking Water and Sanitation
Area 7:Water Resources

Area 8:Urban Development

Goal 6:Combat HIV/AIDS, malaria and oth Area 9:Agriculture, Animal Resources and Cooperative
diseases Area 10:Rural Dgelopment

Area 11:Land Revenue

Area 12:Housing for poor

Goal 8: Develop a global partnership f¢ areq 13:-Environment and Forest
development Area 14:Industry

Area 15:Women Empowerment

Area 16:Child Development

Area 17:Social Justice

Area 18:Welfare of Minority

Area 19:Food and Consumer Protection
Area 20:Transport

Area 21:Art, Culture, Games and Youth
Area 22:Commission of Upper Castes

Goal 2:Achieve universal primary education

Goal 3:Promote gender eqality and empower

Goal 5:Improve maternal health

Goal 7:Ensure environmental sustainability

1.7 Institutional arrangements for Mission Manav Vikas

Institutionalizing the initiative would be an integral component. For Mission Manav Vikas to be really
vibrant ard dynamig it is very important that each of the priorities finalized by the State Mission Manav
Vikas translates into specific action points at each lewbe hamlet, the village, the Gram Panchayat, the

2 The official list of MDG is attached as AnBex



Panchayat Samiti, and the Zila Parishad. The sanef priorities ought to be reviewed at each level and
efforts to fill in gaps be speeded up. This will make Panchayats responsible for achievement of the
Mission targets. The concerned departments need to wawk the details of institutional arrangenmes
especially at thdowest possible levelSince 4.4 hamlets makaip a Gram Panchayat in Bihar, it is very
critical that a system of creating hamlet level information under the institutional arrangement of Gram
Panchayat is developed quickly. The wanekl activity within the Gram Panchayat is critical for success of
Mission Manav Vikas.

At state level, Department of Planning & Developmismoordinatingasnodal agency whicts entrusted

to negotiate with other concern departments and agencies arayiole secretarial support to the Cabinet

to Mission Manav Vikas for decision making and review the progress. To operationalize, the issues
pertaining to interdepartment coordination and convergence, an empowered committee of all concern
departmentsis maraging the affairs on regular basiskewise, the institutional arrangement at state,
District Planning Office needs to be notified as nodal agency at district level.

Figurel: MMV Institutional Arrangement

¢ Under the Chair of Chief Minister, Concern departmental Ministers are part of committee

* Under the Chair of Chief Minister, Senior State Government Officials viz. Chief Secretary, Development
Commissioner and Principal Secretaries of key departments are members

¢ Under the Chair of Chief Secretary, Development Commissioner and Principal Secretaries of concern
departments are members

¢ Under the Chair of Principal Secretary, Department of Planning & Development, Senior department

officials are members
v |

¢ Under the Chair of District Magistrate , Deputy Development Commissioner and HoDs of departments.
District Planning Officer would be Nodal Officer-Coordination

1.7.1 Mission Manav Vikas Cell/Technical Support Group

Department of Planning and DevelopnteGovernment of Bihar has begiaying a very critical pivotal

role in facilitating in establishing systems of data analysis, data consolidation, secretarial support to
review and monitoring on regular intervals. déntrusted with the responsibility to aordinate with
concern departments andgencies totake measures of policy analysis and preparing policy briefs,
creating and disseminating knowledge documerdis. facilitate the process Planning and Development
Department, GoB, has recently established$ithtn Manav Vikas Cell. The MMV Cell is a pool of officials
and technical professionals working on preparation of roadmap, developing monitoring tools and
instruments and facilitating analyzedview and monitoring forum on human development indicators.

1.7.2 Role of women and youth as agents of change

Human development requires active community ownership of programs. Across the world, women and
youth groups (Mahila Mandal, Yuva Mandal) have played a key role in the communitization of human
development efforts. KS ¢g2NJ] 2F (GKS {St7F |1 StL) DNRdzLJA KI & |1
collectives. Youth Clubs also play a very important mobilization role and it is important to create a
platform for young adults. Similarly, a platform like a Kishori Manch for adetg girls helps in raising



key concerns of this very important groufhe dynamic monitoring system would duly focus to the strata
of the society and track the indicators with special attention. Besiaastutional arrangements forole

of women and wputh groups and their relationship with the elected Panchayati Raj representdiiriy
would evolve within the framework of grassroots level monitoring of Mission indicators

1.7.3 New programs require ment

Preliminary assessment of the situation analysis amg Rriorities required for Bihar to become better
than the national average in human development by apaiod and to ultimately achieve the Mission
Goalscould establishthat there are key gaps in programés an illustration, igen the unsatisfactory
nutrition indicators of Bihar, it is very important to start Nutrition Day Care Centres, especially in
Mahadalit tolas and in other hamlets where poor and the vulnerable live. The thrust needs to be on the 6
to 36 montrs child, the adolescent girls, and th@regnant women. There is evidence to suggest that
removal of malnutrition in these three age groups will make a major difference to our nutrition indicators.
Similarly, even though malnutrition is such a major problem, our system of growth monitoring is
extremely weak. As a consequence, children sink into malnutrition without any immediate remedial
steps. Monitoring height and weight for age for children is of paramount importance for timely
interventions against underweight, stunting and wasting of ckitdr

For key low or no monetary activities that only require behaviour change and adoption of new practices,
like breast feeding within first hour, campaign against age at marriage, small family norm, spacing among
children, etc., there is a need for a @anted public campaign. Behaviour Change Communication through
extensive resort to inter personal communication and a State wide priority to IEC for health, population
stabilization and nutrition is required. The current efforts for behaviour change coration need to

be considerably enhanced. Similarly, systems of solid and liquid waste in rural and urban areas need to be
carefully defined and protocols established.

Mission Manav Vikas would be a platform where comprehensive review and brainstorm wuiddake

based on evidence based advocacy and quick measures could beupkdie measures may be
corrective action, modification, merging or dropping existing policy, programs or schemes and come with
a fresh policy, programs or schemes considerirgy ¢thanged scenario or strategy of the state towards
development process.

1.8 Additional financial resources through Mission Manav Vikas

There can be a large number of similar new programs that may need to be introduced to remove critical
gaps in provisioror human development. The Mission Manav Vikas will have the authority to approve
new initiatives to fill key critical gaps in human development efforts. Additional resources could be
released through the concerned Department n the recommendation of thesigih Manav Vikas.

1.9 Inclusion

An important consequence of the focus on inclusion during Theelfth Plan has been heightened
awareness about inclusiveness and empowerment amongst people. A greater desire to access
information about the rights and entittaents made available by law and policy, and eagerness to
demand accountability from the public delivery systems augurs well for the future.

The inclusive approach of the State government focuses all around development of the vulnerable
communities and stvies for welfare of the socially and economically disadvantaged. Special measures



have been taken for the women, children and old age. Mahadalit Vikas Mission is dedicated efforts for
comprehensive development of the most downtrodden community through coging key development
initiatives.50% reservation to women iRanchayatiRaj System and urban local bodies paves the way for
women empowerment in governance.

Efforts have been taken to managdter-regionand InterSectoralvariations One important featire of

the growth experienced in the2th Plan, which is relevant for inclusiveness, is that high rates of
economic growth have been more broadly shared than ever before acrossgiens While most States
have shown sustained high rates of growth, seveof the economically weakeregions have
demonstrated an improvement in their growth rates. Amongst them leosj Munger, Purnea divisions
and to some extenSitamarhi, Sheohar districts

The Mission Manav Vikas track the progress especially in refeterdifferent strata of communities and
strategizefocused interventions.

1.10 Integration and convergence

The implementation of these strategies will involve developing formal and informal links between all
stakeholders and coordination across all levefsGovernment. It would be necessary to establish a
WgK2tS F2FSNYYSYyaGaQ F3ISYyRI F2N) G2dz2NRAY RSGSt 2 LIV
between national and local government so as to create convergence and synergy across programs. This
requires that awareness is created amongst all stakeholders and across governabend the
intervention of different sectorgo localcommunitiesand engage them in joint initiatives to increase the
socioeconomic development and impact onulti level vulnerabilitis.

Convergence must also be established with programs that address the underlying fiketdrsmen and

child health, high fertility, heath, nutrition, water & sanitatio®,K A f R Y2 NI I f AGe X 62 YSy
early age of marriage et&ynergistic andoordinated efforts would be facilitated by the Mission Manav

Vikas by monitoring outcome indicators at comprehensive canvas which relates to various sectors,
departments and programs.
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Demography, Health and Nutrition

2.1 Introduction

During the last twalecades, India has made impressive progress on maternal and child health (MDG4 and
MDGS5). For example, USMR has fallen from 115 to 59, versus a global reduction from 88 to 57. However
the progress has been uneven between states and within states, hencedééd to focus on poor
performing geographies. Beside the traditional EAG states, there are cusp states which have few poor
performing districts, which can make a turnaround with some extra support. In order to further
accelerate the decline in maternal @rchild mortality and as a follow up t&all to Action: For Every Child

AY LYRALFQ &adzYYAa ', Gobuillgalvanize ifiedl Bffidrts NfEall stakehotders by launching

a 3 year national campaign, to provide special focus on health systemggtening to influenceey
interventions like Skilled care in Labour and Delivery, essential and Special care dfomew
Immunization, Management of Pneumonia and Diarrhoea, Birth Spacing, Adolescent health and Nutrition
with greater convergence for Watt, Sanitation and Hygiene Interventiorighe goal of the campaign is to
achieve MDG goals by 201Fhe recently released RMNCH+A strategsovides a comprehensive
FNI YSE2N] F2NJ LINPAINI YYAYy3T (2 1Xhslsiveg @il ke 2mgleyitedr Yy R C
in all states with focus on 200 high priority districts, selected on the basis of their health and social
indicators. In order to make progress on the most critical interventions, focus on the first 1000 day
window of opportunity between pregnancgnd the first 24 months is critical with a broader lifecycle
approach. The states can make a higher financial allocation of up to 25% to achieve accelerated
outcomes in these district$:ocused interventions as mentioned under RMNCH+A strategic roadarap,

be delivered at:

1 Health care facilities (e.g. early bredseding, infection control, essential new born care and
resuscitation of newborn using bag and mask, antenatal corticosteroidsratbnics, magnesium
sulphate,care of sick newborn, skilledrth attendance, management of complications during
delivery and post natal period, spacing method like IUCD insertion/PPIUCD, adolescent health
services) . Management of TB, HIV/AIDS, KalaAzar and other communicable diseases and
Diabetes, hypertensionacdiac conditions, cancer etc. be monitored using the filado-it and
recordit cycle.

9 Village Health and Nutrition Days conducted at AWCs (e.g. Antenatal -chscKFA, TT,
immunization for children, Identification & referral of high risk mother (weidBP, Hb), take
home ration for pregnant and lactating women and children under 3, vitamin A, ORS/Zinc,
contraceptives, IFA supplementation to adolescent girls etc.)

1 Home contacts and advice through 3 As (AWW, ASHA and ANM) during the most critisdikéme
pregnancy and to women with children under 24 months of age with focus on appropriate
interventions at each contact (e.g. preparation for birth, antenatal care, early and exclusive
breastfeeding, kangaroo mother care, care of newborns, identifinatmd referral of sick
newborn, age appropriate complementary feedingzounselingfor immunization, pneumonia
prevention, ORS / Zinc, adoption of birth spacing method).



1 Gol has selecte@00 high priority districts, on basis of their health and sociaicatdrs in the
country for RMNCHA strategy Bihar has only 10 such districts. Manav Vikas Migmrbe
launched soon will roll out the entire package in all districts of the state.

2.2 Bihar on progressive road

The improved governance in Bihar in the [&& years has led to an economic revival in the state through
increased investment in infrastructure, better health care facilities, greater emphasis on education and a
reduction in crime and corruption. Indian and global business and economic leadetlsaeBihar now

has a good opportunity to sustain its growth, economic development and have shown interest in
investing in the state.

Bihar is the third most populous state (8.6% of the country aleout 104 million) in India. Bihar has
registered a GDPf 12% per year for last 8 years, fastest among major Indian states. Bihar's social
progress has also been remarkable during the same period. Its social indicators used to be worse than
national averaggbut i) in 2011 itequalednational average IMR of 4400 LB ii) Literacy in the decade of
2001-2011 increased by 17% points the highest in the country. The female literacy improved even faster
08 HmE: LRAyida LINRBoOolFote || g2NIR NBO2NR® AAAO . AKI
to national average of 66.1 years. iv) Crude death rate is 6.7 /1000 persons compared to national average
of 7.1 /1000 persons v) Bihar's plapending has increased from R, 000 million per year to 160,000

million per year under the new political regimelast 8 years vi) It is determined to do better as seen in
Industrial output of 17% and 18.4% in 261D and 201112 respectively.

However there remain some dark areas like i) Rural poverty declined by just 0.4% as against national
average of 8.2% mainly duo a major drought in 2009 ii) its population expanded by 25% as against
national average of 17.6% in the 20RQ11 decade iii) MMR is 261 as compared to national average of
212 iv) TFR is around 3.6 per women as compared to national average of 2.Bwritien and Anemia

are major challenges vi) Similarly child marriage, gender bias against girls and adverse sex ratio for
females are key social challenges vii) Its industrial growth and services sector need to improve a lot.

The Principle Secretary Bléh & FW in response to the call constituted a core committee to advise for
appropriate actions on 8 key issues i.e. IMR, MMR, TFR, MalnutAtiamia Child Marriage, Sex Ratio
and Life Expectancy at Birth. elfdeliberationis culmination of multipleconsultations with various
stakeholders, implementers and civil society representatives.

2.3 Achievement so far

Health is fundamental to the social and economic development of communities and nations and is the
core of human development. Internation&lonference on Population and Development (ICPI94)

brought focus on attainment of reproductive and child health through a holistic and coherent frame work
from earlier focus on demographic targets only. The guiding principles were focus on human rights,
equality and gender equity. Such achievements testify to the concerted efforts of national and
international partners who joined to adopt the Millennium Development Goals in 2000. NRHM aims to
provide health and FW services with the concept of need based, damtered, demand driven, high
guality integrated services. NRHM in Bihar has heralded an era where the health of the people has been
placed in their own hands and government is playing a role of facilitator providing all round support and
ensuringacces®t KSIFf 0K aSNIBAOSad . AKINI D2OSNYYSyid O2yaai



2.4 Trend of RCH indicators

.AKENRA | OKAS@SYSyida Ay NBRAZOAYy3I YFOGSNYylLf FyR O
though huge disparities and gaps exist in achieteter maternal and child health related Millennium
Development Goals (MDGSs) by the year 2015. Maternal and Child Health situation in Bihar is witnessing
many positive changes in the recent years. The key maternal and child health indicators of the State like
Infant Mortality Rate (IMR), Maternal Mortality Ratio (MMR), Total Fertility Rate (TFR), etc., show
progressivedeclining trends, however much more needs to be achieved in these areas as well as in
improving the life expectancy at birth, stagnant malnuritj iron defciency anemia and reducing early

child marriage.

Trend of RCHicators in Bihar visx-vis National figures
Indicators | Bihar2003 Bihar-2005 | Bihar2010 | Bihar 2011 | India 2010 | India 2011

IMR 60 61 48 44 47 44

MMR 371 312 261 261 212 212
CBR 30.7 30.4 28.1 27.7 22.3 21.8
CDR 7.9 8.1 6.8 6.7 7.1 7.1

Key Indicators in timeline

Indicators
. - 2003 2006 2009 2011

Bihar/India
CBR 30.7/24.8 29.923.5 28.5 225 27.7/21.8
CDR 7.97.7 7.7/7.5 7.07.3 6.7/7.1
IMR 60/60 60/57 52/47 44/44
MMR 371/301 312/254 261/212 261/212
TFR - 3.92.6 (2008) 3.92.6 (2009) 3.7/2.5 (2010)

Source: SRS 202811, RGI, Gol
Trend of RCH indicators in Bihar

9. No. Indicator Bihar Trend
1 Under 5 Mortality Rate (USMR) 68 Improved from 105 in 1998
2 Infant Mortality Rate (IMR) 44 Improved from 61 in 2005
3 3+ ANC visits by mothers 34% Improved from 17% in 2006
4 Institutional Deliveries 47.7% Improved from 24% in 2007
5 Skilled attendance at Birth 53.5% Improved from 34% in 2007
6 MaternalMortality Ratio (MMR) 261 Improved from 312 in 2005
7 Total Fertility Rate (TFR) 3.6 Improved from 3.9 in 2005
8 Contraceptive Prevalence Rate 34% Improved from 27% in 2005
9 Full Immunization coverage 64.5% Improved from 12% in 2005
10 Underweght % children (€ yrs.) 58.4% Worsened by 4% since 1999
1p | Anemic women in reproductive age grol oo 20 | \yorsened from 63.4% in 199

(1549 yrs.)

12 Mean age at Marriage 17.6 Improved from 17 in 2002

Sources: NFHS 3 (2006), SRS 20a#%011, AH&011, HMIS De2011, CES 2009 and FRIDSO
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a. Achievements at Policy level

CelebratingYear of Newborn, Year of Safe motherhood, Year of Immunization the FBNC model, Yukti
Yojana (Safe Abortion Services), ISO Certification, Quality Assurance, Muskan Ek, Alayiy&eedhi
Swasthya Guarantee Karyakargskills lab, L1 operationalization etc. are some of the key policy decisions
favoring overall health development that has been put into action in l&&yéars.

b. Achievements Human Resource

Trained medical and pamedical staffs available against the State norm / sanctioned posts are: ANM
(19678/23772), MPW (2162/6904), LHV/PHNs (358/358), SNs (2162/6904) and MOs (4183/12094).
AYUSH doctors have been appointed at all the APHCs.

c. Achievements in Infrastructure

Vaiious health facilities available against the State norm are: Medical Colleges (7/20), District Hospitals
(36/38), SDHs (55/67), Referral Hospitals (70/1038JC# (550/3460), APHCs (1544/and HSCs
(9696/18000). Facility based care centers operationalired the targets are: NBCC (500/1700), NBSUs
(07/157), SNCUs (12/45) and NRCs (36/38).

2.5 Magnitude, Trends and Implementation Bottlenecks of the Problem of

Identified Indicators

Trendin IMR
a. Child Mortality (Neonatal, infant and

under 5 mortality) o |
IMR: The Infant matality rate (IMR) data = |
which is available annually through SRS, F L e
Govt. of India indicates that for the first time ! -
. AKFNDE LINRINBaarAgsS o KS
national average of 44/1000 LB in 201
However, Average Annual Reduction (AAR) _
IMR has ben inconsistent. Review of the z'g”é‘:,ffa”A:c}ETE&?Eéé:?%%f;?“:;‘f”“
trends of IMR over 200R010 shows that Bihar
made better progress than national AAR during 2008 and 2011. However the AAR was lower than national

average during 2002005 & 2009.

2000

/ NDIA

2001
2002
2003
2004
2005
2006 |
2007
2008
2009
2010
2011

Trend in NMR NMR: The NMR was 31/1000 LB in Bihar as
INoiA compaed to all India figures of 33. This is
WEST BENGAL attributed to lack of universal skilled birth
33 attendance as only about 50% of births have
B e skilled birth attendance in the state for the want
23 appropriate health infrastructure. Lack of
neonatal assessment and managemat facilities
and at community as a part of PNC also adds to
the misery. Low birth weight & maternal
| ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | - malnutrition are the underlining causes of higher
2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 case fata“ty rates among illnesses due to
infections during early childhood. Prematurity due to secionomic causes of poverty, illiteracy,
g2YSyQa allddza Ay GKS a20ASdGe Aa &Sd | y23dKSNJ
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economic development. The launching of Home Based Newborn Care (HBNC) and setting up of Sick
Newborn Care (SNBC) unitsdistrict and suldistrict hospitals, IMNCI at community and facility level are

yet to contribute for reducing the neonatal mortality. Thrkforce of Accredited Social Health Activists
(ASHA) inducted into the health system in the eleventh five yéam, phasbeen trained andwould
contribute in community based MNCH care.

US5MR Under five mortality in Bihar was 64 per 1000 LB as compared to 59 /1000 LB of national average
as per SRS 2010Deaths among children under five
years especially beyond thest year are mainly due )
to infections like ARI, Diarrhea, Fever and their pO(m N‘\,“

management. Annual health survey 2010 indicate” ”

that nearly 60% of children were sick (diarrhea 209

cough &cold 21% and fever of any origin 40%) durir® N “0 v

the previous 2 weeksral most of them sought care in * WESTBENGAL

private sector, pirpointing to lack of public sector =

arA0lySaa OIFNB &ASNIBAOSa Al Q:
guality and less user friendlfickness care services a o
vilage & HSC level are far from satisfaction ana
practice ¢ IMNCI at PHC and BPHC level is not satisfying despite an intensive training in integrated
management of neonatal and childhood illness (IMNCI) durififigé year plan.

0 Trend in U5 mortality rate

SRS-2008 SRS-2009 SRS-2010

b. Maternal Mortality Rate
The MMR in Bihar has remained significantly abg
the national average throughout the last decade & 4o -
shown in the Fig.4. The trend analysis shows tf ™~
the average annual percentage decline of MMR | 00 -
the last 11 years has been just 4.6% for Bihar g "
5.5% for India. In absolute terms, the avera( is |

100

Trend of MMR in India & Bihar

number of MMR dcline per 100,000 live births ha o | 109
been 17.3 for Bihar and 17.8 for India. In short, Bifj o

. A 1997 1998 1999-2001 2002-2003 2004-2006 2011 2015
has been maintaining almost the same rate {oal)
decline since 2004. In Bihar, the institutional deliveg —*'nda —®=ginar Saurce SRS Rl

has increased from 14.9 percent in DEHE99899) to 23 perent in DLHR (200204) and 27.5 percent

in DLHS3 (200708) to 47.7 in AHS 20411 (33.3% in public health facilities and 14.8% in private facilities)

i.e. a leap of 35.6% @ 3.5% per annum. Of the 52% deliveries conducted at home only 18.4% were
attended by SBAs (AH&011). An analysis of the key causes of this MMR are i) lack of round the clock
comprehensive emergency obstetric care beyond district and Medical College hospitals ii) Lack of basic
emergency obstetric care in sutlistrict hospitals iii) Lackf MTP services with humane approach iv) lack

of skilled birth attendance to nearly 50% of deliveries, v) Poor quality ANC which is not even able to
detect PIH and severe anemia and refer vi) Want of adequate beds for keeping the institutional delivered
mother for at least 48 hours as required. vii) Poor review of maternal deaths to understand the causes
and mitigate the problem viii) Poor community awareness and community system support for identifying
pregnancy complications and deciding to refer, arragdior transport etc and much larger social issues

of child marriage, teen age pregnancies and illegal abortions.



c. Total Fertility Rate

Total fertility rate (3.7) in Bihar is one and half Total Fertility Rate (TFR) Trend : Bihar VS India
times of All India average (2.5) as of 2010. Th* 57

same was 127% oheé national average in 1980, s
meaning the gap is widening. The reduction o:
TFR has been around 35% in Bihar as compared,
44.5% of all India average over the period of 198
to 2010

1

Interestingly the association of TFR witho
educational level of women in I@ar is highly
significant. If only state can ensure 10+2 schooling
to all children, we will be able to reduce the TFR by two thirds of present level. High TFR is mainly due to
inadequate emphasis on issue of child marriage and birth spacing, over lasa@ede Even the terminal
methods are not readily available all the time in facilities beyond medical college hospitals and district
hospitals. Though there are some monetary incentive schemes for delaying the marriage but their
implementation is not aggras/e. The social change of educating the girls up to 10+2 will yield good
results but unfortunately, that is also not picking up fast. Early marriage, completion of the family and

going in for terminal methods of family planning appears to be the acceptdatial norm in the state.
5 -

1980 1990 NFHS51(92-93)  MFHS1I(98-99)  NFHS Il (05-06) SRS 2010

——Bihar -=-India
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45 -
espm|ndia el Bihar
q 4
3.5
3 -
2.5 -
2 4
22
15
) Pursuing formal Education of Girls up to 10+2 will facilitat: 15
reduction of TFR from 3.6 to 1.08 in Bihar
0.5 -
0 T T T

lleterate Withoutany  Below primary Primary Middle Class 10th Class 12th
formal education



d. Malnutrition

The problem of Malnutrition persists despite decadeﬁ“?ﬁ& Trend in Malnutrition

70

of supplementary nutrition program. Rate of increas ** 1s" 2!
in % wasting is one and half times more in Bihar ** "%’ ¢
compared to India over 19923 & 200506. Ré#e of o iww
decrease in Stunting less by 17% & Underweight

1/3" than that of India over the period of 1993 &

200506. Main causes contributing to high unde
nutrition are poverty, food insecurity, availability o

ready to eat cheap commercial food itemsupled N | s | Ns2 | Wes2 | Wes1 | NS
) ) . 3(2005-06) 3(2005-06) (1998-99) @ (1998-39) (1992-93) | (1992-93)
with busy mothers leading to poor early childhoo mda | shar  ndis | Bhar | inda | Bihar
care and feeding practices, low level of exclusi “romereendien s 59 47 54 84 e
1% Stunted children 48 55.6 45.5 53.7 52 60.9

breast feeding and lack in timely initiation o0, sswastedchicren [ 198 | 21 185 | a ws | s
complimentary foods, repeated episodes of infections like ARI, fever and diarrhea, lack of maitritio
assessment and management services in most of the health facilities.

e. Anemia Trend in Anemia

Iron deficiency anemia also known asnutritional e 69_578

anemiais a universal problem in the country. NFHS *

study (200506) indicates that the prevalence of an 50 woles

type of anemiain Bihar is 78% with severanemia MY

found in around 1.6%, moderatnemiain 46.8 % and

mild anemiain around 29.6% of the population. Th 10 ' 2916

level of Hb may go down below 7g/100 ml, which is ® [ wmacos | waterne | severeicro | amyonsemia

sign of severeanemia especially among pregnant [Fesmesmsss s et e
[Eharneisszovs 06| 296 | a8 | n |

women, adolescent gs and children and has bad
implications. Anaemic pregnant women may not tolerate even the normal blood loss occurring during a
normal delivery and may succumb to PPH. Human body takes about 2 years to recoup the Hb lost during
the bleeding of a normal diefery. Lack of adequate iron contents in the food, consumption of inadequate
guantities of green leafy vegetables/meat (less than 150 gm/day) are key dietary practices which when
coupled with poor absorption due to phytates and consumption of tea immelyicater taking iron
supplement or iron rich foods are cited to be the main reasons of Iron deficememiaamong Indian
population. Heavy menstrual flow, repeated pregnancies within short intervals accentuate the problem of
anemia Helminthic infestatias especially hook Trendin Life expectancy at birth
worm is also a contributory factor in some

wINDIA

endemic areas. Poor advocacy regarding bir « e as
spacing for young couples by many servic*®

67 619 62
618 6“515 > & &-66“
. . . . 62 61.6
providers is a contributory factor for high
. 60.1 4
prevalence onemia o 7 -
9
f. Life Expectancy at Birth )
57

Currently the ife expectancy at birth for male is | sz s 2on200sim) 20022006 ) 15552008 ) 20002004 ) 20032005 (F) 2062:2005 )
65.5 and for females is 66.2 years (Latest 201 MALE | FEMALE

11 SRSkrn improvement of 1.8 years for male INDIA=M= 63.63, F=66.71 (Latest 2010-11)
and 3.2 years for female respectively in the

* Life expectancy among woman is lowar in Bihar (<1.8 yr). over last 1999 to 2006 in contradiction to national average trend.

CO u n‘try as a Who I e Over 1 1 ye arS fro m 1993 tOu improvement over the same period is also similar [males 0.8 Yrs & females 0.7 yrs.)

=

2

=
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2006. The same in Bihar is 0.6 foales and 0.7 for females over 5 years. Life expectancy at birth depends
on four key developmental indicators i.e. econongducational environment, nutritional status and
political commitment of long term The crime, economic conditions, education, andhé built
environment are strongly linked with life expectancy at the neighborhood le@ubling annual
pharmaceutical expenditureadds about one year of life expectantiealth care expenditures;ruit and
Vegetable Consumption, home ownership, emplopteercentage of population with an automobile
have positive correlation with life expectancy and Poverty, Alcohol consumption & Fat consumption,
Smoking Behavior and crime rates have negative effect.

g. Sex Ratio

Sex ratio is defined as number females évery 1000 males in a given socieBex Ratio in Bihar is 916
female for each 1000 male, which is below national average* "

940 as per census 2011. Highest sex ratio was 1056 / 240

Kishanganj and lowest 889 in West Champardrerd are at ., 3

least 49 villagesvith a sex ratio of 700 and 16 villages with

ratio of 600 in Darbhanga districtBihar is one of the 3 states”™ e
wherein the sex ratio in 2011 has declined over that of 2001. T,

sex ratio in the urban areas Biharhas sharply declined to only =

868 femaks against 1000 males as per the 2011 census. Look™

at the trends over a century one realizes tt&éx ratio in Bihar

has deteriorated from 1061 in 1901, 1000 in 1951, 907 in 1991, 921 in 2001 to 916 2011 in Bihar. The
social and legal support for imprimg the conditions all over the country appears to have failed to be
implemented earnestly in Bihar in last two decades.

2001 2011

Preference to male children is overwhelming in rural Bihar. The girl child at the time of the birth is
subjected to violent treatmentFemale feticide and infanticide are reported more in urban area as the
accessibility to sex determination is increasing. Ungegiistration of female births over time and natural
change in sex ratio at birtis other possible causes.

h. Child Marriage
The proportion of girls under 18 years getting married was _

Trend in PERCENTAGE(%) OF GIRLS
around 45.9 % in Bihar (latest 20.2% according to AHS2D1( MARRYING BELOW 18 YEARS
data) as against 22.1% of all India figures as per DLHS llI ’ \
for 200708. The reduction in the proportion of children® s
getting married $ 40% in India during 199® to 200708 « ,

(DLHS) as against only 21.1% in Bihar during the same per, o
According to the same study, few women had started bearit w\‘”\m
children by 15 years, 25% by-19 years and 58% of women

aged 19 years were either pregnantrothers in Bihar.

0

The contributing factors to high Child Marriage have bee,, DWs!11989) - DLHSII2002:04) - DLHS Il (2007-08]"
identified as social security, difficulty in getting bridegrooms for educated girls, fullfiling the parental
responsibiliteis soon etc.



2.6 Outcome and Key Indicators

Indicator 1 : Child Health

Reduction in neonatal and infant mortality and morbidity as the resultant of increased access to quality
Maternal, Newborn and Child Health to be strengthened at facility and community level

Strategies:

1.1 New borns examined within 24 hours dfth to be increased progressively from the current leokl
52.6%(AHS 20141)to 85%

1.2 Children with birth weight of less than 2.5 Kg to be reduced from current 2pM495 20141) to
15%

1.3 The percentage of fully Immunized Children22months to be in@ased progressively from current
level of 64.5%AHS 20141.1)to 90%.

1.4 Survival rate of babies admitted in the SNCUs to be increased from the current 75% to >90% (SNCU
data)

1.5 Children suffering from diarrhoea treated with ORS /HAF (Home Available FlugBsesrfrom the
current 49.3%AHS 2014.1)to 80% along with Zinc.

Indicator 2 : Maternal Health

Redution in maternal mortality and morbidity as a result of increased access to quality antenatal, intra
natal and post natal maternal health services througa continuum of care approach (Home,
community and facility). Increase the percentage of institutional deliveries as well as safe deliveries to
at least 7580% with focus on quality of care by increasing the number of delivery points and number of
skilled birth attendants.

Strategies:

2.1 Mothers who have registered before 12 weeks to be increased progressively from the current level of
43.7% (AHS 20111) to 74.2% and Blood Pressure (BP) monitoring to be increased from 46.1% (AHS
201011) to 80%

2.2 Mothers who consumed 100 IFA Tablets lie increasedorogressively from current level of 10%
(AHS 201411) to 50% to address Anemia during pregnancy.

2.3 Motherswho had full antenatal cheelfp to beincreased fronturrent level of 5.9 % (AHB1011) to
55%

2.4 Testingof PW for HIV at MCH centres to be increased from the current 10.9% to 50%
2.5 Institutional delivery to be scaled up from current level of 47.7% (AHS-2Q)18 80%
2.6 Skilledbirth attendance to be raised from 53.5% (AHS 20110 80%

2.7 Motherswho stay for > 24 hours following delivery in the institutionb® graduallyincreased from
34.4% (AHS 20411) to 60%

2.8 Mothers who received postnatal care in first 7 days after delivery to be increased progressively from
currentlevel of 54.1% (AHS 2B11) to 3 post natal care inr§t 10 days in 80%

2.9 Availability of CEmONC facilities in the state to be elevated from the current 28% to 75% (PIP 2012
13)

2.10 Number of facilities providing PPTCT services to be increasedthe current 44 facilities to 100
facilities.



2.11 Review of the Proportion of maternal deaths reported to be increased to 80%
Indicator 3: Total Fertility Rate

Increased availability of all types of temporary family planning services (cafeteriactobice) at the
remotest facilities

Strategy.

3.1 The contribution of reliable methods users (for at least 2 years) proportion is raised to 10201
Increased spacing between two successive pregnancies for at least 3yrs to 50% by 2017

Indicator 4: Malnutrition
Proportion of malnutrition reduced to one half of the present level by 2017.
Strategies:

4.1 Children whose birth weight was taken at birth be increasedgradually from the current 31.9%
(AHS 20141)to 60%

4.2 New born breastfed within am hour of birth to be increased progressively from current level of
30.3%(AHS 2014.1)to 70 %.

4.3 Children (aged-85 months) exclusively breastfed for at least six months to be raised progressively
from the current 28.5%AHS 2014.1)to 60%.

4.4 Incr@se in appropriate complementary feeding after 6 months in addition to breast milk from the
current level 0654% (NFHS) to 90% by 2017

4.5 Increase in percentage in babies receiving Vitamin A Supplementation in last 6 months from the
current level 061%(AHS2011) to 100% by 2017

4.6 Consumption of lodized salt by population to 100% by 2017
Indicator5: Anemiacontrol

Prevalence of anyanemia reduced to less than 50% of the population by 201Roll out and
implementation of Anemia Control Programme thraghout the state resulting in improved access and
utilization of services with enhanced community participation to prevent, identify and tremtemiaat
the earliest.

Strategies:
5.1 Implementation of School Anemia control programme throughout the state

5.2 Universalization of IFA supplementation to non school going Adolescent girls in all 38 districts
through WIFS (Weekly Iron Folic Acid supplementation)

Indicator 6: ImprovingLife Expectancy at Birth:

Improved well being and socieeconomic statuf the people of Bihar
Strategies:

6.1 All districts implementing Health Insurance scheme (RSBY)

6.2 Increased taxes on tobacco implemented in all districts

6.3 Ban on tobacco consumption in public places enforced stringently
Indicator 7: Improving SexRato:

No termination of pregnancies based on sex determination in Bihar by 20R&duction in sex selective
induced abortion, female infanticide and /or girl baby abandonment



Strategy

7.1 Sex Ratio to be improved from the baseline of 916 (Census 20110 tb92017
Indicator :8 Reducing Child Marriages:

Reduction in child marriage by 30% by 204fid teenagepregnancies by 50% by 2017
Strategies:

8.1 Reduction in Girls married below the age of 18 years from the baseline of 20.2% (AH3)2@l0
14%.

8.2Increasan mean age at marriage for girls from baseline of 17.6 Years (DLHS 3) to more than 18 years

Current status Cumulative Target 20122017
Indicators as on latest Target for| 2013 2014 2015 @ 2016 2017
Available data | next five
years
Maternal 261(SRS2007 | <120 183 165 | 149 133 <120
Mortality Ratio 09)
(MMR)
Infant Mortality 44 (SRS 2011) <27 36 33 30 28 <27
Rate (IMR)
Total Fertility 3.6(SRS2011) 2.9 34 3.2 3.1 3.0 2.9
Rate (TFR)
Malnutrition  (children 58.4% (NFHS) | <30% 49% 42% 37%  33% <30%
under 3 years)
Anemia (All women 15 68.3% (NFHS) | 34% 57% | 49% | 43% | 38% 34%
49 years)
Life Expectancy at Birth M ¢ 65.5yrs M- 68.6 yrs | -- -- e M- 68.6 yrs
F 66.2 yrs F68.7 yrs F68.7 yrs
(SRS 2011)
Sex Ratio 916 (Census| 930 918 | 920 | 922 925 930
2011)
Child Marriage 23 (AHS 2010) 19% | 18% 17% @ 16% 14%

(marriage before 18 yrs

Expected Outputs:

Child Health:

1 Increased number of service delivery points for offering sickness care, immunization, birth spacing
methods, vitamin supplemeation etc.

1 All newborns have improved access to essential newborn care and all sick newborns have access to
special care services.

Maternal Health:
Percentage of maternal deaths reporté31328135
Percentage of maternal deaths reviewed against repbrte

1 Increased number of service delivery points (L1, L2 ahdff&ingskilled birth attendance (BEmONC and
CEmMONC), and FP services (PPIUD etc) as per WHO norms.

1 Improved capacity of health facilities in the provision of quality and efficient familydisrematernal
health services

= =



A)
)

Enhanced capacity of various cadres of service providers capable of providing desity /
comprehensive EmGOg&rvices positioned at hospital setting

Improved health system capacity in managing community based performarm@taring and evaluation
at all levels.

TFR reduction:
Increased access and acceptability to spacing method particularly PP & interval IUD and oral pills for
young couple.

Malnutrition:
Universal access to nutrition assessment, managementandselingoy end of 2016

Anemia control:

Increased access to IFA to all vulnerable population by different approaches.

Weekly IFA accessibility through schools with priority to girls ih8l@ears universalized by end of 2016

All pregnant and lactating women aratlolescent girls under an Anganwadi centre are enrolled and
provided IFA supplementation

Establishing a robust logistics and supply chain mechanism

Improving dietary quality through food diversification and home fortification

State guidelines regarding & Fortification and Bannual Deworming to be finalized

Improving Life Expectancy at Birth:

Better availability of essential drugs in the public sector, mother and baby friendly hospital services and
effective coverage of maternal services for the mospidved population

Increased opportunities in education and employability.

Improving Sex Ratio:

No sex determination facility will exist in Bihar by 2017

Enforcement of legislative measures prohibiting fetal sex identification and sex selective pregnancy
termination.

Creation of positive discrimination in favour of the girl child.

Child Marriages:
Improved responsiveness of the community with prejudices associated with early marriage.
Enhanced education and economic opportunities for girls created.

2. 7STRATEGIC INTERVENTIONS

Child Health
Providing quality newborn care at all facilities by operationalizing
Newborn Care Corner (NBCC) at all delivery points up to PHC level (current 484 to 1470 by 2017)

Newborn Stabilization Unit(NBSU) at the FRUs (ftament 6 to 300 by 2017)

Sick Newborn Care Unit (SNCU) at the District and Medical College Hospital level (from current 12 to 45 by
2017)

Capacity Development of Medical Officers, Staff Nurses and Fukder:

Navjaat Sishu Suraksha Karyakram (NSSKic3520 to all MOs/Staff Nurses by 2017)



viii)

FIMNCI (current 429 to all MOs/SNs by 2017), FBNC (116 to all MOs/SNs), NBCC (current 3651 to all
MOs/SN by 2017) ,IMNCI (current 55000 to 165000 ANM/AWW/ASHA by 2017)

Establishing Skillaboratory:

At District'Subdistrict level and at Govt. ANM/GNM schools tgr gradationof Skills of Health
Workers by (from 8 to 44 by 2017)

Expanding the MAMTA workers scheme (using Vishesh Adayagi fund) :

Increasing the number of MAMTA workers from 4405 to 6700 Mamt&evrsrat all facilities conducting
deliveries

Mobilize families to keep mother and baby for at least 48 hours in the health facility

Counsel and facilitate mothers for Breast feeding, Immunization of Baby, ( BCG/Hep B/Polio), Birth
spacing and child Care

Universalized Postnatal Care (PNC)nfensive Breastfeedingounseling

Increasing the number of Home Visits by trained ASHA /AWW workers from 40% to 80% by 2017
Capacity building for Home Care of Mothers and Newborns by ASHA from current 39736 (48240560
(100%) by 2017.Department of Social Welfare to train all AWW by 2017.

Supply of adequate equipment, drugs kit and logistics to ASHA, AWW and ANMs

Operationalization of Regular Clinic at HSCs by ANM and daily sick care at AWCs by an IMNCI
(Integrated Management of Neonatal and Childhood llinessined field level workers.

Equip AWCs wittrugs and logistic® Rs.2500/ AWW/Year

Continue the present drug supply to HSCs

Strengthening Immunization activities to reach at least 90 % coverage

Routine nonthly immunization sessior{80,000 inhabitations)

Immunization Weekn poor coverage areas

Measles catch up campaigPulse polio immunizatigdE vaccination campaign

Ensuring availability of vaccines and logisticsrmaihtaining cold chain

Strendhening social mobilization activitiethrough ASHA, PRI, SHG, Kishori Samooh, School teachers ,
Social Mobilization Network (SMNet) etc.

Ensuring availability of Janani Sisu Surakhya Karyakram (JSSK) services

Free& cashless services to all pregnant wonsm sick heonates accessing public health institutions by
providing drugsdiagnostics, treatment and food

ix) Strengthening Community Based Newborn and Maternal Care Services

Increasing the number of Home Visits by trained ASHA /AWW workers from 80%otby 2017

Ensuring assessment, management and referral of sick newborns by IMNCI trained worker by continuous
supportive supervision and onsite correction of skills

Ensuring postnatal visits up to 6 weeks by HBNC trained ASHA worker (6 times tistianatiand 7

times for home delivery) and timely payment of incentives to ASHA worker. Supervision of HBNC
activities of ASHA by ASHA facilitator, BCM, DCM and other block level supervisors.

Increasing the number of trained ASHA worker on 5,6 & 7 neodiiIHome Based New Born care from
current39736 (47%) td84066 by 2017

{dzlJLJXt @ 2F FRSljdzr 4GS SldzZA LIYSyiQasz RNXAZ FYyR f23Aa
Strengthening Child Tracking and Infant Death Review activities at the community level

Promoting IYCF Prtces

Use of mass media (particularly radio) to promote breastfeeding immediately after birth (colostrum
feeding) and exclusively till 6 months of age.



Involvement of frontline Health workers, Anganwadi Workers, PRIs, TBAs, local NGOs and CBOs in
promoting correct breastfeeding and complementary feeding through IPC, group meetings, folk media
and wall writing

Proper utilization of services of MAMTA workers in the health facility.

Treatment of Children with severe and acute malnutrition (SAM)

Ensuring nuttion supplementation to low birth weight babies

Ensuring proper management of SAM children at the NRCs
Ensuring utilization of OR&inc for diarrhoea management
Availing ORS and Zinc at the community level along with ASHA & AWW

Extensive IEC activitiand Social marketing of ORS and Zinc by NGOs
Mandatory use of ORS and Zinc at the facility for managemeatiaohea

xiii) Innovations

EBFcounselingeam (taskforce) at the community by providing knowledge and skills to the SHGs

Survey of food, water and rkilborne communicable diseases among children above 2 months to know
the trend of local illnesses

Establishing exclusive integrated clinical care units for sickness care, skilled birth attendance and PPIUD
(ICCC), developing Standard sickness managemettcpis and use of the same in practice at all PHCs

and ICCCs

Maternal Health

Universalize Quality of Ante Natal Care (ANC)

Organizing monthly ANC sessions (80,000 inhabitations) as part of Village Health, Sanitation and Nutrition
Day (VHSND)

Monitoring Pallor, BloodPressure tadentify & treat frefer Anemiaand Pregnancy Induced Hypertension
(PIH) cases. Line listing of seveatgmiaPregnant Women

Supply 17,000 VHSND KITs for ANMs annually

Ultrasound and Laboratory services at FRUs (L3 centers).

Capacity building of all ANMs for quality ANC and counseling during weekly meeting at PHCs
Universalize Skilled Birth Attendance (SBB)suring safe delivery

Operationalizing more number of delivery points with increased number of beds (as pertdPtd&iin
mother and babies for at least 48hr :

L1 centers (normal delivery, Birth spacing, OPD services) at SHCs aisd AlrsDit 84 to 1084 by 2017

L2 centers (Nowsurgical assisted deliveries, Family Planning, Outdoor & indoor patient care) at
PHCKAPHCs: 496 to 1000

L3 centers (Caesarian Section(CS) and Blood Transfusion (BT) services at DH/SDH/RH/CHC (56 to 299)

Other interventions

Ensure supply of equipment ,drugs and consumables for above facilities

Operationalizing blood bank/storage unitatering to L3 (299) facilities

Increased trained MOs, Staff Nurses and ANMs on 21 days SBA programme (current 40 % to 100% by
2017) and community monitoring of their performance

Incentive to SBA trained ANM for conducting safe and clean HOME Delivegenet®?M to 6 AM

Mukhya Mantri Jachha Bachha Raksha Yojana (MMJBRYtapitalize the contribution of private
sectors for safe delivery in the state the MMJBRY will be launched on a on pilot basis in 3 higher Maternal



C)

Mortality regions (Bhagalpur, Puea, Gaya division) in Public Private Partnership (PPP) mode for Normal
Delivery, CSection and Newborn Care.

Traditional Birth Attendants (TBAS) to be identified and trainfslinstitutional deliveries increase in the
public health facility TBAs may belucted as MAMTA as per policy guideline developed by GoB

Increase access to MTP serviegsGovt./accredited Pvt health facilities, humane approach & quality
Strengthening Yukti Yojana (Safe Abortion services)
Universalize Janani Shishu Surakhsha Kargak(JSSK)

Free referral transport : Arrangement of approx. 1000 ambulances @ one ambulance/100000 population
in next two years and 1500 by the year 2017

Free services to all pregnant women and sick neonates accessing public health institutions bypgorovid
drugs, diagnostics, treatment and food

Maternal andNeonatal Death Review (MDR)

To understand the social and medical causes of maternal deaths and take appropriate measures MDR will
be rolled out across the state from 20% to 100% districts in mextyears

Capacity building of block level (Medical Officers and Supervisors and Civil Society) investigators
Sensitization of all ANMs, ASHAs and AWWSs on reporting of MDR

Community system (through SHGs/Kishori Samooh /CBOSs) strengthening for

Identification of pregnancy complicatioand minimizing delay.

Reducing teenage pregnancies/child marriage

Reduction in Anemia and Malnutrition

Promote birth spacing for young couple and terminal methods for women over 30 years.
Operationalize Delivery Points at 550PMC/HSCs as Lexel1723 BPHC as Lexak 299 FRU as L3
Procurement of equipment for LR, purchase of 2500 beds annually @8300/bed, drugs and consumables

Operationalizing blood bank/storage units catering to L2 and L3 facilities
Outsourcing for cleanlirss, power supply etc.

Deployment of HR & provision of JBSY and other incentives
Improve PNC coverage

Retaining institutional deliveries for 48 hours

Universalizing PNC at home through ANM, supported by ASHA/AWW (3 PNC visit within 10ctidgls of
birth)

Ensure referral transportation in case of complications

Capacity development of Medical and Paramedical staff

Through imparting SBA & other trainings with quality parameters and strict adherence to protocols
Increasing the number of Doctors trained on Enf@@ 68 to 444 by 2017, similarly number@bctors
trainedon LSAS is 78 and target by 2017 is 454. Staff nurse, LHV and ANM trained on SBA is 39.8% and the
target by 2017 is 100%.

Innovations

LyadAaddziAaz2yl Al AyAIBhawnddiCEQ) KtrRhajkt lavel aniayt b& imade available to
provide comprehensive health care to mother and newborn (Community Maternal & Newborn Care)
Enforce skilled birth attendance by ANMs for women who cannot be mobilized to the institutions for
delivery. Each ANM to condt 1 delivery per month at homes.

Piloting community distribution of Misoprostol for prevention of PPH in home deliveries in a district.
Capacity building of TBAs for conducting clean and safe delivery in selected hard to reach areas where
skilled birthattendants are not available.

Total Fertility Rate




xii)
D)
i)

i)
ii)

vii)
viii)

Promote aggressively birth spacing methods through Post Partum (PP) and Interval IUD in all health
facilities from 2% to 10% by 2017

Increase Static Family Planning services facilities including Fen&tkrilization, Male Sterilization
(NSV) and Post Partum Intra Uterine Devise (PPIUD) insertion

Increase static facilities from 570 to all facilities by 2017 up to L1

Increase number of FP camps

Increase number of Male Sterilization; Female Seatilon; and 1UD insertions

Increase the number of static terminal methods services (IUD & terminal methods ) in accredited

Private nursing homes /Medical Colleges .

Capacity building of Medical Officers and Nurses for Minilap and PPIUD

Rational nomiation of doctors, training, rational deployment of trained MO

Empanelment by DQAC of Minilap service providers

Procurement of Minilap Kit

Performance appraisal of trained MO in Minilap by DQAC on monthly basis

Recruit and build capacity of counselorsorfsex education, HIV/AIDS & STD and family planning at
health facilities( 122 by 2017 and all 500 by 2022)

Make available Oral pills & condoms through VHSNDs or in all villages through ASHAs and monitoring
their use

Establishment of High Schools at eygPanchayat level (To educate girls as TFR is inversely related with
higher education)

Community system strengthening and awareness through IPRD (Information and Public Relation Dept.)
vans mobilizing men for nosscalpel vasectomy

Promote marriage of gls at correct age

Organization of NSV Camps

Accreditation of Private Providers for Sterilization Services

Currently 160 private facilities have already been involved in family planning services .Total target is
expected to reach 800 Private Facilitieseoyl of 2017.

IUD Camps in districts

Malnutrition

Establishment of Nutritional Rehabilitation Centers at DH, SDH, FRU and BPHC level
Universalization of ICD&nd improving the Nutritional Value of supplementary feed

Treatment of Sick Children (Diarrhae Pneumaia, Fever) at Community Level

Operationalization of Clinic at SHCs/ AWCs following standard protocols (IMiGtated Management
of Neonatal and Childhood lliness) by trained field level workers.@ 50000 AWCs and 9000 SHCs
Introduction of Pentavalent Vaccinethroughout the state ( vaccination against Diphtheria, Pertussis,

Tetanus, Hepatitis B and H. Influenza vaccine ) by 2014

Improve the Nutritional Value of MidDay-Meal being providedto all school going children (up to 14
years), to reactapprox. 2 crore children through Department of Education, GoB

Community Based Management of Sever Acute Malnutrition (GBXM)Children by providing ready to
use therapeutic foodPresently being fieldested inDistrict Darbhanga., will be scaled up t@wer all 38
districts by 2017

Universalization of PDS and ensure food security for all

PromotingFood Fortification for micronutrient supplementation

Improving the coverage of bi annudtitamin-A supplementation programme (VAS) from 80 % to 100%
by 2017



Xi)
Xii)

Strengthening the community based nutritional programs like ICDS, MDM, VHSND, PDS etc.
Universalization of School Health Programme

Innovations

Establish district/block level nutrition working committees to monitor nutrition interventions

Regular microbimgical survey of nurseries to detect the type of microorganism harbouring in the herd
and establishment of microbiological investigation centres at. NRC

Anemia

Strengthening Directly Observed Weekly consumption of IFA supplementation (WIies)Adolescent
girls, Pregnant Women and Children :

Weekly IFA supplementation through Schools with priority to girls 8 @ears univesalized by enaf

2017 to ensure compliance

All pregnant and lactating women and adolescent girls undeAaganwadi cent are enrolled and

provided IFA supplementation

Streamline IFA procurement and supply till villages, through AWCs/Schools

Promote Kitchen gardens

Promote half yearlyanti-helminthic prophylaxisn hook worm endemic blocks.

Training and orientation on Aamia

Capacity building of AWW/ANM to provide Nutrition Health education regarding sources of Iron and its

requirement to pregnant and lactating women

Prophylactic use of IFA tablets

Dissemination of Guidelines on food fortification

Developing JolAids anl IEC material regarding causes and effecneimiaand dietary sources of Iron

Establishing intesectoral ceordination between ICDS and Health departments

Planning of Anemia control

Formation of State level Coordination committee comprising Hed@DS and HRD department

functionaries to facilitate convergence of activities in order to plan, execute and review IFA

supplementation

Establishing a robust logistics and supply chain mechanism

Convergence of different sectors like ICDS, Health, Civilli€sipplorticulture for kitchen garden and

provision of incentive under NREGA for kitchen gardens

Implementation of Schodknemiacontrol programme throughout the state

Universalization of IFA supplementation to non school going Adolescent girls irdedtrRas

Strengthening the Public Distribution System (PDS)

Advocacy for food fortification and its availability at end user level

Life Expectancy at Birth

Creating social awareness and community system strengthening for conducive environmental
development

Prevention and Control of Not€ommunicable Diseases (NCDs) e.g. HT, DM, Cancers, Lung Disease etc..

Increasing taxes on tobacco and enforcing ban on tobacco consumption in public places

Early detection and effective control of hypertension (HT), &iebMellitus (DM) and Cancers

Salt reduction in processed foods

Screening for common and treatable cancers i.e cervical cancer, oral cancer, breast cancer etc.
Care for elderly (Geriatrics)




iii) Continued reforms in economy, education, environment, nutritional status, crime, poverty,
employment., home ownership and percentage of population with an automobile and better political
regime

iv) Promote gender (women friendly) sensitive hospital services

v) Doubling annual pharmaceutical expenditurg®er purchase of generidrugs) and increasing fruit and
vegetable consumption by 30%

vi) Promote reduction oAlcohol & Fat consumption

vii) Medical Protectionthrough Health Insurance (RSBY)

viii) Universaliziation and better implementation of Social development programs like SABAUKAIGEV

ix) Strengthening health infrastructure

- Providing good maternal care, newborn and geriatrics care through family friendly hospital initiative

- Establishment of preventive geriatric clinics at all secondary and tertiary level hospitals

- Plans to increasthe availability and use of antibiotic for infections in public sector are long term efforts
to be pursued. Shifting to generic drugs may increase the availability of drugs even in the present budget
allocation

- More involvement of the private sector andlicies to engage the private sector for provision of health
care services in PPP mode

- Segregation of PHCs for clinical services and APHCs for promotive and preventive services

- Ensuring proper utilization of services of the diploma and degree doctors

- Equity in distribution of health services

x) Ensuring Environmental improvement

xi) Community participation

- Through RKS and VHSC for environmental improvement, basic hygiene and sanitation, improvement of
health and nutrition

xii) Ensuring Penetration of the convergencé ICDS, Health, PHED, Education, PRI to grass root level

xiii) Newer innovative

- Mobile based system to track/monitor services and utilization of IT more intensively for health,
education, sanitation, nutrition etc.

G) Sex Ratio

i) Legal enforcement of RENDT act

- Asof now 283 Ultrasound clinics are being monitored and necessary actions have been taken against 28
Ultrasound clinics, sealing 8 of them for violation of PC PNDT Act.

- Monitoring will be intensified to cover all 1284 registered Ultrasound clinic by 2017

- Capacity building through district level workshops will be organised for medical officers, lawyers and
prominent NGOs across the state

ii) Monitoring gender sensitivityin programming and health services eagimissions in SNCU (M:F=70;30)
female friendly sevices presence of female worker when a male doctor examjnes

iiiy Social awareness on gender equhtyough IPRD (Information and Public Relation Dept) vans

iv) Community sensitization for improving sex ratiat birth particularly in high risk villages and urban
localities with special focus in 6 lowest Sex Ratio districts (Bhagalpur, Patna, East & Westr@hnhampa
Muzaffarpur and Darbhanga)

v) Integrating and monitoringMukhya Mantri Kanya Suraksha Yojna and Mukhya Mantri Kanya Vivaha
Yojna (Conditimal Cash Depo3ito cover 1318 girls (delaying marriage) in priority followed by®
years (schooling & delaying marriage) and all births (registration +Schooling +delaying marriage)


file:///C:/Users/hp1/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.IE5/AppData/Local/Temp/gsethy/AppData/Local/Temp/notes79F362/Hyperlink/Integrating%20Mukhya%20Mantri%20Kanya%20Suraksha%20Yojna%20and%20Mukhya.pptx

Vi)
vii)

Gender empowerment for enabling females to take part in decision nraki
L9/ LINRPINIY 2y W INB (2 DANIQ OF YLI A3y

H) Child marriage

i)

ii)
iii)
iv)
v)

Vi)

vii)

Universalize the Schemes addressing Child Marriage and related issues

Prohibition of Child MarriagecAthrough home department

Social awareness and community system strengthening to develapaiale environment for delaying
marriage or at least consummation of marrig@¢gDAAN: Child Marriage & Dowry Prevention Scheme)
Involving religious leaders and elected representative in respective constituents

Integrating and monitoring Mukhya Mantri Kanfuraksha Yojna and Mukhya Mantri Kanya Vivaha Yojna
(Conditional Cash Deposi) cover 1318 girls (delaying marriage) in priority followed byl ® years
(schooling & delaying marriage) and all births (registration +Schooling +delayinggear

Investment in education and economic development fyirls. New policies and programwill be
introduced to provide opportunity for undergoing variouscational training programs like housekeeping,
beautician, computer, sales management, tailoriegybroidery etc

Life skills education for girls will be introduced from middle school level enabling them to face critical and
life threatening situations of day to day life
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Education

3.1 Introduction

Bihar has historically been a laggard State agsdditeracy level, especially among women, is considered.
This has been on account of a large number of secamomic factorsPoor access to schoolsgh levels
of poverty and deprivation, low participation of girls and women in education and litesaegual access
to hitherto deprived social classes, all contributed to this bleak scerax@s in this context that priority
was assigned to literacy among women 2005 onwalide gains from the Akshar Anchal Yojana have
been significant as Bihar rectad the highest decadal improvement in female literatlye figure below

captures the

decadal change:

Literacy 2001 Literacy 2011 | Female Literacy 2001 | Female Literacy 2011
BIHAR 47.00% 59.68% 33.12% 53.33%
INDIA 64.84% 74.04% 53.57% 65.46%

While theimprovement over the last decade has been faster in Bihar than in the national av&ihge,
continues to be at the bottom among States lokeracy. There are also intdistrict variations in Literacy.
The list of the best and the worst districts on th@rameter of female literacy is placed below:

Best Districts on Female Literacy 2011 Worst Districts on Female Literacy 2011
Munger 65.53% Saharsa 42.73%
Rohtas 64.95% Madhepura 42.75%
Patna 63.72% Purnia 43.19%
Aurangabad 62.05% Sitamarhi 43.40%
Siwan 60.35% Araria 45.18%
Bhojpur 60.20% Katihar 45.37%

Elementary Education Status

Sl. No. Major Parameters status 2005 | Status 2012
1 School (Government and Aided) 52112 73591
2 Enrolment (Govt. and Aided) 14079124 20815631
3 Annual Average Drop Out (Primary) 11.36 5.71
4 Teachers (including aided) 146444 360081
5 Pupil Teacher Ratio (PTR) 96 58
6 School Buildings 49575 65130
7 Classrooms 1430271 390714
8 Student Classroom Ration(SCR) including under construd 95 53
9 Common Toilets (At least one toilet) 27227 55919
10 Separate Girls Toilets 8292 53365
11 Drinking water 49050 6548(




The Table above captures the significant change that has been made in the elementary education sector.
It also highlights the need to move faster to comply with all the requoests of the Right to Free
schooling and Compulsory Education Act 2009.

Total Hditations 112067
Habitations served with Primary School 108074 (96.5%)
New Primary Schools required 1896
Enrolment in Government/Aided Schools 20852026
Out of School Children
Category 2001 2013
Total 45,75,692 (26%) 2,71096 (1.22%)
Girls 23,14,88929%) 1,22,875 (1.22%)
SCs 9,71,179 (29%) 73,773 (1.66%)
Minority (Muslims) 61133 (1.68%)
Percentage of children attending Schools
Type of Government of School ASER 2011 ASE 2012
Primary 50% 58.3%
Elementary 49.1% 55.5%

Improvement in Gross Holment Ratio at Upper Primary Level
Year Boys Girls Total
2007-2008 53 50 52
20082009 57 58 57
20092010 65 66 65
20102011 70 74 72
20112012 76 84 80

The Tables above bring out clearly the changes over the years. While there is a sharp dettlae i
number of out of school children, regularity of attendance is clearly an issue.

Secondary/ Higher Secondary Education

Students Appearing in Class X Board

Year Boys Girls Total
2005 373763 (67%) 186613 (33%) 560376
2013 763861 (56%) 605594 (44%) 1369455

Number of Students in Various Classes




Year Class | Class V ClassVI Class VIiI Class IX Class X
200708 4667177 1872195 1242173
201011 3584466 2480179 1700418 1213210 1059127
201112 3342827 2861619 1958236 1341833 1255907 1138®M0

Analysis of the two Tables above lead to the following infereqces

a. There has been a very significant increase in the number of students who agipter Class X
Board exam conducted by the Bihar School Examination Board.
b. The enrolment of girls in sendary education has registered an unprecedengedwth and the

gender gap has been reduced from 67:33 in 2005 to 56:44 in 2013.

c. In spite of this increase, of the 35,70,635 children who joined Clas200ix03 only 11,38,000

reached Clas¥in 201112.This comes to 32% from the 2003 Cohort.

d. There are 33.41akh children in Claks19.58 lakh in Class VI, and only 11&8& in Class X in
201112. This indicates that secondary completion is still amlg third of the total enrolment.

There is still aery long way to universakecondary completion.

Higher Education

GER in Higher Education

Delhi 47.9
Maharashtra 21.4
Tamil Nadu 19

Gujarat 15.9
Madhya Pradesh 14.9
Orissa 11.3

Bihar 11
Uttar Pradesh 10.9
Rajasthan 9.6

47.9

The Table above brings out the status of Higher Education in Bihar compared to the national average and
to other States. Our Gross Enrolment Ratio is still lolwantmost States. There are issues of quality of
education as wellThe university system has cormader pressure and there are complaints of the quality

of education in them. Out migration of students from Bihar is taking place on a large scale. lihdiaet, i

were to include the enrolment of students from Bihar in other State and Central Universities outside the
State, perhaps Bihar's GER will appear better. Given the large young population in Bihar, it is very critical

to provide opportunities for Bihas'youth to develop their fullest human potential.




There have been sincere efforts over the last few years. Academic institutions of national standard like
the Chandragupta National Law University and the Chandragupta Institute of Management have come up.
A new State University, the Aryabhatanillersity has been set up. AnT]lupgradation of Patna
Engineering College to NIT, a Central University at Patna (to be shifted to Gaya and Motihari) have
become functional. An International University has been getin Nalanda and the construction and
courses are likely to begin early. The State Assembly has approved the setting up of Private Universities
and has also approved amendment of the University Act to recruit high quality faculty.

3.2 Outcome and Key Indicato rs

3.2.1Suggestive Target & Timeframe on critical indicators in Elementary Education & Literacy

S Present Statug Target 2013
' Indicators (Baseline Target 201415 Target 201516 Target 201617
N. 14
2012)

1. Learning 44%ClassV | 75% ClassV | 75% ClassV 75% students 85% students uptg
Achievement | students can | students can | students achieve upto Clasg VIII Clasg VIII achieve
in Language/ | read Clasg Il | read Clasg Il | 85% achieve 80% 90%

Maths books and books and proficiency for proficiency for proficiency for
31% Class V | 75% Class V | that Class in that Class in that Class in
students can | students can | Language Language Language
do division. do division. and and Mathematics.| and Mathematics.

Mathematics.

2. Attendance | 58% in 65% in 75% in Primary | 83% in Primary | 90% in Primary
Percentage | Primary and | Primary and | and Upper and Upper and Upper
against 56% in Upper Primary| Primary Primary Primary
enrolment Primary plus | (Sustainable) | (Sustainable) (Sustainable) (Sustainable

Upper Pr.

3. Transition 78.42% from | 85% from 90% for children | 91% for children | 92% for children in
Rate of Primary to Primary to in all categories. | in all categories. | all ategories.
childreng Upper Upper
SC/STIGirls/ | Primary. Primary.

Minorities 80.81% for
girls.

4, Pupil Teachet 58:1 based on| 50:1 based on| 45:1 based on 42:1 based on 40:1 kmsed on
Ratio (PTR) in enrolment. enrolment. enrolment enrolment enrolment
Elementary 40:1 BASED | 35:1 BASED ON | 32:1 BASED ON | 30:1 BASED ON
Education ON ATTENDANCE | ATTENDANCE | ATTENDANCE

ATTENDANCE

5. Student 79:1 based on| 70:1 based on| 60:1 based on 50:1 based on 45:1 based on
Class Room | enrolment. enrolment. enrolment. enrolment. enrolment.

Ratio in 60:1 BASED | 50:1 BASED ON | 40:1 BASED ON | 35:1 BASED ON

Elementary ON ATTENDANCE | ATTENDANCE | ATTENDANCE

Education ATTENDANCE

3.2.2Suggestive Target & Timeframe on critical indicatorsSacondary/HigheEducation

. Present Status
Indicators (Baseline 2012) Target 201314 Target 201415 Target 20.5-16 Target 201617




Gross

Enrolment
Ratio (GER) @
Class IX

All-59.37%
Boys- 56.98%
Girls-62.14%

All- 65.00%
Boys- 63.00%
Girls- 67.00%

All-72.50%
Boys- 72.00%
Girls- 73.00%

80% for children of
all categories

85% for chiren
of all categories

No. of girls of
SC/ST/EBC/
Minorities
passing class
Xth

All Girls-
4,14,279
SC Girls 42,173
ST Girls 4,508

All Girls-4,90,000
SC Girls 50,000
ST Girls 5,000

All Girls-
5,65,000
SC Girls 63,000
ST Gis- 5,500

All Girls- 6,40,000

SC Girls 77,000
ST Girls 6,000

All Girls-
7,15,000
SC Girls 92,000
ST Girls 7,000

Gender Ratio
of candidates
appearing
class X
Board Exam

56:44

55:45

54:46

53:47

52:48

Pupil Teacher
Ratio (AR)
Secondary/
Higher
Secondary (A
teacher for
every group
of 60 student
in each
subject)

99.88:1

80:1

70:1

65:1

60:1

Gross
Enrolment
Ratio (GER) i
Higher

Education

15%

18%

22%

26%

30%

3.3 Strategic Intervention

The State has been running the Aksharckal Program with State resources and support under the
Sakshar Bharat Program of the Central Governméné Central Government supported Sakshar Bharat
campaign has suffered due to inordinate delays in release of payment of honoraria to PEsrakghe,

Bihar has been the best performing State under the program accounting for 28% of the total learners who
have been made literate, as per the certification done on the basis of tests conducted by the National
Institute of Open Schoolind@ihar has develggd a very talented pool of key resource persons in the
literacy movementMany theatre groups have also been developed in each disttat. Sarva Shiksha
Abhiyan engaged the theatre groups of the literacy movement recently to take the message of Right to
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The participation of girls in school has considerably improved over the last 7 ybkanks to the
expansion of the school systemrovision for uniforms and cycles, reservation of 50 percent teacher
posts for women, 50% reservation for women in Panchayats, and a constant and continuous campaign
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The experience ith Mukhya Mantri Akshar Aanchal Yojana indicates that women are willing to
participate meaningfully in literacy programs if the cultural context and mobilization through activities is
well-established.Solidarities of women under the umbrella of the MahBamakhya program have also
KSftLISR Ay RS@St2LIAYy3a az20Alf O2yalOAizdzaySaa 2y |
empowerment.

It is also important to focus on the key social groups like Mahadalits, women from the Extremely
Backward Castes and mnites in this processBihar has been a pioneer in developing non formal
learning centres for mahadalits through Tola Sevaks and for minority girls through thei-Médirkaj

centres. 20,000 Tola Sewaks and 10,000 Faéimh NJ | 2 @2 f dzy ( S Shedn Qrovidedad G A 2
ensure that each of the habitations with sizeable population of the deprived social groups is provided an
opportunity for learning.

Exploring the quality issue, one finds that the dysfunctional teacher education institutions set lirtes to

efforts for quality improvement. No good quality initiative can do without vibrant teacher training
institutions. After a long gap of many years, 52 Government Teacher Training institutions/DIETs have
started a Diploma in Elementary Education and #&Boment B.Ed. Colleges have also started the course

last year. The selection of Cluster Resource Centre Coordinators and Block Resource Persons had got
routinized. The Department has recently completed a process of fresh selection of all CRC Coordinators
and BRPs based on a well developed guideline. Some very good teachers have been selected through this
transparent and open process as CRC Coordinators. Similarly, a process of selection of faculty of Teacher
Training Institutions from Subordinate EducatiSarvice Cadre and from among teachers has also been
successfully completed with assistance from expert organizations on assessing the competence of
candidates.

3.3.1Approach to Elementary Education

Suggestive strategies to achieve the Targeted Critindicators

1. Learning Achievement in Language/Maths

Recruitment of required teacher

Training of untrained teachers

Baseline learning achievement survey

Fultledged Head Master to be place in every Middle Schools.

HM post to be created and filled iniRrary Schools.

Provide leadership training to all HMs.

Training of BRCCs and CRCCs

Assessment of teachers to identify training needs.

Teacher training of dedicated teachers of class | & 1.

Subject specific training of upper primary teachers.

Rigorous monoring and support through BRCCs & CRCCs and all education managers.
Adequate exercise books for all children of class | to VIII.

Periodic assessment of students by teachers.

Progress to be monitored through student progress card/CCE.

Sharing of learningchievement with parents on quarterly basis.

Additional materials i.e. library books, question banks etc.

Parents to be taken into confideneeegular VSS meeting /PTM to be organised.
Getting support from Azim PremJi Foundation/Pratham India Foundation.

SR W I e I B T B B |



2. Attendance Percentage against enrolment

Enrolment registers rectification.

New attendance marking system implementation to be monitored.

Teachers to seek students from the neighbouring areas.

Ensure timely distribution of textbooks, uniforms, MDM antertincentives.
Teachers to be made responsible for student attendance.

HMs will be overall responsible for student attendance.

VSS/PTM to focus on attendance and review the attendance on monthly basis.
PRIs to be involved.

Strengthening and involvement 8fal Sansad.

Strengthening and involvement of Meena Manch.
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3. Transition Rate of childrenSC/ST/Girls/Minorities

1 Providing access of upper primary classes.

1 Coecurricular activities

1 Creation of enabling environments in all the schools.

1 Ensure equitablelassroom transaction.

9 Identification of dropout children.

9 Special training for dropout children as mandated under RTE, 2009.

1 No detention policy.

1 Continuous and Comprehensive Evaluation (CCE).

9 Sharing the utility of upper primary education with parents.

1 QGontinuing student benefit programmes like uniforms, scholarships, exercise books, additional
reading materials, bicycles etc.

I Making schools attractive with facilities, librarpooks play materials, cultural activities,

excursion tours etc.
9 Education Valnteers to collect such children and escort them to and from the school.
I To see that 100% such children attend school.

4. Teacher Pupil Ratio in Elementary Education
1 Recruitment of teachers (including subject specific teachers/HM) as per need.
I Rationaliséon of teachers.

5. StudentClass Room Ratio in Elementary Education
9 Construction of classrooms as per RTE norms.
1 Ensure availability of land for buildingless school.
9 Construction of school building in buildingless school.
1 Repai & Maintenance of clasebms.

6. Percentage of children/'women from MahadalittEBC/Minority covered by Tola Sewak/Tkarkaj
volunteer in feeder area

9 Education Volunteers to collect such children and escort them to and from the school
9 To see that 100% such children attend saho

Quality EducatiofGUNWATTA)
Every Child in Bihar enrolled in Primary schools attains learning competencies of the class that he/she are
in. Quality education serves the purpose including as below.

1 To make dramatic improvement in learning outcomes

9 To enable all children to improve language and mathematics learning

1 To make teacher educators make a real difference to the classroom process
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To provide complete learning environment for all children

To make teacher training institutions, BRCs, CRCs vibrdrdfective
To make use of improved school infrastructure to ensure learning
To promote loud reading with understanding

To undertake assessment of learning progress of children

To assess schools and teachers systematically

Objective of Mission Gunwatta

T

1
)l
)l

=

Facus will be on children in classes | to V

It will be a 5 year programme

Special focus on language and mathematics learning

In the first year 20134, special thrust on ensuring that children in classes Ill, IV and V are able to
read textbooks of classl|

In 201314, focus on children in classes | and Il attaining competencies of their class

Targets will be decided after assessing progress made each year.

Implementation Strategies

1
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To ensurelanguage and mathematics learning in classes | and Il so tHdteshimove up the
system with full preparedness

To ensure that children in classes Il, IV and V first and foremost, acquire the competencies in
Mathematics and Language of class Il so that further learning could be possible

To organize special summer classo ensure basic learning before the next session

Primary role of school teacher, Head Master, CRC Coordinator, BRC Coordinator, DIETs, SCERT
Developing excellence among specially selected CRC and BRC coordinators

Earmarked teachers for classes | and Il

Thrust on orsite support to teachers for transforming classroom processes

Teams of excellent resource persons at CRC level for somengaygkbased

Training module for all levels of functionaries with wedlefined roles

Developing testing tools in tmaing institutions

Assessing learning progress of children

Assessing performance of schools and teachers

Use of bridge language material using local dialects

Assessing current competency of childrentesting is not a bad thing if it helps in self
improveament and collective outcomes

Individual profiles of children and sharing them with parents

Samajik Utsavs in schools every quarter to share progress with parents

Residential training programs at all levels

CRC Coordinators to work in schools for 15 dags &hiningc linking theory with practice
Separate teacher training for teachers of class | and Il and for teachers of class Ill,IV and V
Role of CRC Coordinators in granting leaves for teachmier permission

Insisting on 75% attendance to qualify fassistance for uniforms, scholarships, cycle etc.

Role for Tola Sewaks and TaliMarkaj volunteers.

Clearly articulated role and responsibility for all stddaders



1 Support of institutions like Azim Premji Foundation and Pratham factored into thalbg&ategy
document
1 Practice and demonstrate by doing

3.3.2Approach to Secondary/Higher Secondary Education
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set up a Higher Secondary School in ev8ram Panchayat of Bihar. There is a total of 8468nGr
Panchayats in the State. Alovernment aided and government gpaded High Schools number 3948.
Besided this there are 980 private schools that receive grant in aid on the basis of student perfarmanc

All factors taken togetherit is likely that the state will need to set up over 4500 Higher Secondary
Schools.

The findings from the Sample Registration System (SRS) data of the Census of India on fertility clearly
establish that, irrespective of thede, fertility rates reach replacement level (2.0) in case girls complete
Secondary/Higher Secondary Educatibar a state like Bihar with a Total Fertility Rate of 3.6 (2011), the
best way to reduce high fertility is to promote higher secondary edunatmmpletion among girldt will

Ff &2 A YLINE O SDeinghdféhse@de atdr@rtiadgg, 2 YSYy Qa LI NIAOA LI GA2y A
help in reducing the adverse sex ratio.

Government ofBihar has t&en major steps to promote girlsducation at the Ssondary and the Higher
Secondary level. From its own resources, the State provides for free uniforms to all girls in Class IX, X, XI,
Xl and cycles to all girls and boys in Class IX. Besideschiokarship of Rs.150is provided to boysand

girls fromthe SC, ST, EBC and OBC community, with intzsa¢han Rs. One lakhSlearly, the efforts of

the State have been very significant and this has led to a major increase in Secondary/Higher Secondary
Enrolment and reduction of the gender gap at that levietom a little over 2 lakh girls writing the
Secondary Board exams in 2005, we now have over 6 lakh girls doing so annually. The number is
increasing very fast and the gender gap is also narrowing down.

The State Government has already approved over @2pists of Higher Secondary teachers and is in the
process of setting up 1000 Higher Secondary Schools in the current financial year. It is proposing to set up
a similar number of schools every year over the next four years. The current centrally sposcioeetk

of Rashtriya Madhyamik Shiksha Abhiyan provided for a High School in 5 kilometer radius. The State
Government shall make use of resources that will be available through RMSA and will need to
substantiallyin the setting up of Higher Secondary SdsooGiven the resource requirements, it is
important to seek external assistance for the same as the resources are of an order that the State
Government will find it difficult to meet from its current resources.

1. Gross Enrolment Ratio (GER) of Class IX

Providing access to Elementary graduate children.

Establishment of High Schools in each Panchayat

Ensuring timely distribution of incentives like Bicycle, uniform etc. to enhance girls enrolment
Recruitment of adequate subject teachers as per requirement

Making schools attractive with facilitieébrary books, play materiglsultural activities, excursion
tours etc.

= =4 =4 -8 -9

2. No. of girls of SC/EBC/Muslim passing Cldss X
1 Special incentive to attract maximum girls of SC/EBC/MUslim for completing class X



Creatingob opportunity after passing"X

Establishment and making Model School functional in ea€ls.EB

Establishing Girls Hostel in existing high school in ea¢ts EB

Basic schools made functional for education of{g&ill development.

Providing Incentive- Bicycle, Uniforms, Scholarship & Protsahan Rashifqrassed girls.

=A =4 =4 -4 =9

3. Gender Ratio of candidates appearing class Xth Board Exam
T Providing IncentivesUniforms, Scholarship & Protsahan Rashi fompéssed girls.
1 Ensure equal opportunity to bothoys and girls
1 Awareness campaign to motivate parents as well as learners for understanding the benefit of
education only at least the level of matriculation.

4. Teacher Pupil Ratio (A teacher for every group of 60 students in each subject)
1 Adequate recruiinent of subject wise teachers in high schools
1 Rationalisation of teachers.

5. Gross Enrolment Ratio (GER) in Higher Education
1 Developing infrastructural facilities in existing institutions for getting NAAC "A" grade for
maximum colleges.
1 Establishment of ammunity colleges to bridge the wider gap.
1 Introducing B. Ed. course in Constituent colleges.
9 Setting up private universities.

3.3.3 Thrust on Special Groups
A) Educational Development of Mahadalits’/EBCS

The State accords the highest priority to the education dflebn belonging to the Mahadalit community

and the Extremely Backward Castes. The expansion of the school system has improved access to all
communities. Special measures like the selection o $elvaks from the Mahadalit community, conduct

of residentiad bridge courses to bring children back to schepkcial non formal centers for children from
deprived communities, and involvement of their parents in the school management committees has
helped. Provisions of scholarships, Uniforms and cycle havehelped in the retention of children in
schools.

¢tKS NBOSyYyd STF¥F2NI G2 Sy3ar3asS wnInnn ¢2€tl {SOI1a
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participation of children in school$t will also create better access for parents in the management of
schools. The presence of mahadalit women in school premises for literacy classes is a very powerful social
message regarding access to hitherto depdigecial groups in schools.
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mahadalits also helps in improving access to schooling for these communities. Many schools are located
in Mahadalit tolas. The S Government will consider acquiring land to construct school building in such
Tolas where the school has opened in some other building.

B) Educational Development of Minorities

Bihar has a significant population of minorities (especially Muslims). Thetitatmapproximately 16.5%

2T L AKIFINR&E LRz FdA2yd ¢KS SRdzOF A2y} f adl ddza
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belonging to the Muslim comuomity is also a necessity for development to be inclusive. While there is



significant presence of Muslims across the State, the following seven districts have a larger population of
Muslims- Araria, Darbhanga, Katihar, Kishanganj, Purnia, Sitamarhi astl @amparan. It is for this
reason that special thrust has been given to opening of primary schootyadgation of Primary to Upper
primary schools, and setting up of Kasturba Gandhi Residential School, in these districts.

C) Kasturba Gandhi Balika Vidyafa

The Government of India launched Kasturba Gandhi Balika Vidyalaya (KGBV) scheme ensures access an
quality education to girls from disadvantaged communities through residential schools with boarding
facilities at elementary level. Bihar, 529 KGBVseafunctionalagainst the actual target of 535.

The KGBV scheme is implemented in coordination with other existing schemes, and in Bihar, it is
implemented through the Mahila Samakhya (MS) Society in the districts where MS exists, and other
districts by Biar Education Project Council in collaboration with local NGOs.

In the State, all the KGBV centres follow the same strateggrovide the enrolled girls with hostels
facilities,remedial teaching and life skills. While they learn upper primary level edooadrriculum at
formal schools during schools operation period, the KGBV centres provide them with remedial teachers
who support them to cope with the learning at schools and also facilitate them to gain life skills, ranging
from critical thinking skill#o bicycle riding.

D) Support to Madarsas

Government of Biharthrough the Madarsa Shiksha Board, provides grants in aid to 1128 Madarsas,
including 9 Madarsa for girlsThe support includes grant in aid for salaries of teaché&tse Bihar
Education Projecprovides textbooksteaching learning material$taining support and school grants to
these government recognized Madarsdfid Day Meal is also provided to the Children studying in these
institutions.

The Government is also in the process of assessimguiality and standard of 2459 other unrecognized
Madarsas to see whether they meet minimum standards for recognitidter due process, only those
that meet the minimum quality standards will also be considered for financial assistance.

Central Governmersupport is available only for 80 Science teachers in Madarsas. The State Government
would like to avail of greater support from the Ministry of Human Resource Development for the
modernization of Madarsas.

E) Support to Minority Schools

56 out of 108 non geernment grants in aid receiving elementary schools are minority elementary school.
Grant in aid is provided for the teachers and the non teaching staff of these institutions.

The Government of Bihar provides grant in aid to 72-gomernmental minority seondary schoolsGrant
in-aid covers the salary of teaching and non teaching employees of these institutions.

F) Appointment of Urdu teachers in Elementary Schools

Government of Bihar has given top priority to the recruitment of Urdu teachers in governmuamtlsas
urdu is the second state language. There are a total of 69,000 posts of Urdu teachers against which there
are 33121 Urdu teachers at present. Recruitment against another 29,000 posts is currently under way.



Considering the lower than vacancy ashility of Urdu teachers who have cleared the minimum
requirement of teacher Eligibility Test, the State is organizing a Special TET for filling up the sanctioned
posts on 29 September, 2013.

G) Special efforts for education of girls and literacy among Muskdomen

The State Governmenfrom its own resources, has started a very innovative school based program to
ensure retention of girls from the Muslims community in schools and also to provide literacy to Muslim
Women. The State has sanctioned 10,000 pas#iof Talimi-Markaj volunteers to cover all habitations

of Muslims that have sizeable population of girls not in school or significant number of women who are
not literate. These volunteers are paid Rs. 3500 per month and their role is to bring girlshieoltuslim
community to school, provide remedial and supplementary learning support to these girls in thd schoo
premises from 3 pm to $#m and also provide literacy to women from the Muslim community in the
school premises.3593 such volunteers have alyestarted teaching and the community is in the process

of selecting their volunteers in other habitations wherever such a centre is required. The program is
performance based and 100% regularity of attendance of girls and total literacy of women arcspeci
responsibility assigned to the volunteers.

H) Skill Development among adolescent girls from the Muslim commugriitlye Hunar Program

The State Government started the ambitious Hunar Program in 2008 for imparting skills to girls from the
Muslims communityThis was intended to bring 106 year old girls into skill development. In the first
phase of the program 13,768 girls form the Muslim community were imparted skills at 298 centres in 7
tradesJute production, Bakery and confectionary,. Certificate in HeafitRural Women, Early Childhood
Care and Education, Diploma in Basic Rural Techndlagting, Tailoring and Dress Making & Beauty
Culture. 11,345 girls who successfully completed the program and were certified by NIOS, were provided
assistance of Rs5@0 for equipments to establish their trade.

Under Hunaill, approximately 38,000 girls from the Muslim community, SC/ST and EBC are being
covered.

The Department of Education has prepared a draft fedesigning the Hunar program with complete
supervisim by the Bihar Board of Open Schooling and Examination (BBOSE) to cover 1 lakh girls and more
than 16 skills for which course material has been prepared by BBOSE for vocational editdai®tried

to address the constraints after an objective assesdnwnexperience with the earlier phasebklon
Governmental Organizations will be associated after due certification in skill development. The
Department of Education proposes to start the next phase from 15 August, 2013

I) Special Higher Education Institutiorier education of Minorities

The State Government has already provided land for setting up the campus of Aligarh Muslim University
in KishanganjThe State Government would like the institution to start functioning as early as possible. To
facilitate the gart of the University in the coming academic session, 2 Minority Welfare Hostel buildings
are being handed over to the Universitgry shortly to start courses.

The State Government has also allotted land for the Mulsliaaharul Haque University. Thereeagome
legal issues that have come up and the same are being sortednotite meanwhilethe University has
been provided rented space in the Haj Bhawan.



The State Government also supports Colleges for minorities with grant i delv minority College
have also become Constent (Millat Collage Darbhanga

3.4Budgetary Implication

Description 201213 | 201314 | 201415 | 201516 | 201617
Elementary Education Plan 3854.74 | 4130.34

Elementary Education Non Plan 5046.55 | 6231.26

Elementary EducatioBxtra Budgetary 2700.00

Secondary Education Plan 1088.04 | 1344.36

Secondary Education Non Plan 1458.91 | 1668.77

Higher Education Plan 200.00 397.00

Higher Education Non Plan 2467.14 | 3179.39

Literacy Plan 197.25 211.00

Literacy Non Rin 6.78 12.32

As is clear from the Table above, even though the State Government spends 20 percent of its budgetary
resources on educatiotthere is still a large gap in provisiddver 7000 new Primary School buildings and
more than one lakh additicad classrooms have to be constructed to meet basic learning needs as per the
Right to Education AcSimilarly additional recruitment of teachers requires to be done on a much larger
scale. The pay and allowances of Panchayat teachers is also likelyptinkesasing steadily over the
coming years. All this will require even higher allocation for elementary education. While detailed year to
year exercise of financial resouroeed, will take some time, it is expected that the State may have to
double its e&penditure on elementary education from approximately Rs. 10,000 crores a year to
approximately Rs. 20,000 crores a year. With over 2 crores in the elementary school education system,
this will mean a per child cost going up from approximately Rs. 500&rpam to about Rs. 10,000 per
annum at current prices.

In the literacy sectorfo achieve the objective of being in the topntétates on literacy by the 2021
Census, the State will have to significantly increase expenditure on literacy programs framribiet
approximately Rs. 250 crores a year. This will need to go up approximately Rs. 1000 crores a year to be
able to reach every ncliterate woman in the State.

In the Secondary Education sector, for a Higher Secondary School in every Gram Panchasiat) of
infrastructure and teachers has to happen on an unprecedented sEatem the current spending of
approximately Rs. 3000 crores per annum the requirement will be about Rs. 10,000 crores per annum in
the coming years.

In the Higher Education siec, large scale investment will have to be made. This will entail substantial
increase from the current level of spending of approximately Rs. 3500 crores per year. Higher Education



will also need approximately Rs. 10,000 crores per year to meet the lkeagaing need of a very large
young population in the State. While private provision will enlarge access to those who can afford,
government will need to step in to ensure provision for all as per need.




A4

Drinking Water and Sanitati on

4.1 Introduction

According to estimation, unsafe water and lack of basic sanitation & hygiene every year claims lives of
more than 1.5 million children less than five years of age from diarrhea globally. Apart from those who
die, many more children are affeed otherwise also. Millions more have their development stunted and
their health undermined by diarrheal or wateelated disease. As per the WATSAN Update 2010,
provided jointly by WHO & UNICEF, use of improved sources of drinking water is high ,ghdtaiBz%

of the world population and 84% of the people in developing regions getting their drinking water from
such sources. Even €284 million people in the world still do not get their drinking water from improved
sources almost all of them in deveping regions. On the other hantmproved sanitation facilities are
used by less than two third of the world populatiohhe global picture masks great disparities between
regions.In developing regions, only around half the population uses improvedatemt Among the 2.6
billion people in the world who do not use improved sanitation facilities, by far the greatest numbers are
in India.

India has made substantial progress in improving the WATSAN scenario in the country in last 2 decades.
Statistics infllyY G KIF G LYRAIF A& 2ymniNIO|l Ay OKAS@GAy3d GKS
water. The overall proportion of households having access to improved water sources increased from
Fo2dzi cy®dw:> Ay wmdbdpHmdo G2 ynldas:incredsgd to195% framnsy.€% ¢ K ¢
during the same period. The growth in rural coverage however is no less significant, being 79.6% in
Hantmany F3AFAYald cwm: AY mMpdhpHmpod ! O0Saa (2 AYLINE
during the last decagl India, one of the most densely populated countries in the world, has the lowest
sanitation coverage. Given the target for reducing the proportion of the household having no access to
improved sanitation to 38% by 2015, the proportion of households witheny toilet facility declined
FNBY |Fo2dzi 712 AY MppHmpo (2 Fo62dzi pm>r AY HAATT
sanitation facility continues to be very high. 69% of rural households do not have toilet facilities against
19 % of urban houwholds as per census 2011.

As per NFHS (200506), 96%of households in Bihar, use an improved source of drinking water (97% of
urban households and 96% of rural households), with the vast majority of households (92%) getting their
drinking water from aube well or borehole. Even in urban areas, 76 percent of households get their
drinking water from a tube well or borehole. Only 2 percent of households have water piped into their
dwelling, yard, or plotThe IMR of the state, according to SRS 2011 isS4Mp Wnnn f A @3S 06 A NI
261 per lakh (SRS 200%he Survey further informs that 75% of households have no toilet facilities, down
from 83 percent at the time of NFHS More than foutfifths (82%) of rural households have no toilet
facilities, compred with 31 percent of urban households. However, a lot of efforts, in terms of time &
resources have been made in last several years umdltional Rural Drinking Water Programme
(NRDWPgaNd Total Sanitation Campaign (TS@)change the watsan scenario the state and which has
shown encouraging initial success.



4.2 Outcome and Key Indicators

4.2.1 Drinking Water (Rural)

4.2.1.1 Current Status

1 85.06 % of habitations covered with improved drinking water source.
1 4 % coverage by Piped Water Supply Schemes.

4.2.1.2 Indicators formonitoring:
Indicator 1 Coverage of Habitations
a. Entitlement 40 Ipcd (one drinking water source for 250 populations and within 500 meter distance)
b. Enhanced entitlement 55 Ipcd (one drinking water source for 100 population and within 100 meter
distance)
Indicator 2  Coverage of Quality Affected Habitations
a.  Arsenic affected habitations
b. Fluoride affected habitations
C. Iron affected habitations
Indicator 3 Coverage of Primary/Middle Schools with additional Hand pumps
Indicator 4 Covernge of Anganwadis with Hand pumps.
Indicator 5 Coverage of Households with Piped Water Supply @70 LPCD

H th
S. | Indicator XIl' 5year plan period Xllth Syear
No. plan period
1314 14-15 1516 | 1617 (17-22)

2-13

1 Coverage of Habitations

[ Entittement as per 40 Ipcc 91,568 102260 | 107,642
(Total no. of habitationsg @ (85.06%) @ (95%) (100%)

1,07,642%)

ii Enhanced Entitlement as p¢ 64,585 69970 75350 80730 | 86110 | 107642
55 Ipcd (Total no. o (60%) (65%) (70%) (75%) | (80%) | (100%)
habitationg; 1,07,642*)

2 Coverage of Quality Affected Habitations*

i Arsenic affected habitation: 809 954 1,113 1,352 1,590
(N0.1,590) as on 01.04.201( (51%) (60%) (70%) (85%) | (100%)

ii Fluoride affected habitations 2,073 2,286 2,702 3,118 3,533 4,157 (100%)
(No. 4,157) as on 01.04.201 (50%) (55%) (65%) (75%) @ (85%)

iii Iron affected habitations 9,024 9,897 10,823 11,764 12,698 | 18,673
(No. 18,673) as o1 (48%) (53%) (58%) (63%) | (68%) | (100%)
01.04.2010

3 Coverage of Primary/Middlc (10%) (20%) (50%) (75%) | (100%)
schools with additional hah
pump (49,150)



4 Coverage of Anganwad (15%) (25%) (50%) (75%) | (100%)
with hand pump (80,797)

5 Coverage of Households wii 4% 5% 6.5% 8% 10% 20%
Piped Water Supply

* Nos. of habitations and actual coverage may chaaftgr re-survey of the habitations.

42.1.3 Financial Requirement

R th th
S.No. | Indicator XII' Five Year Plan XiIl' Five Grand
Year Plar Tot@l

1314 | 1415 1516 1617 | Total  (201722)

Rural Drinking Water Supply

1 Coverage of Non Quality Habitations

[ Entittement as per 4C 140.8 104.9 0.0 0.0 245.7 0.0 245.7
LPCD

ii Enhanced Entitlement a 105.0 | 105.0 158.2 180.9 | 549.1 600.0 1,149.1
per 55 LPCD

2 Coverage of Quality Affected Habitations

[ Arsenic affected 144.0 | 160.0 240.0 240.0 | 784.0 0.0 784.0
habitations

il Fluoride affected 64.0 120.0 132.0 140.0 | 456.0 200.0 656.0
habitations

iii Iron affected habitations | 150.0 | 165.0 182.0 200.0 697.0 900.0 1,597.0
3 Coverage ol 26.55 | 79.65 66.36 66.30 238.86 | 0.00 238.86

Primary/Middle schools
with  additional hand

pump

4 Coverage of Anganwad 40.00 @ 121.20 | 121.20 | 131.30 | 413.70 | 0.00 413.70

with hand pump

5 Coverage of Householc 250.0 @ 375.0 375.0 500.0 1,500.0 | 2,500.0 4,000.0

with piped water supply
(70 LPCD)

Sub Total for Rura 920.35 1230.75  1274.76 1458.5 4884.36 4,200.0 9084.36

Drinking Water

4.2.2 DrinkingWater (Urban)

4.2.2.1Current Status

1 Coverage of Water supply connections (%) : 30
4.2.2.2 Indicators for monitoring

Indicator 1: Coverage of population with water supply connections
Indicator 2: Per capih supply of water in cities with piped water supply (PWS) and Sewerage system
135 Ipcd



Indicator 3 Per capita supply of water in towns with piped water supply (PWS) without sewerage system

70 Ipcd.

Indicator 4: Quality of water supplied free from bacteriological and chemical contamination.

SN | Indicators

1 | Coverage of water suppl 7,11,175 11,85,292

201213

201314

201415

201516

201617

20172022

15,64,5% 17,77,938 20,86,114 23,70,584

connections (2370584 HHs) (30%) | (50%) (66%) (75%) (88%) (100%)
2  Per capita supply of wateg 1,14,650 30,37,877 49,83,202 89,84,987
135 Ipcd (Municipal (24%) (34%) (55%) (100%)
Corporation & Councils)
3 | Per Capita Water Suppty70 39,027 76,843 1,39,380 | 2,78,260 | 28,67,934
Ipcd (Nagar Pahayats) (1.4%)  (2.7%) (5.0%) | (10%) (100%)
4.2.2.3 Financial Requirement
0 0 4 2014 0 6 2016 0 3 3
Water Supply
Patna 190.80| 286.20 - - - 477.00
Muzaffarpur & Bodhgaya 35.32| 52.98 - - - 88.30
Bhagalpur 147.90( 147.90| 197.20 - - 493.00
Gaya & Rajgir - 84.80( 127.21 - - 212.01
7 Municipal Corporations - - 311.25| 466.88 - 778.13
43 Municipal Councils - - - 638.95| 958.42 1,597.37
Remaining 85 Nagar Panchayats - - - - - -
Total| 374.02| 571.88| 635.66( 1,105.83| 958.42 3,645.§
Total funds required in 5 years (2013-18) for Water Supply (excluding cost
going projects - 679.8 2,966. (
Remaing amount required for execution of Water Supply projects in N 1116.44
Panchayats in 2018-20 '
Total fund requirement - Water Supp 4,082.4

4.2.3 Sanitation

Sanitation program in the state is guided by the national flagship programme Nirmal Bharat Abhiyan (NBA) an

state sponsored Lohia Swachhata Yojana (LSY) for rural areas and National Urban Sanitation program for urban
areas for emphasis on improving slum sanitation. The total financial outlay for 38 districts of NBA in Bihar is INR
2429.47Crores. A total ofNR 567.04 Crores (23.34%) has already been released by GOI. A total of about INR

653.05 Crores, i.e. about 27% of the total project outlay has been spent till date.



As per reports received till January 261State has been able to construct about 40%ete (54% BPL & 21%
APL) against the total target of 1,11,71,314. Similarly about 83% school toilets and 32% anganwadi toilets have
been constructed against the target of 1,02,268 and 16,444 respectively.

On the one hand, except the school toilets, theeall progress is dismal, and on the other there is no
information on usage and maintenance of the structures created. Experiences tell that merely presence of a
fraGNARYS A& y2 3dzZ NI yiSS GKIFG LIS2LX S ¢ Ad schod uitdey f £ &
complex. Moreover, there are no evidences or reports available on adoption and observance of safe hygiene
practices like hand washing with soap & water before meals and after defecation and safe disposal of children
faeces.

Besides the hase hold latrines& school/anganwadi toilets, NBA intervention also includes solid & liquid waste
management. Construction of garbage & soakage pits and drains are essential for achieving the Btatoalof

Gram along with 100% open defecation free eviment. There is still a long way to traverse for this, as only
211 (2.49%) out of the total 8,471 Gram Panchayats in the state have received the prestigious Nirmal Gram
Puruskar till the year 2010.

4.2.3.1Current Status (Rural)

- 46.02 lakhs Rural Housdldoilets constructed under Nirmal Bharat Abhiyan (NBA) and Lohia Swachhata
Yojana (LSY).

- 41 % of rural households have access to sanitation facility as per approved PIP (1,11,71,314 Households)
under NBA.

- 27 % of rural households have access to sanitdtility (1,69,26,958 Households as per Census, 2011).

4.2.3.2 Indicators for monitoring

Indicator 1: Access to individual household sanitation facilities

Indicator 2 No. of Nirmal Gram Panchayats (NGPs)

Indicator 3 No. of Govt. Schools with saatibn facilities (Provision of separate toilet for Boys and Girls)
Indicator 4 No. of Anganwadis with sanitation facilities.

S. Indicator

th th
Xl 5-year plan period X1l 5-year
No.

plan  perioc
201213 201314 201415 201516 201617 (201722)

1 Acess to sanitation Faciliti 46,02,895 57,41,00071,09,30( 86,32,7001,01,56,20( 1,69,26,958
(Total no. of Household! (27.2%) (34%) (42%) (51%) (60%0) (100%)
1,69,26,958 as per census 2011

2 |No. of Nirmal Gram Panchay
(Total no. of Gram Panchye
8,442)

217 760 1435 2365 (400/6750
(2.6%) (9%)  (17%) (28%) ' (80%)




No. of Elementary Schools w46,079

sanitation facility (2unit)
Under NBA49150
Under SSA21008

tobdunded by SSA)

49,150*

(93.7%)  (100%)

(1860 school21008
with one unii(100%)

toilet)
*subject to

8450 (40.2%availability
(3028 Schooof  spact
with one unilland anc

toilet) building
Anganbari toilet 80797 7668(9.5%9 12120 20200 32320 48480 80797 (100%)
(15%) (25%) (40%) (60%)
4.2.3.3 Financial requirements
th th .
S, : Xl Five Year Plan Xl F'VEGrand
No Indicator Year Platig
: 201314 201415 201516 201617 Total (2017-22)
1 A t Sanitati
ceess 1o SaAlC 5350 629.42 | 700.76 700.81 2554.49 3114.54 5669.03
Facilities
2 No. of Nirmal Gran
Panchayats (NGPs) 130.88 157.36 175.19 175.20 638.62| 778.64 | 1417.26
3 |No. of Elementary Schoc
) L 10.80 0.00 0.00 0.00 @ 10.80 0.00 10.80
with sanitation Facilities
4 Anganbari toilet 80797 3.56 6.46 9.69 1293 3264 25.85 58.49
Sub Total f R
ub ot for KUl gae 74 70324  885.64 888.94 3236.553919.03 715558
Sanitation
Grand Total for Rur:
Drinking Water §1522.541823.14 2085.842149.847581.35/8119.03 15700.38
Sanitation
4.2 .4UrbanSanitation

4.2.4.1 Current Status

- Coverage of Toilets ( %d): 69 ( based on census 2011 figure)

4.2.4.2Indicator for Monitoring - Urban

Indicator 1: Coverage of households with Toilets
Indicator 2: Coverage of Sewerage network services in cities



SN Indicators 201213 201314 201415 201516 @ 201617 | 201+*
2022
1 Access to individug 16,35,703 16,59,408 17,77,938 18,96,467 21,33,525 23,70,584
Household Sanitatior (69%) (70%) (75%) (80%) (90%) (100%)
(2370584 HHSs)
2 | Coverage of Sewerag - - 174587 | 782162 | 1063252 | 2370584
network services- 100% (7%) (33% (45%) (100%)

HHs

4.2.4.3Financial requirement to meet the target:

2013-14 2014-15 2015-16 2016-17 2017-18 Total (in" Cr.)

Sewerage
Hajipur, Buxar, Begusarai, 186.04 279.0d ] ] ) 465.14
Munger, Bodhgaya, Rajgir
Remaining 9 Municipal . - | 124413 1866.20 - 3,110.33
Corporations
Remaining 41 Municipal Coundils - - - 1048.76 1573.14 2621.9(
Remaining 85 Nagar Panchayats - - - - - 0.00
Total| 186.04| 279.06| 1,244.13| 2,914.96| 1,573.14 6,197.33
Total funds required in 5 years (2013-18) for Waste Watex¢luding cost of or]
going projects - 465.1 5,732.1
Remaing amount required for execution of Sewerage projects in Nagar Pang
in 2018-202 ressi
Total fund requirement - Sewerad 7,685.9
4.3 STRATEGIC INTERVENTION
4.3.1 Schemes for achieving Water Supply Target ifff Eve year Plan 2023017 (Rural):
Sl. Schemes Target
No
1 No. of New Hand Faps (with IMII pump) for coverage of habitations for 4 1,52,830
LPCD /55 LPCD entitlements
2 Rehabilitation of Hand Pumps for coverage of habitations for 40 LPCD / 55 60,000
entittlements
3 No of schemes for Quality affected habitations
4 Arsentc:- MWSS 100, Deep Tube Well$000 and Multi Village Schen8s 1109
5 Fluoride MWSS500, PWS from safe aquite00 and Multi Village Scheméds | 1005
6 Iron: Community terra filter; MWSS 3,584
7 New Piped Water Supply Schemes 760
8 Reorganizatiomwf existing piped water supply schemes: 300




4.3.2 Schemes for achieving Water Supply Target iff Eive year Plan 2023017 (urban):

S.No. Town/ ULB Amount (in Rs. Cr.) Scheme

1 Patna 477.00 JNNURM

2 Bhagalpur 465.00 ADB

3 Mujaffarpur 59.31 UIDSSMT

4 Khagaul 16.64 JNNURM

5 Danapur 70.18 JNNURM

6 Phulwarishariff 27.68 JNNURM

7 Bodhgaya 28.99 JNNURM

8 Gaya Water Supply 165.00 ADB

9 Ara Water Supply 99.23 JNNURMII

10 BiharSharif Water Supply 86.22 JNNURMI
Total 1495.26

4.3.3 Schemes for achieving Sanitation Target if"IRive year Plan 2023017 (Rural)
IHHLs for BPL and identified categories of APL under NBA

- IHHL for other than identified categories of APL under LSY

School Toilets separate for boys agids and construction of Hand pumps.
Anganwadis with toilet and construction of Hand pumps.

4.3.4  Schemes for achieving Sanitation Target in 12th Five year Plan-2013 (urban):

S.No. Town/ ULB Amount (in Rs. Cr.) Scheme
Ongoing

1 Begusarai 58.88 NGRBA

2 Munger 122.85 NGRBA

3 Hajipur 94.88 NGRBA

4 Buxar 52.05 NGRBA

5 Bodhgaya 92.75 JNNURM
6 Rajgir 43.69 State
Under Planning

7 Gaya Sewerage 340.00 ADB

8 Mujaffarpur Sewerage 270.49 ADB

9 Purnea Sewerage 278.62 JNNURMII
10 Katihar Sewerage 148.72 JNNURMII
11 Kishanganj Sewerage 49.53 JNNURMII
12 Siwan Sewerage 85.29 JNNURMII
13 Gopalganj Sewerage 46.31 JNNURMII

4.3.5 Approach

Following approach needs to be integrated in ongasagitation programfor achieving the enormous
task.
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1

Achieving basic and improved levels of sanitation and water supply services should be accelerated;
The least served are better targeted, and thus inequalities should be reduced;

Communities and vulnerable grosiwvill be empowered to take part in decistamaking processes;

The means and mechanisms identified for Mission Manav Vikas should be regularly monitored.

In light of the above Government of Bihar will integrate following approaches/methodologies in tleéngng
program to realize the target set for the end of"fve year plan.

T

=A =4 =4 4 =4

Community Mobilization
Communication & Capacity Building
Technology Options

Finance and Marketing
Convergence

Monitoring & Evaluation

ForUrban areaghe approach would be differeritom rural areas. FdBanitationthe approach would be:

)l
)l

Complete access to seweragsanitation
Recycle and reuse of wastewater

ForUrban Water Supplyhe approach would be:

=A =4 =4 4 -8 4

Supply side management

Demand side management

Leakage Management and ReductmfiNon Revenue Water
Rain Water Harvesting

Water Audit

Water Use efficiency in Fittings / Fixtures

4.4 Monitoring Level

Level of Monitoring Interval of Monitoring Source of Varification
Districts and Blocks Monthly 1 Monthly MIS
9 Field officers visit
i Held survey
1 Annual Report
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Skill Development

5.1 Introduction

India is one of the few countries in the world where the working age population will be far in excess of
those dependent on them and, as per the World Bank, this will continue farast three decades till

2040. This has increasingly been recognized as a potential source of significant strength for the national
economy, provided we are able to equip and continuously upgrade the skills of the population in the
working age group. In regnition of this need, the Government of India has adopted skill development as

a national priority over the next 10 years. The Eleventh Five Year Plan detailed-mapaibr skill
development in India, and favoured the formation of Skill DevelopmentiMiss both at the State and
National levels.

Economic growth rate of Bihar has been increasing rapidly specially due to better infrastructure since
2006. However, human development has not kept pace with it. Bihar is fortunate enough to have a
positive denographic dividend. As per 2011 census, Bihar total population is 104 millions, out of which
40millions are in the age group of 15 to 29 years and 20 millions in the categodoféars who in near
future will become employable workers. 60 percent ok thural population of Bihar is landless and
depend on their labour for existence. Yet the existing skill baseline which determines the livelihood
prospects of this youthful population remains quite unsatisfactory.

IIPA New Delhi, in its study on skill depment commissioned by Govt. of Bihar reports that as on the
date of survey in the age group of 15 to 29 years, only 0.3 percent are receiving formal vocational training
and 0.2 percent have received formal training an@ percent have received neiormal vocational
training. On the other hand, national average for Formal Vocational Training is 2 percent afatrmah
vocational training is 8 percent.

Needless to say that in industrially advanced countries formal vocational training ranges from 80 to 9
percent. Thus, India stands on the lowest rung internationally. Similarly, Bihar stands lowest in India in
this regard. Hence, the need of the hour is to bridge the yarning gap in skill domain, both in formal and
non-formal areas.

Keeping the above fagtin mind, Govt. of Bihar has taken an initiative for a comprehensive Skill
5SSt 2LIYSYyd tNBINIYYS Ay GKS {dFGS Ay | YA&EAAZ2)
arhdarzyeéd ¢KS 12yQofS /KASF aAyAadaSNI 27F ent A KIF N
Commissioner, Bihar heads the Executive Committee of the mission. The Chief Minister has set out a
target of training one crore youth for their skill development in five years (20030 201718). This

target has been distributed yearly among 14 lidepartments. The roles of line departments and the
B.S.D.M have been defined clearly to achieve this target. The role of line departments is to identify the
trades in demand, to select the trainees, to select quality training providers to monitor thangain
programme and to arrange the required budget. The role of B.S.D.M. is assessment of gap in skill demand
& supply formulation of training curriculum & design of arrangement of equipments & training of trainers,
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identification of state resource centrep@rdination with industries, identification of certifying agency
and third party assessment etc.

VISION

Provide vocational training tdarget groupgschool pass outs and drop outs, existing workers, ITl-pass
outs, rescued & rehabilitated child labouretS yrs and above age group and their family members jail
inmates etc.) to improve their employability.

(Existing skilled persons can also be tested and certified under this gcheme

Optimum utilization of existing infrastructure available in Govt, privaggitutions and the industry so as

to make the Training cost effective.

Different levels of programmes (Foundation level as well as skill up gradation) to meet demands of
various target groups & Courses are available for persons having completed minifraian8ard.

alk Nl SG RNAGSY akK2NI GSNY GNIFAYyAy3d O2 dMidndum skild & SR
& Swvihiah is sufficient for gainful employment is to be followed.

The services of existing of retired faculty or guest faculty are beitigaat

Testing of skills of trainees by independent third party assessing bodies, which would not be involved in
training delivery, to ensure that it is done impartially.

The essence of the scheme lies in the certification that will be nationally anthatienally recognized.

MISSION

Creation of one crore skilled man powers in 5 years.

Coordinated holistic approach with different Department/Industries/ Training Providers/Financial
Institutions/Organizations /INGOs etc.

Skill upgradation of labour forcavorking in unorganized sectors through proper certification.

Ensuring uniformity in duration, fee structure, cost, curriculum, assessment & certification.

Reaching the unreached & the last man in the society.

Integration of Employment Exchanges, Employ&is)l Providers/ Training Partners & Skill Aspirants
through VTMIS.

Key Livelihood Sectors
Agriculture & Food Processing
Construction
Education

Rural Industry

Service Sector
Security

Retail

Tourism & Hospitality
Health

IT&ITes

Target Group
Unemployeal, unskilled, semi skilled, School pass out, School dropouts etc in 15 years + age group.

Workers with informally acquired skill desiring certification.



ITI Pass outEmployed/Unemployed desirous of multi task skill addition.

Rescued & Rehabilitated €kild Labour (Above 15 yrs. Of age) and their family members.
Jail inmates, self help groups and those working in unorganized sectors.

Those seeking seéimployment.

=A =4 =4 =

5.2 Outcome and Key Indicators

An ambitious target of imparting Skill Training to ten milligosth of the state during the years 2013
to 201718 has been set out as and the year wise target is:

In lakhs
201718

201314 201415 201516 | 201617

16 18 21 22 23

The set target has been distributed among fourteen line departments omlyyéasis. The concerned
departments have prepared their action plan for quality training with third party evaluation system and
employability creation.

Skilling, reskilling, upskilling and multskilling is focused in view of the future demand of ekilivork
force insunrise sectorCounterfeiting, forgery, duplication or cheating of any manner is proposed to be
checked with the help of highly sensitiBéo-metric gadgets.

Well structured Labour Information Management System (LMIS) is proposed toabdained at the

state level having links with the training institutions, industries, employment exchanges, rained persons &
£ f 2HKSNI {GF1SK2ft RSNA® 9 YLX 2 &abSiynitiondsE JOK CoyirBeling 6 A
Centers (2 TFI OA thdjdblséelers® piNgivere G K

5.2.1 Monitorable Indicators

a) Institutions wise target for providing Skill Development
To achieve the set target of one crore, it has been further distributed among departments. 15
departments are providing skill development trainiaigd the yearly targets are as follows:

Sl. Name of the Department Present Yearly Physical Target (In Lakhs)
No Status
201314 | 201415 | 201516 | 201617 | 201718

1 Directorate  of Training an( 33529 | 3.25 3.66 4.27 4.47 4.67

Employment  (Labour Resour

Deptt.)
2 Information 3,500 1.00 1.13 1.31 1.38 1.44
3 Rural Development 18,970 | 2.00 2.25 2.63 2.75 2.88
4 Health 4,568 0.20 0.23 0.26 0.28 0.29
5 Agriculture 10,222 | 3.00 3.38 3.94 4.13 4.31
5 Animal Husbandry 2,915 0.50 0.56 0.66 0.69 0.72

Fisheries Directorate 1,682 0.10 0.11 0.13 0.14 0.14




b)

d)

Dairy Directorate including COMFE| 10,750 | 0.25 0.28 0.33 0.34 0.36
7 Minority Welfare Nil 0.25 0.28 0.33 0.34 0.36
8 Urban Development 34,500 | 0.50 0.56 0.66 0.69 0.72
9 Education 41,453 | 1.50 1.69 1.97 2.06 2.16
10 | Social Welfare 776 1.40 1.58 1.84 1.93 2.01
11 | SC/ST Welfare 7,540 1.40 1.40 1.40 1.40 1.40
12 | Science & Technology 1,273 0.50 0.56 0.66 0.69 0.72
13 | Industry 204 0.80 0.90 1.05 1.10 1.15
14 | Tourism 887 0.15 0.17 0.20 0.21 0.22
15 | Home (Jail) 0.12 0.12 0.12 0.12 0.12

Total 16.92 18.86 21.76 22.72 23.67

Note:- Programe wise list is annexed.

No. of seats mailable for different trades

Data in this regard are being collected from the concerned departments.

List of trained persons
One of the monitorable targets would be number of trained person in following three types of training
courses:

()  Short term couse-duration of completion of trainingnaximum up to one month.

(i)  Medium term courseduration of training up to six months

(i)  Long term course&luration of training more than six months.
Data of training in all three terms of training will be received from tiepartments and a data base of all
trained persons will be maintained in every department and also in the Bihar Skill Development Mission
B.S.D.M.

No. of trained persons employed
Data base in respect of this indicator will be maintained in conakdepartment as well as at B.S.D.M

5.3 Strategic Intervention
5.3.1 ldentifying Focused Areas

a) Upgrading Traditional & Existing Skil:

There are several such sectors in which many persons have acquired skill traditionally and are serving the
societythrough that skill. However, they are not well recognized in the modern days of new technology.
Their skill needs to be finetuned, upgraded and duly certified so as to add value to their skill and
enhancement in their wages.

Some examples areMassionscarpenters, fitters, motor garage mechanics, salesman in shops, waiters
working in hotels, tailors, painters, agricultural labours, electricians etc. Provision for up skilling of such
skills and multi skilling has been made in the road map.

b) New Skill Tranfer

With the advancement of technology and coming up of new and modern technology, the workers
working with traditional tools and equipments need to be oriented and adapted to the use of these
technology. For example, use of modern machines in agricyluse of JCB, Cranes and other new
machines largely being used in construction, manufacturing, agriculture and almost all other industries in



the present days. For this on the job training and industry exposure as well as apprenticeship has been
providedin the road map.

c) Types of courses

Three types of course module of training for skill development has been provided in the road map.

(a)Up to one month (b) Up to six months (c) Above six months.

d) Third party Assessment for Quality Assurance

Evaluation ad Assessment of skill acquired by the trainees compulsorily has to be done by a third and
independent party which in no way is involved in providing training. This will ensure impartiality in
assessment.

e) Certification

Certification by Government and pdte institutions or industries of repute like NCVT, SCVT, SSC, B BOSE,
NIELIT, BELTRON, NIESBUD, CII, RAI, FICCI, BIA/BCC etc. are mandated.

f) Branding of skilled labour

Provision for promotion of adding brand of high profile industries or commerociasds with the skilled

work force has been made in the road map. Exanipdgmond L & T, NIELIT etc.

5.3.2State Resource Centre

An institution in Bihar State of high repute like CIM Patna or LNMIED & SC is proposed to be hired as State
Resource Centre faendering the following services{a) Training course Design (b) Training of Trainers

(c) Ceordination (d) Research & Evaluation (e) Linkage with Industries and Employers (f) Listing of skill
/Trades as per requirement etc.

5.3.3Employment Cell

Provisia for one Mission Manager Employment assisted by one Assistant Manager has been made in the
organizational structure of B.S.D.M. He/She willocdinate with all the line departments who are
engaged in skill developmentTraining Programmes. The Districinployment exchange has been
LINELI2ASR (2 0S Y2RSNYAT SR YR O2y@SNISR -Haabl 2206
skilled persons will be available in the server of Job Junction. However, the trained manpower will be
encouraged for self empyment.

5.3.4Networking

The line departments have engaged different agencies and technical institutions for the implementation
of the skill development training programme as per their target. Thus a network of competent and
capable training provider ingtitions has been created. The Bihar Skill Development Mission (B.S.D.M.)
shall maintain the database of such institutions. The B.S.D.M. also circulates the names and addresses of
such training providers among the line departments as and when such infamabmes to the
knowledge of the B.S.D.M.

5.3.5Design of training course module

The course content of different training modules providing minimum employable set of skill to a person
enabling him to become employable is to be designed by a competentidndi or institution and duly
approved by the certifying institution. Training is to be imparted in line with the approved course content.
The trainee after completion of training will undergo an assessment (examination) by a third party agency
which is rcessarily be independent and enough competent in the particular sector.

5.3.6Policy Mechanism

The Bihar Skill Development Mission has an apex &mlerning Council (G.C.) for major policy
decisions. The Chief Minister is the President and Minister lraResources is the Vice President of the
committee. Ministers, Chief Secretary, Development Commissioner, Principal Secretaries/ Secretaries of
Finance, Planning & Development, Science and Technology, IT, Rural Development, Urban Development,




Industry, Edcation, Health, Labour Resources, Social Welfare, Panchayatiraj and also representatives of
industries, Commerce and academia are members of the Governing Council.
The Governing Council in its last meeting decided to allow multiple use of Governmentrigatk P
buildings including extending infrastructure like space and equipment in such buildings even to private
Training provider agencies on certain terms and conditions. Decision for opening up of skill development
centers in middle and secondary schoblss also been taken. Restructuring and strengthening of the
Bihar Skill Development Mission is another major policy decision taken by the G.C. in its last meeting.
5.3.7 Resource Mobilization-
Sources of finance shall khga) Government of India (b) Gvernment of Bihar (c) Multilateral agencies
like World Bank, UNDP, ADB etc. (d) Banks (e) Grants donations (f) Corporate (g) Training Companies
5.3.8Linkage with Innovation Council
The B.S.D.M. endeavours for sharing and exchange of ideas betwed@htrelnnovation Forum (BIF)
and Jeevika through workshops and seminars. For promotion of skill development Innovations of Jeevika
gAft 0SS GF{1Sy dzJ oeé DAKENI {1Aff 5S@St2LIVSYyid ah
some added skill is irhé target of department of Agriculture. Another innovation in respect of post
placement tracking which is under process in Bihar Innovation Forum at Jeevika, shall be considered for
dzaS FFGSNJ Ada FAYIFIEATFGA2Yy ® hy SadyAbgefi aaen up Byythe A y
agriculture department.
5.3.9Department wise Existing Institutional arrangements (Including the outsources agencies)

A) Department of Industry

Department of Industry is imparting training on trades like Food Processing, Handrteatic Processing
and Plastic Module, Powerloom and Handloom Sector, Carpet weaving, Apparel Sector etc. Department is
imparting skill development training through government and private agencies which are as follows:

S.N. | Name of Institution Type ofinstitution Remarks

1. Institute of Entrepreneurship Development, Patna Govt.

2 District Industries Centre Govt. 38 Districts
3. Upendra Mabharathi Silp Anusandhan Sansthan, Patn| Govt.

Technology, Hazipur

4, Central Institute of Plastic Enginémsg & Technology, Hazipul Govt.

5. Apparel Training & Design Centre Patha Govt.

6. IL&FS Pvt.

7. Punrasar Jute park Ltd. Purnia Pvt.

8. PHD Chamber of Commerce Industry Pvt.

9. Bihar Institute of Silk & Textile, Bhagalpur Govt.

10 RSETI Govt.undertaking 38 Districts
11 Directorate of Industry Govt.

12 Mulberry Extension Cum Training Centre / Mulberry Farm Govt.

13 Powerloom Sewa Kendra, Bhagalpur Govt.




B)Department of Science and Technology
Department of Science and Technologyne of the department imparting skill development training on
trades like: Agriculture, Banking and Accounting, Business and Commerce, Electrics, Travel & Tourism,
Information & Communication, Electronic etc. Institution imparting training are as folows:

I.INo | Name of Institution Type of institution Remarks
Govt. Polytechnic Gaya. Govt.

LNJP IT Chapra "

Govt. Polytechnic Gopalgan;. "
Govt. Polytechnic Barauni. Govt.
D2@G® 62YSyaQ t2feidSOKy) ,
Govt. Polytechr Kahitar .
Govt. Polytechnic Saharsa "

© N o oMW NP0

New Govt. Polytechnic Patris8 "
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Govt. Women Polytechnic Fulwarisarif Patna "
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Govt. Polytechnic Purnia "

Govt. Polytechnic Darbhanga "

=
w

G.C.E. Gaya "
Govt. Polytechnic Gualjbagh, Patnha "

N.C.E. Chandi Nalanda i,

=
»

=
o

C)Animal Husbandry and Fisheries
Animal Husbandry department includes directorate of fisheries, dairy and animal husbandry.
Directorate of fisheries

SI.No | Name of Institution Type of Institution Remarks
1 Fisheries Training Centre, Mithapur, Patha Govt.
2 Different District Fisheries offices of Bihar Govt.

Dairy Development Directorate
SI.No Name of Institution Type of Institution Remarks
1 D.N.D. Regional Institute of Cooperati Government of India
Management, Shetri Nagar, Patn23

Animal Husbandry Directorate

SI.No | Name of Institution Type of Institution | Remarks
1 Central Poultry Farm, Patna Govt.
2 Government Poultry Farm, Muzaffarpur Govt.
3 Government Poultry Farm, Bhagalpur Govt.
4 Government Poultry Farm, Chhapra Govt.
5 Government Poultry Farm, Saharsa Govt.
6 Government Poultry Farm, Gaya Govt.
7 Government Poultry Farm, Purnea Govt.
8 Government Poultry Farm, Kahitar Govt.




9 Regional Animal Disease Diagnostic Latwoy, | Govt.
Darbhanga
10 Goat farmingCumBreeding FarnPurnea Govt.
11 Cattle Farm, Patna Govt.
12 Cattle Farm, Dumraon Govt.
13 Institute of Animal Health & Production, Patna Govt.
15 Bihar Veterinary College, Patna Govt.
16 Sub Division he&l Veterinary Hospital Gowvt.
17 Cattle Farm, Patna Govt.
18 Cattle Farm, Dumraon Govt.

D) Department of Information Technology
Department of IT impart training on trades like Automobiles, House Keeping Hospitality, Retail Sale and
Marketing, IT, Tarism etc as well as runs Certificate Courses in Multi Modes, Computer Concepts, PC
Hardware and Networking and Financial Accounting. Institutions providing IT training are as follows:

SI.No | Name of Institution Type of institution | Remarks|

1 National hstitute of Electronics and Informatio| Govt
Technology (NIELIT)
Department of Rural Development(JEEVIKA)

2 Aide-et-Action

3 GRAS Academy

4 ICA

5 Great Indian Dream Foundation

6 Laurus Edutech

7 B-able

8 Sri RamHorizon

9 Jagruti

10 Network of Entrepreneurship and Econon
Development(NEED

11 FCRL

12 Everon

13 Ade

14 Peepal Tree Ventures

15 IL&FS

16 Raj Building Construction
17 Premier Shield

18 Drishtee
19 Everon Skill Development
Department of Tourism
20 Institute of Entrepreneurship Development Govt.
21 B.S.T.D.C. Govt.
Department of Health
22 PMCH Patna Govt.
23 Public Health Institute Patna Govt.

24 Forensic Council Govt.




25 Nursing Council Govt.
Department of Social Wedfre

26 B.BOSE

Department of Minority Welfare
27 Central Institute of Plastic Engineering | Govt.
Technology, Hajipur
28 ECIL KOLKATA Pvt.
29 Raymond Ltd. Digha Pvt.

5.4 Monitoring

Besides a comprehensive monitoring system at state IbyeBSDM, Labour Resources Department in
concern with line departments has constituted a district level committee headed by District Magistrate
F2N) Oft2a4S Y2yAG2NAYy3Id S5Aa0GNAOG 9YLX 28YSyd hFFAO
DeveldJYSy G4 al yI 3SNAR¢ 2F GKS O2YYAUldSS GgKAOK YSSia
District level.

The Principal Secretary, Department of Labour Resources reviews twice a month the Skill Development
Programmes with the Nodal Officers of diffetefine departments implementing Skill Training
Programmes. Guidelines by the Govt. of India and NSDA (National Skill Development Agency) are followed
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Security of Weaker Sections and Ultra Poor

6.1 Introduction

G2S adl NI SR2RdMRI2IINYISESY G sAGK 2dzaGAO0SQ F2NJ (K
sections of society. Our goal was to provide them access to the benefits of development schemes. This
journey facilitated the initiation of a dialogue between state and society. fiiidic dialogue is essential,

AY RSY2ON} Oesx (G2 YIF1S (GKS FTRYAYAAUGNI GA2Yy GNIyalLd
NEYINJa 2F GKS 12yQofS / KAST aAyAadSNE . AKFNI { KN
2012.

But as emphaged in the above remarks of the Chief Minister, increased access to development benefits

is not sufficient. Equally important is equitable participation of the marginalized section in the governance
and development processe$he most vulnerable /marginiaed sections of the population include those
belonging to Scheduled Caste (SCs), Scheduled Tribes (STs), Backward (BC) and Extremely Backwa
Categories (EBC) including minorities. Special focus needs to be given on women and ultra poor within
these secthns such as beggars, lepers, manual scavenger, etc. Only after the most basic needs of this
large population are fulfilled, one can expect them to be functional cogs in the development wagon
wheel. The Govt. of Bihar, through the Manav Vikas Mission dréhattthe has devised a strategic
roadmap aimed at achieving soagonomic security for these sections through a slew of interventions

and reforms under the broad based framework given below:

Socio-Economic
Empowerment of
Vulnerable Households
(Impact)

Increased
participation by
Vunerable HHs in
Govt. Schemes
(Outcome)

Social and Financial
Inclusion (Outcome)




6.2

and necessary monitoring mechanisms will be readily placed.

Outcome and Key Indicators

Within the three components,tiis important to define key indicators to be monitored at the mission
level. These indicators need to give a broad sense of progress towards the agenda of inclusion and
economic upliftment of the vulnerable groups. At the same time, the indicators wiblsdy measurable

It is realized that mobilisation of the poor and overall investment per household from various sources

are essential parameters that will be monitored at the highest level. Aatogly, following are the key

indicators along with broad projections and targets, to be monitored at the mission level:

Indicators 201213 201314 201415 201516 201617 201718 201819 201920 202021
HH 1101420 3850745 | 6222000 | 8906096 | 11208032 | 13600000 | 14280000 | 15000000
Mobilisation
SHG 96785 283143 457500 654860 824120 1000000 1050000 1100000
Formation
SHG Credi| 55624 212357 343125 491145 618090 750000 945000 990000 1100000
linkage
% coveragg 42% 45% 52% 60% 70% 80% 90% 100% 100%
of social
pension to
the disabled
Total Base line | Annual Panel Survey Mid Term| Annual Panel Survey
Investment Review
per HH &
Incremental Annual
Income Panel

Survey

6.3 Strategic Intervention

6.3.1Implementation Approach

The approach to be taken for the proteatioof Weaker and Ultra poor Sections emanates from the
principle of community participation. The structure and strategy has been framed in such a way that over

a period of time the activities under the project become completely community driven. The stritag

has been charted out for the social and economic development of the rural poor household includes the
element of empowerment of women and overall social and economic prosperity of the household.

There will be independence in selection of approastnategy suited to the demand of the community
and the autonomy to experiment the way it is thought of to be implemented. There is a marked shift
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capacity tomake a reach to the household level and impact it positively. An individual and its household



will be the unit of development and thus all support structures will be put in place to ensure participative
growth.

The effort of the governmental institutionslane is not sufficient enough to implement development
agenda. It is perhaps more important that institutions of the poor are created and become the focal
point in the implementation of development agenda. The Mission will be careful about the factms t
created institutions of the poor are nurtured in such a way that they develop the art of safeguarding their
own interests in a sustained way over a period of time. These institutions of the poor would ensure access
of the poor to government programshd departments and also provide last mile service delivery.

The efforts of the Mission is guided in the direction where community institutions develop themselves as
role models and remain prepared for quality scrutiny of any kind. Keeping in view tloaléesen task
ahead, large investments have been made in building the capacity of the institutions so as to ensure
efficient and transparent management of the community institutions. Investments also have been made
to ensure that these institutions of the po meet the statutory and fiduciary requirements of effective
governance. Such investments have resulted in the creation of social capital thereby by ingraining the
technical knowhow at the grass root level. This further leads to mitigation of dependenaritside
factors and thus ensures long term sustainability.

6.3.2Integrated Approach within the departments for the better Service delivery

The 2008009 budget of Bihar government introduced a process of gender sensitive budgeting. The State
governmentearmarked 15 percent of the total budgetary allocations for 10 departments concerned with
empowerment of women in the state. The main schemes inclidahila VidyalayZ / KA ST aAyA
Kanya Vivah Schemidari Shakti YojnaChief MinisteBalika Poshakdyjna, Balika Cycle Scheme, Swayam
sidha, Laksmi Bai Social Security Sehaiational Programme for Adolescent Girls and scholarship for
women under the Sarva Shiksha AbhiyarFifty percent reservation has made for women in the
recruitment of school teacher Similarly, there is reservation for women in schemes such amtthe

Awas Yojna

But there is a long and difficult road ahead particularly with regard to ensuring gender equity in the more
difficult terrain of livelihood and employment opportunitieand in asset ownership. Gender equity will
have to be mainstreamed in mainframe policies such as the Agriculture Road Map and in public initiatives
towards land reforms, skill development and entrepreneurship.
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] MukhyaMantri Naris Shakti Yojana which encompasses social, economic and cultural
empowerment would be further strengthened. It would also focus on life skill education for drop

out (adolescent girls). State Resource Center on women would be made fully functional.

[ The guidelines related to Domestic Violence Act, Child Marriage Prohibition Act, Prohibition of
Dowry Act, PCPNDT. Act, Prevention of Sexual Harassment at workplace act, Daain (witchcraft)
would be revisited to make it more effective, the detailed protocol for rehabilitation of the victims
would berequiredin these cases.

(] Women Development Corporations would be strengthened to develop employable skills of
women and adolescent

(] MukhayaMantri Kanya Vivah Yojana would be continued to discourage child marriage and to
promoteregistration of marriage.

[ MukhayaMantri Kanya Suraksha Yojanain which a Deposit Certificate is givento the parentsin BPL
family on registration of birth of a girl child would also be continued.

(] Involvement of women in governance would be further enhanced at all levels.

[ Genderadvocacy, gendertraining and gender sensitization

(] Institutionalizing and monitoring gender budgeting .

] Recognition and convergence support to women managed community based organizations.

(Source: Approach to Twelfth Five Year Plan, 2012 Government of Bihar)

According to Lakshmi and Brahama (2011), although the objectives of the schemes, their coverage,
eligibility criteria, andbenefits are well articulated, it seems too early to draw inferences about the
impact of the schemes.

According to the Centre for Budget and Accountability (CBGA), states such as Bihar, Rajasthan, and Uttar
Pradesh that have reported a high number of datie violence cases have not made even adhoc
allocations for proper implementation of the Domestic Violence Act. Hence it becomes imperative to
understand the intended and unintended effects of each of the schemes. There is need for process of
documentation on how schemes are implemented, what the institutional mechanisms are, how the
providers are oriented, how the schemes are publicized, how the beneficiaries are identified, what the
lead time is for making payment after the beneficiary is identified, twdw@ community views and
responses to the schemes.

Under the 12 five year Plan, entitlement based planning will be done at the village level which will be
consolidated at the CBO level. These plan will be shared with the Departments and protoduotsrmaalie
to ensure the last mile delivery of these entitlements within the time frame.

6.3.3Implementation Plan

The Mission will follow the underneath plan to achieve the set targets mentioned above:

Community Institutional Platform Mechanism

The vulnerale households will be mobilised into strong institutions having collective voice and better
bargaining power. With focus on inclusion of the PoP (Poorest of Poor), it is expected that majority of the
vulnerable households in rural areas will come underftild of Community Based Organizations (GBOs

Self Help Groups i.e. SHGs, Village Organisations i.e. VOs, Cluster Level Federations i.e. CLFs, etc.) forme



under the programme. These institutions will serve as ready platforms for implementing various
strategies under the roadmap to achieve the above mentioned indicators.

As members of the CBOs, the most vulnerable households will have better access to institutional finance
from banks and other formal sources which will help in mitigating extreme povertp, Alature CBOs

will be better equipped to converge with various govt. departments to leverage benefits of welfare
schemes. Thus, CBOs will be the platform to ensure that the scheme reaches to the eligibility of the HHSs.
The aim is to ultimately reach arverage investment of Rs. 1 lakh per household from various sources
over the next few years. Such investment will be a key driver for households to permanently come out of
poverty. This means that there will be either reduce in the expenditure or incieatbe income. Some

of the key strategieare mentioned below:

6.3.3.1Inclusion of Preexisting SHGs and Federations
A scoping exercise would be undertaken across all the blocks to identify and study the SHGs and
federation. Based on set criteria, pexisting SHGs and federation would be included.

6.3.3.2 Promoting Self Help Groups
The SHGs of the poor would be promoted. While mobilizing the identified poor into the SHGs, priority
would be given to the vulnerable sections like the SCs, the STs, the landlessjtriagour,isolated
communities and households led by single women and people with disabilities.

6.3.3.3 Formation of Village Organization (VO)
Once a 145 functional SHGs are established in the village and micro plans prepared, the facilitation
team will underaike promotion of primary federation of SHGs. The triggers for initiation of VO will be at
least 8 SHG are functional with membership of 12 members, member of SHGs are doing regular weekly
savings from last 3 month and SHGs are given training on VO corcepthey are ready to federate
themselves.

6.3.3.4 Formation of Cluster Level Federation (CLF)
The functional 3685 VOs are established in the Cluster, the facilitation team will undertake promotion of
Cluster level federation of VOs. The triggers for initiatbrvyO will be at least 220 VOs are functional
with membership of 1215 SHGs, EC of VO are doing regular monthly meeting from last 2 years and VOs
are given training on CLF concepts and they are ready to become part of cluster level federation

6.3.3.5 LivelihoodBased Producer Groups
Development of livelihood groups (Producer Groups) and their federations (Producer
Cooperatives/Companies) will also be facilitated. The producer groups and their federations would derive
membership from the base CBO unit viz., SH. livelihood groups would be provided support through
customized training for village and block level management of enterprises, productivity enhancement,
franchise management, quality enhancement and value addition skills.

6.3.3.6 Financial Assistance
The follaving funds are proposed to be parked with the CBOs. aimed at the process of capitalization to
Self Help Groups and their primary level federations.

Initial Capitalization Fund

Health Risk Fund

Food Security Fund

Livelihoods Fund

Skill Development Fund

Misellaneous Fund: This fund has been created in anticipation of emerging requirements of the
community in due course of time.
1 Interest Subvention

6.3.3.7Bank Finance
In order to bring different players achieve the aim of economic prosperity in the steghaf, Mission
envisages to make significant strides in terms of building and nurturing quality institutions like that of
{1 DQAd FYR GKSANI CSRSNIGA2ya YR fAY1lAYy3 AG 6AGK
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6.3.3.8 Facilitating Access to Insurance Services
Toenha®S | FlLYAfteQa OFLIoAftAGE (G2 O2LIS 6AGK NRala
access insurance schemes. In this, the focus would be on ensuring access to government supported
insurance schemes, livestock insurance and health insurance.

6.3.3.9Vulnerability Reduction
Under the vulnerability reduction strategy, SRLM would work towards food security, health security,
access to entitlements and disaster management for the target communities.

6.3.3.10 Livelihoods Promotion
The livelihoods promotiontsategy focus on strengthening farm, géirm and nomafarm based livelihoods
through intervention in agriculture, dairy, small ruminants, beekeeping, fishery and individual & cluster
level activities.

6.3.3.11Skill Enhancement and Jobs Promotion
Shortageof skills is preventing large segments of the population from being a part of the India's growth
A02NREP® ¢KS 9fS@PSYyiGK tfly R20dzySyid aidliSaz a¢KS d
the workforce is not supported by any structural skiflvelopment and training system of acquiring or
upgrading skills.
Based on NSSO data for 268205, the report shows that in the age group of2% years: (i) only 0.3
LISNODSY i NBLR2NISR Wi2 0S NBOSAGAY3I T 2NN)IOR2pecend | (A 2
NELR2NISR WwWi2 KIFIZS NBOSAGSR T2 NM LIRS ik 2 NI 1fJ2 NIIN
receivednorf 2 NY' I £ @20F GA2y It GNIAYAYy3IQo
A more holistic approach combining skills and placement as well a supplementary packagasofes
aimed at labour security, financial inclusion and augmentation of the asset base of the poor. This holistic
F LILINRF OK O2dZA R 6S GSNXYSR a (GKS W{{Aff tfdaAaQ LI
Social Department will come togethé&w ensure that skills and knowledge are provided to each of the
Youth interested in either self employment or employment in the formal sector.
Creating one job per ten poor household, in formal sectors, brings the whole family out of poverty in a
short peiiod of time and a choice for additional income within the HHs. The Mission will attempt to bridge
the skill gap and entry level barriers for the rural poor youth and facilitate their entry into relatively high
wage employment in the growing sectors ofegof@ @ L ¢2dz R 2 FF S Nde@iBivgLX S i S
the un employed, skilling and +&killing them, placing them in jobs, providing post placement support,
counseling and mentorship, and leveraging an alumni network.
JEEViKA State Rural Livelihats Mission supported programme with its key principle of building skills of
rural youth for the job market outside. The project will offer skill development trainings after counseling
and matching the aptitude of candidates with the job requirements, afaced in jobs that are
remunerative. Selfémployed and entrepreneurial oriented poor would be provided skills and financial
linkages.

6.3.3.12 CBOsA Platform for Convergence and Partnerships
The government makes its best effort to ensure entittement and otheilitias to the poor through
different programs. Some of them run very successfully and others have the potential to affect the life of
the poorest in a very positive way if the effort of different departments converge and complement each
20KSNDa STFF2NIlao
Development of any community takes place in an integrated way if the financial and social empowerment
2F I FlLYAfe Aa GFr1Sy OFNB 2F |40 (0KS K2dzaSK2f R f S
2F GKS 2SF{1SNI IFyR ! f (itNdrge and BotkEhol@ iff paiiidal§r. TOUB Missimy shall &
0S LI eAy3da FGdGSyidAazy G2 (GKS AaadzsSa 2F &/ 2y@SNEBSyYO
This brings to the fact that synergy is required amongst different programs and departments to achieve
theendresult.t G Af € 6S AYLRNIIFIY(d GKFEG arxaarizy Gl 1Sa YSI
programs and departments of the state government. The process of convergence becomes all the more
relevant because it shall be providing opportunity to all concerned depnts to interact directly with



stakeholders through the established institutional forum of community institutions. In essence
convergence can be visualized in two ways in Mission;
a) As supply driven, convergence can be facilitated at the planning ancenmeptation level
between SHGs/ VOs and different agencies.
b) As demand driven, convergence can be facilitated between CBOs and different agencies for
aggregated entitlements at the grass root level.

The scope and possibilities of convergence will be acogrth the need of the community and its
institutions. The Model detail may be seen below:

6.3.3.13Mobilisation of the Differently Abled:
Poverty is both a cause and consequence of disability. Majority of people with disakiind their
situation affects their chances of going to school, working for a living, enjoying family life, and
participating as equals in social life. This in turn leads to increased economic and social vulnerability and
exclusion. This exclusion efts not only the individual, but the entire family as well. For example, caring
for the disabled is usually unequally shared and most often falls on female family members. Caring for a
child with a severe disability further increases the workload of woriding in extreme poverty, and
takes valuable time away from the daily struggle to make a living. More often than not, families of
persons with disabilities are amongst the poorest of the poor. Poor people with disabilities are thus
caught in a vicious cle of poverty and disability, each being both a cause and a consequence of the
other.
A large proportion of disability is preventable and is linked to poverty and lack of access to basic health

and nutrition. Thus, a strong focus on poverty alleviatiod anman development could lead to a general
improvement in living conditions of the poor, which in turn, could in itself prevent prevalence of
disability. However, specific steps are still required, not only for prevention, but also to ensure that



