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Abstract 

Using the village amenities data from the 2011 census this paper highlights 

the inequality in the availability of health care facilities – public and private – across 

villages in Bihar. The data available through the 2011 population census suggest that 

the total number of health care facilities in the rural areas of the state is higher than 

the total number of inhabited villages in the state but the available health care 

facilities are concentrated in selected villages only so that there is no health care 

facility of any type in almost two-third villages of the state. This means that a high 

degree of the spatial inequality in the distribution of the health care facilities across 

villages of the state is largely because of the concentration of health care facilities in 

selected villages and not because of the lack of the availability of health care 

facilities. The inequality in the availability of any health care facility by population 

size is best reflected in terms of the Lorenz curve which suggests that the Gini 

coefficient of concentration of the distribution of any health care facility by 

population size is around 0.363 and is higher in case of public health care facilities 

(0.426) as compared to private health care facilities (0.305). The analysis suggests 

that if it can be ensured that there is only one public health care facility in one 

village, then the spatial inequality in the distribution of health care facilities across 

villages can be reduced substantially. At the same time, regulating the establishment 

of the private health care facilities in the rural areas may lead to a drastic reduction in 

the spatial inequality in the availability of health care facilities across villages. The 

analysis calls for a spatial approach, especially for establishing public health care 

facilities to reduce the observed spatial inequality in the availability of health care 

facilities across villages. It must be ensured that more than one public health facilities 

are established in any village of the state.   

 

Introduction  

Utilisation of health care facilities that prevent and treat diseases is one of the key 

determinants of the health status of the people. The use of health care facilities, in turn, depends upon 

the access to health care facilities which is a function of the availability of health care facilities. 

People may not be able to access health care facilities because either health care facilities are not 

available or there is difficulty in physical access or people are financially constrained to pay for health 

care (WHO, 2008). This means that the access to health care facilities has, among others, a spatial 

theme also. The spatial distribution of health infrastructure at a sub-national level attracts considerable 

policy interest with relevance for health inequalities, health care planning, and resource allocation. If 

the access to a health care facility is poor, then the use of health care services available at the facility 

is bound to be poor. This implies that the spatial inequality in the availability of health care facilities 

may influence the spatial inequality in the access and the use of health care services and hence spatial 

inequality in the health of the people. However, systematic evidence on spatial inequalities in the 

distribution of health care facilities is still relatively scarce, although there is a growing body of 

literature which highlights the importance of addressing the spatial inequalities in the distribution of 
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health care facilities in reducing the spatial inequalities in the access and use of health care facilities 

and in the health of the people (Kanbur, Venables and Wan, 2006). 

Report on the Health Survey and Development Committee, commonly referred to as the 

Bhore Committee Report, 1946, has been a landmark report for India, from which the current health 

policy and systems have evolved (Ma S, Sood N. A, 2008). The recommendation for three-tiered 

health-care system to provide preventive and curative health care in rural and urban areas became the 

principles on which the current public health-care systems were founded. This was done to ensure that 

access to primary care is independent of individual socioeconomic conditions. However, lack of 

capacity of public health systems to provide access to quality care resulted in a simultaneous 

evolution of the private health-care systems with a constant and gradual expansion of private health-

care services (Peters DH, Rao KS, Fryatt R, 2003). India has a vast health care system, but there 

remain many differences in quality between rural and urban areas as well as between public and 

private health care. The health care system in India is primarily administered by the states. State 

governments provide healthcare services and health education, while the central government offers 

administrative and technical services. 

 

Health Care Facilities in India 

India has both public and private health care facilities. Public health care facilities are 

established and managed by the government out of its budgetary resources. In the rural areas of the 

country, population based norms have been adopted for establishing public health care facilities 

(Government of India, 2015). The lowest public health care facility in the rural areas of the country is 

the Sub-Centre (SC) which is established on the basis of the norm of one SC for every 5 thousand 

population in plain areas and for every 3 thousand population in hilly/tribal and difficult areas. 

Besides the SC, there is a primary health centre (PHC) is established following the norm of one PHC 

for every 30 thousand population in plain areas and 20 thousand population in hilly/tribal/difficult 

areas. In other words, there should be one PHC for every 6 SCs. Similarly, there is one community 

health centre (CHC) for every 120 thousand population in plain areas and 80 thousand population in 

hilly/tribal/difficult areas which means that there should be one CHC for every 4-5 PHCs 

(Government of India, 2015). There are hierarchical linkages between the three types of public health 

care facilities in the rural areas so that the entire rural population of the country is covered by the 

network of CHCs, PHCs and SCs. 

One implication of adopting the population based norms for establishing public health care 

facilities in the rural areas is that many rural habitations, especially small ones, have no public health 

care facility. According to India’s 2011 population census, there were 5,97,483 inhabited villages of 

varying population size in the country which implies that the population of a village in the country, on 

average, was 1395 at the 2011 population census. This means, that there is, on average, SC for every 

4-5 villages, one PHC for every 14-22 villages and one CHC for every 90-100 villages. This 

essentially means that in most of the villages, there is no public health care facility and people living 

in these villages have to travel a distance to access public health care facilities. This also means that 

the health care needs of the people living in villages without any public health care facility, are met, 

largely, by the private health care services providers. There are, however, not many studies that have 

analysed the spatial distribution of health care facilities in the rural areas of the country (Aggarwal, 

2003; Akhtar and Khan, 1993; Hodgson and Valadares, 1983; Massam, Askew and Singh, 1987; Saini 

and Kaur, 2015; Yadav and Prasad, 2002).These studies have highlighted the availability, 

functionality and hierarchical ordering of health care facilities in different states of the country and the 

relationship of the access and use of health care services with the social structure of the population. 

Most of these studies are however small-scale studies. For example, Saini and Kaur (2015) have 

analysed the spatial distribution of health care facilities in one region of the state of Punjab whereas 

Aggarwal (2003) has analysed the level of health amenities in the tribal areas of two sub-districts of 

Rajasthan. There is no study which has analysed the spatial distribution of health care facilities - 

public or private - in either rural or urban areas at the state or national level. As such, the current 

understanding of the availability and access to health care facilities at the local level is extremely 

limited. 
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Bihar is the third most populous State in India according to the 2011 population census. It has 

a population density of 880 persons per sq. km. and has recorded the highest decadal population 

growth during the nineties. Around 40% of population is below poverty line. The major health and 

demographic indicators of the State like infant mortality rate, maternal mortality ratio, total fertility 

rate, etc. are substantially higher than the all India average and reflect the poor health status of the 

people of the State. Bihar ranks 35
th  

in the country based on the indicators primarily related to 

primary health care infrastructure and reproductive and child health care, (DLHS 2002-04). There are 

substantial gaps in health sector infrastructure and essential health requirements in terms of 

manpower, equipment, drugs and consumables in primary health care institutions. The State has a 

shortage of 1210 sub-centres, 13 primary health centres, and 389 community health centres. As per 

the 11
th
 Plan approach paper of Government of Bihar, there is only one sub-centre for 10,000 

population. However, according to the national norms there should be at least one sub-centre for 5000 

population. Moreover, Bihar has one Primary Health Centre for one lakh population whereas there 

should ideally be one PHC for every 30,000 population. There is a drastic decline in the share of 

public health facilities in treatment of non-hospitalized ailments in both rural and urban areas. In 

Bihar, there are substantial gaps in sub-centers, primary health centers, and a very large gap in 

community health centers along with shortage of manpower, drugs and equipments necessary for 

Primary Health Care and woefully inadequate training facilities (Government of India, 2007).  

The above considerations provide the rationale for the present paper which analyses the 

spatial distribution of health care facilities-public and private in the rural areas of Bihar. According to 

the 2011 population census, the rural population of Bihar was around 92.3 million which was 

distributed across 39,073 inhabited villages of varying population size. More specifically the present 

paper has the following objectives: 

1. Study the inter-district variations in the distribution of health care facilities in the rural areas 

of the state.  

2. Analyse the spatial inequality in the availability of public and private health care facilities 

across the villages of the state. 

 

Data and Methodology 

 The only source of information about the availability of health care facilities at the village 

level is the District Census Hand Book (DCHB) which is published by the Registrar General and 

Census Commissioner of India after every population census since 1951. The DCHB contains both 

census and non-census data. The census data included in DCHB is related to the demographic and 

socio-economic characteristics of population at the village level in the rural areas and town and 

municipal ward level in the urban areas. On the other hand, the non-census data included in DCHB is 

related to the availability of various infrastructure facilities in villages in the rural areas and towns in 

the urban areas including health care facilities. The health care facilities included in DCHB are first 

classified into public and private health care facilities. Public health care facilities are further 

classified into the following nine categories: 

1. Community Health Centre (CHC) 

2. Primary Health Centre (PHC) 

3. Health Sub Centre (SC) 

4. Mother and Child Welfare Centre (MCWC) 

5. Tuberculosis Clinic (TBC) 

6. Hospital Allopathic Medicine 

7. Hospital Other Medicines 

8. Dispensary 

9. Family Welfare Centre 

 

On the other hand, private or non-government health care facilities are classified into the 

following five categories: 

1. Non-government facility with out-Patient services only 
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2. Non-government facility with both in and out-Patient services 

3. Charitable non-government facility 

4. Medical shop 

5. Other facilities 

 

The criteria adopted at the population census for categorizing a heath care facility into one of 

the 14 categories described above is given in the appendix. 

 

Availability of Health Care Facilities in Villages of Bihar 

According to the 2011 population census, there were 45,322 health care facilities – 22,266 

public and 24,056 private - in the rural areas of Bihar which were distributed across 39,073 inhabited 

villages (Table 1). This means that there were, on average, 119 health care facilities - public as well as 

private - available for every 100 inhabited villages in the state at the time of 2011 population census. 

There were, on average, 57 public health care facilities for every 100 villages whereas there were, on 

average, 62 private health care facilities for every 100 villages in the state. The availability of health 

care facilities, on average, varies by the size of the village. In village with population less than 1000, 

the availability of any health care facility was 106 per 100 villages compared to 151 per 100 villages 

in villages with at least 5000 population. In fact, availability of any health care facility in villages with 

at least 10 thousand population is 11 times more than that in villages with less than 500 population 

(Table 2). The inequality in the availability of any health care facility by population size is best 

reflected in terms of the Lorenz curve (Figure 1) which suggests that the Gini coefficient of 

concentration (Shryock and Siegel, 1976) of the distribution of any health care facility by population 

size is around 0.363 and is higher in case of public health care facilities (0.426) as compared to 

private health care facilities (0.305). When medicine shop and other private health care facility are 

excluded, the spatial inequality in the inter-village distribution of private health care facilities 

decreases further with a Gini concentration coefficient of 0.262. 

Although, total number of health care facilities – public or private – in the rural areas is found 

to be more than the total number of inhabited villages in the state, yet there were 25,909 (66 percent) 

villages in the state where there was no health care facility of any type. This means that in many 

villages of the state, there was more than one health care facility. Table 3 indicates that in 9,169 (23 

percent) villages of the state, there was more than one health care facility. There were 30,367 (77.7 

percent) villages where there was no public health care facility whereas there were more than one 

public health care facilities in 5,101 (13 percent) villages. On the other hand, there was no private 

health care facility in 31,266 (80 percent) villages but more than one health care facility in 4,921 

(percent) villages. If medicine shops and other health care facilities are excluded, then there was no 

private health care facility in 36,924 (94.5 percent) villages whereas there was more than one private 

health care facility in 1,598 (4.1 percent) villages. This means that 46,322 health care facilities in the 

rural areas of the state enumerated at the 2011 population census were concentrated in only 13,164 

villages (33 percent) - 22,266 public health care facilities were concentrated in only 8,706 villages 

whereas 24,056 private health care facilities were concentrated in only 7,807 villages. If medicine 

shops and other facilities are excluded then 7,892 private health care facilities were concentrated in 

only 2,149 (5.5 percent) villages of the state. 

More specifically, there are 24 villages in the state where at least 7 public health care facilities 

were available whereas 6 public heath care facilities in 767 villages, 5 public health care facilities in 

822 villages, 4 public health care facilities in 253 villages, 3 public health care facilities in 2,299 

villages and 2 public health care facilities were available in 936 villages. If it can be ensured that only 

one public health care facility, irrespective of the type of facility, is located in one village, then one 

public health care facility can be made available in 22,266 (57 percent) villages which means that, on 

average, there will be one public health care facility for every two villages in the state. In other words, 

a relocation of the already existing public health care facilities in the rural areas of the state can lead 

to a substantial reduction in the spatial inequality in the availability of public health facilities across 

villages which may lead to a substantially improvement in the physical access to public health care 

facilities which is an essential requirement for increasing the use services available at the public 
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health care facilities. It is very much evident from table 3 that by adopting a spatial approach to 

locating public health care facilities, a significant improvement in the physical access to public health 

care facilities can be achieved in the state. 

Similarly, there were 31,266 (80 percent) villages where there was no private health care 

facility whereas in 1,390 villages, at least five private health care facilities were available which 

means that like the public health care facilities, the distribution of private health care facilities across 

villages is also highly unequal (Table 3). Moreover, the concentration of private health care facilities 

also increases with the increase in the village population size. Establishment of private health care 

facilities, it may be pointed out, is not based on any population-based norm as is the case with public 

health care facilities. Private health care facilities are established primarily by economic 

considerations so that they are concentrated primarily in large villages than in small villages.  

 

Inter-district Variation in the Distribution of Health Care Facilities across Villages 

 The distribution of health care facilities across villages is different in different districts of the 

state (Table 4). There are three districts - Banka, Rohtas and Jamui - where there was no health care 

facility in more than 80 percent villages in the district whereas in four districts - Khagaria, Sheohar, 

Madhubani and Purba Champaran - at least one health care facility was available in more than 50 

percent villages with at least one health care facility in more than 65 percent villages in district 

Khagaria. This is in quite contrast to district Jamui where there was no public health care facility in 

more than 90 percent villages of the district. It is also clear from table 4 that in most of the districts of 

the state, no public health care facility was available in more than 70 percent villages.  

The inter-district variation in the availability of private health care facilities in villages is also 

quite marked. In district Purnia, more than 99 percent villages had no private health care facility 

whereas this proportion was less than 45 percent in district Sheohar. It is also evident from table 4 that 

in 19 districts, there was no private health care facility in more than 80 percent villages. If medicine 

shop and other facilities are excluded then there was no private health care facility was available in 

more than 80 percent of villages in all districts of the state. 

In general, number of health care facilities in the rural areas is more than the number of 

inhabited villages in most of the districts of the state (Table 5). There are only 11 districts where the 

total number of health care facilities – public or private - in the rural areas of the district was less than 

the total number of inhabited villages in the district. On the other hand, there are only seven districts 

where total number of public health care facilities in the rural areas was more than the total number of 

inhabited villages in the district. Similarly, there were only 6 districts where total number of private 

health care facilities was more than the total number of villages in the district. However, if medicine 

shop and other facilities are excluded, then there is no district in the state where the number of private 

health care facilities in the rural areas was more than the number of villages in the district. 

The concentration of health care facilities – public or private – in a few villages also varies 

widely across districts. This concentration is the highest in district Khagaria but the lowest in district 

Purnia. In case of public health care facilities, the concentration is the highest in district Saran but the 

lowest in district Purnia whereas in case of private health care facilities, the concentration is the 

highest in district Purnia but the lowest in district Saran. It is obvious from table 5 that if the public 

health care facilities in the districts are re-located on the principle of at the most one public health care 

facility in one village, then the inter-village or spatial inequality in the availability of public health 

care facilities can be substantially reduce in all the districts of the state. The importance of adopting a 

spatial approach to locating public health care facilities is very much obvious from the analysis. In all 

districts of the state, there are villages where at least five of the seven public health care facilities were 

found to be located in the same village whereas no public health care facility was available in majority 

of the villages in the district. If it is ensured that there is only one public health care facility in one 

village, then there will be at least one public health care facility in all villages of seven districts of the 

state - Khagaria, Lakhisarai, Madhepura, Purba Champaran, Samastipur, Sheikhpura and Sitamarhi. 

Moreover, in district Khagaria, nearly all villages will have almost two public health care facilities.   
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Conclusions 

 The present analysis highlights the inequality in the availability of health care facilities- 

public and private – across villages in Bihar. The data available through the 2011 population census 

suggest that the total number of health care facilities in the rural areas of the state is higher than the 

total number of inhabited villages in the state but the available health care facilities are concentrated 

in selected villages only so that there is no health care facility of any type in almost two-third villages 

of the state. This means that a high degree of the spatial inequality in the distribution of the health 

care facilities across villages of the state is largely because of the concentration of health care 

facilities in selected villages and not because of the lack of the availability of health care facilities. 

The analysis suggests that if it can be ensured that there is only one public health care facility in one 

village, then the spatial inequality in the distribution of health care facilities across villages can be 

reduced substantially. At the same time, regulating the establishment of the private health care 

facilities in the rural areas may lead to a drastic reduction in the spatial inequality in the availability of 

health care facilities across villages. The analysis calls for a spatial approach, especially for 

establishing public health care facilities to reduce the observed spatial inequality in the availability of 

health care facilities across villages. It must be ensured that more than one public health facilities are 

established in any village of the state.   

 

Ethical Approval 

This paper is based on the secondary data set with no identifiable information on the census 

enumeration participants and hence no question of human subject violation. 
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Table 1: Health care facilities in villages of Bihar, 2011 

Health care 

facility 

All 

villages 

Villages with population 

<500 500-999 1000-1999 2000-4999 5000-9999 ≥10000 

Number % Number % Number % Number % Number % Number % 

Public health 

care facilities 
22266 1097 4.9 1722 7.7 3698 16.6 7952 35.7 4925 22.1 2872 12.9 

CHC 40 0 
 

0 
 

1 2.5 4 10.0 17 42.5 18 45.0 

PHC 1298 35 2.7 63 4.9 162 12.5 427 32.9 323 24.9 288 22.2 

HSC 8398 398 4.7 657 7.8 1496 17.8 2193 26.1 1826 21.7 828 9.9 

MWC 4869 250 5.1 374 7.7 809 16.6 1734 35.6 1084 22.3 618 12.7 

TBC 1792 104 5.8 150 8.4 279 15.6 586 32.7 366 20.4 307 17.1 

Dispensary 1462 85 5.8 129 8.8 226 15.5 465 31.8 324 22.2 233 15.9 

FWC 4407 225 5.1 349 7.9 725 16.5 1543 35.0 985 22.4 580 13.2 

Private health 

care facilities 
24056 2107 8.8 2806 11.7 4610 19.2 7342 30.5 4275 17.8 2976 12.4 

Out-patient 

only 
3652 296 8.1 389 10.7 639 17.5 1217 33.3 608 16.6 503 13.8 

In- and out- 

patient 
2479 290 11.7 337 13.6 524 21.1 732 29.5 381 15.4 275 11.1 

Charity 1761 199 11.3 279 15.8 413 23.5 482 27.4 216 12.3 172 9.8 

Medical shop 13140 902 6.9 1278 9.7 2339 17.8 4146 31.6 2670 20.3 1805 13.7 

Others 3024 420 13.9 523 17.3 695 23.0 765 25.3 400 13.2 221 7.3 

All health care 

facilities 
46322 3204 6.9 4528 9.8 8308 17.9 15294 33.0 9200 19.9 5848 12.6 

Total inhabited 

villages 
39073 6988 17.9 7536 19.3 10076 25.8 10128 25.9 3216 8.2 1129 2.9 

Facilities per 

village              

Public 0.57 0.16 
 

0.23 
 

0.37 
 

0.79 
 

1.53 
 

2.54 
 

Private 0.62 0.30 
 

0.37 
 

0.46 
 

0.72 
 

1.33 
 

2.64 
 

All 1.19 0.46 
 

0.60 
 

0.82 
 

1.51 
 

2.86 
 

5.18 
 

Source:  Author’s Calculation based on DCHB data, Census 2011. 

 

Table 2: Distribution of health care facilities by the population of the village, Bihar, 2011 

Population 

Number 

of 

villages 

Type of health care facilities 

All Public Private 

Private excluding 

medical shop and 

others 

Number % Number % Number % Number % 

<500 6988 3204 6.9 1097 4.9 2107 8.8 785 9.9 

500-999 7536 4528 9.8 1722 7.7 2806 11.6 1005 12.7 

1000-1999 10076 8308 17.9 3698 16.6 4610 19.2 1576 20.0 

2000-2999 5360 6815 14.7 3412 15.3 3403 14.2 1147 14.5 

3000-3999 3027 4967 10.7 2609 11.7 2358 9.8 786 10.0 

4000-4999 1741 3512 7.6 1931 8.7 1581 6.6 898 6.3 

5000-5999 1180 2769 6.0 1486 6.7 1283 5.3 382 4.8 

6000-6999 820 2397 5.2 1297 5.8 1100 4.6 293 3.7 

7000-7999 522 1480 3.2 867 3.9 613 2.6 174 2.2 

8000-8999 404 1425 3.1 710 3.2 715 3.0 192 2.4 
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9000-10000 290 1129 2.4 565 2.5 564 2.3 164 2.1 

≥ 10000 1129 5788 12.5 2872 12.9 2916 12.1 890 11.3 

Total 39073 46322 100.0 22266 100.0 24056 100.0 7892 100.0 

Source:  Author’s Calculation based on DCHB data, Census 2011. 

 

Table 3: Distribution of villages by the number of health care facilities, Bihar, 2011 

Number of health care 

facilities in the village 

Type of health care facilities 

All Public Private 

Private excluding 

medical shop and 

others 

Number % Number % Number % Number % 

No health care facility 25909 66.3 30367 77.7 31266 80.0 36924 94.5 

1 health care facility 3995 10.2 3605 9.2 2886 7.4 551 1.4 

2 health care facilities 2281 5.8 936 2.4 1941 5.0 473 1.2 

3 health care facilities 2178 5.6 2299 5.9 684 1.8 197 0.5 

4 health care facilities 1246 3.2 253 0.6 906 2.3 232 0.6 

5 health care facilities 947 2.4 822 2.1 274 0.7 111 0.3 

6 health care facilities 908 2.3 767 2.0 274 0.7 407 1.0 

≥ 6 health care facilities 1609 4.1 24 0.1 842 2.2 178 0.5 

Total inhabited villages 39073 100.0 39073 100.0 39073 100.0 39073 100.0 

  Source:  Author’s Calculation based on DCHB data, Census 2011. 

 

Table 4: Villages without health care facility in districts of Bihar, 2011 

District 

Proportion (Per cent) of villages without health facility 
Number 

of villages All Public Private 
Private excluding medicine 

shop and others 

Araria 66.2 80.9 76.1 93.2 716 

Arwal 66.6 76.3 79.9 95.3 299 

Aurangabad 75.6 83.1 89.5 96.2 1742 

Banka 80.7 89.2 88.8 97.3 1702 

Begusarai 64.3 76.2 82.4 97.6 694 

Bhagalpur 70.6 77.6 87.4 94.5 966 

Bhojpur 63.6 75.3 79.7 92.3 997 

Buxar 69.1 72.2 91.7 97.7 835 

Darbhanga 56.9 74.5 71.6 92.2 1069 

Gaya 76.7 82.7 90.6 96.6 2682 

Gopalganj 73.8 87.9 81.7 96.3 1395 

Jamui 86.7 90.8 92.5 98.3 1324 

Jehanabad 71.3 78.6 85.8 98.7 541 

Kaimur (Bhabua) 77.9 83.5 87.4 98.1 1337 

Katihar 73.6 81.9 85.7 96.7 1306 

Khagaria 34.7 44.9 60.0 82.4 245 

Kishanganj 73.4 85.7 83.7 96.2 732 

Lakhisarai 58.8 67.4 80.4 97.0 362 

Madhepura 52.9 61.6 74.2 95.0 380 

Madhubani 47.8 65.4 60.9 91.2 1040 

Munger 68.9 76.8 88.2 97.4 534 

Muzaffarpur 57.4 79.5 67.7 89.2 1719 

Nalanda 55.4 66.7 76.4 89.4 1003 

Nawada 67.0 75.8 68.4 93.5 955 
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Pashchim Champaran 60.9 70.8 80.4 94.5 1365 

Patna 62.0 78.6 75.3 86.9 1264 

Purba Champaran 47.9 63.5 69.6 93.8 1252 

Purnia 79.6 80.3 99.0 99.7 1113 

Rohtas 81.9 88.4 91.3 96.0 1717 

Saharsa 57.5 69.0 72.8 97.3 445 

Samastipur 53.9 69.4 70.1 95.7 1129 

Saran 58.0 81.0 65.7 91.5 1570 

Sheikhpura 60.2 62.8 89.3 93.9 261 

Sheohar 36.6 67.0 43.5 88.0 191 

Sitamarhi 55.1 67.5 70.5 95.8 808 

Siwan 55.6 69.2 75.9 92.3 1435 

Supaul 63.3 71.5 84.8 95.4 526 

Vaishali 56.7 78.0 66.5 90.7 1422 

Bihar 66.3 77.7 80.0 94.5 39073 

Source:  Author’s Calculation based on DCHB data, Census 2011. 

 

Table 5: Village level health care facilities in districts of Bihar, 2011 

District 

Number of health care facilities 
Number 

of villages All Public Private 
Private without medicine shop 

and others 

Araria 1097 492 605 133 716 

Arwal 453 267 186 51 299 

Aurangabad 2130 1458 672 289 1742 

Banka 1023 485 538 191 1702 

Begusarai 892 574 318 69 694 

Bhagalpur 1137 781 356 144 966 

Bhojpur 1227 654 573 262 997 

Buxar 596 410 186 71 835 

Darbhanga 1574 489 1085 343 1069 

Gaya 1592 858 734 269 2682 

Gopalganj 1274 492 782 175 1395 

Jamui 520 287 233 54 1324 

Jehanabad 648 409 239 21 541 

Kaimur (Bhabua) 1251 781 470 102 1337 

Katihar 1023 384 639 179 1306 

Khagaria 795 467 328 127 245 

Kishanganj 712 313 399 118 732 

Lakhisarai 524 371 153 30 362 

Madhepura 695 390 305 100 380 

Madhubani 1891 709 1182 309 1040 

Munger 383 204 179 47 534 

Muzaffarpur 2097 630 1467 436 1719 

Nalanda 1182 524 658 287 1003 

Nawada 1508 784 724 289 955 

Pashchim Champaran 1695 836 859 299 1365 

Patna 2387 786 1601 958 1264 

Purba Champaran 2396 1339 1057 240 1252 

Purnia 325 299 26 10 1113 

Rohtas 1328 810 518 211 1717 

Saharsa 639 195 444 44 445 
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Samastipur 2113 1147 966 183 1129 

Saran 1975 457 1518 538 1570 

Sheikhpura 487 336 151 100 261 

Sheohar 337 86 251 53 191 

Sitamarhi 1722 900 822 129 808 

Siwan 1767 711 1056 445 1435 

Supaul 703 422 281 82 526 

Vaishali 2224 729 1495 504 1422 

Bihar 46322 22266 24056 7892 39073 

      Source:  Author’s Calculation based on DCHB data, Census 2011. 

 

 

Table 6: Village level health care facilities in districts of Bihar, 2011 

District 

Number of facilities per village Number 

of 

villages All Public Private 
Private without medicine 

shop and others 

Araria 1.53 0.69 0.84 0.19 716 

Arwal 1.52 0.89 0.62 0.17 299 

Aurangabad 1.22 0.84 0.39 0.17 1742 

Banka 0.60 0.28 0.32 0.11 1702 

Begusarai 1.29 0.83 0.46 0.10 694 

Bhagalpur 1.18 0.81 0.37 0.15 966 

Bhojpur 1.23 0.66 0.57 0.26 997 

Buxar 0.71 0.49 0.22 0.09 835 

Darbhanga 1.47 0.46 1.01 0.32 1069 

Gaya 0.59 0.32 0.27 0.10 2682 

Gopalganj 0.91 0.35 0.56 0.13 1395 

Jamui 0.39 0.22 0.18 0.04 1324 

Jehanabad 1.20 0.76 0.44 0.04 541 

Kaimur (Bhabua) 0.94 0.58 0.35 0.08 1337 

Katihar 0.78 0.29 0.49 0.14 1306 

Khagaria 3.24 1.91 1.34 0.52 245 

Kishanganj 0.97 0.43 0.55 0.16 732 

Lakhisarai 1.45 1.02 0.42 0.08 362 

Madhepura 1.83 1.03 0.80 0.26 380 

Madhubani 1.82 0.68 1.14 0.30 1040 

Munger 0.72 0.38 0.34 0.09 534 

Muzaffarpur 1.22 0.37 0.85 0.25 1719 

Nalanda 1.18 0.52 0.66 0.29 1003 

Nawada 1.58 0.82 0.76 0.30 955 

Pashchim Champaran 1.24 0.61 0.63 0.22 1365 

Patna 1.89 0.62 1.27 0.76 1264 

Purba Champaran 1.91 1.07 0.84 0.19 1252 

Purnia 0.29 0.27 0.02 0.01 1113 

Rohtas 0.77 0.47 0.30 0.12 1717 

Saharsa 1.44 0.44 1.00 0.10 445 

Samastipur 1.87 1.02 0.86 0.16 1129 

Saran 1.26 0.29 0.97 0.34 1570 

Sheikhpura 1.87 1.29 0.58 0.38 261 

Sheohar 1.76 0.45 1.31 0.28 191 

Sitamarhi 2.13 1.11 1.02 0.16 808 
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Siwan 1.23 0.50 0.74 0.31 1435 

Supaul 1.34 0.80 0.53 0.16 526 

Vaishali 1.56 0.51 1.05 0.35 1422 

Bihar 1.19 0.57 0.62 0.20 39073 

      Source:  Author’s Calculation based on DCHB data, Census 2011. 

 

Table 7: Distribution of villages by the number of public health care facilities, Bihar, 2011  

District 
Number of public health care facilities in the village 

0 1 2 3 4 5 6 7 

Araria 579 6 0 98 4 0 27 2 

Arwal 228 2 0 39 4 24 2 0 

Aurangabad 1448 16 2 3 1 207 65 0 

Banka 1518 93 10 2 35 39 4 1 

Begusarai 529 2 0 134 2 1 25 1 

Bhagalpur 750 12 6 131 17 5 44 1 

Bhojpur 751 132 19 1 2 79 13 0 

Buxar 603 179 12 4 1 27 7 2 

Darbhanga 796 199 25 4 2 38 5 0 

Gaya 2218 358 18 11 4 23 50 0 

Gopalganj 1226 25 2 121 10 7 3 1 

Jamui 1202 80 7 3 3 2 27 0 

Jehanabad 425 5 2 84 1 1 22 1 

Kaimur (Bhabua) 1116 6 5 134 36 21 19 0 

Katihar 1070 193 12 4 2 4 20 1 

Khagaria 110 4 0 101 10 0 20 0 

Kishanganj 627 14 2 72 7 9 1 0 

Lakhisarai 244 12 0 87 1 14 4 0 

Madhepura 234 4 109 2 1 22 8 0 

Madhubani 680 253 39 9 3 0 53 3 

Munger 410 94 6 13 1 6 3 1 

Muzaffarpur 1366 237 18 67 6 18 7 0 

Nalanda 669 276 14 3 0 36 4 1 

Nawada 724 18 0 146 12 51 3 1 

Pashchim Champaran 967 135 194 19 3 39 7 1 

Patna 993 152 15 6 1 0 97 0 

Purba Champaran 795 65 13 317 21 33 8 0 

Purnia 894 196 5 0 0 15 3 0 

Rohtas 1518 15 4 87 13 7 72 1 

Saharsa 307 122 1 4 0 7 4 0 

Samastipur 784 23 0 250 29 1 41 1 

Saran 1271 237 25 10 3 18 4 2 

Sheikhpura 164 3 0 77 0 0 17 0 

Sheohar 128 56 2 0 0 4 1 0 

Sitamarhi 545 11 5 198 5 0 43 1 

Siwan 993 334 48 15 2 30 13 0 

Supaul 376 4 94 25 3 3 19 2 

Vaishali 1109 32 222 18 8 31 2 0 

Bihar 30367 3605 936 2299 253 822 767 24 

        Source:  Author’s Calculation based on DCHB data, Census 2011. 
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Figure 1: Lorenz curve of the distribution of health care facilities across villages in Bihar. 

 

 
 

Appendix 

Definition  

Health Care Facilities adopted at the 2011 Population Census   

1. Hospital-Allopathic (HA) and Hospital-Alternative Medicine (HM). A hospital is an institution, 

where sick or injured are given medical or surgical care. Bed strength differs from hospital to 

hospital ranging from 31 to 500 depending upon whether these are sub-district, sub-divisional or 

district hospitals.  If there are hospitals providing facilities under different systems of medicines 

such as, Allopathy, Ayurveda, Unani and Homeopathy etc., these details are given separately. 

(a) Allopathy. The system of medical practice, which treats disease by the use of remedies which 

produce effects different from those produced by the disease under treatment.  

(b) Ayurveda. Ayurveda means ‘Science of life’. The philosophy of Ayurveda is based on the theory 

of Pancha Mahabhootas (Five elements) of which all the objects and living bodies are 

composed of. The combinations of these five elements are represented in the form of 

Tridosha: Vata, Pitta and Kapha. These three ‘doshas’ are physiological entities of 

living beings. Ayurveda developed into eight distinct specialities, i.e., Internal 

Medicine, Paediatrics, Psychiatry, Eye and ENT, Surgery, Toxicology, Geriatrics and 

Science of virility. Two types of treatments, Preventive and Curative, are given in 

Ayurveda.   

(c) Unani. Treatment of Unani consists of three components, namely, preventive, promotive and 

curative. Unani system of medicine has been found to be efficacious in conditions 

like Rheumatic Arthritis. Jaundice, Filarisis, Eczema, Sinusitis and Bronchial 

Asthma. For the prevention of the disease and promotion of health, the Unani System 

emphasizes six essentials: pure air, food and water, physical movement and rest, 

psychic movement and rest, sleep and wakefulness and retention of useful materials 

and evacuation of waste materials from the body.  

(d) Homoeopathy. Treatment in Homoeopathy, which is holistic in nature, focuses on an individual’s 

response to a specific environment. Homoeopathic medicines are prepared mainly 

from natural substances such as plant products, minerals and animal sources. 

Homoeopathic medicines do not have any toxic, poisonous or side effects. 

Homoeopathic treatment is economical as well and has a very broad public 
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acceptance.  

2. Community Health Centre (CHC). A Community Health Centre is designed to provide referral 

health care for cases from PHC and those in need of specialist health care approaching the CHC 

directly. 4 PHCs are included under each CHC thus catering approximately 80,000 populations 

in tribal/hilly areas and 1, 20,000 populations for plain areas. CHC is a 30- bedded hospital 

providing specialist care in Medicine, Obstetrics and Gynaecology, Surgery and Paediatrics.  

3. Primary Health Centre (PHC). A Primary Health Centre is the first contact point between a 

village community and the Government medical officer. A PHC covers population of 20,000 in 

hilly, tribal or difficult areas and 30,000 populations in plain areas with 4-6 indoor/observation 

beds. It acts as a referral unit for 6 sub-centres.  It has a medical officer and para medical staff.  

4. Primary Health Sub-centre (PHS). A Primary Health Sub-centre is the first contact point 

between the primary health care system and the community. As per the population norms, one 

PHS is established for every 5,000 population in plain areas and 3,000 population in hilly/ tribal/ 

desert areas.  Each PHS has a sanctioned strength of one male and one female heath worker.   

5. Maternity and Child Welfare Centre (MCW). It provides pre-natal and post-natal services for 

both mother and child. The services include regular check-up of pregnant women, giving folic 

tablets, counseling, delivery, immunization of children with check-up etc.  

6. Tuberculosis Clinic (TBC). The diagnosis and treatment of Tuberculosis are functions of the 

general health services and hence it is a part and parcel of Primary Health Care. Specialized units 

such as the District Tuberculosis Centre (DTC) act as referral centres.  TB clinics are established 

by the Government of India under the National Tuberculosis Control Programme and 

implemented through a network of DTC. The DTC is the nodal point for TB control activities in 

the district and it also functions as a specialized referral centre. The functions of sub-district level 

Tuberculosis Unit (TU) are implementation, monitoring and supervision of TB control activities 

in its designated geographical areas.     

7. Health Centre (HC). Clinic where medicine and medical supplies are dispensed. It has no in-

patient facility. A clinic (or an outpatient clinic) is a small private or public health facility that is 

devoted to the care of outpatients, often in a community, in contrast to larger hospitals, which 

also treat inpatients.  

8. Dispensary (DI). Place where patients are treated and medicines provided but with no in-patient 

facility. Immunizations, MCH Services and sometimes pathological tests are carried out here. It 

may be of allopathic or any alternative medicine.  

9. Mobile Health Clinic (MHC). These are Mobile vans well equipped with a range of health 

services to villages located far away from the CHCs, PHCs or any public health sources. The 

vans visit villages on designated days to deliver the health care services. The services generally 

offered are OPD, antenatal and post-natal, B.P. examination, X-ray, ECG, Immunization, First 

Aid etc.     

10. Family Welfare Centre (FWC). Check-up and counselling is provided to the pregnant and 

married women regarding small family norm and devices for having a small family. Temporary 

and permanent contraceptive devices are provided here.   

11. Nursing Home (NH). A nursing home is a long-term care facility licensed by the state that offers 

24hour room and board and health care services including basic and skilled nursing care, 

rehabilitation and a full range of other therapies, treatments and programs to old and sick people. 

The difference between a hospital and a nursing home is that a nursing home gives importance to 

convalescence from a disease while a hospital gives medical treatment for the disease.  

12. Medicine Shop. A shop which sells drugs and medicines of any system of medicine viz. 

allopathic, homeopathic, ayurvedic or unani medicines, is considered as a medicine shop. 

Sometimes some shops and Paan shops also keep ordinary medicines, like Crocin, Burnol etc. 

These shops are not taken as medicine shops. 

 


