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PART I - SUMMARY AND RECOMMENDATIONS 

A. GRANTEE AND IMPLEMENTING AGENCY 

The Grantee will be the President of India. The imple
menting Agency will be the Ministry of Health & Family Welfare. 

B. GRANT 

The grant amount is expected to be $40 million, of which 
$23.7 million would be provided in FY 80, $9.4 million in FY 
81 and $6.9 million in FY 82. 

C. PURPOSE 

The purposes of the grant are to (1) improve access to 
health and family planning services that promote fertility and 
mortality reduction, and (2) improve and expand the services 
and support systems of the Government of India's (GOI) Model 
Health Plan. 

D. THE PROJECT 

The Project will assist the GOI implement its Model Plan 
for basic health and family planning services in 13 districts, 
selected on the basis of economic and health related "'-,ackward
ness" criteria, in five states (Maharashtra, (;ujarat, Punjab, 
Haryana and Himachal Pradesh). Project outputs will include 
(1) additional trained workers, (2) additional service facili-
ties and quarters constructed, (3) additional person-years of work, 
(4) improved and expanded services, (5) improved and expanded 
training support, (6) improved and expanded communications sup
port, (7) improved and expanded existing service facilities, and 
(8) improved and expanded management support. Project inputs 
i~clude technical and managerial skills of Indian institutions 
and Indian professionals and $64.75 million in financial input 
of which USAID would contribute $40 million. Due to the construc
tion component and time required for management systems develop
ment, a five year disbursement period will be necessary. 

E. OTHER DONORS 

World Bank, the United Nations Fund for Population Activi
ties (UNFPA), the Danish International Development Agency (DANIDA), 
and the British Overseas Development Agency (ODA) are financing 
or are in the process of concluding arrangements for financing, 
similar projects in 33 districts in seven states. The World 
Health Organization (WHO), U~ICEF (United Nations Childrens Fand), 
and the Norwegian Agency for Development (NORAD) are providing 
support for national level health and family planning programs. 
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F. DISCUSSION OF PROJECT ISSUES 

The principal issues raised by AID/WaBhington durJng the Project 
Identification Document (PID) review in June of 1979 were~ (a) the 
effectiveness of the community health volunteer (CHV) scheme und 
progress to date in project areas; (b) whether consc.ruction of 
facilities is necessary to improve CHV effectiveness; (c) ::he 
possibility of loan funding rather than grnnt funding; and (d) the 
inclusion of a laparoscope program and/or private and voluntary 
organizations (PVO' s) as part of the Project. IRsi..;es raised during the 
Project Paper (PP) design process (including the September 1~79 design 
team visit) included: (e) adequacy of the service packages and 
organfaation of care for effective fertility and mortality reduction; 
(f) use of the govemment system by women and children, particul'.lrly 
from poor families; (g) the adequacy of contraceptive supplies at PUC •s, 
subcenters, and in the village; (h) weaknesses in planning, evaluation) 
and training skills; (1) build:ing quality ond the use of local materials 
and labor to reduce construction costs; and (j) building maintenance. 
The status of project issues is as follows: 

a) The CHV scheme is effective for fertility and mortality 
reduction if it is an extension of an organized system 
of can~. It would be improved by having more females 
and improving the tra:ining programs. Ccinsiderable 
progress has been made in the :1mplement at ion of the 
scheme in all the states, except in I\rnj ab where no 
CHVs 1111 be uoed. (see Part III : A and B) 

b) Construction of facilities is necessary to improve CHV 
effectiveness ns the CHV's skjlls are limited and ~ust 
be supported by an organized system of care. (see Part 
III:A) An organized syst~n of care requir~s workspace 
with privacy, lighting and adcriuate ventilation. To 
attract and retain female wor:ken>. secure and private 
living space is necessary. (see Part I1: B2) 

c) The possibility of loan funding 'W.'1~> consi<l£,r-ed during 
project development. It \.:Bti felt thnt grant .:H;sistance 
was both appropriate and necer.:;ary. All otb~r b ilat er al 
assistance tc the Model Plan is also grant financed. 

d) A separate agreement for the supply of laparoscopes and the 
training of Indian obstetrician-gynecologists in laparoscopy 
has been reached. The program is now heing reviewed due 
to A. I .D. legal/administrative d lticu::;:, ion:~ about PD-70. 
The inclusion of private and voluntary organizations under this 
grant was discussed with the GOl and it was felt that this 
would unduly complicate project design. 
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e) The service packages and organization of care o..: the model 
plan are adequate to effectively reduce fertility and 
mortality although the mortality reduction potential might 
be improved if selected services were added to the system. 
(see Part III and Annex 1). 

f) The use of the government health system by women and children, 
particularly from poor families, may be less than desirable. 
(see Part III: F) • The project will monitor use of ser.-ices 
for these groups on a priority basis, (see Part II:B3) and 
will conduct research and/or innmrative activities if 
utilization is low. (see Part II:B3). 

g) A supply and resupply system exists that provides PHCs, subcenters 
and trained villagers with contraceptive supplies and 
equipment including IUDs, oral pills, condoms, diaphragms, 
and jellies (see Part II:A2). In the past, there have been 
supply problems, particularly at the remote units. At the 
present time, neither the GOI nor USAID can accurately 
say whicp specific contraceptive supplies and equipment are 
in short supply or out-of-stock relative to current or 
projected demand in different districts or groups (see 
Part III:B3). The adequacy of contraceptive supplies and 
equipment will be assessed during the baseline su~vey for 
each district and group (see Part IV:C). Sp~cial Qttention 
will be given to strengthen the prediction of contrac~ptive 
demand (see Part II:B3). By the end of the first year of 
project, critical contraceptive supply and equipment needs 
relative to current or projected demand will have been 
determined and plans made to make needed items available 
on a priority basis (see Part IV:B). By the end of th2 
second year of the project, supply and equipment system 
improvements will have occurre~ so that needed items are 
usually available. (see Part IV:B). 

h) Weaknesses in planning and evaluation skills will be improved 
during the project as will weaknesses in training. 
(see Part II:B3). 

i) Construction quality was assessed during project develop
ment and was found to be generally satisfactory. GOI 
policy is to use local materials to minimize costs. 
Contractors, registered by the states, u8e local labor in 
building construction. (see Part III :C). 
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j) Maintenance of public buildings is a general prob1em, 

but assurances have been given that buildings wifl be 

maintained adequately. (see Part III:C). 

G. BENEFICIARIES 

This Project will benefit the rural poor in economically 

disadvantaged districts with relatively poor health status. Ap

proximately 2.7 million families are expected to benefit from 

the Project at a cost to AID of $14.80 per family. 

H. STATUTORY CRITERIA 

The grant meets all applicable statutory criteria. A 

negative environmental determination was made at the time of the 

PID approval. 

I. RECOMMENDATION 

The Project is technically, financially, and socially 

sound and a grant of $40 million should be approved for the 

Project to be disbursed within five years from the date of the 

Project Agreement between the Government of the United States of 

America and the Gove~nment of India. Justification for a five 

year disbursement has been provided to Congress. 
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PART II - PROJECT BACKGROUND 6 01-:'l'AILEI> ugscHIP'l'lON 

A. BACKGROUND 

1. Demographic"' Fertil:ity and Health Situation 

a. Demographic S:J.tuation 

India, with a population now exceeding 650 million, is the second 
most populous country in the world. Since India gained Independence in 
1947. its population has almost doubled. Currently, it is growing at 
a rate of about 1. 91% per year, which is moderate in compar:f.son with 
the other. countries of the region: Bangladesh, 2. 4%; Ir au, 2. 6%; Nepal, 
2.6%; Pakistan, 3.0%; Sri Lanka, 2.0%; Thailand, 2.4% (all 1977 figures~. 
However, it is the magnitude of absolute growth -- presently about 
13 million a year -- together with a significant proportion of reople 
below the poverty line and pressu:re on resources which add to the 
problems of economic development in India. 

About 80% of the Indians are rural and live in over 575,000 
villages. The rate of urbanization is low--less than 2% per decade. 
Forty-one percent of the population is below the age of 15. World Bank 
projections show an expected range of population from 859 million to 
921 million by the year 2001. 

b. Fertility Situation 

The Crude Birth Rate (CBR) is estimated at 33.2 currently. However, 
there is considerable variation in birth rates by state. In general, 
states in the southern, western, and northwestern parts of the country 
have lower birth rates than those in the central and eastern regions. 
The birth rate varie~ from 25.2 in Kerala to 40.4 in Uttar Pradesh. 

The CBR in India has been dropping since the mid-1960' s. It is 
officially estimated that 22% of eligible couples were effectively 
protected in 1979. Key indirect indicators of declining fertility. such 
as age at marriage and female literacy, are also improving. 

c. Health Situation 

While India had an overall Crude Death Rate (CDR) of 14.l and an 
Infant Mortality Rate (IHR) of 129 in 1978. there is considerable 
variation within the country. Kcrala is, again, most outstanding.with 
a.CDR of 7.0 and an IMR of 56. Central region states such as Uttar 
Pradesh, Bihar and Madhya Pradesh have the highest death rates--for 
exar..ple, Uttar Pradesh has a CDR of 20 .2 and an IMR of 178. 
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India not only has much higher death rates but also a v~ry 
diff2rent distribution of deaths from a developed country. Fifty 
five per cent of all deaths are in children under five; 30% in 
children under age one year; and about 17% in children under one 
month of life. Ira the USA, about 2. 7"!. of u 11 dm1t:lw occur in the 

0-4 age groupJ Most deaths in the first month of life are due to 
tetanus, respiratory infections, septicemias, or to birth injuries. 
Most of the babies who die are low birth weight: Later on, diarrheas, 
measles. respiratory infections, diptheria, and whooping cough cause . 
most of the deaths. Many of these dying children are also malnourished. 

Although nati.ona.l data on mortality and morbidity of the rural poor 
is not readily available, indirect measures support the assumption 
that they suffer excessive amounts of death and disease. The rural 
CDR exceeds the urban CDR by 65% and the rural IMR exceeds the urban 
lMR by 74%. 

More detailed analysis of the demographic, health and nutrition 
conditions in India can be found in the FY 82 Country Develop:nent 
Strategy Statement for India (CDSS). 

2. GOI Policies and Programs 

a. History of Family Planning and Health Program in India. 

India has one of the oldest offjcially sponsored family planning 
programs in the world. Introduced in 1952 as an integral part of the 
country's economic and social development plan, the family planning 
program has made substantial progress. Over 31 million sterilizations 
and 8 million IUD insert ions have been perf onned, hes j des enrolli.ng 

over 3 million conventional contraceptive ( chit>f ly condom) users. 

Providing basic health care to all its cit :izens has been a major 
objective of the Indian Government ever since the country's Independence 
in 1947. Since then, the Government hns established an impressive 
n\,Jlllber of 5,400 primary health c~nters (one jn each development block 
covering a population 80 to 100,000) and some 40,000 subcenters (one 
for every 10-12,000 population) throughout the country. In addition, a 
vast array of hospitals, dispensaries, clinics and other medical 
facilities, includinf!, 106 modern medical collPP,f'R, have been set up 

during the same period. 

Yet there is room for improvement as there are significant 
differences in the availability of services and facilities between the 
rural and urban areas. It is estimated that nearly two-thirds of all 
inputs in the health field are currently deployed :tn the urban areas 
where only 20% of the population live. In the rural areas, it has been 
felt that the primary henlth centers and suhcenterr., whHe serving the 
population residing close by the centers, have not been sufficient to 
al1ow the majority of the population to benefit from their services. 
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b. Family Planning Policy 

S:fnce 1977 the family planning program in India has been guided 
by a comprehensive Population Policy (see Annex 1). Besides ruling 
out all forms of compulsion or coercion 1n the field of family 
planning, the following approaches have been emphasized: {a) promotion 
of all methods of contraception with equal emphasi8 so that each family 
may choose the method most appropriate to it; (b) integration of family 
planning with basic health services, particularly for mothers and 
children, into a "family welfare" program; (c) direction of the program 
towards those under-served, mainly in the rural areas; (d) expansion 
and redirection of the program's motivationnl activities from heavy 
reliance on mass media to an interpersonal and extension approach; (e) 
encouragement of participation by Lhe commnnity and by voluntary bodies; 
(f) establishment of village level, voluntary health workers and 
intensification of the dai (traditional birth stt~ndent) training program, 
and (g) involvement of all departments of Government in the program. A 
new Five Year Plan for 1980-85, now under prepnrlltion, is expected to 
continue to place the smnc: high priority on fm:liJ y planning. 

c. Health Policy 

Th.! GOI has formulated a draft National Health Policy (see Annex 2) 
keeping in view the Alma. Alta goal of "Health Care for All by the year 
2000", to which India is a signatory. The draft policy lays considerable· 
emphasis on preventive and promotive aspects of health care; greater 
decentralization of services; self-reliance through greater transfer of 
skills to and participation by the community and the develoµnent of an 
effective primary health care system which would ensure : (1) a greater 
awareness among the community and population of the health problems and 
ways to tackle them at their own levels; (ii) intervent:f.on at the lowest 
practicable levels by a worker t00re suitably trained; (iii) optimal 
utilization of knowledge ~nd expertise by higher level technical experts 
by the health workers, physicians or spe_ :Lal hts; nnd (iv) increasingly 
less dependence on hospitals nnd thus opt .llnal util izP.t ion of such fac ili
ties for cases where they are actually nl'eded • 

d. The Model Plan for Rural Family Planning and Health Serviees 

Following the precepts cf the population policy and draft health 
policy, the GO! has developed its "model plan" for rural f mnily planning 
and health services. This model plan has become part of a multisector 
National Minimum Needs Program. The model plan has been developed to 
implement the policy directives on a nationwide basis over a ten year 
period. In selected backward and under privileged areas of the country, 
the model plan is to be implmented in five years using P...xternal donor 
assistance (see Annex 3 for the donor-assisted model plan). The plan 
is based on the model shown below for organization of services in rural 
areas. 



- 8 -

MODEL FOR INTEGRATED SERVICES lN RURAL ARJ~S 

Level of Care 

Village 

Several villages(3-8) 
via subcen-ter 

Community develo}Xllent 
block via Primary 
Health Center (PHC) 

Upgraded PHCs/Sub
district hospitals 

District Hospitals 

Providers 

CltV, trained dni 

Female Multipurpose 
Worker (FMW) and male 
multipurpose worker 
(MMW) 

doctors, Lady Health 
Visitors (LHVs), FMWs 
Health Assistants (HAs) 

Specialist doctors, 
general doctors, 
nurses 

Specialist doctors, 
general doctors, 
nurses 

Po~_lation Served 

1, 000 people 

5,000 people (3,000 
people in tribal and 
hilly areas) 

100,000 people 

variable but about 
300,000-400,000 
people 

million people plus 

The basic structure of the model plan has been carefully 
developed by the GO! over the past several years. The main objectives 
of the plan are (1) accelerate and complete infrastructure facilities 
in selected backward and deprived districts within the next five years 
or so, (2) hlprove and expand the availability of basic health and 
family planning services in these districts so as to provide such 
services as close to the doors of the people as possible; (3) ensure 
quality services by improving and strengthening the skills of various 
categories of workers, and (4) encourage community participation so as 
to ensure optimal utilization of the facil:f.t:fes and services. The 
ultimate goal, of course, is to reduce fertility a.~d mortality, 
particularly infant and young child and maternal mortality. 
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'lb.e servic~ systems of the model plan are supported by training, 
communications 1 and management systems. Basic training for village
level workers occurs at PHC's for FM.W's at FHW (ANH) Trabling Schools, 

for MMW's at PHC's, for LHV's at LHV or ANM Training S~hools. Continu
ing education occurs at PHC's and Regional Family Training Centers. 
Trainers are trained at Regional Family Planning Training Centers or at 
the Central TrainL1g Institutes. '£he communications support system 
formally begins ~t the l"HC (block level) where there is Block Extension 
E4ucat1on Office. ·rhis office is supervi:-;:<->.d by a District Mass Eciuca

t:fnn and Medi3 Office which is in turn supervised by a State Mass Educa
tion and Media Office. The management support syPtem functions through 

the PHC, district, and st.ate for general administration, personnel 

management, supervision and monitoring, finance, :m<l evaluation. The 

logistics system ~upports the service workers ns follows: CUV's and 
subce,nters routinely get supplies monthly at the PRC; PHC's routinely 

get supplies qt.tarterly at the district supply office, an<l districts 
rout:i.aely receive supplies quarterly from state ur regional depots. 
Service units may place special orders more frequently subject to their 
overall budget allocation. 

The GOI has identified 46 districts in 12 states for implementation 
of the model plan A number of multilateral and bilateral donors are 
already supporting the Plan in several of thesf:: districts and states. 

3. Linkage of Project to AID Development Strategy 

The USAID/India develoJXRent strategy for India, as enunciated in 
the Country Development Strategy Statement of India - FY 1982-86 

identifies fertility and mortality reduction programs as high priority 
progr&lll.S for AID support in India. 

4. ~r Donor Assistance 

The GOI has completed or are in process of concluding arrangements 
for financing negotiations with the World Bank, the United Nations Fund 
for Population Assistance (UNFPA), the Danish International Development 
Agency (DAN!DA), the British Overseas De~elopment Agency (ODA) for imple
mentation..A>f--the model -plan in J3 districts in seven states. UNFPA will 

ass_ist in nine districts in Bihar and Rajas than; DANIDA in ten districts 
in Madhya Pradesh and Tamil Nadu ($40 mill:lon) and ODA in five districts 
in Orissa ($23.milllon). These projects are expected to begin in mid-1980. 

In addition, WHO. and UNICEF are supporting speci~ic national level 
programs and the l'T-;rwegian Government (NORA!)) is finanLing a further 
expansion of the .l?ostpartum Family Planning Program to cover sub-district 

hospitals and institutions. 
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AID was a major supporter of GOI health and family planning 

programs from 1952 to 1972. Its support has included (i) control 

of commun1coole diseases, particularly malaria, (ii) medical and 

nursing manpower training, and (iii) expansion and strengthening of 

family planning delivery services. AID contribution totalled $135.2 

mill!~ during the above ~eriod. 

6. Project States und Districts 

The Project will be impla:nented in 13 rural and backward districts 

in five states: two districts each in Maharashtra (Osmanabad and 

Parbhani) and Gujarat (Bharuch and Panchmahals), and three districts 

each in Punjab (Bhatinda, Faridkot and Sangrur), Haryana (Bhiwani, 

Mohendergarh and Sirsa), and Himachal Pradesh (Hamirpur, Kangra and 

Sirmur). The districts were selected by the States and endorsed by 

the GOI on the basis of certain economic and health-related criteria. 

They include : (i) high proportion of rural population, (ii) high 

proportion of economi=ally weaker and backward sections of the society, 

(iii) lack of adequate he.nlth and family planning infrastructure faci

lities. (iv) high birth rates and (v) high infant mortality rates. 

(For district profiles, see Annex 4) 

B. DETAILED PROJECT DESCRIPTION 

1. Goals and Purposes 

In accordance with the policies of both the GOI and the United 

States Government, the Project will seek to accomplfah the following 

goals in the Projec· districts: 



Goals 

l. A significant decline in the Crude Birth Rate 
2. A decline of 15% in the Infant Mortality Rate 
3. A decline of 20% in the age 1-4 Mortality Rat• 

To accomplish these goals, following the model health plan of the GOI, 
the Project will have the following purposes: 

Purposes 

l. To improve access to health and family planning services 
that promote fertility and mortality reduction. 

2. To improve and expand the services and support systems 
of the model plan. 

2. Purpose J.: Improved Access 

Access may be defined as the ability of persons to seek and 
receiv9 services. Access is influenced by the distance to care, social 
factors, and costs of care. The fully implemented model plan will 
increase access by having two trained voluntary village-level workers 
for each population unit of 1000 people; more than doubling the 
number of subcenter units and personnel; adding one LHV for each four 
subcenters; and adding PRC' s rural family welfare centers, and upgraded 
PHC's to planned levels. 

Village-level workers improve access by decreasing the distance 
to care, reducing social barriers to care as they are themselves 
residents of the village, and by providing low cost services. Increasing 
the number of subcenters, subcenter personnel, and LHV's improves access 
by decreasing the distance to care; reducing social barriers by having 
adequate numbers of staff living close enough to the village to develop 
social rapport with the community; and by offering free care. Increasing 
the PHC's, rural family welfare centers, and upgraded PHC' s improves 
access by decreasing the distance to special, higher quality services 
at no cost to the person except transport. 

This froj ect will ac;sist in reaching the model plan targets in five 
years in the selected districts rather than the ten years allowed for 
districts without external donor assistance. Assistance will include 
support for the training of additional workers, construction of additional 
service facilities and quarterR, and salary support for additional person
years of work. Training and salRry support is included due to the accele
rated number of workers in the project-assisted districts compared with 
other districts. Construction of additionnl service facilities and 
quarters is included because the village-level workers, although exceed
ingly important for t."11ah1 jug rural people to enter the t;;C icnt if ic health 
and family planning system, are not able to offer definiti'Je care for most 
important problems contributing heavily to fertility and mortality. Such 
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problems require an organized, regionalized, hierarchical system of 
services as 41\Visaged in the model plan in which the auhcenter workers 
offer more and higher quality services than the village-level workers; 
the PHC'a, rural family welfare centers (RFWCs), and upgraded PHC's 
offer mora and higher quality services than the subcenter; and referraJ 
linkages between all levels of care a'te in existnnce and are functional. 
Const.ruction of workspace with privacy, adequate lighting and adequate 
ventilation is necessary. In addition, construction of living quarters 
is included for females as it is difficult to recruit and relain female 
wGrkers :In ru·ral villages without private and secure living quarters. 
If female workers are not present, access is severely hampered for 
fertility and mortality reduction services. 

Por the fertility and mortality reduction goals to be met, the 
entire system should be "operational". "Operationalu means that all 
levels of the system are functioning--that is, offering services in a 
planned way--and peeple in need are using the services. For services 
to be given, workers must be in place and have supplies and equipment. 
Even !.f the system is "operational", the goals won't be met unless 
people :ln need, especially younger couples, pregnant women, infants, and 
,.,... chtldw.,.. .f-ra poor families, are using the system on a regular basis. 

OBJECTIVILl VBRIFL\BLE INDICATORS FOR IMPROVED ACCESS IN 
PROJECT-ASSlSTED DISTRICTS 

, 
- ... --~ -

1. Trained CHV and Dai/mid-1982 
rural population {1/1000 in the 
state of Punjab) 

2. Trained FMW/mid-1982 rural 
population 

3. Trained MMW/mid-1982 rural 
population 

4. % villase of 1000 or more people 
having at least one trained village 
level worker 

5. % villages of 1000 or more people 
having one or more subcenter workers 
within a 30 minute walking time of 
village center 

6. % increase in persons using the 
CHV, trained dP..il or government 
health system 

7. % increase in per&K>ns needing care 
who reeeive it through the CHV, 
trained 4ai, or government health 
sy&tli!fi. 

= 2/1000 people 

= 1/5000 people (1/3000 
in Hilly and Tribal 
Areas) 

= 1/5000 people (1/3000 
in Hilly and Tribal 
Areas) 

80% 

= 70% 

= to be determined 
after baseline 
survey 

= to be determined 
after baseline 
survey 
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' 3. Purpose 2 : Ig>roved & Expanded Services & S\!}?E.2,_rt System 

The model plan has begun to be implemented throughout the country. 
The plan is expected to continuously improve and expand :Lts services and 
support system during the coming yearu. The following sc~ctions describe 
how the services and support systems will be improved and expanded in the 
project-assisted districts and in training and management units that support 
the project-assisted districts. These sections are abstracted from the 
plans submitted by the states as part of the project planning process, and 
from prt1liminary analyses by USAID. Wherever possible, the fo!"mat followed 
is that used by the states. 

a) Subpurpose 2.1 : Improved and Expanded Services 

The great majority of services important for fertility anc mortality 
reduction are being offered under the existing service packages of the model 
plan. (for details, see Part III:A) 

The states and the GOI have indicated a strong desire to improve 
the quality of existing services through regular "refresher" in-service 
training of existing workers in project-assisted districts. In addition, 
selected new services may be introduced after field testing and/or 
"refresher" training if a clear need is apparent after an assessment of 
disease patterns and if the services can be safely rendered. During the 
baseline needs assessment, the quality of existing services important for 
fertility and mortality reduction will be determined and plans made to 
improve services delivered below acceptable levels of quality. Some areas 
suggested for qualitative and quantitative improvement by previous evalua
tions and field visits include the following: motivation about child spacing\ 
nutritional and high risk assessment in pregnancy; identification of and 
care for the low ·birth weight child; nutrition education for pregnant women 
and mothers of young children; and diarrhea care in young children. 

OBJECTIVELY VERIFIABLE INDICATORS FOR IMPROVED AND 
EXPANDED SERVICES 

1. 80% of service workers give 80% of important fertility and 
mortality reduction services at acceptable levels of quality. 

2. Selected new services are introduced after field testing and/ 
or refresher training if a clear need is apparent and if the 
services can be safely rendered. 

b) Subpurpose 2.2 : Improved and Expanded Support Systems 

(1) IMPROVED AND EXPANDED TRAINING SUPPORT 

The states recognize that they need an in~reased training capacity 
to fully implement the model plan in the selected districts in the five 
year period, to continue the regular progrms in the non-project districts 
of the states, and to begin yearly refresher training on a regular basis. 
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Besides the quantity issue, the states are also concerned about the quality 

of their training programs--basic courses, preservice programs, and 

ineervice ~ra1Qing. lu their state plans, they have identified certain 

special areas of high priority for improvement including community health, 

Maternal and Child Health (MCH) services~ management, a.:nd promotion of 

community involv~mant. Some states are concerned about how well the train

ing curricula for workers are matched with the jobs of their field workers 

a~d all would like to strengthen the tra:Lning capacity of their training 

institutions and the capabilities of their training staffs. 

To expand and improve the capacity of the training institutions and 

the PHC's where training occurs, increased train1ng space will be created. 

This increased space will allow more training "in the field" for female 

workers by construction of hostels for females at selected PHC's de&ignated 

as field practice areas. In addition, increased training space will be 

provided at other PHC's to improve learning environments. This space 

(called training annexes by the GO!) will be used for basic training of 

multipurpose workers and village-level workers and f •r inservice "refresher" 

training of all categories of workers at the PHC, suocenter, and village as 

needed. The space will also be used for conducting community information, 

education, and communications meetings. 

The states and the GOI have indicated a strong desire to improve 

the clinical, interpersonal, and management skills of existing workers 

through "refresher" training. During the baseline needs assessment: 

training needs for service workers and managers will be determined from 

which a training plan will be developed for refresher training. Priority 

skill areas suggested by the states for assessment include maternal and 

child health, planning, operations management including logistics manage

ment, monitoring, and evaluation. Sp~cial attention will be given to 

training in communications management at the district-level. Innovative 

training approaches may be tried. 

The states and the GOI have also indicated a strong desin! to 

improve the skills of trainers. The needs assessment will includ? an 

assessment of the skills of trainers in such areas as job analysis, curri

culum development, active learning techniques, development of educational 

materials, student evaluation, and post-·training evaluation. The states 

have suggested that the trainers may also need improvement in maternal and 

child health, community health, community involvement techniques, and 

especially in communications training. 

OBJECTIVELY VERIFIABLE INDICATORS FOR IMPROVED AND 

EXPANDED TRAINING SUPPORT 

1. An increased proportion of basic training courses training 

time is "in the field" at PHC's with improved training 

capacity. 
2. 80% of existing service workers, managers, and trainersreceive 

inservice "refresher" training atleast three times during 

the project. 

3. 80% of managers and trainers have important skills at 

acceptable levels of quality. 
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(2) DiPROVED AND EXPANDED COMMUNICATIONS 

The GOI and the states place high priority on the improvement and 

expansion. of their communications capability with particular emphasis 

on informing the public about the benefits of family planning and 

1aprovad health habits, the services available at government units, and 
where government health and family planning services are located. Five 

main areas for improvement and/or: expansion have been identified and 

detailed plans will be made after a communication needs assessment. 

First~y, the GOI plans to improve the communications knowledge ancl 

skills of service workers particularly in the area of interpersonal 
communications. To accomplish thie, training programs and materials will 

be developed. for inclusion in yearly refresher training of existing 

workers and in basic training courses. Emphasis will be given on why 
it is important to understand the views of the villagers in trying to 

achieve behavioral change. An important aspect will be the development 

of training content and training materials specific for each of the 

individual districts so that the material is culturally relevant. 

Secondly, to promote community involvement, particularly in the 

family planning program, existing orient at ion training camps for village 

leaders will be intensified so that, in every village, these community 

leaders commu~icate positive beliefs about the small family norm and 

about the benefits of child spacing. Djstrict level training with 

localized training content should maximize the effectiveness of this 

training.Educational camps will also be organized for block and district 

leaders. 

Thirdly, to improve cooperation and coordination with other depart

ments of the government, field workers from other departments will be 

trained in family planning motivation and education using district speci

fic training content and materials. Particular efforts will be made to 

incorporate these materials into the National Adult Education Program in 

project-assisted districts. 

Fourthly, to improve the management of communications efforts through 

decentralization of responsibility to the district level and improved 

skills in communications management, district and block extension educa~ 

tors will be trained in planning, operations management, and evaluation. 

If necessary, the staffs of the district off ice will be increased. 

Fifthly, to improve the communications training capability at the 

district and block levels, the staffs will be increased and their training 

skills improved. 
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OBJECTIVELY VERIFIABLE INDICATORS FOR IMPROVf'.D AND 
EXPANDED COMMUNICATIONS 

1. 80% of existing service workers have :improved akills in 
interpersonal comm.1.mications. 

2. Locale-specific communications materials are produced at the 
district level on a regular and on-going basis. 

3. 80! of villages have had a~ least two leaders trained in 
orientation camps. 

4. 25% of field workers from the goverrunent departments have 
been exposed to inter personal approaches to family 
planning and health motivation. 

5. 80% of district and block level extension educators and 
other staff with communications management responsibility 
have improved communications pli:mning, operations management, 
and evaluation skills. 

6. 80% of district level staff having responsibility for 
communications training have improved skills in communica
tions training and in development of locale-specific 
training materials. 

(3) IMPROVED AND EXPANDED EXISTING SERVICE FACILITIES 

While additional facilities are to be constructed to improve access, 
selected existing facilities are to be improved and expanded to improve 
the quality of services. PHC units are to be linproved and expanded to 
off er better quality surgical and emergency care services (operating 
theater) and improved child care (space for beds). Upgraded PHC units 
and subdistrict hospitals are being improved and expanded to off er 
better quality surgical, obstetric and emergency care services (operating 
theater) and improved acute and special care for children (space for beds). 

To meet fertility and mortality reduction goals, these facilities 
must be "operational"- that is, have workers in 'Place with adequate 
supplies and equipment - and must be nerving people in nP.ed, especially 
younger age couples, pregnant women, :lnfants, and young children from 
poor f~ilies on a regular basis. 
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OBJECTIVELY VERIFIABLE INDICATOR FOR IMPROVED AND 
EXPANDED EXISTING SERVICE FACILITIES 

1. 100% of improved and expanded facilities of each type are 
operational by the end-of-project. 

The statea 1"\ve indicated great interest in strengthening their 
mar1agement capabilities both within the districts and between the districts 
and other level units. They are particularly interested in the improved 
monitoring of service and support system activitie~;; in improving program 
ope~ations through altering management procedures nnd patterns and by 
conducting practical research studies; and in evaluation of the impact of 
their programs. 

Monitoring will be improved by the development of a managemer.t 
information system that will assess both services and support systems 
performauce. For services, outputs by type of service, age, sex and 
income distribution of users will allow program managers to decide if 
people in need, particularly women and children from poor families, are 
using the government health system. For planned programs with targeted 
objectives, progress toward the targets can be monitored. For support 
systems, the manage:ment information system will give priority to improve
ment in logistics management at the periphery (ordering, inventory control, 
assuring that critical drugs, equipment, and supplies are usually 
av&ilable. I3 addition, the ay@tam should assist in personnel management 
(V:&~ ~sta, traoofers); in q~U.ty control (improved supervision and 
_£~~; anti igi planning (workload analys~s, ~nv~.atigatin.g why 
4~ft~:&i~tes oceurr@d). nie data should be coll ectcd and analyzed on a 
shox-t iriter'Vai, periodic basis so that program managers have timely 
info~tion that can help change the program :if necessary. An 
ilt\~~~ p~~t of t~e p~ogram will be to reduce the data collected to a 
f.o.m ~~ t .. ~~BQ~ toir decision-making and improve the data analysis 
s>t th$· Wck, di4tti~:Jfti.A!~, ~ad atate l~ve.ls. 

Program operations will be improved by altering management pro
cedures and pat~erns where appropriate as a result of the baseiine needs 
assessments anl improved monitoring system which will have indicated the 
problem areas. In addition, practical research studies will be done to 
improve program operations. These studies will arise from perceived 
needs of decision makers, during or by the results of the baseline needs 
assessment phase, and from implementation itself. The states have 
suggested that these studies include the following broad categories: 
studies used as baseline data for planning: studies related to proiect 
implementation strategies; studies in the field of management and train
ing; studies related to service delivery; and studies related to communi
cation, education, and community involvement. Special attention will be 
given to groups with low utilization and to strengthen the prediction 
of contraceptive demand. 
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Impact evaluation capability will be improved by increased staffing 
of the Evaluation Cells at both state and district levels, by training 
of the Evaluation Cell personnel, and by involving the Evaluation Cell 
in the baseline and follow-up surveys and in analytical studies. 

OBJECTIVELY VERIFIABLE INDICATORS FOR EXPANDED AND 
IMPllOVtm MANAGEMENT SUPPORT 

l, An improved management infon!'Btion system is in use in 
, project-assist.ed districts and bet\-1een project-assisted 
districts and higher level management units. 

·2. All states have carried out at least one practical research 
study in each of the following oreas: baseline data for 
planning; project implementation strategies; management; 
t~aining; service delivery; and communications, education, 
and community involvement. 

3. Skill levels of Evaluatidn Cell workers are improved at 
both the district and state levels in comparison with 
findings during the baseline analytical surveys. 

4. Outputs of the project 

Seven general categories of outputs are listed on the following 
pages with their specific output and the quantity target for the 
project. Three categories relate to purpose 1: improved access, and 
four categories relate to purpose 2: improved and expanded services 
and support systems. It can be seen that in some categories of 
purpose 2, the outputs are not yet specified as these outputs can 
only be determined after the baseline needs assessment is com pl et ed. 
At that time, a second planning round will occur and other project 
outputs will be specified. 
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OUTPUTS FOR PUllPOSE l - IMPROVED ACCES~ 

Category of Output Specific Output Quantity of Output 

Additional CHV's trainr::d 5681 
Additional Trained Additional Dai'a trained 9963 

Workers Additional FMW's trainP-d 2308 

Additional MMW's trained 432 

Additional LHV's trained 399 

Additional Subcenters 
Constructed 1389 
Add~tional PHQ's 

Additional Service constructed 8 

Facilities and Additional Rural Family 
Quarters Welfare Centers cons-
Constructed tructed 101 

Additional upgraded PHC's 
constructed 34 
Additional LHV quarters 
constructed 650 

Additional person-years 
of work by CHV's About 22200 
Additional person-years 
of work by trained dais Abeu~ 36800 
Add it ior.al person-years 
of work by FM.W's About 6400 
Additional person-years 
of work by trained MMW's About 1300 

Additional Additional person-years 
person-years of work by LHV's About 1300 

of work Additional person-years 
of work by medical 
officers at ?HC's About 200 
Additional person-years 
of work by medical 
officers at upgraded PHC' s About 280 
Additional person-years 
of work by nurses at 
upgraded PHC' a About 180 
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OUTPUTS FOR PURPOSE 2.l - IMPROVED & EXP~ SERVICES 

Category of Output Specific Output Quantity of Output 

·~ ... ~-··-~ 
Analysis of family planning 
and disease patterns in 
districts l 

Analysis of service quality 
in project-assisted 
districts 1 

Existing CHV's with improved 
skills 5882 

Existing dais with improved 
skills 5497 

Improved and 
Expandoo Existing FMW's with improved 

Services skills 1183 

Existing MMW' s with improved 
skills 1982 

Existing LHV's with improved• 
skills 229 

Existing Health Assistants 

I I with improved skills 693 

Existing medical officers 
I with improved skills 267 

Innovative serv::l.ces field- To be determined 
tested after baseline 

service needs and 
disease assesmnent. 
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OUTPUTS FOR PURPOSE 2 .2 - IMPROVED & EXPANDED SUPPORT SYSTEM 

Catcmorv of Outoot 

Improved and 
Expanded Train
ing Support 

Improved and 
Expanded 
Communica-
tions 
Support 

Specific Outuut 

Training ~eeds assessment 
for service workers, mana-· 
gers, trainers, and train
ing institutions serving 
project assisted districts 

Additional training fact
lities constructed 

Ouant itv of Out out 

1 

Additional managers t:ra:lned) To be determined 
Existing managers with ) after training 
improved skills ) needs assessment 

Additional trainers tra:l.ned) To be determined 
Existing trainers with ) after training 
improved skills ) needs assessment 
Additional person-years of ) 
training by trainers ) 

Innovative training 
activities field tested 

Thorough communications 
needs assessment 

Community people trained 
through training camps 
District and block level 
people trained through 
camps 

Field workers from other 
government departments 
trained in fmnily plann-

) 
) 
) 
) 

) 
) 
) 

ing and health communica-) 
tions ) 
Communications managers ) 

trained ) 

Communications trainers ) 

trained 

Innovative com.municat ions 
activities field tiested 

1 

To be determined 
after communications 
needs assessment 

To be determined 
after communica-
tions needs asse-
ment 

To be determined 
after communications 
needs assessment 

* consists of 16 FMW (ANM) training an •. c.l{es at PHC' s, 29 trainir.g/ community 
meeting rooms at upgraded PHC's, 1 MMW training center, 1 Regional 
Family Planning Training Center. 
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!!YlPUTS FOR PURPOSE 2.2 (continued) 

Category of Output 

Improved and 
bpanded Exist
ing Oer-.fice 
Fae :U it :Les 

Improved and 
Exp&mled 
Mmagement 
Support 

Specific Output 

Exist~ng PRC's renovated 

Existing PHC'a with an 
operating theater add~d 

Existing Rvill'C's renovated 

Existing subdistrict 
hospitals renovated 

Management in format ion 
system developed for 
monitoring of 3ervices 
and support systems 

Practical research 
studi~s completed 

Baseline surveys, mid-

end-of-project evalua-

<~.rnntity of Output 

37 

67 

3 

2 

5 

30 (minimum of five 
per state). 

tion l earl:l 

term evaluation, and __ J 
"-=~~~~~----~~~-"-~~~~~~~~~~~~~~

-'--~~~~~~~~ 

5. Inputs 

Tbe project inputs ~re financial. technical, and managerial. The 

t@chnic.al inputs include the knowledg:e of the public h·ealth/frunily 
planning specialists, trainers, communications specialiata, engineers, 

and survey/ evaluation specialists who wcirk in the proj .ect. The managerial 

inputs include the knowledge of the project planners and man~gers involved 
i..~ the project. These people assist in the transformation of untrained 

people to trained ones, of raw materiaJ.i; into buildings, of lesser 

develop@d m.anagmnent and communications systems into Dnproved ones, and 
oo forth. The proj oct plan is to use the excellent capability of Indian 
professionals and institutions to provide the technical and ~~nagerial 
inputs while the GO!, the statest and USAID will provid~ t '.inancial 
inputs. The total project cost is $64. 7 S million and the U~ .• .1.D con
tribution is $40 million to be disbursed within five years. All goods 

and services under this Project are expE!cted to be procLred locally. 
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PAkT Ill : PROJECT ANALYSIS 

A. SERVICES 

1. !ertili§y ~duetion Services 

fb13 ~&l fl£i:l',, off (lEB a Vlll'i©ty of f "\mily planning services to the 

popull'ltiott. A1thoog:h, in the past, the family plann:fng services have 

€l!llPhasizQ(j s~.erilizat:ion, the gov~rnment now is also 'emphasizing child 

spae1~ s~iceiif to p~Oi!Wte health a.nd a smaller family norm. Community 
~t.ie1pation el.a~ ~lsys a key psi:t of the progrlil!il. 

Fl\!lmily plami:b15 services at th® village level include family planning 

motivationp c~dom distribution, and referral. Motivation emphasis is on 
the! benefit~ of child sp~cing and delayed age of first pregnancy for young 

woman and on spacipg and sterilization for older men and woruen havirig two 
or more living children wit.~ tne youngest: aged two years. At the ~rnbcenter, 

services include motivation anri. counselH.ng, IUD insertion, oral pill dis

tribution (with follow~ up within three m~mths by a physician), condom dis
tribution, distributiot. of conventional contraceptives (diaphragms, jellies), 

and referral for sterilizacion. At the PHC, in addit~on to all services 
available at thP subcenter, female and male sterilization services arc 

available. 

Recent assesanirents of the Model Plan approach indicate that appropriate 

services are becoming available through the plan but that improvements in 
knowledge of all contraceptive methods and improvements in interpersonal moti

vation and counselling skills are needed at all levels. In addition, village 

and subce~~er personnel sometimes lack supplies. These weaknesses will re

ceive priority attention during the needs assessment and throughout project 

implementation. Fortunately, Gujarat and Majarashtra have the best record in 

family planniDg in India and the other states are also progressive and highly 

motivated. 

The family planning package of services is technically sound and, with 

planned improvements in worke:.: skills and co,;.traceptive supply sys terns, should 

achieve the goals of the Project in the time specified. Greater details can be 

found in Annex 1. 

2. Mortality Reduction Services 

Tb.a ?~el ?lBn offers a variety of basic health 
services to the population As such, mortality reduction services for 
children 0-4 years ar~ only a part of the responsibilities of the workers. 

Since village workers are "primary health care" workers, the community plays 

a major role in their day-to-day work. Subcenter workers, on the other hand, 

are government employees and work as part of a planned effort as well as 

meeting the demands of the population they se~ve. 

Mortality reduction services at the vill3ge level include treatment 

of minor ailments; recognition and presumptive treatment for malaria; 
recognition and emergency treatment for acute diarrhea in young children; 
recognition and referral for serious cases jncluding young child mal-
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nutrition; pregnancy care with special emphasis on care for the normal, 
wacomplicated delivery; and family planninr,, health, and nutrition 
education. The subcenter offers more and higher quality services and has 
planned community intervention programs. Services include immunizations, 
good quality antenatal care including high risk assessment, malaria detection 
and treatment, tuberculosis detection and tre~tment, well chlorination, and 
family planning, health, nutrition, and sanitation advic1~. . 

. .. . .. - ---- --··- -- ·· i."le PHC ~ts of fer a wide range of health services 

including selected emergency surgical and obstetrical services, infectious 
disease treatment, and limited in-door (in-patients) care. 

~ee the H04el Pl~n has broad rasponsibiliti~i;, there are areas·
'fai~~ •t:.l~~J r•~iiua seni<:c6 ar@ le1rn prominent. At the village 
level, 1~•'4 eerv-~e to recognize seve~e infsctiono, low birth 
weight, and malnutrition would improve the mortality reduction poten
tial. At the subcenter, the addition of emergency treatment for 
pneumonia, septicemia, and meningitis would decrease mortality in 
:infants :-ad young children. At the PRC, improved care for low birth 
weight babies and won:en with difficult pregnancies would improve the 
mortality picture. During the baseline survey, disease patterns will 
be assessed to determine if any additional services need to be field 
tested to enhance mortality reduction potential. 

TlWs, tlae basic health services offered through the Hodel Plan 
au:e teclm.kally 8100-ml and, with improvement: in selected areas, should 
aaa·:!at in aitftiev:tng mortality reduction for infants and young children. 

J. Eff•~~tVtmess of the Model Plan for Fertility and Mortality Reduction 

After the first AID/W review in July of 1979, n AID team visited 
India specifically to address the question of whether India's rural health 
delivery scheme is providing health and family planning services at the 
village level (see Annex 1). Besides this question, the report devoted 
consicerable effort to an analysis of subcenter effectiveness. The con
clusions of that report, paraphrased from page 18, are as follows: 
(1) the scheme is fundamentally sound overall, (2) it does need improve
ment in selected areas, (3) the central and state governments are aware of 
and inte=ested in improvements, and (4) the project - if designed to improve 
planning, evaluation, and training, through activities such as baseline 
surveys, establishment of a managrment infPrmaUon system, operations 
research to develop effective ways of training workers and d~livering ser
vices, and demonslration projects to test jnnotnvtions - should strengthen 
the basic health and family planning system sufficiencly to achieve the 
project's goal of reducing fertility, mortality, and morbidity. AID/Wen
dorsed this report iu October 1979. 

The effectiveness of the scheme is also related to the human resources 
that will be applied to the project areas. For the first time, th2 govern
ment will have an adequate number of subcenter workers close to the village 
so that a sustained presence and effect should occur. These workers are 
extended by village-level workers who are excellent motivators and educators 
and can recognize seriously sick from ~on--seriously sick patients. 
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if t~ •Menter wotlc~ta maintain their community orientation, have 
tikflU ·~ices e.K·tetM!ed by tramed Village workers, have support by a 
RM. ~eyftea with effective family planning and health services referral 

. •thp, 4ild t•· p.:wl~ ·ia~t&U: tasks effectively, significe.nt 

.' ~~~ ta· ftft't~lit,- ~- -~~ltiJ~y s~uld occur . 
. ·, )· 

4. Progress to Date in Implementation of the t{odel Plan 

The Model Plan is at various stages of implementation in the Prc;ect 

states. Gujarat is furthest along in implementation having trained 75%\--:]_f 

CHV's, 50% of dais, and virtually all MMW's. Gujarat will need addition1il 

FMW's as the subcenter system expands. 

Maharashtra has made very fast progress in converting male unipurpose 

workers to MMW's, but proceerled cautiously in implementing the CHV's Dnd 

dais at first, having decided to gain field experience with these workers by 

fully implementing the prograL'! in 2-3 blcc1•s per district. Now, however, 

they are moving rapidly to implement the village-level programs throughout 

the state and expect to fully imp!.ement the Model Plan by the target dnte. 

Haryana is also fairly well along in implementation, having t r.::dned 

about 50% of CHV's, 70% of dais. and most MMH's. They also will need more 

FMW's. 

Punjab has modified the Hodel Plan to suit their plans and ne0ds. They 

have trained about 70% ui th~ planned number of dnis, but are not implement

ing the CHV program. Instead, they will strengthen the suh-cfntu by ndcHng 

a physician and a lab technician in addition to the HMW and FHW. About 80% 

of the physicians are already in place. The project will support th~ dai 

training, MMW training, and FMW training parts of the progn:im ~ n the Punj 2b. 

Himachal Pradesh has already trained 80% of CHV's but has made least 

progress so far in dai and FMW training. OnJy about 10% of the dais and 25% 
uf the FMWs have been trained so far. However, interest in Himachal Pradesh 

is high and they are attempting to overcom£ difficult terrain problems and 

a relatively less developed population and infrastructure. 

B. STJPPORT SYSTE.115 

1. Trainins 

The system for offering basic trainir.g to rural health and family plann

ing workers is well established and experienced trainers exist in all of the 

five states. For the basic training of village-level workers, the GOI has 

adopted a decentralized approach and the CIIV' s a re trained by the PHC doctor 

while dais are trained by the F}~'' s and LIIV' s. The retraining of the ~1MW' s 

is also decentralized to the PHC. The advantages of decentralization are 

rapid implementation and training on common prohlems of the districts. The 

disadvantages are in quality control and r1~cent evaluations have pointed out 



that the trainers themselves of ten lack training skills and training 

·materials and students learn through memoriz.~tion rather than through 

supervised work experience in the actual work e~!ting. ThE~ result, as 

shown in the evaluations, is that the village work.<?rs have variable 

knowledge depending on their trainer and are of ten unable to perform basic 

tasks such ae measuring out the correct amount of oral rehydration salts. 

The basic training of FMW (ANH) iB at FMW's training schools. Their 

present training experience has been hamperE:.u by lack of experience in the 

field and by spel\iingtoo much time in hospital settings. FMW's suffer 

from a heavy emphasis on the lecture technique and lack of practical 
11handa-ou11 training. 

Regular in-service training is not yet well ~6tablished for existing 

workers. The PHC doctor has the responsibility of organising this "refresher" 

training but lacks guidance, skills, training materials, and time. 

Overall, however, vast numbers of workers 
training support system is steadily :f.mproving. 

recognize where training should be improved and 
address the problems existing now. 

2. Communications 

are being trained and the 
The COI and the states 
thts Project will specifically 

In the past, the main communications strategy has been to cr~ate 

awareness about family planning through mass media approaches such as the 

"Red Triangle" and the "Four Faces" campaigns. This approach was very 

successful in creating awareness of family planning t~roughout the country. 

Now, however, ~t is necessary to translate awarenees into acceptance and 

new approaches have been planned which stress ext~nsion services and 

improved interpersonnel communications. 

At the village-level, village worke~s w111 be trained in inter1icrsonal 

communications and village leaders will be trained in training camps. 

Locale-specific materials will be developed and other government workers 

will also be trained. Population education will be introduced into the 

schools and into Adult Educati~n Programs. Subcenter workers will also be 

retrained in interpersonal approaches. Existing communications set up at 

the block and district levels will be strengthened. 

The new GOI strategy is technically ar.d socially sound and the 

Project will play an important role in impleMenting the new strategy in 

the selected districts. 

3. Management Support 

The states and districts have extensive mannge~ent responsibilities 

including planning, service program management, personnel raanagenent, 

logistics management, financial numageroent, resenrrh and development, 

evaluation, and public relations. Planning capability is relatively good 

although some improvements in planning by objectives could be made. 
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Service program management has been strenGthened by the addition of one 

LHV supervisor for every four subcenters and ~ill he further strengthened 
by the development of an information system which can monitor overall 

quality of services. 

Personnel management has been a proble>rn ln some states in thr: vast 
and vacant posts, frequent transfers, and abaentir,m are much rr.ore co::nmon 

in rural service units than urban ones. The Project should improve this 

situation by building adequate ctuarters for females, by havj.ng more 
frequent supervision, and by regular retraining programs for the wcrkers. 

Other innovative approaches to improve worker Bntisfaction may be developed 

as pc.rt of the Project. The GOI has stated that ·.-acnnt posts fr· I'rt'j ect

assisted districts will be filled on a priority basis. 

The logistics system will be invt:stir;nted as part of the buseJ ine 

needs assessment. In the past, there hnve been supply problems parti

cularly at the remote units. At the pres~nt time, neither the COT nor 

USAID can accurately say whlch specific contraceptive supplies and equip

ment are in short supply or out of stock rel8tive to current or projected 

demand in different districts or groups. Some logistics probleTus are 

financial, but others might b,:; improved by better logistics managenent. 

If child spacing services are to be effective, contraceptive a·Jailabjlity 

mudt be assured through appropriate order:i ng, inventory control (buff er 

stock), and distribution practices consistant with expected demand. 

The states and districts are keenly interested in improving their 

rese3rch and development and evaluation capability as described in the 

project design_ Tne experiences gained throughout the Project should 
greatly strengthen this capacity. 

The staffing levels in the states and d:ist.-icts for manager..>"'nt 
personnel are minimal at present. This ·Project wil] add ample f:taff for 

management of the project itself (see administrative errangemer.ts section) 

and the management needs assessment may suggest other areas for f·xpanded 

management staff, 

C. CONSTRUCTION 

1. General Design and Specifications 

The design plans will follow standard pJans developed by the GOI. 

The Public Works Department's (PWD's) of each stntf' will n:odify the designs 

to meet local conditions. Materials specifications are stqndard and used 

iu building constn.;ction all over India. Local materials are used. Site 

selection criteria have been developed and include ready acces1; tc the 

site by the population and close proximity to other public services, uti

lities, and roads when possible. Sites for major buildings will have 

electricity and a potable water supply. 



- 28 -

2. Construction Manageme~ 

Bidding and construction procedures will follow tP.e standard practices 
of the state PWD' a. Bids are publically inv:lted through advertisements and 
by notifying contractors registered by the state. Bi.ds are based on estab
lished PWD schedules plus a premium included by the bidders. The lowest 
responsive bidder is awarded the contract. If all bids are high, the states 
reserve the right to repeat the bidding process. If not acceptable bids are 
received, the work is carried out by force nccount or on a piecework basis. 
Contractors use local labor to carry of the work. Supervision is carried 
out by the PWD department using inspectors and junior engineers. 

Each state PWD is responsible for preparing cost estimates for all the 
building activities of the various depart~ents of the state and has prepared 
a rough cost estimate for the buildings under the proposed project based on 
agreed upon design criteria. Cost estimat £·~. :fnclu<le an annual alloi,.:ance of 
10% for added labor and materials costs due to escaL1U.nn in prices <luring 

the construction period of about four years. (For detailed engine~r:ng 
analysis, see Annex 5). 

Construction of the Aubcenter units ni.ay not. bP. n high priority for 
bidders as the units are small and in remote nrens. To enhance the timely 
completion of these units, special construction cells wHl be established in 
each state to plan, manage, and evaluate the construction component of the 
Project (see administrative arrangements section). 

During Project development, maintenance was discussed with GOI and 
state officials. While maintenance has been a problem for all government 
buildingc, assurances have been given that buildings will be maintained 
adequately. 

TI construction pl ans arc technic<lJ ly, fl nan ci ally, and adminis
tratively sound. On the basis of the above a11alyDis, the requirements of 
Foreign Assistance Act Sectfon 61l(a) have been met. 

D. P'lNAMCµL AN:f.LYSIS AND PLANS 

1. Project Costs 

The ~otal aost of the project is $64.75 million to be disbursed within 
a five year ~eriod. Forty million dollars will be a grant from the United 
States Government and $24. 7 5 mill:ton will be contributed by the Government 
of.Indla and the respective state governments. In addition to the Project 
costs, the districts involved are expending about $9.39 million in FY 80. 
Assuming a 5% increase in expenditures per year, the districts will expend 
about $54.47 in addition over the five y~ar life of the Project giving an 
estimate of total expenditures at about $119.22 million in Project-assisted 
districts. Under these conditions, the USAID contribution is about 33% 
while the GOI and states contribute about 67%. During that same period 
the GOI is estimated to be spending over $1740 million in health and f~ily 
pla~ning activities countrywide so that the USAID contribution is about 
2.3% of all public sector expenditures for health and family planning. 

2. Financial Analysis 

a) Expenditures by purpose indicator 

The expenditures by purpose indicator and output category are shown 
below. The first purpose, improving access to services by assisting in a 
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more.. rapid implementation of the model plan, will use 77% of the total 
project expenditures while the second purpose, to improve and expand 
the Model Plan services and support systems, will use 23% of the ex
penditures. 

SUMMARY OF FINANCIAL INPUTS BY OUTPUT CATEGORY 

PURPOSE CATEGORY OF OUTPUT RUPEE COST $COST (8: 1) % % 
(000) (000) BY OUTPU'I BY 

CATEGORY PURPOSE 

1 Additional Trained 22,958 2,870 4% 
Workers 

Additional Service 
Improved Facilities and Quar- 232,715 29,089 45% 77% 
Access ters Constructed 

Additional Person-
years of Work 143,035 17,879 28/~ 

2 Improved and Ex pan-
ded Services 9,304 1,163 2% 

Improvecl and Expanded 
Training and Manpower 
Development 15,186 1,898 3% 

Improved 
and Ex- Improved and Expanded 
panded Communications 16,454 2. 057 3% 23% 
Services 
and Existing Facilites 
Support Renovated 32,617 4,077 6% 
System 

Improved and Expnnded 
Monitoring, Research, 
and Evaluation 
Capability 45,688 5. 712 9% I 

T 0 T A L 517,957 64,745 100% I 100% 

I I 
b) Expenditure By Project Activity and Source of Funds 

The table below shows expenditures by Project activity and source of 
funds. For example, construction and initial equipment costs are 53% of 
the Project total and AID will pay 61% of the total construction costs. 
Salary support is 23% of the total project costs and AID will pay 50% 
of the total salary costs. The basic rationale for the AID contribution 
is that AID will pay 50% of the costs of salaries and drugs as the Model 
Plan is being implemented at twice the rate in project-assisted districts. 
In this situation, the costs to the states will be expanding at the normal 
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10 year implementation rate for the model plan during the life of the 

Project. AID will pay for nearly all of the one-time only developmental 
costs and will pay for 61% for construction. For training, AID will pay 

the entire costs during the Project lifetime. AID's overall contribution 

is 62% of the Project costs. The G-01 undertakes to insure internal re
sources- for --financing the remaining Project costs. 

FINANCIAL INPUTS BY ACTIVITY, SOURCE OF FUNDS AND USAID CONTRIBUTION 
($ in 000 1 s) 

GOI/ 
% OF % CONTRI-

ACTIVITY USAID TOTAL TOTAL BUTION BY 
STATES 

PROJECT AID/ ACTIVITY 

Construction and 
initial equipment 13,394 21,233 34, 627 53% 61% 

Salary Support 7, 562 7, 563 15,125 23% 50% 

Training -0- 3,783 3,783 6% 100% 

Communications -0- 973 973 2% 100% 

Drugs 2,160 2,160 4,320 6% 50% 

Research/Innovative/ 
Contingencies -0- 2,438 2,438 4% 100% 

Transport 1, 629 -0- 1, 629 3% 0% 

Management Inf orma-
t ion Systems 
Development -0- 1,050 l, 050 2 7. 100% 

Monitoring and 
Evaluation -0- 581 581 1% 100/. 

Project Management -0- 219 219 - 100% 

T 0 T A L 24,745 40,000 64,745 100% I 62% 

c) Expenditures by State and Person 

The table below shows the project e.xpenditures by state and person 

in the project-assisted districts, F..xpcndttures by state by year are 

shown in Ann ex 7 • 
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s T A T E PROJECT ESTIMATED POP.IN PER CAPITA EX-
EXPENDITURE PROJECT DISTRICTS PENDITURES IN 

($OOO's) (Rural - in OOO's 
DISTRICTS 

Himachal Pradesh 13,755 1,500 $9.05 

Punjab 9,872 3,400 2.90 

Haryana 9,673 1,900 5.09 

Gujarat 14,817 3,100 4.78 

Maharashtra 16,628 3,600 4.62 

T 0 t a 1 64,745 13,500 $4. 80 

d) Expenditures by Project Year (in $OOO's) 

Source Year 1 Year 2 Year 3 Year 4 Year 5 Tota!. 

GO I/States 5,370 5,848 5,8U6 3,984 3,737 24,745 
AID 8,681 9,454 9,385 6,439 6, 041 40,000 
Other - - - - - --· 
rot al 14,051 15,302 15,191 10,42 I 9 I 778 64,745 

e) Recurrent Costs 

Average recurrent health service costs as of 1980-81 are approxi

mately $800,000 per district in the five project states, or about $62 

million for the entire 78 districts. The effect of implementation of 

the Model Plan will be to increase average recurrent costs by about 33% 

per year in the Project districts, and by perhaps 17 % initially in the 

65 non-project districts (where the Model Plan will be implemented over 

10 years rather than five years). For the period 1980-81 to 1984-85, 
the proposed AID grant will cover roughly half the increase in recurrent 

costs in the project districts. Consequently, the average increase f0r 

both project and non-project districts for the five years of the project 

will be on the order of 17%. During the subsequent five years the 

average recurrent cost increase will gradually rise to 33% per district 

as the Model Plan reaches full implementation jn all 78 districts. 

Under existing cost-sharing formulas, nearly three-fourths of these re

current costs will be covered by the central government. Inasmuch as 

recurrent costs for health and family planning account for only about 

Si. of total GOI recurrent expenditures, the GOT should have no difficulty 

in providing the necessary financing (particularly given the very high 

priority which the GOI accords to rapid expansion of basic health services). 
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E. ECONOMIC ANALYSIS 

The goals of this project are fertility reduction and mortality 

reduction. Fertility reduction may be regarded as a way of reducing 

the "demographic investment" of a society. This is the investment 

which must be devoted to maintaining a constant level or per capita 

income and services as population increases. In addition, high depen

dency burdens on families reduce the savings capacity of a society. 

Also, high fertility among the poor contr:butes to an excess supply of 

unskilled labor and a downward pressure on wages; this has unfavorable 

effects on income distribution. Because estimation of these economic 

consequences of fertility reduction would require d relatively sophisti

cated simulation modelling effort, no attempt has been made to quantify 

the likely economic benefits although the effect of fertility reduction 

should increase both savings and investments. 

Mortality reduction may be both an end in itself and a means to the 

achievement of other social and economic objectives. As an end in itself, 

!t should be regarded as a consumption good. In this case, resource 

allocations promoting health are justifiable as a contribution to the 

enhancement of the quality of life for the beneficiaries. When reduced 

mortality is seen as a means to the achievement of other social and 

economic objectives, resources allocation can be regarded as an invest

ment with an expected return on that investment. The policies of the 

GOI and AID to meet basic human needs throubh equitable growth recog

nize both the consumption and investment aspcctf' of mortality reduction. 

Investments in general health services may be assessed in terms of 

two possible classes of benefits: increases in production either from 

increases in labor availability and product1vHy or improvements in 

population quality an<l "human capital". This latter class of benefit 

derives from changes in attitudes toward cducat:lon and skill development 

which result from longer life expectancies. This project, although 

focusing on mortality reduction in children under age five, will contri

bute to overall mortality reduction as well. Benefits in these two classes 

are extremely difficult to estimate, but may be substantial even in 

situations of overall labor surplus. According to research carried out by Ram 
and Schultz using Ind:!an data, for exmnplC', a 1% fall in mortality may 

be associated with a 0.3% increase in Rgricultural output (see Ram, R. 

and Schultz, T., "Life Span, Health, Savings, and PYoductivity". 

Economic Development and Cu] 11ral Change~ April 1979). Because of the 

complexities involved, a be1,e~it cost analysis of the impact of mortality 

reduction has not been prepared. 

Cost-effectiveness analysis is probably more relevant than benefit -

cost analysis for projects of thfs type. Although USAID has not carried 

out such an analysis :In planning this pr-::>j ect, it is important to 

recognize that the Model Plan represents the result of 15 years of program 

development based on imp lie it cos t-ef feet iveness er it er ia. The outcome 

is an approach to rural health and family planning which uses village

level workers, mid-level workers, and physicians c<s teams to maximize 

access to services and has simple services rendered by least trained 
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people and complex services rendered by more highly trained people. 
Evidence of the success of these efforts is that the Model Plan (if 
successfully implemented) will quadruple coverage of the health services 
from 20% to sor. of the population, with an increase of only 33% in 
recurrent costs. This implies that real recurrent costs per person 
reached (per capita health costs) will decline to one-third of their 
present levels by year 10. An :important component of this reduction 
is based on expected gains in both effectiveness and efficiency deriv 
ing from an integrated approach to the administration of health and 
family planning servicec;. 

On the basis of these considerations, USAID believes that the 
project is economically sound as an investment in economic development 
and is a cost-effective means of meeting basic needs. USAID will 
encourage the inccrporation of explict cost-effectiveness analysis into 
project evaluation and into the innovative field experiments to be carried 
out during the project life of the project. 

F. SOCIAL SOUNDNESS 

As the United States Congressional mandate to AID is to focus 
U.S. assistance on the poor, the districts chosen are economically 
disadvantage and the people, in general, have high fertility and poor 
health status. Within these districts, however, :!ncome is not distri
buted entirely equally and an important socinl soundness issue is whether 
poor families, particularly poor women and children, will utilize the 
trained village-level workers and the government's rural health system 
frequently enough, and for the "right" problems, so that fertility and 
mortality is reduced. 

In the past, the government henltli system has not really reached 
into the village but has operated in larger population groups. The 
government workers were seldom local residents and often did not empathize 
with rural people. As a result, there were frequent transfers and many 
posts retn!:'.ined vacant at the perfphery. In addition, PIIC' s were often 
short of essential drugs, waiting lines were long, contact time with the 
physician was very short, and the system only operated 4-6 hours a day. 
A& a result, the rural people oft en used the private and t rad it ional 
practitioners for a majority of their health and family planning problems. 
Private and traditional pr act it ioners were well liked because, being 
dependent on the goodwill of their clients, they were almost always 
available, spent ample time with each client, dispensed treatments 
immediately from their own stock in most cases, treated their clients 
with respect, and were usually fellow villagers or at least permanent 
residents of the area. Unfortunately, traditional practitioners lacked 
information and sometimes took advantage of their clients. 

The GOI, recognizing the strengths and weaknesses of the private 
and traditional system, decided to train the dais in the late 19 60' s. 
In 1977, the GOI announced the model plan which has a firm commitment to 
training workers for village-level care through its Community Health 



- 34 -
Volunteer program. The GOI also decided t.o mn·kedly expand r;overnment 

subcaaters to improve access by villagers, and unipurporH~ workers were 

retrained to offer multiple servkes. At the village level, the model 

plan depends on community participation to select the CHV and the CHV 

has been made dependent on the community rather than the government fo.c 

his (her) success, Evaluations showed good utilization by poor peopl c 

although, as the CHV was invariably a young male, poor men were major 

users of CHV services. The trained dail on the other hand, offers 

services almost exclusively to poor women and ch ildrcn. At the subcenter, 

the FHW has been given the job of training the dni. which enhances her 

reputation in the community. In addition, she makes frequent home visits 

which allows her to know the villagers well. The GOI, having experienced 

the strong village support for the village and subcenter-level workers 

and having learned from 15 years of fam:'.ly planning root ivational efforts, 

also has adopted a comnn.micaticn strategy to use the strer.gths of the 

model plan syst~m. The new communications strate>gy i.s based on extension 

into the village, training in interpersonal comrnun ications skills, use 

of locale-specific motivational materials and tcaining content, and 

decentralization of responsibility to the district level. This is a 

sound approach. 

However, many social barriers remain which inhibit utilization of 

the CHV, trained dai, and government rural health systE~rn by poor women 

and children. The foremost barrier is the longstand i.ng partial seclusion 

of women (most prominent in poor families) which makes it sifficult for 

them to seek health or family palnning advice away from their homes for 

themselves or their children. Another serious barrier is social attitudes 

which often affects the workers attitudes toward the people. A third is 

intra-village social group competition which may inhibit poor people from 

one social group from using a village worker belonging to another social 

group, and a fourth barrier is competition from the private and traditional 

practitioners whose income may be threatened. The key fact, however, is 

the positive trend. Social barriers for poor people, ;·articular ly women and 

children, are decreasing and the m::;.-iel plan approach is enhancing that process. 

The careful monitoring of utilization patterns by tiw management info::-mation 

system will allow Project managers to investigate situ.:itions where the poor 

are using the system at low rates to determine wl 1 at changes are necessary 

to encourage better utilization. This inforr.1at inn will_ enhance the social 

soundness of the model plan even more. The A1D tear.1 wi1ich visited India 

in September of 1979 (see /mnex 1) concluded the following in its socLil 

analysis section (see page 7): "it can be said that the delivery systen of 

health care and family planning services as presently <le signed and in 

operation is consistent with prevailing nonns and practices and that we see 

no serious obstacles to the ability of the proposed prc'J ect to provide 

effective health care and family planning services in rnr al India." 

PART IV : IMPLEMENTATION PLAN 

A. ADMINISTRATIVE ARRANGEMENTS 

1. GOI and State Administraiton of the Project 

Tr.e project will primarily be managed by the state governments 

with overall supervision by the GOI and monitoring by USAID. For 

specialized technical assistance, Indian professionals and organizations 

will be employed by the states. As mentioned in the analysis section 
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of the paper, the staffing levels at the state and districts are minimal 
given their large job responsibilities. For this reason, special project 
~ffices will be established at the state and district levels. The project 
offices will be supel::'v:Ised by "project advisory committees" at all levels -
district, state, and central. Organizational charts and detailed arrange
ments for each level are found in Annex 7. A sununary is given below. 

At the center, tht Ministry of Health and Family Welfare (MOHFW) 
will be responsible for overall coordination of the Project and will insure 
that all terms of the Project Agreement are fully met. A senior officer of 
the rank of Joint Secretary will be the Central Coordinator. He/She will 
be assisted by the regular staff of the Ministry. A Central Project Advisory 
Committee, chaired by the Secretary or Additional Secretary-cum-Commissioner 
for Family Welfare will meet annually to review project progress and to 
render policy guidance. A USAID representative will be a member uf that 
Connnittee and representatives i¥om AID/Washington may be invite<l to attend 
its meetings. 

At the state level, tlie state ministries of heald, and family 
welfare will be responsible for implementing the Project. f.ach state will 
appo:f.nt a Project Director, of the rank of Special or Joint Secretary, who 
will be responsible for all aspects of the Project. He/~l1e will have a 
staff paid from Project funds, including a Planning and I1~pJ~mentation Cell, 
a Construction Cell, and a Research and Evaluatlon C;ll. The states will 
have a Project Governing Board, chaired by the Chief ~ecretary of the state, 
that will meet quarterly to review the progress of the Project and to approve 
plans for the next quarter. USAID representatives will be invited to the 
meetings of the State Governing Boards. 

Within the districts, the Chief District Medical Officer will be 
responsible for project implementation. He/She will have a staff paid from 
project funds including a Planning and Implementation Cell, a Construction 
Cell, a Research and Evaluation Cell» and a Communications Cell. The 
districts will have a District Project Advisory Board chaired by the 
District Collector (in charge of all developmental activities in a District). 
In consultation with MOHFW, USAID representatives ~ill make periodic visits 
to the Project districts. 

As some states have problems with vacant posts, the GOI and the 
states have agreed to fill vacancies in project-assisted districts on a 
priority basis during the first year of the Project and to maintain optimum 
staff levels during the rest of the Project period. 

On this basis, the administrative arrangements of the GO! and 
states are suificient to manage the project. 

2. USAID Administrative Arrangements 

a. Disbursements 

The total cost of the Project is $64.75 million of which AID's 
contribution is a $40 million grant. As discussed in the financial 
analysis, AID will finance portions cf Project activities eligible for 
reimbursement, including some expenditures from April 1, 1980 as specified 
in the Project Agreement and Implementation Letters. 
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b. Project Monitoring 

For project monitoring, USAID will follow the administrative arrange
ments discussed previously. USAID's field monitoring functions will be 
coordinated with those of the states and COI where possible and will jnclude 
periodic site visits to the districts by USAID staff by mutual consultation 

with MOHFW. 

B. IMPLEMENTATION PLAN AND SCHEDULE 

A bar chart by Project activity is found in Annex 9. A narrative 
follows. 

By the end of the first Project year, the following tasks should have 
been accomplished: Project staff selected and orientP-<l at the state and 
district levels; the baseline surveys and needs assessments have bet·n carried 
out, the analysis done, and the reports 6uhmitte<l; critical drugs, supply and 
equipment levels have been deterrained and plnns rn1de to make critical items 
available on a priority basis; vacant posts hnve been filled in all project
assisted districts; construction cells have been estnblished at state and 
district levels and construction starts have been made on 15% of subcenters, 
LHV quarters and FMW training annexes; contracts have been let for institutions 
that will train trainers, managers and communication staff and 75% of project 
management and project training staff have received at least one basic course 
in management or educational science; 15% of additional service workers have 
or are receiving basic training; and basic design of the management information 
syate~ has occurred including pretesting of some records and reports. 

By the end of the second Project year, the following tasks should have 
been accomplished: detailed action plans, based on the baseline surveys and 
needs assessments, have been prepared by all states; construction starts have 
been made on 50% of addittonal subcenters and IHV quarters, construction of 
all FMW training annexes hcve been completed and construction start:. have 
been made on MMW and Regional Training Centers; 75~ of managers and trainers 
have received advanced courses in their fields; 50Z of additional service 
workers have received or are receiving basic training; 50% of existing 
workers have received at lellst one "refresher" course; drug supply, and 
equipment resupply system improvements have occurred for critical items so 
that they are ilsually present; - . · long term field testing of 
management information system records is underwBy; and research and 
innovative activities have begun in all states. 

By the end of the third Project year, the following tasks should have 
been accomplished: construction completion have been m<lde of MHW and Regional 
Training Centers and 65% of subcenters and U!\J quarters; construction 
starts have been made on all the remaining unitR proposed for construction; 
basic training of all village level workers nnd 65% of paramedical staff 
completed; 75% of managers and trainers have received "special sk:!.11." 
courses in their fields; 90% of existing workers have received at least 
one "refresher" course and 25% have received a second "refresher" course; 
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management information system has been fully dcvc> 1 opt•1.l nnd some subsyi:items 
are being implemented through training of workers and ruplacement of c:idst
ing records and reports; the mid-Project cv.1luation hm; been held. 

In the fourth year, the following will occur: 85% of all construc
tion and basic training will have been completed by the sixth month of the 
fourth year so that at least one year of "steady stnte" operations has 
occurred prior to the end-of-project evaluation; 90% of existing workers 
have received s second "refresher" training course; and the management 
information system is functioning . 

.. In the final project year• all out puts will have been achieved and 
the end-of-project evaluation held. 

C. EVALUATION PLAN 

The evaluation plan has, in addition to routine monitoring of progress 
in achieving the planned output targets, four main components: baseline 
studies, annual review, mid-project evaluation, and end-or-project evaluation. 

The baseline studies have as their ma in purpose the es tab lishement of 
benchmark indicators. The end-of-project evalunt iort will compare the 
selected indicators with the benchmarks to assess changes likely to b~ 
attributable to the Project. The main focus of the baseline studies will be 
to make estimates of goal and purpose indicators. (~al indicators may be 
measured directly, perhaps on a sampling basis. In :my case, indirect goal • indicators such as contraceptive prevalence wi11 be measured. Other selected 
data such as contraceptive availability will be gathered and the use of control 
groups will be considered. The baseline information gathering will be planned 
by the states, the GOI, and USAID. 

The annual review will rely on existing data derived from the 
monitoring process 3nd on selected field visits. Its purpose will be to 
assess the progress of the project toward stated objectives and suggest changes 
based on increased knowledge in Project-assisted districts. The first annual 
review will occur following the completion of the needs assessment and the 
development of detailed state act ion plans. 

The mid-Project evaluation may include selective special d~ta 
gathering on some of the benchmarks that are deemed important and may include 
other studies based on perc.;ived needs of project managers and monitors. 
The purpose of the mid-Project review is two-fold. The first purpose is for 
making moderate/major changes in project design based on the data and 
experiences of the project at that point in time. The second purpose is to 
assist the GOI and USAID in planning future bi lateral projects. 

The end-of-project evaluation will assess whether the purposes have 
been achieved and will be done in the last year of the Project life. 

D. CONDITIONS AND CONVENANTS 

In addition to the standard ConditionB Precedent. the Project 
Agreement will include the following Condit ions Precedent and Covenants: 
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1. Conditions Precedent to Disbursement for Construction 

Prior to any disbursement for individual comnnH·tion :1ct lvlt il'~; 

under the Grant, or to the issuance by A.I.D. of documentation 
pursuant to which such disbursement will be made, the cooperating 
country shall, except as A.I.D. may otherwise agree in writing, 
furnish in form and substance satisfactory to A.I.D. (1) detailed 
drawings and specifications for all types of buildings to be 
constructed, and (2) evidence that any newly constructed, improved 
or expanded facility is "operational", that is: has workers in 
place with adequate supplies and equipment and renders the intended 
services. 

2. Covenants 

Except as A.I.D. may otherwise agree in writing, the cooperating 
country will: 

(1) Cause each state assisted by the project to establish special 
Project Offices at the state and district levels to manage and 
implement the Project. 

(2) Ensure that no portion of grant proceeds will be attributed to 
motivation fees to any person for family planning or attributed 
to sterilization or abortion-related costs. 

(3) Ensure that all family planniflg services, including steriliza
tion, will be provided on a strictly ~oluntary basis. 
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Attachrn ent B 

I N D I A 

INTEGRATED RURAL HEALTH & POPULATION PROJECT 

CERTIFICATION PURSUANT TO SECTOR 61 l(e) OF' THE FOREIGN 
ASSISTANCE ACT OF 1961, AS AMENDED 

I, Priscilla Boughton, principal officer of the U.S. 
Agency for International Development in India, having taken 
into accoWlt among other things the maintenance and utiliza
tion of projects in India previously financed or assisted by 
the United States, do herehy certify that in my judgment 
India has the capability (both financial and human resources) 
to effectively maintain and utilize the Integrated Rural Health 
and Population Project. 

\. ,> \ , l • • ( (,., ~i/< I'-': ,{ ((V\ \_ 

Pr is c ill a Bought on, MrJ s ion Director 
USAID /India 
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. .. ( Attachment C 
UNITED STAT( INTERNATIONAL DEVELOPMENT COO :ATION AGENCY 

AGENCY FOR INTERNATIONAL DEVELOPMENT 
WASHINGTON. D.C 20523 

PROJECT AUTHORIZATION 

Integrated Rural Health and Population 
Project No. 386-0468 

Pursuant to Section 104 of the Foreign Assistance Act of 1961, as 
amended (the 11Act 11

), and the Delegations of Authority thereunder, I 
hereby authorize the Integrated Rural Health and Population Project (the 
11 Project 11

) for India (the 11Cooperating Country"), involving planned 
obligations of not to exceed Forty Million United States Dollars 
($40,000,000) in grant funds over a three year period from date of 
authorization, subject to the availability of funds in accordance with 
the Agency for International Development (A.I.D.) OYB/allotment process, 
to help in financing foreign exchange and local currency costs-of the 
Project. Of the above amount, not to exceed Thirteen Million Eight 
Hundred Thousand United States Dollars ($13,800,000) are authorized for 
population activities under Section 104(b) of the Act and not to exceed 
Twenty-Six Million Two Hundred Thousand United States Dollars ($26,200,000) 
are authorized for health activities under Section 104{c) of the Act. 

The Project consists of assistance to the Cooperating Country in implementin~ 
its Model Plan for basic health and family planning services in 13 districts, 
selected on the basis of economic and health related 11 backwardness 11 criteria, 
in five states (Maharashtra, Gujarat, Punjab, Haryana and Himachal Pradesh). 
Project outputs will include (1) additional trained workers, (2) additional 
service facilities and quarters constructed, (3) additional person-years of 
work, (4) improved and expanded services, (5) improved and expanded training 
support, (6) improved and expanded communications support, (7) improved and 
expanded existing service facilities, and (8) improved and expanded management 
support. 

Project inputs include technical and managerial skills of Cooperating 
Country institutions and professionals. The Cooperating Country will 
contribute Twenty-Four Mi 11 ion Seven Hundred and Forty-Five Thousand 
Dollars ($24,745,000) equivalent in local currency for project activi
ties. Due to the construction component and time required for manage- . 
ment systems deve 1 opment, a five year disbursement period wi 11 be 
necessary. 

The Project Agreement, which may be negotiated and executed by the 
officer to whom such authority is delegated in accordance with A.I.D. 
regulations and Delegations of Authority, shall be subject to the 
following essential tenns and covenants and major conditions, together 
with such other tenns and conditions as A.I.D. may deem appropriate: 



a. Source and Origin of Goods and Services 

Goods and services financed by A.I.D. under the project shall 
have their so"urce and origin in the United States and the Cooperating 
Country, except as A.I.O. may otherwise agree in writing. Ocean ship~ 
ping financed by A.I.D. under the Project shall, except as A.I.D. may 
otherwise agree in writing, be financed only on flag vessels of the 
United States. 

b. Conditions Precedent to Disbursement for Construction 

Prior to disbursement for individual construction activities 
under the grant, or to the issuance by A.I.D. of documentation pursuant 
to which such disbursement will be made, the Cooperating Country shall, 
except as A.I.D. may otherwise agree in writing, furnish in form and 
substance satisfactory to A.I.O. (1) detailed drawings and specifica
tions for all types of buildings to be constructed, and (2) evidence that 
any newly constructed, improved or expanded facility is "operational", 
that is: has workers in place with adequate supplies and equipment gnd 
renders the intended services. · 

c. Covenants 

Except as A.I.D. may otherwise agree in writing, the 
Cooperating Country will: 

(1) cause each state assisted by the Project to establish 
special Project Offices, at the state and district levels to manage 
and implement the Project; 

(2) ensure that no portion of Grant proceeds will be attributed 
to motivation fees to any persons for family planning or attributed to 
sterilization or abortion-rel~ted costs; and 

(3) ensure that all family planning services, including 
sterilization, will be provided on a strictly voluntary basis. 

Clearances 

AA/ASIA, John H. Sullivan 
A/GC, Charles Costello 
AA/PPC, Alexander Shakow 

ugl as J-:-· en 
Administrator 

CA· vi.1<6V 
\ rJ) _J..t Date (7 I 

ASIA/PD/SA:JOs~orn;GC/ASIA:HMtr~ris~ik/fv:8/18/80:58450 
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SUBJECT: INTEGRATED RURAL HEALTH AND POPULATION - GOI LETTER REQUEST 

REF: IA) NEW DELHI 17744 <Bl STATE 225918 

FOLLOWING IS EXACT TEXT OF GOI LETTER REQUEST FOR ASSISTANCE 

FOR INTEGRATED RURAL HEALTH ANO POPULATION PROJECT: 

AUGUST 26, 1980 

DEAR MRS. BOUGHTON: 

THE GOVERNMENT OF INDIA HEREBY REQUEST A GRANT FROM THE 

GOVERNMENT OF THE UNITED STATES IN THE AMOUNT OF DOLS23. 7 MILLION 

TO ASSIST IN FINANCING THE INTEGRATED RURAL HEALTH AND POPULATION 

PROJECT. THESE FUNDS ALONG WITH FURTHER US ASSISTANCE 

OF OOL5!6. 3 MILLION AS WELL AS THE GOVERNMENT OF INDIA'S 

CONTRIBUTION IN THE AMOUNT OF DOLS24. 745 MILLION WILL FINANCE 

THE COST OF IMPLEMENTATION OF GOVERNMENT OF INDIA'S MODEL PLAN 

FOR BASIC HEALTH AND FAMILY PLANNING SERVICES IN 13 DISTRICTS 

IN FIVE STATES !MAHARASHTRA, GUJARAT, PUNJAB, HARYANA AND HIMACHAL 

PRADESH! . 

WE WOULD APPRECIATE YOUR EARLIEST CONSIDERATION OF THIS 

REQUEST FOR ASSISTANCE. 

BLOOD 

SINCERELY, f"' 

ISI GNEDl 

rOGESH CHANDRA 
JOINT SECRETARY 
DEPAPTMENT OF ECONOMIC AFFAIRS 
MINISTRY OF FINANCE " 



Attachment D 

Draft Project Description For Project Agr~ement 

The purposes of the Project are {l) to improve ac~e~s 
to health and family planning services that promote fert1l1ty 
and mortality reduction and (2) to improve and expand the 
services and support systems of the Government of India's 
Model Health Plan (Model Plan). The Project will seek to 
accomplish these purposes in thirteen districts (Project 
Districts) in five states as listed below: 

State 

Himachal Pradesh 

Punjab 

Haryana 

Gujarat 

Maharashtra 

Districts 

Hamirpur 
Kangra 
Sirmur 

Bhatinda 
Faridkot 
Sangrur 

Bhiwani 
Mohendergarh 
Sirs a 

Bharuch 
Panch Mahals 

Osmanabad 
Parbhani 

In addition, the Project will strengthen certain 
institutions in the five states that are not located in the 
Project Districts but support services in the Project 
Districts. 

I. THE PROJECT 

A. Purpose 1: Improved Access to Health & Family 
Planning Services 

Access to health and family planning services that 
promote fertility and mortality reduction will be improved by 
the training of additional village-level workers called 
Community Health Volunteers (CHV's) and dais (traditional birth 
attendants) and additional subcenter-lcvel workers called 
Female Multipurpose Workers (FMW's), Male 
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Multipurpose Workers (MMW's), and Lady Health Visitors (LHV's). 
Access will also be improved by the construction of additional sub
centers including quarters for females, primary health centers, 
rural family welfare centers, upgraded primary health centers, and 
LHV quarters. Access will also be improved by em~loying additional 
workers including FMW's, MMW's, LHV's, medical officers, and 
nurses. 

B. Purpose 2: Improved and Expanded Services and Support 
Systems 

1. Baseline Survey and Needs Assessment 

For purposes of detailed project planning and for the 
establishment of baseline indicators for evaluation, a baseline 
survey and various needs assessments will be done in the first 
year of the Project. The needs assessments will be done in the 
first year of the Project. The needs assessment will include 
disease patterns, quality of services, training needs, communi
cations needs, management needs, and a determination of the 
current availability of reversible methods of contraception and 
of critical drugs, supplies, and equipment needs for mortality 
reduction in children 0-4 years old. In addition, the baseline 
survey will measure selected indicators including the 
"objectively verfiable indicators" from part II:B of the Project 
Paper and contraceptive prevalence. Other mutually agreed 
indicators may also be measured as part of the baseline survey. 

2. Services 

Based on the results of the needs assessment, plans for 
the improvement of existing services will be made. In 
addition, other services will be field tested and made available 
through the Scheme when found suitable. 

3. Training 

The Project will provide for increased training space at 
PHCs, Upgraded PHCs, a Male Multipurpose Center and a Regional 
Family Planning Training Center. In some cases the space will 
be used for training in the field of female workers (field 
practice areas), and in other cases the space will be used for 
basic training of multi-purpose workers and village level 
workers and for inservice refresher training of all categories 
o~ workers at the Village, Subcenter and PHC levels. The space 
will also be used for conducting community information, 
education and communications meetings. 

Based on the results of the needs assessment, plan5 will 
~e made to trai~ existing service workers, managers and trainers 
1n selecteJ subJects. If needed, trainina institutions will be 
~tr~ngthened in staff.and sk~l~s so that ~raining capability 
is improved. Innovative tra1n1ng approaches may be tried. 
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4. Communications 

Based on the results of the needs assessment, communi
cations support for health and family planning service~ will 
be expanded and improved. Training programs and materials 
with local culture-specific content, will be developed for 
inclusion in inservice refresher training and in basic 
training to improve the communications knowledge and skills 
of service workers particularly in the area of inter
personal communications. Existing orientation training 
camps for village leaders will be intensified and educational 
camps will be organized for block and district leaders to 
promote community involvement in health and family planning 
matters, particularly the latter. Field workers from 
state/GOI institutions and agencies other than health and 
family planning will also be trained in family planning 
motivation and education, and particular efforts will be 
made to incorporate improved training material into the 
National Adult Education Program in Project Districts. 

Based on the results of the needs assessment, district 
and block extension educators may be trained in planning, 
operations management, and evaluation and the staffs of the 
districts increased so that the decentralization of 
communications management to the district level is effective. 

S. Jmproved and Expanded Existing Service Facilities 

The Project will provide for improvement and expansion 
of selected existing health and family planning facilities to 
improve the quality of their services. PHCs will be improved 
and expanded, including the addition of an operating theater 
and space for beds, so that they may provide better quality 
surgical and emergency care services and improved child care. 
Upgraded PHCs and Subdistrict Hospitals will be improved and 
expanded, including the addition of an operating theater and 
space for beds, so that they may provide better quality 
surgical, obstetric and emergency care services and improved 
acute and special care for children. 

6. Improved and Expanded Management Support 

In addition to the management training mentioned in B-3: 
Training, the Project will provide for improvement and expgnsion 
of health and family planning services management support by 
(a) improvement of monitoring of service and support system 
activities, (b) improved program operations by altering manage
ment procedures and patterns as appropriate and by conducting 
practical studies to improve program operations, and (c) evalua
~ion of the impact of programs. Monitoring capability will be 
improved and expanded by developing management inforr:,ation systems 
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to monitor services and support systems performance with priority 
given to improvement of logistics management at the periphery. 
The systems developed will furnish timely reports in which data 
analysis has been done and information is displayed in a clear 
manner. These systems may require additional staff and training 
at the block, district, and st&te levels for proper implemen
tation. In addition, management support capability will be 
improved by strengthening the capability of the districts and 
states in program operations by altering management procedures and 
patterns as appropriate and by the conduct of practical research 
studies related to program planning, program management, program 
evaluation, management training, and organization of services. 
Special attention will be given to improving knowledge about 
groups who utilize the government rural system at low levels and 
to strengthen the prediction of contraceptive demand. Impact 
evaluation capability will be improved by increased staffing of 
the Evaluation Cells at both state and district levels, by train
ing of Evaluation Cell staff, and by participation of the 
Evaluation Cell staff in baseline surveys, needs assessment, 
analytical and innovative studies, and in the follow-up 
evaluation of the Project. 

II. PROJECT IMPLEMENTATION 

The Project will primarily be managed by the state 
governments with overall supervision by the GOI and 
monitoring by USAID. 

1. Central Government 

The MOHFW will be responsible for overall coordination 
of the Project and will insure that all terms of the Project 
Agreement are fully met. the MOHFW will appoint a senior 
officer of the rank of Joint Secretary as Central Project 
Coordinator. The MOHFW will also appoint a Central Project 
Advisory Committee, chaired by the Secretary or the Additional 
Secretary-cum-Commissioner for Family Welfare, which will meet 
yearly to review progress of the Project and to consider and 
approve plans for the ensuing year. A USAID representative 
will be a membar of the Central Project Advisory Committee and 
representatives from AID/Washington may be invite~ to atte~d 
its meetings. 

2. State Level 

At the state level, the state ministries of health and 
family welfare will be responsible for implementing the Project. 
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Each state will appoint a senior officer of the rank of Special 
or Joint Secretary as Project Director with responsibility 
for all aspects of the Project. The Project Director will 
have a staff paid from Project funds, including a Planning and 
Implementation Cell, a Construction Cell and a Research and 
Evaluation Cell. Each state will appoint a Project Govern-
ing Board, chaired by the Chief Secretary of the state, that 
will meet quarterly to review the progress of the Project and 
to consider and approve plans for the ensuing quarter. USAID 
representatives will be invited to the meetings of the state 
Project Governming Boards. 

3. District Level 

At the district level, the Chief District Medical 
Officer will be responsible for implementing the Project. The 
Chief District Medical Officer will have a staff paid from 
Project funds, including a Planning and Implementation Cell, 
a Construction Cell, a Research and Evaluation Cell and a 
Communications Cell. Each state will appoint District Project 
Advisory Boards, chaired by the District Collector for Project
assisted Districts. In consultation with MOHFW, USAID 
representatives will make periodic visits to the Project 
districts. 

4. Staffing 

The GOI and the states will fill existing health and 
family planning services staff vacancies in Project Districts 
on a priority basis during the first year of the Project and 
will maintain optimum staff levels during the rest of the 
Project period. 

5. .!l!!Plementation Plan and Schedule 

By the end of the first project year, the baseline surveys 
and needs assessments will have been carried out, the analyses 
done, and the reports submitted. Critical contraceptive supply 
and equipment needs relative to current or projected demand will 
have been <l~termined and plans made to make needed items 
available on a priority basis. By the end of the second year 
of the project, supply and equipment system improvements will 
have occurred so that needed items are usually available. 

III. PROJECT EVALUATION 

The Project will provide for a Project Evaluation Plan 
~hich ~il~ have, in addition to routine monitoring of progress 
11~ ach1ev~ng the J?lanned output targets, four main components: 
(a) Bas~l1ne Studies, (b) Annual Review, (c) Mid-Project 
Evaluation and (d) End-of-Project Evaluation. 
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1. Baseline Studies 

The Baselire Studies will have as their main purpose 

the establishment of bechmark indicators. The End-of-Project 

Evaluation will compare the selected indicators with the 
benchmarks to assess changes likely to be attributable to 
the Project. The Baseline information gathering will be 
planned jointly by the states, the GOI, and USAID. 

2. Annual Review 

The Annual Review will rely on existing data derived 
from the monitoring process and on selected field visits. Its 
purpose will be to assess the progress of the Project toward 

stated objectives and suggest changes based on increased 
knowledge in Project Districts. Particular imµortance will 
be given to assessment of progress in availability of re
versible methods of contraception and of critical drugs, 
supplies, and equipment for mortality reduction in children 
0-4 years. 

3. The Mid-Project Evaluation may include selection 
special data gathering on some of the benchmarks that are 
deemed important and may include other studies based on 
perceived needs of project managers and monitors. The 
purposes of the Mid-Project Review are: (a) for making 
moderate/major changes in the Project design based on the 
data and experience of the Project at that point in time, and 
(b) to assist the GOI and USJ\TD in planning future bilateral 
projects. 

4. End-of-Project Evaluation 

The End-of Project Evaluation will assess whether the 
purposes of the Project have been achieved. It will be carried 
out in the last year of the Project. 



As of August ,1980 

I 

PROJECT INPUTS 

I 

1. Construe tion & Initial 
! Equipment 
I 

! 2. Salary Support ! 
I 
I 3. Training 
I 

I 4. Communications 
I 
I 

5. I Drugs 
I 
I 

6. Research/Innovative/ 
Contingencies 

7. Transport 

8. Management Information 
i Systems Development 

9. Monitoring & Evaluation 

10. Project Mana~ement 

TOTAL 

PROJECT FINANCIAL PLAN 
(Source and Application of Funding - $000s) 

I Cumulative Obligations/ 
1 
i 

1 
Commitments as of 

I : August 
1 1980 

AID I GOI I OTHER 
i I I 

I 
I I 

i I 
I 12,600 7,900 -
: 

' 

4,SCO 4,500 -
' 

2,300 I - I -
I I 

! 
' I 600 - -I I 

I I 

' 1,300 ..... 300 -

1,500 

1,000 

I 
I : I I 500 - I -
I 

300 I - -
100 - -

23,700 14,700 -

I 
: 

I 

Future Years 
anticipated 

•Tn .n.i. ..... I 
[ 
I 

I 
8,633 

! 
5 ,494 

3,063 3,062 -

1,483 I -

373 l -

860 ' ·860 : -

938 

I 629 I -

I I 
I I 

I I 550 - -

281 - -
119 - -

16,300 10,045 -

Project No. 386-0468(Grant) 

TOTAL 

OTHER 
I 

l I 
I - ; 

i ! 

I I 

l - ' I, 

! i - I 
I I 

l -

I -
! 

:z1,233 13,394 

7,563 ' 7,562 I 

' i I 
! I 

I I 3,783 -
! I i 973 -
i I 
' 2,160 I 2,160 I 

~ 

2~438 

1,629 

I 1,050 - -
581 - -
219 - -

40,000 24 ,745 



A tt:ac hm <>nt E 

5C(2) - PROJECT Ui(CY.i. bl 

ltsttd below are statutory cr1terta 1ppltcablc generally to projects with FAA funds and prujcct 
cr1terta applicable to 1nd1v1dual fund source~: Development Assistance (with a subcategory for 
crtter1a applicable only to loans); and Econoa1ic Support Fun~. 

CROSS REFERENCES: IS COUNTRY CllCCKLIST UP TO DATE! yes 
HAS STANDARD ITCH CHECKLIST BEEH REV1£W£0 FOH THIS PRODUCT? Yes 

A. GfNERAl CRITERIA fOR PROJECT 

1. FY 79 A . Act Unnumbered· 
Sec. • a escr e ow cmn t aes on 
AJipropriat1ons of Senate and House have been or 
will be notified concerning the project; 
(b) is asststance within (Operational Year 
Budget) country or 1nternat1ona1 organ1zat1on 
allocation reported to Congress (or not mort 
than $1 m1111on over that ffgure)? 

2. FAA Sec. 61lJ,a6~l. Prior to obltvation 
1n excess of $1 , , wn 1 there bt (a) eng1· 
neer1ng, f1nanc1a'. and other plans ntcessary 
to carry out the A3s•stance and (b) a reasontbly 
firrn est1mate of the cost to the U.S. of the 
assistance? 

3. FM sec. 6ll{a)(2f. If further lt9hht1ve 
action is required wt h1n recipient country, 
what is basfs for reasonable expectatton that 
such action w111 be completed 1n time to permit 
orderly actompl1strnent of purpose of th• 
ass1stance? 

4. \01. 
If or water or water-re a e an resour'Ci"" 
construction, has project met the standards 
and cr1ter1a as per the Principles and Standards 
for Planning Water and Related Land Resoyrees 
dated October 25, 1973? 

5. FAA Sec. 611(e). If proje<;t h capH.ai 
assistance (e.g., construction}, and all 
U.S. assistance for it will ~xceed $1 atllton, 
has Missfon Director certified and Re9ional 

.Assistant Administrator ta~en 1nto constderat1on 
'the country's ctipab11ity ef'"Lcttvely to Mint.in 
and utilize the project? 

6. FAA Sec. 209. Is project susceptible of 
ex~cu~fon as part of regtonal or multilat~ral 
project? If so why ts project not so executed? 
Information and conclusion whether tissfstance 
will encoura9e rf:9iona1 development pro9r1r11~. 

(a) Formal not.ification to 9ongre-
s sional Committees was given in · 
AID's FY80 Congressional Presen
tation. Because of an increase 
in FY 80 funding, a Congressional 
Notification will be necessary 
prior to authorization. 
(h} No. 

Yes 

None 

Not applicable 

Yes 

No 



A. 

1. FAAS«· 601,a~. lnform4t1or. llnd conclusions 
whetfiCr proJe'ct w1 l encourage efforts of the 
countr1 to: (a) increase the flow of international 
trade• (b) fQSttr privat~ 1n1t1at1~e and compett
UOtH (c.) encourtge devc lojllltttlt and use of 
c:ooperatt~s, credit unions, and savings and loan 
assoc1at1ons; (d) discourage rnonopa.listtc prac~ices: 
(e) iq>rove techn1ca1 effic.iency oT fndust~. agrt· 
culture and c~rce; ard (f) strengthen fr~ 
lal>or un1ons. 

8. FAA Sec. 60l~b). Infonnat1on and conclusion 
on how proJ~t w lf encourAge u·.s. private trade 

·and investinent a.broad and encourage private U.S. 
participation fn foreign asshtance programs 
{t~lyd1~ use of private trade channels and tile 
serYftu C1f U.S.~· private ent~rprt SC'), 

9. f~ Set:·612(b)i Sec. §36{h). Describe steps 
taken io as.sui"e t'hat, to the tnaxtmum extent possi
ble, the country is contributing local currencies 
to tneet the cost of contractual and other serYiees, 
and foreign currencies ownl?d by the U.S. are 
ut1ltzed to meet the cost of contractual and 
other services. 

10. FAA Sec, 612(d). Does the U.S. own excess 
foreign currency of the country and, 1f so, what 
arrangements have been made for 1ts release? 

ll. FAA Sec. 601(T). Will the project utilize 
compelltTve select on procedures tor the award1n9 
of contracts, except where applicaLle procurErnent 
rules allow otherwise? 

12. FY 79 App. Act Sec. 608. If assistance 1s 
for the production of any c«twnod1ty fur export, 
h the conmodtty likely to he in surµlus on world 
n~rkets at the ttme the resulting producttve 
capacity becomes operative, and 1~ su'h asst~tan~e 
11~ely to cause substantial lnjury to U.S. 
produc<!rs of the same, s Ir.ii I i.lr, or coo~et 1ng 
COtllllOd1ty? 

B. FUNDING ~RIT£RfA FQR PROJlCT 

1, Development Asshtance Project Criteria 

a. FAA Sec. 10,(b); 1111 113; 28la. 
Cxtent t'O'Wfilih act vity \\fl (a} ~Hect ively 
involve the poor 1n development, by extending 
access to ~onomy at local level, 1n~rea~fng 
labor-intensi':& production and the use of 
appropriate technology, spre~d1ng tnvestment 
out froai c:1t1es to sma11 towns and rural Ar"as, 
and 1nsuring wide part1cfpat1on of the poor 1n 
the benef1ts of development on a sustained 

Not applicable 

The project is not expected to 
foster private trade and 
investment abroad 

India will contribute 38% of 
the total cost of the project. 
(see item 10 for U. S owned 

currencies) 

--

Yes. The U. S - owned Indian rupees 
are being used for vari~u.s usq agen
cies 1 program and adm1n1strative 
support. 

Yes 

Not applicable-the assistance is 
not for the production of any 
commodity. 

A major purpose of this project 
is to improve access to basic health 
and family planning services by 
the rural poor. The project seeks 
to train and use a large nwnber of 
community-bast::d volunteers and 
multipurpose health workers for 

--------------------------- . --------- -- --

~,.,,. ......... 1,-. 
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I 

ba11s, using the appropriate U.S. instituttonsi 
(b) help develop cooperatives, especially by tech· 
ntcal assistance, to assist rural and urban poo;· to 
help them$elves toward better life, and otherwtse 
encourage dernocrat1c private and local governmental 
1nstttut1onsi (c) support the self-help efforts of 
developing covntr1esi {d) prooiote the part1:ipatiori of 
women 10 the national economies of developing countries 
and the 1mprovtment of women's status; and (e) utilize 
tnd encourage regional cooperation by developing 
counti-1es1 

b, FAA Sec. 103, l03A, 104 105, 106 107. 
ts assistance being made avafla~le: (tncfude only 
applicable paragraph which corresponds to source 

' of funds used. If more than one fund source is 
used tor project, tnclude relevant paragraph for 
each fund source.) 

( 1) [103] for agriculture, rural development 
or nutr1t1on; ff so, extent to which activity ts 
spectfically designed to tncreue product1vHy and 
~ncome·of rural poori (l03A) 1f for agricultural 
research. 1s full account taken of needs of small 
farmers• · 

R r 

(2) (104] for population planning under sec, 
104(b) or health under sec. l04(c); 1f so, eY~ent 
to whfch act1vity emphasizes low-cost, integrated 
de11very systems for health, nutr1t1on and hm1ly 
planning for the poorest people, with part 1cular 
attention to the needs of mothers and young 
children, us1ng paramedical and aux1114ry medical 
personne.1,· cl1n1cs and health posts, ccmnerchl 
distribution systems and other modes uf comnuntty 
research. 

(3) [105] for education, public admtnt
stration,· or human resources development; ff so, 
extent to whtch activity strenqthens nonfonnal 
education, makes fonnal education JnOre relevant, 
especially for rural families and·urban poor, or 
strengthens management capabiltty of instttuttons 
enabling the poor to participate In develcjlr>-.ent; 

(4) (106] for technical assi~tance, energy, 
research, reconstruction, and selected develo~ent 
problems; 1f so, extent activity i~: 

(1) technical cooperation and develop 0 

ment, espec1a11y with U.S. private and voluntary, 
or regional and international developme~t. 
Of94nl zat 1 ons; 

~ (it) to help alleviate energy problemt; 

{111) research into, and evaluation of, 
economic development processes and techniques; 

(1v) reconstruction after natural or 
ma rrnade d has ter i 

the delivery of services in rural 

areas. More than one half of 
these workers will be women. 
The project is aimed at improving 
the health status of the rural poor,· 

pa.1 ticularly women and young 

children. 

The project emphasizes low-cost 
integrated healfh, population and 
nutrition delivery approach through 
the use of community-based volun
teers and multipur:pose health 
auxiliaries. A maJor focus of the 
project is on mothers, infants and 
young children. The project will 
also Tinance innovative lowcosthealth 
delivery. 



B.l.b.(4). 

(t) for special development probllll'I. 
and to ~ble proper ut111zat1on of earlter U.S. 
\nfra•tr~~ure,·etc •• asststancei 

. ( v1 r for programs of urban dtvt loprMnt. 
tspec;ally SMall: l•bo~·iRtensivt entorprtses. 
market$ng 1~.stG'H. and financial or other fnstt· 
tutto,. to help urban poor part1cfpate in ecoeornfc 
and soct11 develo"1ent. • · · 

c. [107) ls oppropr1ate effort placed on use 
of appropriate ttchnology? 

d. FAA Sec. 110 a • Wtll the recipient 
tountry prov e at east 25i of the costs of the 
progra~. project. or activity wtth respect to 
which the assistance 1s to be furnished (or 1\15 
the latter cost-sharing requ1rl!llent ~een waived 
for a •relatively least~developed" country}? 

e. FAA Se<:, llO(b~. w111 grant cap1t&l 
ass1st1nce bi d,sburse for project over more 
than 3 years? If so. has justiffcation sat1s
factor1 to the Co119ress been made, and efforts 
for other f1nanc1n9 1 or 1s the recfptent country 
"relatively least developed"? 

f. fAA Sec. 28l~b}. Descrtbe extent to 
wh1ch program recogn zes the particular needs. 
dEslres, and capacities of the people of the 
country• utflfies the country's tntellectual 
resources to encourage 1nst1tuttonal development> 
and s~ppor~s c1v11 education and training fn 
skills required for eff@ctlve parttclp~tfon 1n 
9overnnental and polttlcal processes essential 
to se1f·government. 

g. FAA Sec. 122(b). Does the activfty 
gfve reasonable promise of contributing to the 
development of econ01111c resources, or to the 
fncretse or productive cap~c!ttcs and self· 
sustain1r.9 economic growth7 

2. OeveloPQrint Assistance Protect Cr1ter1a 
{lo•ns nly) 

a, FM Sec. 122{b}. Information and 
conclusion on capacity of the country to repay 
the lo,rn, tnclud1ng reasonab1en~ss. of 
repayment prospects. 

b. FM Set. 620(d~. If assistance h for 
any productive enterpr se Wh1ch will compete tn 
the U.S. w1th U.S. enterpr1se, ts there an 
agreement by the recipient country to prevent 
export to the U.S. of more than 2oi of the 
enterprise's annual production durtn9 the 11ft 
of Ule loan? 

Yes. GOI will contribute approximately 
38% of all expenditures of the project. 

This is a five year project. Justifica
tion has been provided in the Congre
ssional Notification. No other donor 
financinq is available. 

The project addresses the need for 
basic health care and family planning 
services in rural areas and will 
strengthen local institutional capability 
to provide effective services for the 
benefit of the rural poor. 

By improving the health status of the 
people, the project is expec.ted to 
contribute indirectly to increased 
productivity. 

Not applicable 

Not a pp lie able 



8, 

3. Prl;}rt Crt3ert1 J.glelx for Economic 
F(_ !\fun 

1. f~ Sec. 631(al. W1\1 this assistance 
suppart promote econom c or po11tic~1 stabiltty? 
To the extent posstble. does it reflect the 
policy dlrecttons of sect1on 102? 

b. ff$b sge. 533. Wtll 1s1istanct under 
th1s ctulpter used for mtl1tary, or 
paramtlttary acttv1t1es? 

Not applicable 

Not applicable 



5C(3) • STANOAAO lTEH CllECKLI ST 

Listed below are statutory ttems which normally w111 be covered routinely in those provisions 
of an assfstence agreement dealing with tts tmpler.nentat1on, or covered fn the agreement by 
t111Pos1ng 11mits on certain uses of funds. 

These items are arranged under the ge~eral headfngs of (A) Procurement, (B) Construction, and 
(C) Other Restrictions. 

A. Procurement 

1. FAA Sec. 602. Are there arrangements to 
pennit U.S. small business to participate 
equitably in the furntshin9 of goods and 
services financed? 

2. FAA Sec. 604 a • Wt 11 a 11 coomocltty 
procuremen nanced be from the U.S. except 
as otherwise determined by the President or 
under delegation from him? 

'3, FAA See. 604 d • If the cooperat1ng 
country scr m nates against U.S. mtrfne 
insurance companies, wilt agreement require 
that marine insurance be placed 1n the 
United States on corrrnod1ties financed? 

4. FAA Sec. 604(e). If offshore procur~nt 
of agrfcu1tura1 cOOTnOd1ty or product is to be 
financed, 1s there prov is ton a~a 1 ns t sue h pro·· 
curement when the domestic price of such 
comnodity 1s less than parity? 

5, FAA Sec. 608(a). Wi11 U.S. Government 
excess personal property be utilized wherever 
practicable in lieu of the procurement of new 
1temsi 

6. FAA Sec. 603. (a) Compliance with requtr~
ment in section 90l(b) of the Merchant Marine 
Act. of 1936, u amended, that at least SO per 
ce1,tum of the gross tonnage of c01m10d1t1es 
(computed separately for dry bulk carriers, 
dry cargo liners, and tankers) financed sha11 
be transported on privately owned U.S.-flag 
comnercial vessels to the extent that such 
vessels are avat1able at fatr and reasonable 
rates. 

7. FM Sec. 621. If technfcal assistance h 
financed, will such ass1~tance be furnished to 
the fulleit extent practlcable as goods and 
professional end other servlces from private 
enterprise on a contract basis? If the 

No imports from U. S or other 
countries are envisa.ged. 

All commodities will be procured 
locally within the country. 

Not applicable 

Not applicable 

Not applicable 

Not applicable 

No technical assistance is 
envisaged under the Project. 



i\.1. 

faciltttt1 of other federal a9enctes will be 
ut1Hud. are they padtcularly suttable, not 

coatpetit1ve wtth private enterprise, and !Nldt 

•v11l6ble without undue interference wtth 
~st1c programs? 

9. fY 79 A@Pr Act ·sec. 105, Does the contract 
for procurement contain a prov1s1on authortztng 
the termlnatfon· of such conti·&ct for the 
convenience of the United St~tes? 

8·: ·Construct ion 

L · FM Sec. 601 d). F 11 capital (e.g .• 

construct1on pro}ect, ar~ engineering and 
profess1ona1 service~ of U.S. f1nns and their 

affiliates to be used to thc> rn4x1mur.i eittent 

consistent with the national interest? 

2. !M Sec. 6ll{c). lf contracts for 

constrvction are to be f1nanc1!d 1 wl 1l they be 

let on 11 compet1t1ve basis to max1mum extent 
pract1cable? 

3. UA...~. 620{k}. If for construction of 

producttve enterprise, will a99regate vaiue 

of ass1'ta11ce to be furnished b_y the United 

States not exceed SlOO m1l\1on7 

C. Other RestrictiOJ1.! 

Yes 

Not applicable 

Construction of only small buildings 

are envisaged. Adequate capability 

exists within the country for such 
COf'Struction. 

Yes 

Not applicable 

l. £.AA j_e5..._j_?l_ill. If developm<'nt loan, h 

Interest r11te at le11.st Z't. per annum during Not applicable 

grace period and at least 3\ p~r annum 
thereafter? 

2. FAA Sec. 301(d). lf fund h established 

solely by U.S. contributions a"d administered 
by an International organization, nes Not applicable 

Comptroller General have audit; rlgh >7 

3. FAA Sec. 620~h). Oo arrangements ireclude 

promoting or llSS sting the fortc9n aid '>rojects Yes 

or activities of Cgrrrnun1st-bloc countr1 s, 
contrary to the best Interests of the 
United States? . 

. ' 

4. - FM Sec. 63(iJ.ll. ls ftnanc1ng not permi ttE!d 

to be used, without waiver. for purc~.1<>e, long .. 

term lease, or exchange of 111otor vehicle Yes 

manufactured outside the United St~lr>, or 
9u:.r-.1nty of such trilns.lct ion? 



c. 
S. Will arrangements preclude use of financing: 

•· FM Sec. l04(f). To P&.Y for performance of 
aborttons or to motrvafe or coerce persons to 
pract1ce abortions. to pay for perfonnanc:e of Yes 
involuntary stert11zatton. or to coerce or 
provtdt ffnanc1al incentive to any person to 
undergo ster11ization7 

b. fM Sec. 1620(g). To compensate owne1·s Yes 
tor expropriated nitTOOa11zed property? 

c. FM See. 660. To finance po11ce training 
or other law enforeement us 1 stance. except for Yes 
narcotics pro9rams? 

d. FAA Sec. 662. for CIA activ1t1es7 Yes 

e. FY 79 App. Act Sec. 104. To pay pensions, 
etc., formTI1'tary personnal? Yes 

f. fY 79 App. Act Sec. 106. To pay U.14. 
uses smentsr 

9. FY 79 ~· Act 5,ec. 107. To carry out 
provisions of sections 209{d) and 251{h)? 
(Transfer of fAA funds to multilateral 
organ1zation$ for lending.) 

h. FY 79 App. Act Sec. 112. To finance the 
export otr1uclear equipment, fuel. or technology 
or to train foreign ~at1ons in nuclear ftt1ds? 

t. fY 79 App. Act Sec. 601. To be used for 
publicity on proraganda purposes within Unit~d 
States not authorized by the Congress? 

Yes 

Yes 

Yes 

Yes 



Attachment F 

••O • ._,0..ll:G t•.•ce 
PROJ fCT DESIGN SU&UilARY 

LOGICAL FR A.lolf110RK 

p,.,,V<'! T.1t.L ~" Integrated Rural He.a.Ith and Population 386-0468 
HARll!ATIVE ~y 

e>,<><I"""' • S...:""" Goel: Tr..~~.,,,; ... •o 
...,;c;t. C.io -;..ct c_.,,,;lt..to~: (A.1) 

To reduce fertility in the 
popu.lation 8.llld mortality in 
the 0-4 age group. 

?.-of9¢t P..,.PG•• · fB- 1) 

l 

Ol!UfCTIVfLY YE'1tFIABLE 1"4t)ICATOIOS MEANS Of YfRIFICATIOl\I 

~-• ol C.-1 Ac,..__.,.,,, (A.]} 

.A significant decline 
he Crude Birth Rate. 
.A 15% decl i.ne in the 
fant Mortality Rate. 

• A 20% decline in the 
rtality rate. 

(A-J) 

inlBaseline and tend-of-project 
survey on a sampling basis 
with selected control groups 

1-4 . 
I 

I 
I 

I 
C,..J.1 • .,,a ,..,... ••II ...,J.cotv crv·Po•4' ~aa r:..... I ,'f3.. )) 

lit. of P...,io~: 
"·- N 80 to FY,.,.,_.ila .... s..__ __ _ 

ti::' p~"' $
40m.y 1280 

IMPORT ANT .U~ T!Clo!S 

A•"'""'l'ti-a lo. Ml>m"'9 ~I "°"@O's: (A-4) 

Increased access to improved 
and expanded services vill 
lead to increased uti!izatioD 
of village-level and govem 
ment services and hence to 
decreased fertility and 
mortality. 

I .Anumph-• i.,.. oditew"'O l)vr;>oH: ($.J: 

To improve access to health 
and family planning services 
that promote fertility and 
mortality reduction &ld to 

°"*'••-Gd: [nO..of~P•o11rc:t itci~wl. (B-:"i I 

See purpose boxes, Part II: Baseli~e 2~d d f j 
!The facilities will be cons 

en -o -pro ect' I true ted and the trained 
tB of PP, pages 8-20. ' ~rvey 

~~:~:n:1!u:X:r~ds;::~=r~f j 
the Model Pl.im 

"•c -i;; W'Mi• ·C·l.i d k J ~ . ..,.i., ol O....'""" ,( i> 
1.Aad1~Jona1 traine wor ers 
2.Additional service fac 1- ! See pages 17-20 of 
ties and quarters constructed!, Project Paper 
3.Additional person-years of l 
work, 4. Improved and eJtpande1 
services, 5.Improved and ex-
panded training support~ I 
6.Improved a~d expanded com-
l'.D"inications support, 1. Im- j 
proved and expand.ad existing j 
service facilit 9 8.lmprov 
and e:ii::panded mam:i.2ellll.ent su 
Pu:.i.,c• I~>: (0.1) 

Technical and managerial 
skills of project staff and 
f ina.nc.ial of $64. 7 mil 
lion of which AID will con-
t not more than $40 
million. 

rt. 
,,,., __ ._ -do.,..,,,, . ..,.) iD-2• 

Local costs only 

~ : 

B.1~el ine survey. quarterly 
repcrt s ,e.:d-o f-proj ect 
SltrV<:'\'. 

{J )) 

~ot applicable. 

,workers deployed so that the 
jMode.l Plan organizational 
!pattern is achieved and access 
I is i::npt:oved. 

I 
.:.,,,v~'-t,oni; IC>t och•.,.1n.g Qv'pvh· .(.J• 

I 

'There are enough skilled project 
·~anagement staff to manage the 
project and the policies of the 
GOI and states about the Model 
Plan dorlt change significantly. 

Au"ooc:>'..,..,•;.,. p•o...,.iw.g "'"""' (0..t.l 

The Project Jl..greement between 
the Goverm:a.ent of India and 
the Unite:li Stat~s goverc.ment 
is signed and followed. 



L 
~ ; 

r -_ 

Integrated Rural Health 8 Populcition Project 
-------------·--------~--·-~----·· 

P~OJECT PAPER ANNEXES 

AUGUST 1980 

USAJD/lNDIA 



Annexure 

l 

2 

3 

4 

5 

6 

7 

8 

9 

USAID/!NDIA 

Annexures to 

Integrated Rural Health And Population Project 

Project Paper 

Analysis and General Description of the 
Integrated Rural 3ealth and Population 
Project (386--0468), September, 1979 

Government of India Population Policy 
Statement 

Government of India Draft National 
Health Policy 

Government of India Model Health Plan 
for Donor Assisted Area Programs 

Project District Profiles & Maps 

Detailed Engineering Analysis 

Financial Tables 

Government of India/State Administrative 
Arrange:mets for Pro~ect Implementation 

Detailed Implementation Plan 



Annex 1 

ANALYSIS AND GENERAL DESCRIPTION 

OF TIJE 

INTEGRATED RURAL HEALTH AND POPULATION PHOJECT (386-0468) 

USAID Mission to India 
New Delhi 

September 1979 



i 

PREFACE 

The report which follows was prepared by a joint team 

comprised of members from the USAID Mission to India, 

AID /Washington. and consultants. Its purpose i~ to present 
the basic framework for a Project Paper to be prepared by 
USAID/New Delhi for submission to AID/Washington during 
Fiscal Year 1980. The paper is intended lo be of use to three 
different audiences: the Government of India, particularly the 

Ministry of Health and Family Welfare, and the governments 
of the States of Maharashtra, Gujarat, Haryana, Punjab, and 

Himachal Pradesh; various offices in AID /Washington; and the 
A. I. D. Mission to India. Washington readers are advised that 
this paper makes no effort to deal with all issues that rr.ust be 
covered in a Project Paper. It is still too early to specify 
precise inputs, for example, or to lay out an implementation 

plan. 

The report is in two parts. The first is a fairly co.'lcise 
description of the project as it is currently envisioned, a social 
so· .. ndnes s as se ~ ·-.ment, and a dis cuss ion of technical issues. 
The second part*ls a detailed discussion of the team's observa
tions of current hea llh and family we Ha re (family planning) 

program activities in the five statf-n the Government of India is 

asking A. I. D. to assist. Appended to this report (for the 
AID/W audience only) is a copy of the summary of a major 

evaluation of the rural health systern which was carried out by 
the Natio:ial Institute of Health and Family Welfare in collabora
tion with six other Indian institutions. The findings of the 
r.valuation are remarkably similar to those of the A. I. D. team 
a point which is worth emphasizing because we did not have 
access to the evaluation report until after our field visits had 

been completed. 

Two questions of major importance have dominated our 

thinking as we have gone about preparing this report. Both were 
raised during AID /Washingtrm reviews of this project at earlier 
stages in its developn1ent: 

1. Is India's rural health deli very scheme providing health and 

family planning services at the village level? 

*Not included in this attachment. 
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2. Is the construction of a large numher of rural health 
facilities likely to make a major contribution to improving 
health care and health status and lowering fertility in the 
project areas? 

We have sought to provide answers to these questions in 
the report that follows. Our basic ~.-onclusions are that the 
rural health delivery scheme, inch:..ding the Community 
Health Volunteer concept, is technically and sociologically 
sound; that improvements in program implementation based 
on this concept are necessary if it is to yield important 
dividends in terms of mortality, morbidity, and fertility; and 
that construction of domiciliary and outpatient facilities at the 
periphery of the system is likely to contribute substantially 
to the succe _ s of the program and the project! 

This report was prepared by the following individuals: 

Anne Aarncs, Program & Policy Coordination Bureau, AID /Washington 
P. E. Balakrishna,;, Health, Population & Nutrition Office, USAID /New Delhi 
Peter Bloom, Capital Development Office, USAID /New Delhi 
P. Diesh, Capital Developrr1ent Office, USAID/New Delhi 
Gladys Gilbert, Health, Population & Nutrition Office, USAID /New Delhi 
Allen Jones, Consultant, Arnerican Public Health Association (APHA) 
Y. P. Kumar, Capital Development Office, USAID /New Delhi 
LT"Jhn W. Lesar, Health, Population & Nutrition Office, USAID/New Delhi 
St even W. Sinding, Asia Bureau, AID /Washington 
Joe D. Wray. APHA Consultant. Harvard School of Public Health 

We wish to express our deep thanks to Smt. Serla Grewal and 
her staff at the Ministry of Health and Family Welfare, New Delhi, 
and to officials of the five state governments for their unfailing 
cooperation and their kind hospitality - - and most especially for 
their forbearance in the face of what nrnst have seemed an unending 
stream of questions and demands for information. Special thanks 
go to those Central and state officials who spent many hours of 
their own time escorting us during our field visit&. 

New Delhi 
Sept. 26, 1979 
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PROJECT BACKGROUND AND GENERAL DESCRIPTION 

A. BACKGROUND 

Providing basic health care to all its citizens has been a major 

objective of the Indian Government ever since the country's 

Independence in 1947. During the last 30 years or so, 5, 400 primary 

health centers -- one in each development block, covering a popula

tion of 80 - 100, 000 -- and some 40, 000 sub-centers -- one for every 

10 - 12, 000 population - - have been established throughout the country. 

In addition to these impressive accomplishments, India has built a 

vast array of hospi*·als, dispensaries, clinics and other medical 

facilities. 

Several major comn1unicable diseases which claimed millions 

of lives in the early part of this century, have been brought under 

control. Smallpox, a dreaded killer disease, has been eliminated 

from the country. All of these developments have resulted in a 

dramatic reduction in the country's crude death rate, from about 

38 per l, 000 in 1920 to 15 per 1, 000 currently. The infant mortality 

rate, another important index of a community's health status, was 

also reduced, although less dramatically, from 200 to 125, during 

the same period. As a result, the average expectation of life at 

birth in the country has increased from 20 years in 1920 to 50 years 

today. 

Although these are no mean achievements by any standard, the 

current health situation in India is far from satisfactory. Indeed, 

the general and infant mortality rates mentioned above are still 

among the highest in the world and are at least twice as high as in 

some other Asian countries such as Sri Lanka, Malaysia, 

Singapore, and Taiwan. What is more significant than these 

relatively high mortality rates, however, is the fact that there are 

glaring disparities in the status of health between the urban and rural 

areas of the country. Thus, for example, while the death rate in 

the urban areas is 9 per l, 000, it is as high as 16 in the rural areas. 

Similarly, while the infant mortality rate in the urban areas is about 

75, it is nearly 140 in the rural areas. Also, the life expectancy in 

urban areas is around 60 while it is or.ly about 47 in rural areas. 

There are significant differences in these vital rates among the 

various states in the country. 
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One of the important reasons for these striking differences is 

the lopsided development of health facilities in the past. 'The rural 

areas account for 80 percent of the total population of the country, 

but according to the Government's own estimate, nearly 75% of all 

inputs in the health field are currently deployed in the urban areas, 

which represent only 20 percent of the population. The primary 

health center complex in the rural areas, with its existing sub

centers, is able to cover at best only 15 - 20 percent of the total 

population in a block, leaving the remaining 80 - 85 percent of the 

populat~on without the benefit of even the most minimal health care. 

These disparities in mortality rates and health care facilities 

show that despite the achievements of the past, the Government is 

yet to provide a large segment of the underprivileged population 

living in the rural areas, particularly young children and mothers 

who claim a large proportion of the morbidity and mortality in 

these areas, the same access to health and life as is provided to the 

more privileged urban population. 

India is also facing a serious population problem. The country 

has the second largest population in the world -- estimated at over 

650 million in 1979. It is growing at the rate of 2 percent per annum 

and will cross the one billion mark before the end of the century 

unless a rapid reduction in the birth rate occurs through organized 

family planning efforts. 

The Government of India is deeply aware of the consequences of 

this rapid population growth. In fact, India was among the first 

countries in the world to launch an official family planning program. 

It began in 1952 as part of the economic and social development plan. 

Between 1952 and 1978, over 30 million sterilizationn and 7 million 

IUD insertions were performed in the country. More thCin 3 million 

users of condom were enrolled. However, the birth rate is still 

relatively high : 33 per thousand and the program is yet to make very 

much of an impact in the rural areas. Because of the political back

lash occasioned by acknowledged excess es in the sterilization program 

during 1975- 76, the program was set back substantially in 1977 and 

1978. It has yet to even reach th~ pre-1976 levels of sterilization. 

The Government is keenly aware of these facts and has set about 

revitalizing the program on the basis of strict voluntarism. While 
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the road back will be difficult, the Government has shown considerable 

determination through recent decisions to more actively promote the 

use of the oral contraceptive and to continue to give high priority to 

family planning in the basic health services program. Major efforts 

in the use of mass media and interpersondl communication for family 

planning are also in the works, India continues to search for 

solutions to its acknowledged population crisis. 

The Government of India has worked to improve the balance between 

urban and rural health and family planning services consistently over 

the past years. This is now manifested in the National Minimum Needs 

Program which is intended to influence all sectors of government action. 

In health and family vv~lfare, the National Minimum Needs Program is 

expressed through the Comprehensive Rural Health Program which is 

based on the following model: 

Level of Care 

Village 

Se v er a 1 villages ( 3 - 8 ) 
via subcenter 

Community develop

ment block via Pri
mary Health Center 
(PHC) 

Upgraded PHCs I 
Sub district hospitals 

District Hospitals 

MODEL SCHEME 

Providers 

CHV, trained dai 

Auxiliary Nurse Midwife 

(ANM) and male multi

purpose worker (MPW) 

doctors, Lady Health 

Visitors (LHV), ANM' s, 
Health Assistants (H. A. s) 

doctors, nurses 

doctor specialists 

nurses 

Population 

Served 

l, 000 people 

5, 000 people 

100, 000 people 

Variable but about 

300, 000 - 400, 000 
people 

million people plus 

In addition, government dispensaries are often found below the PHC 

level but above the subcenter level. These facilities are to be 

strengthened and upgraded as necessary. 
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This service infrastructure is meant to "bring health care to 

the doorstep of the people" and reflects the policy consensus of 

Alma-Ata, as expressed by the World Health Organization, to 

"bring health to all by the year 2000." 

The services infrastructure is not yet in place at the desired 

levels of manpower. At the village level, implementation varies 

from state to state. At the subcenter level, many states now have 

one subcenter for 10, 000 people with one ANM as the resident 

worker. Thus, in these states implementation of the Comprehensive 

Rural Health Program means a doubling of the number of subcenters 

(to reach a 1 : 5000 population ratio) and a quadrupling of personnel 

at the subcenter level by the addition of a male multi:-urpose worker 

to complement the role of the ANM. 

The services infrastructure is supported by a management train

ing infrastructure. The management infrastructure begins in theory 

at the village level with "villag,e-level" administrative supervision by 

the panchayat or village council. The ~ubcenter is supervised by the 

Primary Health Center through the LHVs, Hei1lth I\ "~;ht?.nts (HAs), 

and medical officers. The PHC is supervised by the district health 

officer and his staff who then either report to the state Director of 

Health Services or through an intermediate supervisor called, in some 

states,a divisional health officer. The states are responsible for 

~ealth rr1atters, under the Indian Constitution, with overall policy 

guidance frum the Government of India through the Ministry of Health 

and Family Welfare. The Central Government retains full control of 

family planning activiHes. 

B. GENERAL DESCRIPTION OF THE PROJECT 

This project will assist the Government of L:dia in the implementa

tion of its model scheme. The project will focus on selected districts 

in up to five states of the country. In accordance with policies of both 

the Government of India and the United States Government, the project 

has the specific goals of improving the health and family welfare of 

the rural poor with emphasis on the rural woman of childbearing age 

and the young child under age five years. In more operational terms, 

the project seeks to accomplish the following goals: 

l. Reduce mortality, especially of children under the age of 

five and women of child-bearing age 

2. Reduce fertility 
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3. Reduce morbidity, especially of mothers and children, 

particularly that associated with diarrheal, respiratory, 

and immunizable conditions and cxace rbated by 

malnutrition. 

To accomplish these goals, following the model health scheme 

of the Government of India, the project will have the following 

purposes: 

1. To improve access to basic health, population, and 

rmtrition services by assisting the GOI in the more rapid 

implementation of the scheme, particularly at the village 

and sub center levels in the selected districts. 

2. To expand the kinds of services offered under the model 

scheme after thorough analysis of the best approaches to 

reduce young child and maternal mortality and fertility 

within the context of the model scheme and of the socio

cultural environment of the areas selected. 

3. To improve the quality of existing services offered within 

the context of the model scheme specifically those of 

fertility and maternal and child mortality. 

4. To improve the utilization of services by young children and 

women of child-bearing age wit~ special attention to socially 

disadvantaged families. 

C. MEANS TO ACHIEVE THE PURP08ES OF THE PROJECT 

The first purpose of the project is to assist the government in 

improving rural access to basic health, population, and nutrition 

services. This will be accomplished by financial assistance in cons

tructing rural subcenters and other facilities at a more rapid rate 

than would otherwise be possible, toward the targets established by 

the Government. In addition to construction financing, the project 

will assist the government in using the model scheme to increase 

access to care for groups that suffer from the highest rates of 

mortality and fertility - - the poor, in general, and young children 

and women, in particular. This will be accomplished by the 
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collection of baseline data and the establi1:1hment of an on-going 

management information system that will ascertain whether these 

target groups are being reached and are using the system in a way 

that is likely to lower their mortality and fertility. With such 

information, project managers will be in a po:iition to make adjust

ments during the life of the project. 

The second purpose of this project is to expand the kinds of 

services offered under the model plan that directly affect fertility 

and child and maternal mortality. This will be accomplished by a 

thorough review of the current technology that might be applied 

within the context of the model scheme. In addition, selected 

operational research studies might be necessary so that the exist

ing behavior of villagers when they need advice or become sick is 

better known. This review and informat:on gathering may result 

in modifications of existing service packages so that services contri

buting more directly to reductions in mortality and fertility are 

introduced or more fully emphasized. Particular attention will be 

paid to determining how to reach socially disadvantaged families who 

bear a particularly heavy burden of mortality and have very high 

fertility rates. Achievement of this purpose would augment and help 

to better focus existing services, but not replace them. 

The third purpose of the project is to improve the quality of exist

ing services offered within the context of the model scheme, especially 

services affecting child and maternal mortality ·and fertility. As noted 

in the technical analysis section of this report, many services are 

functioning adequately within the rural health system. Other services 

need improvement. Improven1e;1ts will be made in various ways but 

should include support for the development of a periodic, on-going 

system for evaluating the skills of all rural health system workers who 

are dealing with young children and women of child-bearing age. The 

system will give information for the planning of continuing education 

programs for existing workers and for making modifications in the 

basic training of students who, after graduation, will enter the rural 

health system workforce. The project will support the developmental 

and start-up costs of the continuing education system and will support 

improvement in existing basic training institutions. 
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D. EXPECTED OUTPUTS OF THIS PROJECT 

Quantifiable targets for the project will be developed over the 

next few months and incorporated into the Project Paper. It is 

possible now to indicate some categories of outputs expected from 

the project. These are expressed below. 

PURPOSE 1: To improve access to basic health, population, and 

nutrition services by assisting the Government of India in the more 

rapid implementation of the moc...el scheme in the selected districts. 

Expected Outputs 

1. An increased number of trained village-level workers 

in the project are'!s, 

2. An increased number of "operational" subcenters in 

the project area. 

3, An increased number of other service units in the 

project area if such units will contribute to the lowering 

of child mortality, maternal mortality, and fertility 

in the project areas (to be determined during ':he PP 

development process). 

11 0perational11 subcenters are subcenters that are not only conb ··ructed 

but also equipped, staffed, and offering services that will contribute to 

program and project goals. For existing subcenters to become 

operational, many will require new buildings and equipment. 

PURPOSE 2: To exp:i.nd the kinds of services offered under th~ 

model scheme after thorough analysis of the best approaches to reduce 

young child and maternal mortality and fertility within the context of 

the model scheme and of the sociocultural environment of the areas 

selected. 

Expected Outputs 

1. Analyses completed 

2. Innovative changes field tested 

3. New kinds of services implemented 

4. On-going monitoring system developed. 
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PURPOSE 3: To improve the quality of selected existing services 

offered within the context of the model scheme, specifically those affect

ing fertility and maternal and child mortality. 

Expected Outputs 

1. Skill evaluation monitoring system developed 

2. Existing workers receiving periodic refresher training 

in skill areas contributing to the lowering of fertility 

and maternal and child mortality, including technical 

skills improvement and, where necessary, management 

skills improvement 

3. Workers receiving improved basic training in skill areas 

contributing to the lowering of fertility and maternal and 

child mortality, including technical skills and, where 

necessary, management skills 

PURPOSE 4: To in1prove the utilization of services by children 

and women of chad-bearing age with special attention to socially dis

advantaged families. 

Expe c tecl Outputs 

1. Increased contacts between well trained health services 

providers and children and women of child-bearing age. 

E. INPUTS 

It is not possible at this stage of project development to specify 

inputs in any great detail. To do so, it will be necessary to undertake 

far more comprehensive discussions with state officials and with 

officials of the Government of India. For- the moment, we can identify 

seven general categories of inputs that are anticipated. 

1. Construction/equipping of subcenters at specific locations to be 

determined, according to construction standards to be developed 

2. As necessary, construction/hnprovement/equipping of higher level 

health institutions (PHCs, SHCs) 
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3. Development and implementation of a management information 

system to continually monitor project implementation 

4. Establishment of a project evaluation system, including initial 

collection of baseline data 

S. Operations research and demonstration activities/innovative 

activities 

6. Evaluation of the training system and planning for revised training/ 

retraining methodologies 

7. Financing improvements in the training system, including teaching 

equipment, and curricular materials. 

F. MAJOR ASSUMPTIONS 

1. Linking inputs to outputs: 

a. New and/or improved (and properly maintained) facilities at the 

subcenter level and high~r will improve worker morale and will provide 

the means necessary to offer improved health and family planning 

services. 

b. The Government of India, the state governments,and other Indian 

institutions have the wLll and the capability to establish and maintain a 

management inforrnation system to monitor project implementation. 

c. The Government of India, the state governments, and other Indian 

institutions have the will and the capahility to collect baseline data on 

health and family planning status and behavior and to measure these 

variablen periodically thereafter in order to evaluate project effective

ness. 

d. The Government of India, the state governments, and o::her Indian 

institutions have the will and the capability to identify irnpo rtant areas for 

operations resParch, demonstration, and innovative activities and to 

carry out such activities. 
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e. The Go•1ernment of India and the state governments recognize 

the need to improve the training and retraining of health ~:ystem 

workers and are prepared to evaluate the system to identify existing 
deficiencies, plan an improved system, and undertake the steps 

necessary to offer irnpro vcd training/retraining. 

2. Linking Outputs to Purpose: 

a. Increased numbers of trained workers at all levels will lead 

to improved access to health and family planning services. 

b. Improv~-i/additional facilities, especially in the rural arear., 

will increase access to adequate health and family planning services. 

c. Utilization of the management information system, operations 

::."esearch, demonstration projects, and innovative activities will lead 

to improvements in the types of services offered in attempting to 

lower fertility and maternal and child mortality. 

d. Improved initial training and retraining/reorientation will lead 

to higher quality health and family planning services delivery. 

3. Linking Purpose to Goal: 

a. Increased access to health services will lead to increased 

u~ilization of services and hence to decreased fertility, and decreased 

mortality and ni.orbidity among mothers and children under the age 

of five. 

b. Improvements in the quality of services will lead to direct 

decreases in fertility, mortality, and morbidity. 

c. Improvements in the types of services offered such that they are 

specifically oriented toward the major causes of high fertility, mortality 

and morbidity will lead to lower fertility, mortality, and morbidity. 



SOCIAL SOUNDNESS ANALYSIS 

Introduction 

This social soundness analysis has been drafted with reference 

to the principal issues outlined in the model in the AID Handbook 3, 

Appendix 4-A. However, the analysis neither adheres strictly to the 

sequence of points made in Appendix 4-A nor treats in a specific way 

the questions raised in the first part of the Appendix because these 

initial questions are not especially germane to the discussion of this 

project. AID' s integrated rural health and family planning project 

for India seeks to provide assi5tance for a system that has already 

been devised by the Government cf lndia and which has 40 years of 

history behind it. >l: Thus, what is assumed in the early part of the 

Appendix, i.e. the introduction of a wholly new system, is not at 

issue in this project. Th..:: goal of India's health system - - laking 

"health ca re to the door step of lhe people"':":<_ -is consistent with 

AID's Congressional mandate. Furthermore, the Government of 

India, in designing the system over the years, has taken care to 

:::.nsure that the health structure and delivery services is consistent 

with India's system of traditional values, beliefs, social structure 

and social organization. A clear example may be seen in the 

increasing respectability of and emphasis heing given to traditional 

systems of medicine (i.e. ayurvedic,unani), ::n:·::c demonstrated by the 

inclusion of a section on these systems in Ihe Community Health 

Worker's manual. Another example is the provision for participation 

by the panchayat -- India's time-honored, local-level, democratic 

institution - - in the Community Health Volunteer (CHV) scheme. 

These examples are but two of several which might be cited to 

adequately respond to the initial Appendix questions. All of the issues 

raised in Appendix 4-A are addressed in the analysis that follows, 

though not necessarily in the order in which they are presented by 

the Appendix. 

':' See Bhore Committee Report, Covernment of India, 1946. 

':":' See "Health Service At Your Doorstep", Ministry of Health and 

Family Welfare, Government of India, 1978. 

':<*>!< Draft National Health Policy, Government of India, 1970. 
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One final note by way of introduction: this social soundness 

analysis draws heavily on observations made by the team during 

field visits. It attempts to summari7.e many of those observations. 

However, this brief summary can ni)t do full justice to all of them. 

Thus, the reader is urged to refer to each of the social soundness 

analyses which appear in Part II of this report. 

Community Health Volunteers as Community Workers 

The uniform findings of three separate field visits by A. I. fl. teams 

to the five Indian states (see Part II) reveal that the Community Health 

Volunteers are viewed as legitimate providers of health and family 

planning services by their .;:ommunities and, as such, have experienced 

community-wide acceptance of their role and activities. These findings 

h..:.ve been closely corroborated by two recent studies,>!< one of which is 

attached to this re po rt. 

The findings of the trip reports reveal that whereas many CHVs fall 

short of providing all of the services they have been trained or are 

supposed to provide, they have been accepted at least as local providers 

usually of some preventive services as well as of simple medicines for 

common ailments (i.e. colds, coughs, fevers, headaches). Immuniza

tions, malaria detection, and family planning, are the preventive 

services the CHVs appear to spend most of their time providing. Less 

time is given to other preventive measures such as nutrition, environmental 

sanitation, and health education. To the extent that some CHV services 

have not yc:::t made in«oads into the village, the reasons have not to do 

with social taboos so much as inadequate CHV training and lack of village 

demand stemming from lack of health educatinn. 

Concerning the use of CHV services by different social groups in 

the con1munity, the findings indicate that the CHVs are generally used 

by or are acceptable to all groups irrespective of class, caste, religion 

or community. This is, in large part, because the acheme was purpose

fully designed to incorporate workers from all levels of society. Still 

Repeat Evaluation of Community Health Volunteers' Scheme - 1979: 

A Collaborative Study: Summary, Conclusions and Recommendations. 

(National Institute of Health and Family Welfare: New Delhi, 1979), 

pp. 6-9.; Ashish Bose. et. al., An Assessment of the New Rural Hea.ith 

Scheme and Suggestions for im.provement. (Demographic Resec.rch 

Centre, Institute of Economic Growth: New Delhi, 1978), p. 7. 
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efforts need to be n1ade (and are being undertaken) to recruit represen

tatives from. those groups (e.g. women, scheduled castes and trires) 

which the scheme is still not reaching in adequate numbers. Often 

the wealthi1er classes of the community choose to seek health care 

outside the village, with the result that the CHVs serve mainly the 

middle and lower social groups in the community. Howe'.'er, if one 

looks at users of the system by age and sex, ::me finds considerable 

variation but generally less use by women, infants and young children. 

This finding is discussed at greater length below; suffice it to say 

here that to the extent that social forces contribute to this deficiency, 

they do not appear to constitute overriding obstacles to the scheme's 

potential to eventually embrace and benefit those rroups. 

Fina Uy, mention should be made about traditional p:.:o vide rs of 

health care in the village such as vaids and other trar~itional healers 

who constitute potential competitors to the CHV. The Government has 

thoughtfully integrated ~radilional and indigenous medical systems in 

the training of the CHVs anci the states have been given the flexibility 

to include traditional medical aids in the kits used by the CHVs where 

the traditional systems are more prevalent. This seems to have 

increased re::eptivity to CHVs and hence, their effectiveness in the 

rural communities. 

~Selection, Performance and Linkages in the Scheme 

Based on observations in the five states, it is clear that the 

government's criteria':' for CHV recruitment have been found accept;\ble 

and are being followed.Selection of CHVs involves the village panchayat 

and, most often, the Primary Health Center (PHC) doctors. The 

panchayat normally selects three nominees and then forwards their 

r:am.es. The PHC doctors then select the best candidate after interview

ing the three nominees. There are slight variations in the selection 

procedures among the states. However, the involvement of the panchayat 

in every state is significant he cause it contributes to the community's 

acceptance of the CHV and reinforces his /her legitimacy. On the other 

hand, the fi!Oal sele!'tion of the C!-fV by the PHC dodor5 provide8 the 

initial link between the CHV and the larger health systerri. 

* These include age (early thirties or older), sex (fern.ales preferred), 

occupation (some gainful employment), education (minimum 6th standard), 

and personal attitude (interest in social service). 
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The process of selection of CHVs seems to have a variable 

effect on both CHY acceptance and performance. Thus, for 

instance, shopkeeper CHVs tend to be more effective than farmers 

because they have contact with villagers throughout the day and 

are often more adept at interper::Jonal relations. A young, single 

male CHV is likely to be less effective than a woman in providing 

~naternr."'.. and child health or family planning services. But in 

general, the selection process does have the support of both the 

community and the CHVs and is working well to locate and recruit 

appropriate workers. 

Though the CHV policy stai:es that the CHVs are to be responsi

ble to e.nd 11 supervisedn by the village panchayat, we find that after 

his initial selection by th':! panchayat, neither the CHV nor the 

community sees a continuiilg relationship :::> f contra 1 or supervision. 

On the other hand, the CHV in carrying out his functions develops 

a strong informal supervisory relationship with other workers in the 

health system. He assists the Multipurpose Worker (MPW) with 

MCH care such as immunizations in the village and looks to him or 

her for guidance. The CHV depends upon the PHC doctor for 

training, honorarium and medicines and in the matter of case 

referrals, he looks to the MPW and the doctors. Thus there are 

;;e•!e,..al forces at work drawing the CHV into the hea1th structure 

:.'.nd away ,crom an employer-employee reh,tionship with the village. 

We have cc>ncluded that this situation is likely to persist until the 

CHV's self-image changes from that of physician extender to 

conunun~ty resource. The CHV's self-in1age, in turn, will depend 

upo;.' his training and the community's expectations. We deal with 

these issues in greater detail below and in th~ field reports in 

Part 11. 

In contrast to the relationship between CHV!" and workers at higher 

levels in the system, linkages betweeri '.vc P:". at the PHC and sub

center levels are well defined, forn1aliz.ec~. and of long standing. 

On the whole, we found that workers seem to understand their respec

tive roles and work together reasonably well: we observed no cases 

in which there was friction between workers at these levels. In 

so-:ne instances, a sense of "team spi rit 11 and of commitment to 

public service was clearly discernible. 
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Aside from supervisory and advisory considerations, such issues 

as inadequate transportation, poor living quarters, and an absence of 

social outlets in rural areas are factors that affect somewhat adversely 

workers' morale and performance. In some cases, these factors lead 
to personnel seeking transfers but not with suffici':!nt frequency to 

really weaken the system. 

Use of Subcenters 

According to the Government's plan, the subcenters are both clinics, 
serving the rural populati.on's health and family planning needs, and 

support and operations bases for the ANM and MPW, enabling them to 
carry those services into the surrounding villages. We found that, in 
general, the subcent er is being used more as a base for outreach 

activities (e.g. immunizations, family planning motivation) than as 
a clinic; not many patients were seen during the various visits to the 

subcenters. Of the people who do come to the subcenter, most arE: from 
the immediate area, say within 3 kilometers. Very few seem to come 
from further away. Those who come tend to be from poorer families 
for whom it is either too difficult or too costly to travel to a larger, more 
distant health facility. Middle and higher income groups do not generally 

use the sub center •. Rather, they seek alternative sources of health care 
from larger facilities or from private doctors. 

The arguments put forward by the Government to the effect that few 
people are using the subcenters because of their physical inadequacies 
and that the ANMs1 services suffer because of a lack of adequate living 
quarters do make sense in the Indian context 

From a social analysis standpoint, we a re persuaded that constructed 
eubcenters (as opposed to rooms donated or rented in the village) will 

greatly increase the probability that single women (ANMs) will stay and 

work in rural areas. Furthermore, as the following technical analysis 

makes cle~ r, the project anticipates the introduction of certain forms 
of health care and family planning (i.e. IUD insertions) that will require 
the existence of such structures. 

Social Factors Affecting Rural Health Se r·vices 

As the findings in Part II show, there are important social factors 
that affect the health seeking behavior of the population. Among these 

are income, sex and age. Other socio-economic variables such as 
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caste, occupation, and religi::>n, were found to have little effect in 

determining either worker effectiveness or village acceptability of 

the health system. 

As we mentioned above, income does influence the health seek

ing behavior of patients. Those who can afford to will often not even 

use the Government 1 s health system but will instead seek care from 

registered traditional practitioners or private physicians. l!< 

The socio-cultural norm of sexual segregation appears to affect 

preference in seeking health and family planning assistance. Thus 

women prefer to seek care from female MPWs (ANMs) and men from 

male MPWs. Female MPWs are more acceptable as providers of 

service to children than male MPWs are. And, while men will accept 

care from female MPWs, women will not geuerally accept care from 

male workers. 

Young children between the ages of 0 - 5, and to a lesser extent 

women, are not the beneficiaries of the health system to the extent 

they should be, Again, certain socio-cultural norms (e.g. the 

relative subordination, workload and immobility of rural Indian women 

and,by extension, their children) are at least part of the reason for 

this problem. Continued efforts along the lines the Government has 

recently initiated need to be supported to bring women into the health 

system as workers, especially as CHVs, in order to insure that health 

services are provided for all. 

Our observations, corroborated in large measure by the NIHFW 

evaluation this year and the Ashish Bose report last year, suggest 

that the CHV represents a tremendous potential health resource. 

Today the CHV is serving largely as a dispenser of medicines. As such, 

he/she is doing some good for co1nmunity health. However, the CHV 

is not bringing preventive health care to the village in the ways hoped 

for. The basic conclusion of this social analy:;;is is that there are two 

fundamental reasons for this deficiency in the CHY Scheme. First, 

the CHVs are not properly trained in preventive and promotive care. 

The NIHFW makes that clear enough. Second, and we think more 

important, the CHY is probably giving the village the health ca re the 

* Bose, p. 13. 
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village thinks it wants and that most gratifieA the CHV - - curative 
services. This is not likely to change until and unless (a) the CHV is 
required to do more preventive/promotive work, (b) he or she recog

nizes the importance of doing more on the prevenhve/prOn'Otive side, 
and (c) the community demands more attention to preventive and 
environmental health care. The first and second conditions can be 
changed by direct interventions in the training and management systems. 
Indeed, they are anticipated by the project. The third will only change 
over time as the result of improved health education and communication. 
In this too, the CHV can play an important role. 

In conclusion, it can be said that the delivery system of health 
care and family planning services as presently designed and in 
operation is consistent with prevailing norms aml practices and that 
we see no serious obstacles to the ability of the proposed project to 
provide effective health care and family planning services in rural India. 
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TECHNICAL ISSUES 

Introduction 

Since this project is intended to improve health and family 

planning services for the rural poor, the principal technical 
concerns focus on the parts of the health system through wh~ch 

most of those services are provided. These parts include the 

personnel and facilities at the sub-district level and below: doctors 

and paramedical personnel stationed at the primary health center 

(PHC) in each taluka; auxiliary nurse midwives (ANMs) who work 

out of subcenters; male multipurpose workers (MPWs), who cover 

several villages; and community health volunteers (CHVs) who work 

in their own villages. The analysis that follows addresses the 

main technical issues regarding the services these workers provide; 

the management and support they receive from the ::;ystem (i.e. 

supervision, logistics, planning and evaluation); training; and the 

overall feasibility of the system and potential for strengthening it. >'.c 

Services for Priority Needs 

Although health workers throughout the rural health system 
are trained to provide services that meet most priority health 
care and family welfare needst gaps exist between training and 

actual provision of services. The gaps vary between levels of 
workers, from individual to individual, and from state to state. 

CHVs organize for immunizations, do malaria detection and 
presumptive treatment, recognize and refer probable TB cases, 

chlorinate wells, motivate for family planning, and provide simple 
first aid and minor sickness care. Most of their time is spent 

on curative care, however. They concentrate on treating aches 

and pains, colds and sore throats, ailments that in the course 

of time heal or disappear with or without treatment. Considering 

that the CHV program was intended to stress preventive and 

promotive aspects of care, and that missing from the list are 
interventions that could more directly affect morbidity and 

* Of course, the general conclusions follow are based on 
only one week 1 s field observations and the reading of various 

evaluation reports. We trust that readers will recognize that 

what follows is consequently offered with humility. 



- 9 -

mortality, this finding is disturbing. Tbc CHY manual includes 
discussions of antenatal care, assessment of growth and develop
ment of young child.ten, "1iarrheal treatment, respiratory disease 
assessment, and recognition and treatn1cnt of malnutrition. But 
the CHVs devote little time to any of these problems. 

Dais are trained to perform hygienic deliveries and moti
vate acceptors for family planning. They appear to do the 
former well, but less of the latter. They could be trained to 
perform more functions. 

At the subcenter level, ANMs and MPWe are trained to 
provide a wider variety of services. Generally, ANMs seem 
to enjoy a more defined role and therefore provide more useful 
services than their male counterparts. MPWs, most of them 
recently converted from Unipurpose Workersp are still staff 
in search of a job. The USAID teams occasionally encountered 
MPWs who did not stray from the PHC premises, which raises 
questions about the extent to which they actually fulffi.l their 
assigned role in environmental sanitation, TB detection, and 
malaria detection and treament. On the other hand, ANMs do 
seem to perform several important tasks effectively: routine 
deliveries, postpartum care, motivation for tubectomy, and 
in certain states IUD insertions. Their impact on health and 
family welfare would probably be greater, however, if they 
devoted more attention to antenatal care, child spacing methods, 
malnutrition, and treatment of diarrheal diseases. 

At the PHC level, n1any se ·vices arc effectively performed 
and the facilities and personnel's time are fully utilized. Most 
outpatients come for minor sickness, first aid treatment and 
respiratory disease care. Sterilizations are performed for 
both men and women, routine deliveries handled, and immuniza
tion, TB, and malaria progran1s organized and carried out. 
Again, however, it appears that some important services are 
not being offered. These include emergency obstetrical care, 
care for severely malnourished children, antenatal care, child 
spacing services, and assessment of children's growth and 
development. In some stat es, the PHC doctors' visits to the 
subcenters also seem irregular. 
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The overall record of the rural health system in meeting 

µriority. health and family welfare needs thus appears mixed. 

Doctors in PHCs, ANMs, MPWs and CHVs do appear to reach 

the poor directly with services that address some important 

needs, while other important services could be considerably 

strengthened - e.g. treatment of diarrheal diseases and 

assessment or treatment of respiratory infections, the two 

principal causes of death in children under five. Concerteci 

efforts at recognition and treatment of malnutrition are· virtually 

lacking among all levels of workers. Promotion and use of 

non-permanent contraceptive methods - - oral contraceptives, 

condoms, IUDs - - receive only slight emphasis. 

The rural health system in India currently appears to be 

used heavily by older children and males, with the excP.ption 

of childhood immunizations. The National Institute of Health 

and Family Welfare's comprehensive evaluation of the CHV 

scheme points out that "pre-school children and women constitute 

a small percentage of the users of services of the CHVs". (p. 38) 

A similar conclusion may hold for the PrIC level, except in the 

case of sterilization, which large nurnbe r ~ of worn~n receive in 

PHCs. Trained dais and ANMs p!'ovide antenatal, delivery and 

postnatal services -- but otherwise warner. are not frequent 

users of the system.. Young children under age five also 

appear to use the system infrequent! y. Th is certainly di mini shes 

the ability of the system to affect young child mortality. 

Family planning appears to hold a strong position in the 

rural health system, although the proportion of time each worker 

spends on family planning varies from state to state. CHVs and 

PHC doctors appear to be particular! y actively involved in provid

ing motivation and services, especially for sterilization. The 

CHVs in general are inte1·ested in family planning, view it as one 

of their most important responsibilities, and are among the most 

successful motivators in the systen1. However, there is an 

apparent lack of emphasis on spacing methods. 
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Planning and Evaluation 

Planning and evaluation are essential to the operation of 

effective planned public health programs within an overall rural health 

iiyStem. Good planning first requires reliable data on fertility, 

mortality. morbidity and contraceptive prevalence. The 

Gove:rnment of India and the state governments recognize the 

ne,:!d to improve the data situation. More reliable data are 

needed, for example, on young child morbidity, and on wh."lt 

proportions of total health an<;l family planning services are 

supplied through non-government programs. 

The absence of these data makes it difficult to plan and 

evaluate the program. They particularly hamper the develop

ment of training I retraining to meet particular health and family 

planning needs, and formulation of specific objectives for each 

category of worker. As discussed below, ANMs and CHVs 

apparently have no concrete performanc P objectives in some 

important areas (e.g. treatment of diarrheal diseases, malnutri

tion, etc.). It is thus impossible to assess their work and plan 

program improvements. CHVs. as volunteers, are not assigned 

specific targets in any area, nor are they required to submit 

reports on their work. (The NIEFW evaluation found that most 

CHVs do in fact keep records, however - - a diary of people 

they treat, a family planning register, and a register for vital 

events. ) 

Recognizing the need to strengthen program planning and 

evaluation, the Central Government and several of the states 

have discussed with USAID and the project design team plans 

to carry out baseline surveys and to institute a managemeri: 

information system to monitor the program. The need for 

periodic evaluations to assess the program's impact on fertility, 

mortality and morbidity was also discussed. The roposed 

project includes provision for these activities. 
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Supervision 

Supervisory relationships among workers in the rural health 
system vary from the formally defined relationsl-iips established 
for workers in the formal health structure (e.g. PHC staff, 
ANMs and MPWs) to the looser relationships that exist between 
the CHY s and other health workers. 

Direction for ANMs and MPWs comes from the PHC staff 
(Lady Health YisitorP. and Health Assistants). They generally 
look to the PHC for guidance and referral of difficult cases. 
Since the CHY' s are not considered part of the formal health 
structure, they do not formally receive supervision from other 
health workers. Informal supervisory relationships do exist, 
however. The CHYs are generally in close contact with MPWs and 
ANMs. They frequently accompany them when the ANMs and MPWs 
visit their villages, and help them with tasks such as rounding up 
children for immunization, malaria work, recording births and 
deaths and referring some family planning acceptors. The PHCs 
are also in a potentially strong position to supervise the CHYs. 
PHC doctors, according to the Government's plal"., are supposed 
to hold monthly meetings with CHVs to discuss the CHVs' 
problems and give them advice. Although this does not yet seem 
to oe o.ccurring systematically, CHY s do routinely refer difficult 
cases to the PHC doctor. They are in reasonably frequent contact 
with him through their monthly visits to PHCs to coilect their pay 
and supplies, aT:d to bring in sterilization acceptors they have 
motivated. 

Supervisory relationships bet·:reen CHV s and the village 
panchayats do not exist to the extei.t originally anticipated by the 
scheme. This reflects local con1muni ty lack of under standing of 
the importance of preventive aspects of health as well as absence of 
active participation by the village panchayats in assuming responsibility 
for health services. These points are discussed more fully in the 
Social Analysis Section above. 

Relationships between supervise-rs and subordinates appear 
to be generally positive and supportive. Contacts are fairly 
regular and vary in frequency from about once a month to once 
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or twice per week. Supervision appears to be most effective 

for programs that both supervisors and workers understand 

well -- e.g. malaria and im.rnunizations. It is weakest in 

other area&, such as maternal and child health and treatment 

of malnutrition, to which the rural health system in general 

does not give adequate attention. In these latter areas, supervisors 

have not established objectives for the workers to fulfill, on which 

~hey can base an assessment of the workers• pcrformar.ce and 

plans for retraining. 

Overall, it appears that supervisory relationships are well 

established and functioning smoothly. While a number of areas, 

such as objec~ive setting and performance assessment, need 

improvement, the supervisory system is not a major constraint 

to expanding and strengthening the rural health and family welfare 

S' stem. 

Logistics 

Logistical problems exist, but seem to be within manageable 

proportions. Subcenters and PHCs by and large have a limited 

range of equipment and medicines. Mo st states budget 

approximately Rs. 2, 000 annually for medicines and equipment 

per subcenter, and Rs. 8, 000 per PHC. It is widely recognized 

that this is not sufficient to meet demands, lJut it is also recognized 

that the demand for expendable medical supplies can be virtually 

limitless. 

Most ANMs, MPWs and CHVs obtain bupplies every month 

when they go to the PHC to receive their stipend or salary. If 

they run out bf supplies between paydays, they usually can obtain 

additional medicines from their supervisors. The comprehensive 

NIHFW evaluation of the CHV scheme notes that some logistics 

problems do exist. In their survey, 60% of CHVs had not received 

training manuals, 33% had not received the CHV kits, and 41% stated 

that re-supplies c:.rrr erraticalJv. 'T':i.1· lirnittt! field observations oi 

the lJSAlD t~ams, however, did not indicate quite as 3erious a problem 

in the five states as wa;, detected by the NIHFW study. 
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As may be expected, lack of transportation is also a 

problem. Most vehicles {assigned exclusively to the MO 

at the PHC) are UNICEF jeeps supplied in the mid- sixties. 

Their downtime is considerable. Thus outreach progre>.ms 

must be curtailed especially to isolated areas - - and the 

frequency of supervision diminished. 

Training 

The basic syscem for training rural health and family planning 

workers in the five states is we:ll established. Most of the 

workers have already been trained and are in place in the PHC s, 

subcenters and villages. This is especially noteworthy in the 

case of the new CHV program: a large number of CHV s have been 

trained in the past two years. ANM training facilities are generally 

adequate for the current ratio of one ANM per 10, 000 population; 

more facilities and trainers may be required to increase the 

number of ANMs to 1: 5, 000 population, however (and 1: 3000 

in hilly and remote areas). 

The decentralization of much of the health training enables the 

system to train large numbers of workers relatively quickly. 

For example, CHV training is conducted by PHC staff {mainly 

the doctors) at PHCs, which are located in every development 

block. This decentralized system could also potentially help to 

make training appropriate to the specific needs of particular areas. 

Decentralization may lower the quality of training, however. The 

recent NIHFW evaluation of the CHV scheme notes that, in most 

states, approximately 40 percent of the PHC staff providing training 

to CHY s had not been trained to conduct the course. An additional 

problem is that training materials - - including the basic CHV 

manual - - are frequently unavailable. 

The Government of India's intention in training rural health 

worker·, especially CHVs and ANMs, is to provide basic, 

practical skills that will enable the workers to meet health care 

and family welfare needs in the communities. Training curricula 

and methods do not yet fully support this objective, however. 
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The curricula appe a.r to have heavy traditional academic 

orientation. Teaching is mostly through lectures; only a small 

proportion of time is spent in supervised practical field work. 

Training may also be limited in scope. For example, ANM 

training focusE:. s on antenatal, delivery and. postnatal care. 

Treatment of common childhood illnesses, such as respiratory 

infections and diarrhea, apparently receives little attention. 

Refresher training is not yet established for health workers. 

The PHC doctor apparently holds principal responsibility for 

retraining, which is supposed to take place during monthly meetings 

with each category of worker. Little retraining actually occurs, 

however. For example, the NIHFW evaluation of CHVs found that 

only 6. 3o/o of the CHVs had received any retraining. It should be 

pointed out that it is difficult to eetablish a retraining system since 

PHC staff and work~ rs at high~ r levels of the By stem lack basic 

information on the moat important health problems in their areas, 

what specific problems each category of worker should address, 

and how well the workers are perforn1ing these taska. 

Overall however, a promising beginning has been made in 

recruiting ar.d training workers in sufficient numbe rP to establish 

the basic structure of the rural health system. The Central and 

State (iove rnments recognize the weaknesses in the training system 

and their impact on effective delivery of health and family planning 

services. They are anxious to strengthen training and retraining, 

and have discussed several suggestions for improvements with th:..: 

USAID Mission and the project design team. 

Subcenter Construction 

A major component of this project is likely to be 

assistance for constru·.:tion of subcenters. The Government views 

the upgrading of the ANMs' rented one- room offices to full-

s cale first-line facilities for organized public health and medical 

care as an important element of the rural health system. These 

facilities are important in providing adequate offices in which care 

can occur. The rented rooms which currently serve as subcenters 

in many areas lack any organization or space for care of acceptable 
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quality; it is difficult for an ANM to examine a woman or child 
in the sort of dark small space that is usually · available in rented 
facilities. They lack adequate shelving, exam tables and desks. 
Such an environment discourages utilization by the population. 

Under the model scheme, a male multipurpose worker will 
also work at the subcenter. At least two rooms will be required 
for these two workers to function effectively, particularly if female 
patients are to come. More adequate space must become available. 

The building program for subcenters is predicated on the future 
services to be given. The problems of diarrhea care, respiratory 
care, and malnutrition care at the aubcenter level will be addressed 
in this project. The: project will deal with problems of poor 
utilization by young children and anticipates that n1any children 
will come to subcente rs in the future. Space in subcenters must 
be available for the children to be examined, weighed, and treated 
for selected conditions. The subcente r is only the beginning of 
an organized plan to extend servh:es closer to the villages. In 
conjunction with village-level workers, the PHC, <'nd the rural 
hospital, it forms part of the basic framework oif the rural health 
care system. 

During visits to Gujarat, Maharashtra and Haryana, the 
USAID teams considered engineering and construction aspects of 
PHCs and subcenters. Attention was centered r.)Jl the functional aspects 
and quality of work; plans and design; current construction and 
contracting practices and procedures; aLd related problems. 

The teams found that PHCs are housed either in very old 
buildings, built in the 1930s, or in buildings completed in the 1970s. 
Most subcenter& are in smalJ rooms which in most cases are rented 
or provided by the village panchayat. 

The construction quality of existing buildings was generally 
poor. Existing systems for carrying out and supervising construction 
activities need tc be modified to ensure work of good quality. 
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Standard designs should also be developed for PHCs and 
subcenters, with attention to their functional needs and 
possible r~quirements for expansion. The use of locally 

available materials and labor to save costs must be explored. 

Another issue is maintenance. Officials at the district 
level repo~ted, when asked, that funds for maintenance are 
often insufficient, and may not be provided at all. Since 
maintenance of the builci.ngs is important not only for upkeep 
and aesthetic value, but also to reduce bacterial infection, 
p"t"ovision should be made for continued maintenance of any 
new construction. 

Specifications and general conditions for contracting are 
standard throughout India for conscruction carried out by the 
State Public Works Departments (PWDs). Each state and 
district has its own PWD schedule of rates, revised annually, 
for working out item rates as well c.iS cost estimates for the 
b11ildings. Rates appear to be to some extent unrealistic, 
however, since they do not take into account the remoteness 
of the areas wl1ere some subcente rs are to be constructed, 
nor the small volume and hence small value of work involved. 
Adjustments will be necessary to attract responsible contractors 
to unde i·take the work. 

These concerns over the problerns of construction and 
maintenance were raised in discussionH with district, state and 
Central officials. There was general agreement that existing practices 
are inadequate and that a new approach is needed. One possibility 
is to form special constn~~ction :::ells, at the district or st. te 
level, to look into the problems and take corrective measures. 

Du:ci:.~; ':he course of the project. design, the Mission will 
work wit.li. ~h.:-: Center and states to develop an approach ?roviding 
sufficient assurances that the construction under the AID 
project will be carried out adequately and efficiently, and 
that provision for maintenance is built into the syi.tem. 
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.Feasibility and Potential 

The Government of India's rural health syatem is fundamentally 

sound overall. The system is well established and reaches down 

to the village level. Larj;:· number of workers have been trained 

and are providing limited services that meet some important health 

care and family planning needs. Officials and workers at nearly 

every level of the system, from Central and State Governments to 

village panchayats, understand the importance of making basic 

health and fan1ily planning services accessible to communities. 

As the preceding analysis suggests, the system still needs 

improvement in several arez.s. Among the most importa.n~ of these 

are planning, ev< ~uation and training. Since problems in these area., 

affect the system's capability to meet critical health and family 

planning needs, AID' s assistance to the rural health system should 

include, in addition to construction, prov is ion for strengthening 

these basic elements. 

The prospects for such improvements are good. The Central 

and State Governments have discussed with the l\llission their 

c:oncern about existing problems, and their interest in undertaking 

activities to address them - - e. g. base line surveys, establishment of 

< management information system, operations rE!search to develop 

effective ways of tra.ining workers and delivering services, and 

demonstration projects in small areas to test the usefulness of 

the innovations developed. The Miss~on concludes that these 
activities are likely to strengthen tht basic rural health system 

sufficiently to enable it to p~ovide effective l-iealth and family planning 

services, and thus to achieve the project's goal of reducing fertility, 

mortality and morbidity. 
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The President in his address to Parliament on March 28, 1977, 
stated that "Family planning will be pursued vigorously as a wholly voluntar-y 
programme ~ ... ..i as an integral part of a comprehensive policy covering edu
cation, healti .1aternity and child care, family welfare, women's rights and 
nu~rition". Th Prime Minister has on a nl!mber of occasions underlined the 

vital importance of family planning as a means of individual and national deve
lopment and well-being. This Government is totally committed to the Family 
Welfare Programme and will spare no efforts to motivate the people to accept 
it voluntarily in their own interest 9.nd in the interest of their children as well 
as in the larger interest of the nat!on. 

2. Family planning has, however, to be lifted from its old and narrow 
concept and given its proper p!ace in the overall philosophy of welfare. It must 
embrace all aspects of family welfare, particularly those which are designed 
to protect and promote the health of mothers and children. It must become a 
pa rt of the total concept of positive health. At the same time, it must find 
meaningful integration with other welfare programmes, viz., nutrition, food, 
clothing, shelter, availability of safe drinking water, education, employment 
and women's welfare. It will be our en1eav0ur to bring about this integration 
in a greater degree. We expect the State._ to do the same. 

3. The change in the name of the programme from family planning to 
family welfare is a reflection of the Government 1s anxiety to promote, through 
it, the total welfare of the family and the community. It is our intention to take 
the programm~ forward in the real sense as an investment in man. We wfsh to 
make it abundantly clear that in this task there is no :.oom for compulsion, co
ercion or pressures of any sort. Compulsion in the area of family welfare must 
be ruled out for all times to come. Our approach is educational and wholly vo
luntary. There will,however,be no slackening of our efforts in this direction. 

·L The Government attaches the highest importance to the dignity of the 
citizen and to his right to determine the size of his family. We have no doubt 
that by and large the people of India are conscious of the importance of res
ponsible parenthood; given the necessary information and adequate services, 
they will accept the small family norm. We will promote all methods with 
equal emphasi.s and it wili be left to every family to decide what method of con
traception it will like to adopt. Employees of the Union Government, State 
Governments, autonomous bodies, local bodies, etc., will be expected to set 
an example and to adopt the srr:all family norm. 



5. We are totally against any legislation for compulsory sterillsatton 
either at the Central level or by the States. Sterilisation, both male and female. 
ls a terminal method and suitable for thosE~ couples who have reached the optimum 
family size. Services for sterilisation will be offered free. of cost to those who 
voluntarily w!sh to adopt this method. Similarly .>ther services wider the pro
gramme will be available to the people free of charge. The acceptance of volun-

.. tory sterilisation and IUD involves to and fro travel to a clinic, a brief stay in the 
hospital, resulting in possible loss of wages which the majority of our people can
not easily afford. In view of this, lt has been decided to retain the provisbn for 
monetary compensation. Any medical complication resulting from a voluntary 
sterilisation operation will be a.ttendt!d to free of cost; and if in an unfortunate case 
recanalisation becomes necessary, this facility will also be offered to the individual 
concerned under the best possible professional care wit!lout any charge. 

6. Nearly 80 per cent of our population lives in viliages. Medical services 
are not able to reach them in an effective way. An integrated rural health scheme 
is on the anvil and will be implemented shortly. It is of the utmost importance 
that adequate ante-natal 1 natal and post-natal care is made available to pregnant 
mothers. To this end a comprehensive scheme of training of indigenous mid
wives (dais) will be implemented. Under it materr1ity services will be m'lde 
available to all mothers who may need them. The programme of immuni&ing 
children against common diseases such as a whooping cough, diphtheria and 
tetanus will be expanded furtter. We expect that the State Governments will give 
necessary co-operation and assistance in this direction. 

7. The direct correlation between illiteracy and fertility and betwe.en 
infant/maternal mortality and the age at marriage is well established by demo
graphic studies. While on the one hand the Government wi.11 pursue lts policy 
of according high priority to the improvement of women's educational level, 
botr through formal and non-formal char.nels, it will also bring legislation for 
raising the minimum age of marriage for girls to 18 and for boys to 21. 

8. In a federal system, the sharing of Central resources with the States is a 

matter of considerable importance. 1!1 all cases where population is a factor as 
in the allocation of Central assistance to State plans, devolution of taxes and 
duties and grants-in-aid, the population figures of 1971 will continue to be fol
lowed till the year 2001. Family Planning and population control is a subject in 

the Concurrent List, yet the i:-:nplementation of the Family Welfare Programme 
is very much the responsibility of State Governments. Assistance for the hnpte
mentation of the Programme is provided by the Central Government to the States 
on cent-per-cent basis. In order to ensure a purposeful implementation of the 
Famil.v Welfare Programme, the principle of linkir.g 8 per cent of Central Assis
tance to the State Plans with their performance and success in Family Wel-
fare Programme will be continued. 



9 • Population education has so faX" not received the attention lt deserves. 

The N~ER T have developed some models for the introduction of population edu

catio1 l». the school education system. These models have already been adop=

ted by the Central Schools Organlsatlon •. We would urge that the departm.ents of 

education in the States should adopt these models, or their modified versions, 

in the syllabus in the schools., Forty•.two per cent of our population is below ihe 
age of 15 years. It is this population which will soon be Emterfug in the area of 

matrimony. We must take steps without any fur1her delay to see that the youth 

receive population education as part of their normal cour1:Jes of study. 

1 o. The population of India has been increasing at the rate of about o n e 

million every month. It has increased by nearly 270 million since 1947 and is 

today estimated to be 615 million. If the present rate of growth continues, we 
wtll be touching the one-billion mark by the end of the century. This rate has to 

be arrested. The birth rat.e targets of 30 and 25 per thousand by the end of the 
Fifth and Sixth Plans respectively can be achieved only with the total and willing 

participation of the community in the family welfare programme. For this pur

pose it is important that all media of publicity, including motivation through the 

extension approach, should be utilised fully by the Central and the State Govern

ments. We would very much expect that just as at the Centre we have involved 

all media units of the Ministry of lnformation and Broadcasting in the motiva

tional campaigns, in the States also the State Departments of Public Relations 

and other departments having their own publicity set-ups would be totally associ

ated with the motivational effort. 

11. It is of equal importance that trade unions, chambe:::s of commerce, 

cooperative societies, organisations of women, federations of teachers, village 

panchayats and all other institutions which can influence public opinion should 

be associated intimately with the educn.tional campaigns. The village panchayats 

can play a significant role in this task. Their potential as change-agents needs 

to receive greater recogr\tion and attention. 

12. No programme will succeed unless voluntary organisations particu-

larly youlh and women's organisations participate in itb •mplementation fully 

ancl exten~ively. So far this participation has been very limited. The Govern

ment wishes to invite the suggestions of voluntary organisations and such public 

bo<lies as are engaged in the general task of Fam: ·J· Welfare for evolving suit

able patterns of co-operation and assistance. Full rebate will be allowed i n 

the income-tax assessment for amounts given as donations for Family Welfare 

purposes to Government, local bodies, or any registered voluntary organisa

tion approved for this purpose by the Union Ministry of Health. 

13. While the existing methods of contraception will continue to be avail-

able to the people, it is important that the search for newer methods should 
be intensified. The Government will give special attention to the necessary 

research inputs in the field of reproductive biology and contraception. 



14. The programme and the approach for tmplementatlon of the Family 
W clfnt"e Programme as outlined ln the above pau:i~·:!yhs will succeed only if 
th~re is willing co-operation from all in full m.eaeu:rn. The Family Welare 
Programme embraces all the p:rinctpal areas of human welfare. It will be 
wrong to leave 1t only to the Ministry of Health and Family Welfare tn the 
Centre and their counterparts in the States. It is essential that all Ministries 
and Departments of the Government of India. as well as of the States give due 
importance to this Programme and work for its furtherance. The performance 
of FP mily Welfare in the States will be intensively and carefully monitored and 
the Union Cabinet will review the situation in depth at least once a year. Suit~ 
able mach•~1ery for ensuring coordination with other connected programmes of 
welfarA :.nay be set up in the States also. 
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PREAMBLE 

1.1. Health is a positive attribute of life. It ig characterised by a state of 
complete physical, mental and social well-being and not merely the absence of 
disease. Maximally attainable and accept.able levels of health for all people is 
our goal. Every citizen should be enabled to attain a level of health necessary 
to develop his mental and physical faculties to their full genetic potential. Health 
cannot. be viewed in isolation from the overall goals and policies of national deve
lopment. Development implies progressive improvement in the living conditions 
and quality of life enjoyed by the society and shared by its members and the 
central focus of such development is 'man'. Thus, health is both an important 
pathway to development as well as a desirable end-product of development. 

1. 2. Any re~organisation of the health services should be in response to 
the needs of the situation. Improvement in the health status of the populati0n 
is achievable if there is a shift from the current emphasis on hospital-based, 
disease-oriented approach, depending heavily on sophisticated technology, to an 
approach where the attitudes, skills and methods of the trained personnel are 
in tune with the needs and aspirations of tbf~ common man .and where the facilities 
available are equitably accessible to the population in physical, social, cultural 
and financial terms. The adoption of modern methods of medicine without adapta
tion to our cultural ethos has only brought in dependency .and weakened the com
munity's capacity to cope with its own problems. A wise use of the manifest and 
latent resources of the community can play a key role in supporting organised 
health services. A community achieves the highest level of health when it reaches 
a stage of least dependence on professional intervention and maximum reliance 
on its own resources and action. 

1. 3. Growth of medical technology has equipped man with increased ability 
to cure and decreased sensitivity t..0 'care 1• This has created distortions in i nedical 
treatment and has led to ineffectiveness of the health system. If we can r iake the 
concept of 'care' a social reality, it would ensure the total health of the iJ 1dividuals 
as well as of the community. 



PRIMARY HEALTH CARE 

2. L Active involvement of people in the health system i.s a sine gua !!2!! 

for attaining the goal of 'Health For All'. At the International Conference on 

Primary Health Care held at Alma Ata in September 1978D the Nations of the 

world have given unto themselves the objective of attaining an acceptable level 

of health for all the people of the world by the year 2000. As a signatory to 

the Alma Ata Declaration and in a spirit o.f service to our own people, we have 

to take active steps through Primary Health Care to attain this objective. 

2. 2., Primary Health Care is a practical approac'l in making essential 

r.are universally accessible to individuals and families in the community in an 

acceptable and affordable manner and with their full participe.tion. Decentrali

sation and self-reliance are the corner-stones of this approach. The goals of 

Primary Health Care are attained by social meruw ~mcb as acceptance of in·~ 

creasingly greater responsibility for health by communiti1es and individuals 

and their active participation in attaining it. This approa·ch involves large 

scale transfer of simple skills and knowledge to people selected by the com

munity, having their confidence and willing to serve it out of a. feeling of com

passion and spirit of service. The translation of much of medical and health 

lmowledge into practical action involves use of simple and inexpensive inven

tions which can be readily implemented by ordinary people with minimal 

training leading to the greatest benefit to the society. 

2. 3. Primary Health Care can only succeed if the organised health services 

provide full logistic and professional support to the volwitary workers residing 

within the community. Such a system would result in opt!mal utilisation of the 

knowledge and expertise <.i.t higher levels and in the long nm, it can be ex~cted 

to relieve the overburdened curative services in the urban and semi-urban 

areas. The development of an effective primary health care system both for 

rural and urban areas would ensure the fellowing:-

(i) A greater awareness among the com!Ilunity and population of the 

health problems and ways to tackle them at their own levels; 

(ii) Intervention at the lowest practicable levels by a worker more 

suitably trained; 

(ill) Optimal utilisation of knowledge and expertise by higher level 

technical experts, be they health workerB, physicians or 

s pee ia1 is ts ; 

(iv) llicreasingly less depend1ence on hospitals and thus optimal 

utilisation of such facilities for cases where they are actually 

needed. 
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PREVENTIVE AND PUBLIC HEALTH SEJR.VICES 

3.1., The emphasis on public health servtces has slowly decreased in the lrurt 
30 yearfiJ, yielding its ovm. rightful place to curative servi1ces. The trend ha~ to be 
arrested and reversed. The coverage of' public health services and provision of 
preventive services are now spatially very limited. Munilcipal and local authoi:!Ues 
responsible for such servic\~s generally suffer from a lack of will and resources to 
implement them effectively. It is rationa.l and economical to deal with a cluster of 
catuios for poor health conditions on a broad front in the form of integrated package 
of services which are more than a mere collection of health interventiow;. There 
i.a,therefore, an urgent need to set up a chain of sanitary--cum-epidemiological 
staU.ons throughout the length and breadth of the country, manned by suitably 
trained and equipped staff. Such stations can conveniently take care of environ
menbd health problems, detection and control of epidemftcs. handle checks on 
quality of food, water, etc. Investments on such stations now will have a relatively 
high pay-off in the long run. 

3.2. The pattern of diseases in deveiloped countries has changed. radically in 
the last 50 years. The range of vaccines, sera, etc., is eiver increasing. Our 
aim on the ~reventive front should be to achieve 100% coverage of the total popu
lation by the year 2000 in terms of inoculation, vaccination, etc. The where
withal is within our technical competence. 

WATER SUPPLY AND SANITATION 

3. 3. Provision of safe water supply to the population and improvement in 

sav.itation is basic for improving the health status of the people. This needs to be 
done at d. ~ost and with a technology which the nation can .afford. We should, 
therefo.L'e, aim at providing safe drinking water ti.nd lmprioved sanitation to all 
population within a given time-frame. 

PROMOTIVE SERVICES 

4. For a meaningful involvement iof the community in the health care 
system, education about the advantages both immediate and long-term are neces
sary. It is,therefore,in the interest of the health system itseli to take on the 
responsibility for explaining, advising aud providing clear information about the 
favourable and adverse ~onsequences of interventions available or proposed aq 

well as their relative cost. As part of promotional services, it would be neces
sary to educate people about food habits, nutrition, breast-feeding, etc., which 

are themselves not costly if properly adopted and which could lead to substantial 
savings in terms of human misery o In ·vllew of the large-scale widely prevalent 
malnutrition, the question of proper nutrition assumes special importance and 
requires concerted action. Then~ would also be a difficult but pressing need to 
overcome religious d.lld social taboos wMch often-times prevent people from 
adopting healthy habits. 
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l"AMlLY WELf'ARE AND POPULATION POLICY 

5. A reduction in birth rate is pa:"t of the Natio~la~;~F~ily W~lfare PoU.~y, 
a ·statement on which was adopted in June 1977. Health and family welfare are~ 

so intimately intertwiJ.ed that, without an active and vigorous implementation of 

the Family Welfare Policy, the National :Policy on Health or, fo:r that matter, 

any pohcy of national development, canr.ot even be conceived of. 

MATERNAL AND CHILD HEALTH SERVllCES 

6. 1. The future of any nation is the future of its children. If the limited 
resources in the health sector are to be preferentially applied to any segment of 

population, it should logically flov.' to children and mothers. Infant mortality, 

child mortality and maternal mortality in this cotmtry are stark figures signifying 
our inability to achieve a break-through in this field. Bo1.d attempts need to be 
made to ensure 100% health coverage in the next 10 to l!J years for ail children in 
the age group 0··5 and by the year 2000 of all children up to the age of 15. 

6. 2. Maternal services are sparsely distributed. Our dependence on pro-
fessional birth attendants will continue for a long time. While there may be an 
addition in the institutional facilities for deliveries - particularly to provide for 
complicated cases - we should ensure that all deliveries are handled by com
petently trained persons. This would reduce significantly the maternal morta!ity 

and morbidity. 

6. 3. Along with vigorous steps needed to achieve reduction in the birth rate, 
we need to improve the facilities available to mothers and children to assure the 
families of the salety of their progeny. This, by itself, will have a pgychological 
impact and would over the perwd favour a reduction in the birth rate. 

CURATIVE SERVICES AND HOSPITALS 

7. 1. We have inherited a system of health services and medical education 
from the colonial days which has a large emphasis on treatment in hospitals and 

cure of diseases. With increasing sophiotication, we are now dP.voting 80% 
fL11ancial and manpower resources in the health sector to this segment of health 

services which is more or less concentrated in urban areas. With the public 
sector, private sector and voluntary sector operating jointly and sometimes at 
cross-purposes, there is avoidable disorganisation in the provision of curative 
services. Even the general hospitals run by GDvernment do not provide equality 

of access to the poor. There is often-times duplicate and triplicate utilisation 
of facilities in an effort to get second and third medic?! opinions. A method 
should be developed to avoid this wastage of scarce resources. The urge of 
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the common man to get quick and effective medical treatm4mti {Yarlicularly when 

he ia at the phyelcal and psychological muUr to under'ltandable. The pace of 

investment in hoapltals and cm~attve eervkiea has to ha slowed dow.11, linking it 

rationally to a :national policy on urbanisat:ton. One can, however, hope that 
extensive provision of preventive, promotive, public health services would go 

a long way to relieve the bm·den of curativ1e health system to a large extent. 

7. 2. Even so, there would be ~,need to provide an lnc:reasing number of 

hospital beds: firstly to take care of some of the under-served, semi-urban and 

rural population and secondly, dB part of the referral syst1em. Construction of 

hospitals on traditional methods is a costly proposition9 rnost of the money 

going into brick, mortar and equipment. We need to ~xplore ideas on new type 

of hospitals in which modern construction iB restricted only to essential areas 

such as theatres, wards, etc.; the rest being of simple structures using local 
materials with provision for members of the family to stay and provide basic 

nursing services. 

7. 3. We have, in a:ldition to the modern system of medicine, indigenous 

systems like ayurveda, unani, siddha, naturopathy and homoeopathy in wide use. 

There has so far been no coordination among all these systems, either l.n terms 

of education or in terms of service, not to speak of integration. We should now 

begin an attempt on a co-ordination of the services offere '-ly all these systems 

so as to obtain optimal economic utilisation. 

7. 4. The trend is towards increased application of sophisticated modern 

technology, be it auto-analysers, linear accelerators, EMI scanners or intensive 

care equipment and the like. Very often these provide a cultural shock for the 

average Indian. In any case, they tend to increase comp1etition amongst pro

fessionals to acquire more of these sophis.ticated techniques at great cost and 

thereby increase the distance between the patient and the doctor. We must learn 

to use increasingly appropriate health technology replicable with scientific, 

technical and managerial resources avau~:.Jle within the coillltry. 

MEDICAL EDUCATION AND HEALTH MANPOWER 

8. 1. Medical education has suffered as a re£ult of cultural dichotomy coupled 

with parallel development. The modern medical system has kept pace with deve

lopments in the rest of the world but the type of education imparted particularly 

at the under-g:raduat;e level is heavily hos1pttal-oriented with little relevance to 

Indian situations. This makes a fresh graduate unsuitable to handle situations 

in the community and un.able to appreciate the problems and dilemmas of the 

community. The indigenous (traditional) 13ystemB of medicine have 9 after years 

of neglect, started coming into their owu. The earlier attempts to integrate 

the modern medicine with the traditional ~Jystems have failed. While no attempt 

tc forcibly integrate any system of medicine should be made, all the systems 
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should rGaltee0 ln the Ind.tan conditlo11.n, thu limits and potentlnls of other oyatema 
and dr11w lnspiratlon from them and should support each other mutually. Thie 
can be done only by a concern for other ayEJteme and undere:tandlng of their 
functloningo 

8. 2. The training of agents of health care in sufficient numbers at appro
priate levels, with right attitudes, outlooks and functionin~ in an orchaestrated 
manner, holds the key to success of any health system. The hierarchical 
structure of the present day health manpowcer and the roles allocated to each 
level in the hierarchy are the outcome of a. historical procE~aa. A dynamic 
process of change and innovation is needed. The concept of health team is 

important in this con.text. The national medical education policy aims at 
qualitative and quantitative development of fftdequately tralm~d health personnel 
of all categories in a reorganised structure keeping in view the training of a 

composite healill team. To help in innovative development of medical edu
cational processes and ensure a continuow1 input of properly trained manpower, 
it would be necessary to set up a Medical and Health Education Commission 
embracing all systems of medicine and all :~ategories of medical and para-medical 
personnel. 

HEALTH PLANNING AND HEALTH INFORMATION SYSTEM 

9. The need for an effe~tive informa.tton system in the Hen.Ith field at 
all levels providing for collection, processing, storage and retrieval aa a tool 
actively aiding appropriate decision-making and programmE1 planning in the 
field of Health is well recognised. We havc:l to gear our efforts to set up a 
dynamic information system to support the Health Planning and decisio'i'l-making 
machinery. 

MENTAL HEALTH 

10. Mental well-being is an essential component of the state of good health. 
With increasing industrialiaation and greater strains in the community, mental 
health problems are on the increase. Here again, a primary health care approach 
would enable isolation of the problem at an early stage and handling of the same in 
an appropriate manner. Traditional Indian practices such P.B yoga, sadhana, etc., 
need to be strengthened and made universally available to attempt non-medical 
methods of handling mental health problems. 

REHABILITA 110N 

11. Rehabilitation forms the fourth side of the health square, the other 
sides being pr1.wention, promotion and cur4~. Medical rehabilitation services are 
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not fully available to those ln need of the same. Here agail' app:rop:riate t.echno
logy should ba ineres..slngly uaedo Medi<':al rehabllitntlon eJao needs to ba coupled 
with social i·ehabUltatlon in certain circumstances like 'lbu'l'nt out lep:roHy cases', 
etc. 

BIO-MEDICAL ENGINEl•:RING 

12. Developments in this field a1·e occurring every day and at a rapid 
pace. Hc.wever, particula.1~1y due to miniaturisation occurring in electronics, 
it should be possible to take advantage oJ'. the electronic indushy in the counh-y 
w make available such advances to a multitude of institutions. Thia branch of 
medtcal science has so far not been adequately attendee Ito. The industrial 
capability of this counh-y is of a high order and it should be possible, with 
some attention, to keep pace vii.th development.a i11 thts field and transfer them 
in an apprO'"prtate manner t.o Indian conditions. 

PHARMACEUTICALS 

13. 1 It would not be far vrro:ng to se1y that the pharr.naceutical.B industry 
dominates the health sector and the doctors a·re deeply influenced by the dr·ug 
industcy. Instead of being able to dictate to the drug industry~ the medical 
profession is in fact dependent on the dru.g industry for wh&tever continuing 
education it receives in the form of litentture. Over-utilisation of drugs so 
as to inc:rease the profits of the drug industry, has become the end and hospital 
and the medical profession are used as n means towar-ds thw end. Thia p.mble:.m 
has been deliberated upon by verioua committees, essentially to easu:re that th J 

drug industry plays a subordinate and not a dominant role, without,however, 
minimising the pleniruCIP. of good that it brtnga to millions of people. The medi
cal profession should have a 6I'eater say ln determining the direction of growth 
of the drug industry. 

13. Z. Reliance on synthetic chemicals and antibiotics ta a growing world-
wide phenomeno:;i. Greater utilisation o:f drugs tench~ to increase the cost of 
the health system. On the other hand, vaccines and sera which are used in 
preventive medicine need to be encourag:ed and new vaccinee need to be deve
loped. 

13. 3. In so far ao the medicines belonging to the traditional systems are 
concerned, the age-old practices of loca.l preparation of such drugs have 
slowly vanished leadlng to greater com.rnercial preparat1lon of such durgs. It 
might be worthwhile and neces8ary to e!ltcourage local manu.f acture of such 
drugs in small communities wherever such h"'eatments are in vogue. Further 
use of herbs and medicinal plants, par1foularly for conn:non ti.Hmenta where
ever practicable, needs to be encouraged. It ls expected that the local grow
ing of such herbs and plants, harvesting., storing and pr~~paration of medicines 
out of them, at the community level,wou1d go a long way towards eelf-reliance. 
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13. 4. In keeping with the concept of community parth.:lJ)E!.tion and aelf

reliance it is also necessary to reduce dep1:mdence of the population on the 

formalised medical system fo1· the use o.f medicines. While on tha one hand 

it would be necessary to guide the pop11lation in the use of :medicines parUcu-

lL t'ly those whic~ toxic or have reactic:;-.p, lt is also necessary to depend 

on the people themselves for knowledge of their cwn conditions and use of 

appropriate remedies. 1 nus,conaistent with our concern for ove11U.se of drugs 

an•\ professional supervision on the use of drugs havin~ toxic or side-effects, 

we should liberalise the idea of self-medication.. Thia will imply strict con

trol on the quality of medicines available in the ma1·ket. 

RESEARCH 

14. No nation can afford to neglect the support of fundamental and basic 

research, for without it there can be no proper teaching of science anc1 no national 

capability for solving unresolved problems, meeting changing situations and for 

adopting, in certain instances, known technology to suit lo1::!al condltions. And yet, 

highest priority should be glven to applied research, ir~ :iar-1" lcular health services 

research, if the technological achievements of medir'iue are to be placed within the 

reach of those who need them most. Health servic ... s research is holistic, muiti

disciplinary in character involving the joint participation ol bio-medical sciences 

and social sciences. Such research should be carried out within the health 

service system and research priorities determined as a resu1t nf joint dtsc1•3-

sion between researchers, administrative decision-makers ar.~ the public. 

T'he wr.ole ethos of such research should be based on discovery cf simple, low 

cost, appropriate health technology, the results of which are 1·eplicable under 

routinised settings. We also need to devote ourselves to basic research, 

particularly with a view to developing solutions to problems plaguing our 

country. We are yet to develop effective cures or vaccines, for such diseases 

as malaria, leprosy, etc. Likev.ise, there is immense scope for research in 

matters relating to Human Reproduction. Research in the field of medicine 

should be relevant to the needs of the community. 

LEGISLATION, INSURANCE AND COORDINATION 

15. Health being a State subject, the approaches to legislation in th.a 

health field would necessarily vary from State to State. A va1iety of legis

lation is already on the statute book, be it on the national level or State level. 

It would be necessary w review these items of legislation and work towards a 

single comprehensive legislation applicable to the health field. The servicei;; 

provided by goverament are generally ~re1e. This leads to a situation where 

there is not enoU&h appreciation that the services do ccst money to the nation 

and,therefore,should be utilised only where it is eseentiEiJ and unav0idable
0 

A realisation of the utility c~ sun.h services can be brought about by educating 

people as also by leuy:ng nominal cba:rges for all services. The possibility of 



lntroduotng some fo1~m of national health tnaurance, at least in the future, to 

provide for guaranteed health services to all segments of population needs to 

be pursued. In the present system since there is a co-existence of the p1·tvate 

sector, voluntary sector ae also the public nect.or, tt ts esf.H:mtial to coordi

nate the services by these sectors. The ponslbility of setting up coordination 

committees to regulate the services available tn each of the13e sectors needs 

to be explored. Secondly, in the private seetor and to a limited extent in the 

•1ohmtary sector, sometimes the fees chari~ed are rather h:lgh. While this 
drawback will continue as long as the private sector exists, an attempt needs 

to be made to ascertain whether there can be any self-regulation. As part 

of this exercise bold attempts need to be made to end the system of private 

practice by doctors in Government service and in Medical Colleges. 

INPUTS IN HEALTH-RELATED FIELDS 

16. Developments in health come not merely as a res1ult 0f inputs and 

activities in the health field, but also due to developments in health :related 

fields such as agriculture, water supply and drainage, communication, etc. 

At the community level, all health activities must be coordinated with and 

in fact, form part of, total rural developmemt. To the exte:nt decentralisation 

of resources, planning and implementation can be achieved, there will be 

greater efforts and development in all fieldB and thus in health also. Such 

decentralisation should ,therefore,be actively pursued and supported. Even at 

State and national levels, health activities and inputs should benefit from invest

ments in health-related fielrls and to that extent, coordination with cthe1· sedors 

of development have to be voluntartly sought for and achievf~d. 

CONCLUSION 

17. The following should, therefore, be the short-term and long-·term goals 

of the natlonal health policy:-

17. 1 • Short-term gvals 

(i) to eradicate /control communicable diseases in the country; 

(ii) to provide adequate infrastructure for primary heal th care in 

the rural areas and in urban slums; 

(iii) to utilise all available methods for health education and 

spread the message of Health and Family Welfare; 

(iv) to utilise lmowledge :!'om different systemn of medicine for 

providing quick and saie rdief from sickness and debility at the 

cheapest possible cost; 
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17.2., 

(v) to reorJ.ent medical education to be in tune \vi.th th,e needs of 
too cortununity; 

(vi) to provide inc.rreastng maternal a.n1 child health eovc~ragee 

(l) to improve public health services by setting up a chain of 
s anf. tary-cum-eptdemtologf.cal s~.ations; 

(ti) to eru:Jur-e 100% coverage of all aegn:enta of population with 
preventive services; 

(iii) to create a self-sustaining system of health security so that 
earnings of the individual are not affected adversely during 
periods of illness; 

(iv) to impart medical eGucation in a medim:i which is a.n integral 
part of our culture and life-styfo and thus remove the foreign 
concepts associated with foreign languages whiclb. &re major 
factors inhibiting people from w1derstanding the true and 
proper role which medicine plays in the developm.em of a 
healthy community; 

(v) to utilise available knowledge from the ancient and modern 
systems of medicine in an efforfc to develop a co:rnposite Bystem 
of medicine, thus obliterating the caste system prevailing in 
the field of medicLle; 

(vi) to inculcate a seooe of self- reliance and disclpli.ne in all seg
ments of population so that all four sides of the health square, 
namely, prevention, promotion, e:ure and rehabHitation are 
effectively handled ::t the local level consistent with the deve
lopments in the field of mGdicin1e. 

10 



Annex If 

APRIL, 1979 

Government of"India Ministry of He:alth & Fa.mJ!t.JVaHare, 

REV!SED 

MODEL PLAN FOR CREATION OF' F AGILITIES AND 
PROVISION OF SERVICES UNDER AREA PROGRAMME 

1. Staff Sub-P. H. C Level 

1. l All distt·icts chosen unde1• this scherr1e would be converted 
into Multipurpose Workers districts in the next available instalments, 
if not already so converted, and training of M. P. W. s, and position
ing of M. P. W. s @ one male and female worke:r per 500() population 
will be completed by 31st Oct. '82. This figur1e "t 1: 5000 will relate 
to estimated mid-1982 rural population. 

1. 2 Selection of villages for location of Pub-centers @ 1 
per 5000 population will be started rightaway. 

1. 3 ANMs will be posted. to the selected districts on a priority 
basis to fulfill the above objectives. 

1. 4 Community Health Volunteer training scheme in all selected 
districts will be completed and CHVs positionE~d in all the villages by 
31st October, 1982 at the latest. 

1. S Dais or traditional birth attendants or Indigenous maternity 
attendants will be trained in all .the villages by 31st October, 1982. 

2. Facilities and Equipr.oent to be provided 

2. 1 All M. P. \V, s (male and female ANMs) CHVs and trained 
dais will be provided with proper kits. 

2. 2 M. P. W. s and CHVs will also be provided with proper work 
manuals, which will also function as referencE~ books. 

2. 3 A lump-sum amount of about Rs. 2500/- per annum will 
be provided to each PHC as cost of raw materials to hold nutrition 
demonstration sessions. 
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2. 4 Under the MPW scheme, fhere would be a supervisor, 
male and female for every 4 Sub-centers. 

2. 5 Provision of additional sub-centers. 

At present, a sub-center caters to a popuh~.tion of about 10, 000 
and on an average E-10 sub-centers are attachf'd to each PHC. These 
sub-centers are mannt:d by an ANM assisted by a part-time female 
attendant. 

The ANM is supposed to provide ante-natal and post-natal care, 
conduct deliveries, provide nutritional education, look after infants, 
undertake immunisation programrne, motivate cases for family 
planning methods, follow-up acceptors of family planning methods and 
carry on health educational programmes. The Government of India 
have accepted in principle to provide an ANM for 5, 000 rural population. 
However, on account of financial constrain.ts and non-availability of 
trained manpower, it has not been possible to reach a target of one 
sub-center/ANM per 5, 000 population. The Fifth Five Year Plan provided 
for the employment of additional ANMs to reach a target of one ANM 
per 8, 000 population by the end of the Plan. Under the Area Project, 
it is propused to establish one sub-center /ANM per 5, 000 rural 
population (per 3, 000 population in tribal and . hilly areas) in the 
selected districts. 

Buildings will be constructed for each sub-center on a general 
layout as applicable in each State, using locally available and suitable 
raw materials and according to local costs of PWD (may also include 
prefabricated structure). Each sub-center building will be located 
within the inhabitec:! area of the villages chosen for this purpose and 
the State Government should undertake to provide land measuring at 
least 5000 Sq. feet free of cost for this purpose. It is preferable 
that this site be in a central area of the village but in no case should 
it be outside and away from the inhabited area of the village. 

The building will provide accommodation for a consultation 
ro:>m, quarter for the ANM and a courtyard which can function as 
the open air instructional area. 

The building would also be provided electric connection where 
electricity is availa1le in the village. The State Govermnents should 
bear all costs for bringing electricity to a point outside the buildings; 
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only internal wiring, etc., being chargeable to this Project. 

The sub-center site should also be provided with saft potable 

drinking water through a pump or well, unless in its vicinity a 

water source already exists in the village. 

Where possible and necessary, fencing will also be provided 

around the sub-center building. 

Under the project construction of buildings for all sub-centers 

already established, but which have no buildings (backlog), plus 

about 20% of additional subrucenters required for reaching a target 

of 1 sub-center for every 5, 000 population (mid-1982 estimate) 

will be taken up. 

2. 6, No building will be provided for th1:; Male MPW, who 

has to be accorrunodated in a rented building. He me.y use the 

consulting room facilities in the sub=center building when necessary. 

It is not proposed to accommodate the male MPW in another part 

of the same sub-center building occ\.1 pied by the ANM as this is 

likely to create unavoidable corn.plications in the existing social 

ethos of rural Indian Society. However, this rnatter can be settled 

according to local conditions. 

2. 7 For every four sub-centers there would be a supervisory 

Health Assistant (male and fem a.le). In a centrally located sub -

centeZ', additional accommodation will be crea.ted for the female 

Health Assistant (LHV) only, including in rented buildings. 

2. 8 Suggested list of equipment/furniture, etc., to be 

provided at each sub-center is attached at Annexure-I. This is 

only as a general guideline and rnay be reviewed by the States 

according to local rPquirements. 

2. 9 All buildings fo:r sub-centers and equipment, etc., 

in all sub-centers in the selected districts (whether established 

earlier or after the project starts )will be brought on par with 

the models mentioned above by supplen:enting /substituting or 

strengthening the existing arrangements. 
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2. 10 All buildings for sub-centres and provisions of 
other facilities will be completed by 31st March, 1983. If 
construction of additional sub-centres leads to a thne lag1 the 
sub-centres would be established a.nd staff posted in rented 
buildings by the time schedule mentioned at para.-1. 

3. Staffs Primary Health Centre Level 

3. l All staff p:rescl'ibed under the M:PW /CHV scheme 
pattern at the PHC level will be pc1sitioned by 31Bt October, l 98Z .. 

3. 2 In addition, at each PHC.2 posts of nurse- midwives 
for help in conduct of operations will be provided (These already 
exil't in many cases in the form of Head-quarter ANMs}, 

4. Facilities/Equipment at PHC Level 

4. l A 11 buildings for PH Cs and attached Rural Family 
Welfare Centres, complete with staff quarters, etc. , would be 
colT'pleted in an integrated manner before 31st M.arch, 1913-3.. Major 
repairs necessary for improving conditions in existing buildings 
will also be completed by that date. 

4. 2 In existing ?HCs/RFWC Buildings, where necessary, 
a room would be strengthened/improved to render it suitable for use 
as an operation theat:re, on the lines mentioned at A nnexure II, 
including provision of 0. T. equiprnent. 

4. 3 A 11 PH Cs will be provided with a standard set of 
surgical equipment as at Annexure-III, In existing PHCs additional 
equipment will be provided to bring them on par with the inodel 
furnished at Annexure-Ill. This Hst is only a general guideline and 
does not restrict the choice of each State to modify the same 
according to local requirement. 

4. 4 Proper instructional material will also be provided 
at PHC level. 

5. Upgraded PHCs/Taluka Level Hospitals 

5. 1 A centrally located PHC in a group of every four PHCs 
covering a population of almost 400, 000 will be upgraded. A PHC 
located in a taluka town or a small urban area will be ideal for this 
pu1•pose. If howevel', at aluka level or any other hospital exists for 
a group of 4 PHCs, then such a hoBpital could be upgraded. 
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5. 2 The upgraded hospital or PHC will have a minirr:.um of 
30 beds (or will be brought up to this level) of which atleac;t 10 will 
be :reserved or used for Family Vlelfa.re ServicEis such as sterilisa
tion, MCH and also MTP. Additional buildings I bed strength as 
may be required will be created for this purposie. Und0·.' the project, 
however, only additional 10 beds and an Operation Theatre plus some 
staff strength will be provided. The remaining additional requirements 
to meet the standa1 .. ds will be addE~d in due coure1e cf time. Thus only 
PHCs identified fo1• futu1·e upgrading may be selected for this purpose. 
( annexure IV). 

5. 3 In addition to strengthening identified futu..re upgraded 
PHCs or centrally located taluka level hospital, in some selected 
taluka/sub-divisional towns, if need exists, a hospital which needs 
further strengthening (a case has to be made ou1t for this) may be 
suitably strengthened on the same model as sugigested fo1· fu:l:i.!re. 
upgraded PHCs (i.e. one 0. T., 10 beds plus some staff). 

5. 4 The upgraded PHC or Taluka Level Hospitals will have 
an additional complement of staff. Additional staff required will 
be recruited and positioned at an early date if not already provided. 
(See Annexure V) 

5. 5 Staff quarters for essential staff as mentioned will 
also be created. 

5. 6 The Operation Theatre equipment and additional facilities 
as may be required at the upgraded PHC /Taluka Level Hospital are 
suggested at Annexure VI) 

5. 7 For full utilization of services at upgraded PHCs I sub
divisional hospitals, facilities of common investigation should be 
made available by the provision of laboratory equipment, chemical 
reagents and exployrn.ent of a laboratory technician. 

6. Training and employment of Dais 

6. l Even with the provision of one sub-center for 5, 000 
population it will not be possible for the ANM to provide adequate 
coverage to about 150-175 expectant mother in her jurisdiction. 
Thuc, a i::1zeable proportion of the population will continue to depend 
on the traditional birth attendants (DAIS) for services. Under the 
area project, it was proposed to train and empl1oy on a part time basis 
2 Dais per sub-center in the selected districts ao that they become 
amenable to the supervision and guidance of the ANM. On an average 
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about !00 ~)aiP will be trained in each PHC, dep1ending on the number 
of eu'.>-centres. 

6. 2 At the district level, it is proposed to provide one 
Public Health Nurse in the select·ed districts fo1· supervising and 
guiding the work of the A NMs and Dais. 

6. 3 The CHVs are being provided Rs. 50/- a month as 
Honorarium and Rs. 50/- per month for medicines. The Dais will 
receive only incentive amount of H. s. 2/- per birth reported. 

6. 4 It is proposed that in addition 

(a) The CH'V will act as a depot holder for conventional 
contraceptives ; 

(b) The Dais are provided an honorarium in cash or 
kind in the selected districts ba.sed on perform.a."l 

7. Construction Wing: 

For the purpose of speedy completion of existing incomplete 
buildings, strengthening or major repairs to such buildings, or 
construction of all new buildings before 31st October, 1198l, a 
separate construction wing, with adequate number of construction 
divisions work norms applicable in each State will be created and will 
be funded upto 31st March, 1984 only. 

8. Nutrition Programme : 

It is proposed to include a scheme for the treatment of mal
nourished cl'!.ildren in the Project.. The treatment will be organised 
by following the below mentioned approaches : 

a, Hospit:ilisation; 
b. Establishment of Nutrition therapy centres; 
c. Domiciliary treatment. 

The Nutrition Programme will have the following three 
objectives : -

a. To provide facilitie6 at the PHCs level for the 
treatment and rehabilitation of the severely mal
nourished children and thereby reduce infant 
mortality. 
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b. Improve nutrition education facilities through the 
existing health infrastructure and thereby disseminate 
knowledge regarding nutrition matters to the members 
of the community. 

c. Integrated nutritional programme along with :MCH 
programme. 

Nutrition Rehabilitation centres will be set up in selected 
areas where the incidence of mal-nutrition is high, The existing 
staff of the Primary Health Centres will look after the Rehabilitation 
centres. However, an additional ANM/LHV trained in nutrition will 
be provided in selected PHCe where the incidence of mal-nut:rition 
is high. The village community through the pancha.yats will extend 
support to thJ s programme by providing volunta:ry labour and fooa 
c.rticles. This programme has to be tried out initially on a selective 
basis in some areas of the project. 

9. Comrnunications /MD.as Media : 

The scheme for extending information, education, and 
communication support will have the following objectives : -

i. To reach all eligible couples through maes media, group 
and inter-personal channels. 

ii. To focus attention on the family welfare programme as an 
integral part of welfare services. 

iii. To remove doubts and misconceptions regarding the family 
planning programme. 

iv. To provide orientation training through formal and non
forrr~al e~ucation to all the opinion leaders. 

It is in the field of dernand generation for family welfare 
services and methods of contraception that a big thrust is called for. 
Based on experience gained so far in this field, there is increasing 
evidence that the approach in the :future has to be through higher level 
of inter-personal contacts. 



- 8 -

At present, in rLledia endeavo1.ir, besideG. national effo1:te at 
the Central Government level, ther'~ is a media· wing at the State 

level and a media outfit at the district level. The district level 
consists of a Media Officer and two Deputy Media Officers. At 
the Block level there is an Extensior:.. Educator in each PHC. 

There are also Family Welfare Health Assistants at 1 for 20, 000 
population who are being regrouped into MPWs. Besides holding 
camps, meetings, the workers in this set up also have audiovisual 

media equipment such as projectorEJ at the district level. 

Fo1· the new strategy under the area progra:mmes, no inodel 
is sought to be prescribed. It will 'be for each project in different 

State to try and evolve innovative m.ethods suited to local ethos. 
The efforts can be different in each district in the same State 

also. Within reasonable financial outlays, each State may develop 

suitable models, provided no permanent infrastructure or long

term commitments in regard to the staff or hardware are created. 

However, some ideas which have been put forward can be 
shared here : -

(a) A large number of Of'inion leaders camps for both n1ales 
and females should be conducted during which, by carefully 
orchestrated syllabus, the small family norm, details of va:dou-s 

methods available, care of motheTe1 and child1·en, nutrition needs 

etc. , could be disseminated to the :influence groups. Creation of 

a nucleus of people in each village, suitably r.noti vated in this 

fashion, may lead to radiation of the messages faster in the 
community. Such people could also be equiped with booklets and 
supplied with regular magazines, etc., to keep up their intererL 

and to enable them to spread the message more effectively. 

(b) The CHVs and trained dais should be encourages to be more 

active for this p'.lrpose. 

( c) All forms of . rural gatherings, for rural development programme~ 

for mahila samiti activities, youth clubs, etc. could also be used. 

(d) Informal but traditional modes of propaganda in the villages 

could be exploited such as weekly soothsayers, street-corner 
magicians, acrobats etc. 
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(e) Any other traditional media c:mtlets, such a.a cinemas, 

T. V: • etc. , could form part of the ir1dividua.l att·ategy for each 

area.. 

(f) All field level functionaries of other departments may 

also be oriented in this regard. 

(g) Support of universities, colleges, schools and the National 

Adult F.ducation programm.:: will be enlisted for spreading the 

a.ccepta.nce of the smal' family norrr.1. 

(h) Additional il:lputs in the forrn of A. V. U nit13, Cassette 

Tape-recorder, edu ~ation kits etc. where necessary will be 

considered. 

(l} Besides providing the inputs indicated above, support 

will be extended for effectively utili.sing television facilities, if 

such facilities a.1 ... :• already a'\ ailabl~ in the diatric:ts to be covered 

under the Project. Suppo1·t will also be extended to the Radio 

Stations for dissemination of knowledge and information regarding 

the Family W elfa.re Programme. .At the State level funds will be 

provided for strengthening the Off~H~t Press and the fih'l units. 

10. Management Set up and Evaluation : 

10. l For effective coordination and integrated functioning 

of the project as well as achievement of objectives, it is essential 

that at the district/divisional/State and Central lE~vels adequc-t:~ 

additional machinery are set up for the duration of the project period. 

Thie could consist of :-

(a) At the d;strict level, a Project Officer with a compo

nent of staff, a project impllementation and evaluation 

committee which will coordinate activitie!3 of various 

wi ""s for creation of infrastructure, positioning of staff, 

provision of supplies, creation of demand etc. It is 

essential that all developmemt departments are coordinated 

and for this purpose it will be useful to ha~ve this unit 

directly under the collector of the district. 

(b) At the State or regional level within the State, suitable 

coordination committi•~s with some office support. 
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(c) At the Cer:.tral level, a Central Coordination Committee and 

a wing to oversee, monitor and evaluate progress as well 

as provide reports to the donor agencies and keep a watch 

on budget receipts and disbursements. 

10. 2 The organisational set-up in each State could be 

decided upon locally but should be within reason.able financial 

limits. At the end of the Project period, if it is thought necessary 

to continue this organisational structure, the Sta.te Govermnents 

should bear the extra cost for its continuance. 

10. 3 Management aspects will also include involvement 

of Population Centres set up under the first IPP as well as 

consultancy and training assistance from management institutions 

to be identified for this purpose. Costs in this connection would 

form part of the coat of the project. 

10. 4 Management training for all kindei of staff, including 

updating in technical matters would be an important input e The 

information and monitoring systern could be arrived at by consulta

tion with Popu!ation Centres /Management Institutions, bf the States. 

10. 5 In order to ensure continuity of the project, it will 

be necessary to see that the staff posted in the project a,reas are 

not transferred outside the project areas during the project period. 

For creating additional staff positions in the project areas, the States 

will also naturally ensure that 0ther areas in the State are not 

depleted of staff. 

10. 6 Population Centres /management institutions may be 

asked to undertake essential base line /bench mark surveys4 · 

11. State Governments Commit1nents : 

11. 1 The State co• erne:d should ensure meeting various 

date lines without fail as int. ... cated against the different items 

mention~d above. 

11. 2 It is particularly the responsibility of the State to 

complete selection of locations for PH Cs I sub- centres and upgraded 

PHCs and to provide adequate land. in a central location in the 

selected village/town for this purpose free of cost and in a speedy 

manner. 
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ll. 3 The State Govi.:. sho:.ild undert;a.ke to bear all costs 

relating to the facilities created under the project and continued 

beyond the project period, either under a centrally sponsored 

scheme as may be available generally or under its own plan or 

new plan schemes as the case may be. 

ll. ~ The State should also provide according to a 

prescribed time schedule, all the periodical or other reports, data, 

etc. as may be agreed upon under the project. 

11. 5 Wherever elect:eicity has to be provided for a sub .. 
centre, PHC, upgraded PHC, the State Govt. should ensure 

(a) Rural electrification is extended on a 
priority ba;sis to the village concerned. 

(b) A point froim which electricity c0uld be drawn 
into the prE!mise s is provided just outside 
the site at the cost of the St<\te I Electricity 
Board concerned. 

12. Costs 

12. l Cost to be funded for the Project by the External 

Participating Agencies (Donor I Lending agencies) will be costs 

additionally incurred over thebase level of 1979 but including costs 

on preparatory steps to be taken in 1979-80. 

12. 2 Local budgetary procedures fr.n and sharing of 
this cost will be seperate!y determined by the Central Govt. in 

consultation with the State Government concerned. 

12. 3 It will be highly desirable for each State Govt. to 

work ~mt a procedure under which all costs under the project could 

be under one local buaget head irrespective of source of budgetary 

funds namely - Centre/State. 

Note GOI and the states agree that no portion of the USAr D 
Graut funds will be used to pay motivation fees for 
family planning or for abortion related services. 



A.nnexure - I. 

Suggested list of furniture/equipment sup~i.ed to each sub- c :;;.1h~ 

Quantity 

1. T. W. Examination .Table 1 

Zo T.W. Writing table 1 

3. T.W. bug proof chairs 3 

4. T.W. Benches 1 

5. T.W. twin basin stand 1 

6. T.W. Stool 2 

7. Side racks 1 

8. Medical chest 1 

9. Revolving stool 1 

10. Wooden screen 1 

11. Foot step l 

12. Coat rack 1 

13. Stove (Kerosine) l 

14. Sauce pan with lid 1 

15. Syringes (2 c.c.) 5 

16. Hypodermic needles 3 dozen 

17. Dressing bine 2 

Note USAID Grant funds will not: be used for the purchase of 

equipment for abortion. 



Annexure II 

Suggested Conversion of a Room into operation theatre at 
the P.H.Ce/R.F.W.Cs 

i'.L. ~xpenditure with a ceiling of Rs. 10, 000 I - can be 
incurred for converting the existing labour roorn of the Primary 
Health Centre into an Operation Theatre provided the existing 
labour room is already having a pucca construction and RCC 
Roof. The following items of wo:-ks would he covered under 
this assistance. 

l. Electrification, repail·s, relaying Ol" installation 
in the labour room. 

2. Sanitary fittings for scrubbing and clearing of 
instruments. 

3. Extension of existing wate~·1 supply a.rrangernents 
up to labour room (wi·:hin the building only) 

4. Putting up of double doors. 

5. Construction or conversion of existing windows 
into fixed glass windows for proper lighting. 

6. Strengthening or repair of floor of the labour room. 

7. Tiling of the inside walls of the labour room up to 
the height of minimurr1 6 feet. 

8. Oil painting of the labour room 

9. Installation of exhaust fan 

10. Other minor additions and alterations in the existing 
cons tructionti. 



Anmrn:ure III 
~! w-~ 

Suggeeted Fquipn1ent for 'l'aluk Hc~pitals /PHCsi(for Tubectomy & ~ATP) 

l. Dressing drums 12" 
Z. Surgical Gloves 6 1/2, 7 & 7 1/2 sizes 
3. Mayo's trolliea standard size 
4. Abdominal Wall retractors 
5. Surgical Blades 
6. Luer- luck syringes with fing(er grips 
7. Hypodermic needles size 20 & 22 
8. A Uis f 01•ceps 
9. Babcocks forceps 
10. Scissors curved SS 6 11 

11. Scissors flat SS 6 11 

12. Suture needle cutting 1/2 circle 
13. Suture needle Round body 1/2 circle 
14. Eyeless needles 
15. Straight cutting needle 
16. Needle holders 8'' straight 
i 7. Artery forceps 5" curv'.9d 
18. Vaginal speculum 
19. Uterine Sound graded 
20. Ant. Vaginal Wall retractor 

21. Hanlis /Hag or's dilators 
22. Karman Cannulae 4-12 mm. flexible 
23. Uterione Curretee Sharp & Blunt 4, 6, 8 

and 10 mm sizes 
24. Menstrual regulation ayringe Chemko 

(with l:ibricating oil) 

25. Shadowless lamp 16 11 diameter 
26. Vacuum/Suction apparatus (Indigenous) 
27. Ovum/forceps 3 sizes Hand/Elec. Operated 
28. Valsellum blunt teeth 
29. Cheatle forcep 
3 O. Sponge holding forceps 
31. Instrument Steriliser 

4 Nos. 
2 dozens. 
2 Nos. 
3 sets 
2 dozens 
3 Nos. 
12 each 
6 Nos. 
4 Nos. 
l -do-

i -do-
12 -do-
12 -do-
6 -do-
12 -do-
2 -do-
6 -do-
2 -do-
3 -do-
2 -do-

1 set 
500 

2 

4 

l 
1 
2 
3 
l 
2 
l 

each 

Nos. 

No. 
No. 
Nos. 
Nos. 
No. 
Nos. 
No. 

Note · 1) .A 11 Instruments should conform to I. S. I. specifications 
and be made of stainless steel. 

2) USAID Grant funds will not be used for the purchase 
of equipment for abortion. 



A11ne:!!:u:re IV 

U !'graded PH Cs /Taluk Level H Of~pitals 

(Rs. in lakhs) 

Additional suggested non- recurring expenditur1e per unit 

l. Construction of Operation Theatre 

2. Construction r f 10 bedded wa.rd 

3. Equipment for Operation Theatre 
(as per list attached} 

4. Equipment for ward 

5. Construction of accon-1modation for 
essential staff 

6. Laboratory equipment 

7. One Vehicle (Ambulance) for 
pr~parative work. 

0.70 

0.45 

o. 15 

o. 12 

l. 00 

o. 15 

0.50 

Note USAID Grant funds will not be used for the purchase 
of equipment for abortion. 



1. 

2. 

3. 

4. 

5. 

6. 

7. 

Annaxure V 

Additional staff to be provided at upgraded Primary 

Health Centre/Sub-divisional Hospit<.l for 10 bedded 

ward and operation theatre. 

Gynaecologist 

Paediatrician 

Nursing sister (for operation 

theatre and ward) 

Staff Nurses (including l for 0. T.) 

Viard Ayas (including l for 0. T. ) 

Sweeper 

Labora.tory Technician 

l 

l 

l 

4 

3 

l 

l 

* Will be provided to sub-divisional 
hospitds having the following f ac ilitie s : -

l. Have minimum of two medical officers with necessary 

supporting staff. 

ii) Have minimum of 15 beds 

iii) Have a nucleus for minor surgical work and facilities 

for the same. 

iv) Is located in a building owned by thi:: Govt. or local body. 

v) Has got adequate nursing and other supporting staff. 

vi) Has got a family welfare clinic attached to it. 

vii) Has a good potential to have about 3 00 tubectomie s, 

1v1TP cases from the area aerved by it. 

viii) Has good communication and is easily approachable from 

the neighbouring PHCs. 

ix) Has got adequate land available within the premises for 

the construction of operation theatre and the ward. 



Annexure VI 

Suggested Liot of Surgical Equipment for upgraded PHC/Taluka 
level Hoopital 

Sl. No. 

1. 
2. 
3. 
4. 
5. 

Name of items 

Operation gowns 
Caps of headtie s 
Face masks 
Slippers 
Polythelene Aprons 

LINEN FOR SURGERY 

1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 

i. 
2. 
3. 
4. 

1. 
2. 
3. 
4. 
5. 
6. 
7. 
~. 

9. 
10. 
n. 
12. 
13. 

Abdominal Sheets 
Tetra Towels 
Table Covers 
Hand Towels 
Small tetra Towels for wiping hands 
Glove bags } 
Sponge Towels } made of Gauge 
Skin Towels } 
Gauge Than 

FOR STERILISATION ROO:tvf 

Electric Autoclave 
Instrument steriliser 
Drums (As sorted Sizes} 
Small Wooden Table 

OPERATION THEATRE EQUIPMENT 

Patients trolly 
Operation Table 
Shadowless pedesta.l lamp 
Anesthesia Machine, Boyle's apparatus 
Anesthesia Trolly 
Instrument Trolly 
Surgeon's Linan Trolly 
Dasin Stand (Single) 
A small table for surabbing things brushes etc. 
L. V. Stand 
Revolving stools 
Foot Board 
Drum stand for three drums 
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ANESTHESIA 

1. L. P. Needles 
Z. Intra-trachal tunes (Assorted sizes) 
3. L. V. Needles 
4. Gordg's Heedles 
5. Syringes asserted 2, 5, 10 20 cc 
6. L. V. Sets (transfusion) 
7. Tongue Forceps 
8. Lanyngo scope 
9. Mouth gag. 
10. Toungue holder 
11. Sponge Holding forceps 
12. B. P. Apparatus 
13. Ste the scape 

Note USAID Grant funds will not be used for the purchase 
of equipment for abortion. 



Annex 5 

State and District Profiles 

The Integrated Rural Health &: Population Project will be impk

mented in 13 rural and backward districts in five state : two districtf 

each in Maharashtra (Osmanabad and Parbhani) and Gujarat (Bharuch 

and Panchmahals ), and three districts each in Punjab (Bhatinda, Farid

kot and Sangrur), Haryana (Bhiwani, Mohende:tgarh and Sirsa), and 

Himachal Pradesh (Hamirpur, Kangra and Sirmur). The districts were 

celected by the states and endorsed by the GCI on the basis of certain 

economic and health-related criteria. They \nclude 

i) nigh proportion of rural population, 
ii) high proportion of economically weaker and backward 

sections of the society 
iii) lack of adequate health and family planning infrastructure 

facilities 
iv) high birth rates and 
v) high infant mortality rates. 

\Vhile national-level data is readily available, detailed and reliable -' 

district-level data is not always gathered and available in all parts of 

India. However, site visi::s were made to each of these districts by the 

project design team and USAID/India staff during Project Paper develop

ment. It was observed that the dist:ricts selected required additional 

inputs. 

Among the five states, Hirn.ac:hal Pradesh is the nu::at backward 

a:id poor. The state is geographically contiguous with Punjab and 

Haryana, but is hilly and sparsely populated. It had a population of 

3. 5 million in 1971 (census). Over 90% is rural. The officially estima

ted CBR in 1978 was 27. 3 and IMR 127. Corresponding all-India figures 

are : 33. 2 and 12 9 respectively. However, both GOI and state officials 

believe that the above state figures do not reflect the actual situation and 

these rates could be considerably higher because of the deficiencies of 

the Sample Regif'tration Scheme in the state. 

The three disc.dcts in Himachal Fradesh had a combintd popula

tion of 1. 3 million in 19 71 or 38% of the state 1 s population. Rural 

population varies from 92% to 99%. Over 50% of the population in the 

project districts belong to backward and economically weaker sections 

of the society. Reliable vital rates are not available for the districts. 
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The other two Northern statE'S of Punjab and Haryana are re
latively more prosperous. The state of Haryana had a population of 

10 million in 1971. Officially estimated CBH. in 1978 was 33. 4 and 

L.ViR 127, which are closer to the national averages. In two of the 

project districts, however, the CBRs are considerably higher : 42 and 

35. In the third district, it is lower than both state and national 

averages : 29. District level IMRs are not available for Haryana, but 

in the Project districts they are reportedly higher than the state average. 

The three districts in Ha14 yana had 20% of the state's population in 1971; 

a.bout 25-30% have been classified a.s econornically weaker and backward. 

The State of Punjab had a population of 13. b million in 1971. The 

three districts had a combined population of 3. 3 million or 25% of the 

State population. Punjab's GBR( 28. 3) and IMR (108) are lower than the 

national averages. These rates are also lower in the two project 

districts (CBR 28-30; IMR 103-108). However, according to the special 

justification provided by the GOI, the above vital rates for the districts 

do not reflect the actual situation because of the deficiencies in the 

registration sys tern. The justification indicates that the districts are the 

most backward in the state in terms of health infrastructure and man

power. 

Maharashtra and Gujarat are located in the Western part of t'b..e 

country and are geographically contiguous. Maharashtra had a population 

of 50. 4 million in 1971, making .Lt the third large~st state in India. The 

oL'icially estirrn ted CBR for the state as a whole in 1978 was 26. 9 and 

IMR 83. 

The tv.ro districts in Mahara.shtra had a combined population of 

2. 4 million or 7% of the state population in 19 71. Ab out 85 percent is 

rural. Tribal and economically weaker sections constitute 30-40% of 

the district's population. The CBRs (33 ar:d 35) are considerably higher 

than the state figures. The IMRs are lower in the two districts. 

The state of Gujarat had a population of 2'.6. 7 million in 1971. 

The officially estimated CBR 1n 1978 was 35. 8 and IMR 146. About 72% 

of the population is rural. 

The two districts of Gujarat had a combined population of 2. 96 

million or 11% of the state population in 19 71. The officially reported 

CBR :for the districts in 1976 were 37 and 39 and IMR 162 and 164. 

These are considerably higher than both state and national averages. 

About one-half of the population in the two districts is tribal and back

ward. 



Demographic Indicators - PToject States and Districts 

l I l I 2/ 2/ 2/ 1 I l / 1 I 

Population Percentage Density CBR CDR IMR De~n- Literary Rate Religion Doctor.' 

Project Districts of Rural per dency % (°lo) (%) (o/ol Pop 

Population Sq. Km. Ratio Hindus Muslimi Others Ratio ----
(OOO's) 

(lq7(,) 

Male Female 

GUJARAT 

l. Bharuch 1, HO 83 12 3 37.0 18. 0 164 64. 7 46.4 24.5 83 16 1 I· 5325 

2. Panch Mahals 1, 848 89 209 39.4 16. 7 :c?. 63. 3 33.7 11 . 2 95 4 1 1: 7559 

State 26,697 72 136 35.8 15. 6 141; 68.5 46.l 24.8 89 8 3 1: 2628 

;HARYANA 

l. Bhiwani 760 86 150 41. 5 13. 8 NA NA 36. 9 10. 2 98 - 2 l:lll62 

2. Mohindergarh 7.lO 86 l4b .l':i.1118.1 NA NA 44.3 12. 3 99 - 1 1: 895~ 

3. Sirs a 530 85 12 5 28.6 9.3 NA NA 31 . 6 12. 4 98 - 2 1:13911 

State 10. 040 82 

I :::-
33.4 13.3 129." 85. 9 44.0 17. 8 89 4 7 l:l4256 

--
HIMACHAL PRADESH 

IQ. 71 7. 6 
l. Hamirpur 

I 
265 OQ 41. 8 NA 51. 0 .?.8. 9 98 - 2 1: 8237 

, , 
28. 9110. 0 2. Kangra 800 96 140 59.9 NA 47.4 25.6 ''l- l 1: 9792 

3. Sirmur 245 92 87 17.3 4.7 66.8 NA 34.0 12. 9 97 - 2 l: 6422 

State I 3,460 92 62 27.3 11.6 1?7.3 NA 45.5 20 2 96 l 3 1: 6484 
-->-·--

MAHARASHTRJ'. 

1. Osmanabad 1. 896 88 134 35.0 12. 0 72 NA 40.3 14. 7 85 10 5 1:10834 

2. Parbhani 1, 507 84 121 32. s 12. 0 75 NA 36.8 11. 2 76 11 13 1:13951 

I State 50,400 69 164 26.9 n. 6 83 NA 51. 0 26.2 82 8 10 1: 365 

PUi'TJAB I 
1-1-.-Bnatinda 1, 03 0 82 I 185 28.0 9. 81 io7 69 ! 29. 0 

'II A f. .,., - 77 1: 5562 
l"'t. l.> ~.J i I 

2. Faridkot 1, 150 80 200 30. 0 10. 3 108 /() I 34. 4 21. 0 21 I - 79 l: 4332 

3. Sangrur l, 150 80 225 2.8. 2 11. 3 103 ii9 30. 3 17. 0 32 l 67 l: 36 51 

State 13. 5 51 76 269 28. 3 11. 5 103 71 40.4 25.9 37 l 62 l: 2069 

ALL - INDIA 548, 160 80 178 33. 2 15. 0 129 67. l 38.9 18. 3 82 11 7 1: 4200 

l I 1971 censu~ data 

'!:_/ CBR, CDR and IMR art> based on the Sami;ile Registration Schune (for !he year 1978 or carlie_r) which is incomplete and 

deficient for 1nany areas. 
r, 

3/ Baaed on curnul.ative farnily planning perforni;ince. 

HNP:P'EBalakrishnan:sg:4/? /80 
.. i 

I 
I 

,-, 
", 

3/ 
% couples 

currently 

protected 
( l CJ79) 

44.8 
21 . 9 
32. 1 

28.2 

39.6 
34.6 
32. 5 

19. 8 
24.4 
23. 7 
25.8 

29.6 
35.8 

35.9 

37.2 
26. 7 
27. 5 
27. s 
22. l 
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1. Ggneral Descr1pt1o~ 
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The engineering and construction phase for {18 financing in the 
13 selected districts include the following ty1,c· b:.ii1d1ngs: Sub
centers, Lady Health Visitor's (LHV) Quarters, f~ural Family Welfare 
Centers ( RFWC), Primary Hea 1th Centers ( PHCs) , Upcraded PHCs, Community 
Hall at Upgraded PHCs, PHC Annexes/Hostel, l·~Hr: Trainin') Cor.p1'?x, Trans
port Workshop, Sub-Division Hospitals, and a State Training Center. 

2. General Design, Spec_!_fjcation and .f.9.:"~_.0_tjrra_!.~..S. 

The GOI Ministry of Health & Family rlt:lfiirP (~OHFW) has developed 
standard p1ans for most of the buildings inclurled. States have adopted 
the standard plans for their design for these tuildings with certain 
va ri a ti on depending on their requirements and 1 oca l conditions. Each 
state Public Works Department's (PWO) architectur~ and design department 
1s responsible for preparing the detailed drawings on the basis of 
requ1 rements given by the state hea 1th de pa rtr;en t. The criteria for 
design used 1s that bu11d~nqs are functional and sililp1e in construction. 
Prime. cons1deration is given to users re:qutre:n•errts, health needs, and 
provision for future expansion, circulation and inter-relationship of 
space. 

The specifications proposed for construction are: 

1) Foundation in cement concrete (l:·~:F:) and brickwork upto plinth 
level in cement mortar (1:4). 

i1) Damp proof course in cement concrete (1:2:4) with bitumen layer 
at top. 

111) Superstructure in trick masonry or !'.tc1ne r:1:.onry with cerrent 
mortar (1:6 or 1:4). 

1v) Plaster work 1n cer:ient n.ortar (l:t. in-:.id1.:, and 1:6 outs1de). 

v) Roofs, s1ab~, colu1-:ns., beams and 1ir.te1s de. in reinforced cement 
cc:ncrete. 

vi) Flooring in ordinary grC\y cement in cill rvo11:s, stone slabs in 
corridors and verandahs, dado in bathrour;-, ,we'. \·:.r:. Delivery room up to 
cetltng shall have washGble surface. 

v11) Woodwork: Doors and window frar;e;, c•nd joineries in deodar/teak/ 
sal wood, and shutters 1n deudilr/teil..,/corr·crcial ply. 
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v111) All surfaces shall be wh1tewa!>htH! in li1 1c. Doors and windows 
shall be painted. 

tx) Local materials such as Mangalore tile roofs instead of concrete 
slab roofs, lime mortar instead of cement n1ortcr etc. shall be used. 

The above specif1cat1ons are standard specifications and are used 
in building construction activity all over Indii1, We find these specifica
tions satisfactory. 

The simple and basically uniform design will not require any special 
or unusual site characteristics. Sub-centers will te located in the 
center of a village to be access1bie to the largest possible population 
and close to public services. utilities and mads, where avaiiab1e. Sites 
for major bu11dings will have electricity, woter services and good 
accessibility. Sites are being provided r,y the community and wi11 not 
be a cost to the project. 

f"lch state PWD is responsible for prq·Minu cO';t estimates for all 
the bu1ld1ng activities of the various derartr~nts of the state and has 
prepared a rough cost estimate for the t:ui ldin9s under the proposed 
project based on agreed upon design criteria. Cost estiMates ' .lude an 
annual allowance of 10~ for added labor and naterials costs dui.: to 
esca1at1on 1n prices during the construct.ion pel"iod of four years. (For 
details of costs and areas see the attach~ent to this analysis.) 

3. Construction and Proje~_t_!'1anagement 

B1dd1ng and construction procedures will follow the standard practices 
of the state PWOs usin~ local labor. Bids are invited by the concerned 
Exe cut 1 ve Engineer (EE) by advert 1 sement in leocfi n~ newspapers and from 
those contractors and coopcrnt1ve societies wh1ch are registered with the 
state PWOs. Bidders build up their o~n pre~ium over the established PWD 
schedule of rates. The bids are evaluffted by the EE and the lowest 
responsive bidder 1s awarded the contract. In case bids received are for 
amounts h1gher than the estimated cost or no bids are received. the 
b1dd1ng process 1s repeated once or twice more. If after this, no bids 
are received. the work 1 s carried out under force account 1 n Haryana, 
Punjab and H.P.; and on a p1tce work ba~is in ~ujarat and Maharashtra. 

Construction supervision is carried out by thr EE of the d1str1ct 
PWD. Each district ts d1v1ded into B-10 subdivisions depending on the 
volume of work and 1s headed by an Assistant Engineer (AE). Each AE is 
assisted by 4-6 Jun1or Eng1n~ers (JE). In addition, inspectors are hired 
for full time supervision. The EE, AE end J[ monitor the construction 
periodically. 
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A deta11 ed rev1 ew of th(' project man<!serr.:nt for implementation of 
the construction phase of the project has been made. Although the USAID 
program would constitute only 3-4':6 of the adciticnal building work load 
of the State 1 s overall building r>royram each year, the smallness 1n size 
of many of the buildings with a large number of th~ proposed buildings 
(sub-centers) 1n rural areas warrants sp~ci~l attention to ensure timely 
completion of the progra~. 

We have discussed proj<:tl manayeriicnl i','.n:~ with the Health Depart
ments of each state as well as the center nnJ also ~ith State PWDs. 
Agreement has bet:n reached for the ere at ion of 5J1eci al construct 1 on 
cells to carry out the work. A cell will l:c· c:,tablished 1n each stute 
with adequate staffing to carry out the rer)1:or.r,ibility for procuring and 
superv1s1ng construction activities. Each Stat(· l·~inistry of Health will 
assign a senior official to act as project coordinator with principal 
responsib111ty for carrying out all aspects of the project including 
liason with the construction cell in the ~lO departments. (See Imple
mentation Section of Project Paper for detai 1 s.) Curing the course of 
implementation. USAIO will ensure that an M!equatc nur.iber of construc
tion cells and staff are prGvided for the rJro1.iriHi. 

USAID intends to rely niostly on the t:.q·~rienc.e and r,iroven capability 
of State Health and Public Works Departw~nts for r~nitoring functions. 
However, fii:>ld v1s1ts to several randomly selected on-going schemes will 
be made by USAID representativc!s to ensure that the various project 
elements are being implemented in accordurirr Y.ith u:1reed design and 
specifications. Such visits will be undertaken ir. each state at least 
twice a year by the USAIO/[Jf:lhi Indian enqfr.c·r:r, who 1s familiar with the 
technical requirements, .:rnd other compon£'nt:. fc.r the hui1ding construction 
activities under this project. This ensincu \lill also be responsible for 
reviewing requests for re1r.1bursement for rr{l.iHt cor1struction elements 
and for making final recrnrmendntions fo1· u•r:•,tit;cti<.n reimbursements. 

4. Conclusion 

The engineer1ny and c0nstruction phesc of the project w111 be imple
mented in accordance with 1<1ns r~tablishtd a~~ 0ctrµtfd standards and 
practices of the state rwos. Design and CGSt e~ti~atcs proposed by the 
PHD for each state have been rcvie\·1ed and four.c! rerJ~<1r.Dble. The creation 
of a construction cell will 1.:11'...lffC w1•lH 1ent;:tion in a proper and timely 
manner. Detailed drawings for each unit prqoscc! for construction will be 
provided by the States to USf\IO, for its rrvie\·: ar:d approval, prior to 
disbursement of funds for construction under this rroject. 



No. Description 

l. Sub Center 

2. PHCs (new) 

3. FHCs Partial: i. SC~ complete 

ii . 4C: corr:p 1 ete 

4. PHCs Upgraded 

5. RFWC Center (new) 

RFWC Partia1 50% complete 

6. LHV Qua rte rs 

7. ANM Training Annexes 

8. Training/Corrmunity Roo~s 

9. MMW Training Schoo1 

10. Regional Fami1y Planning 
Training Center 

11. Operating Theatres 

12. Sub-d1v1s1on Hospital 

13. Transport WDrkshop 

COST ESTIMATES & AREAS PROPOSED ROR C ONSTRUCTION 
(Estimated Cbst in 000 1 (Rs.) 

Annex 6 
Attachment 

Est.Av. 
Covered 
Area Sf~. 

450 

7 ,520 

3,760 

L~,510 

7,250 

2,850 

1 , 425 

440 

2,108 

l ,040 

Total 
Units --
1,389 

8 

23 

14 

"I' ,J-. 

lO 1 

3 

650 

16 

29 

67 

2 

1 

(Number of uni ts for each state in parerithesi s} 
Unit * Tota1 
Cost(Rs.) Haryana Punjab H.P. Guiarat Maharashtra Cost(~ 

45 

881 

440 

528.6 

~?< / ,.~ 

320 

160 

34 

200 

100 

1,407** 

600 

15 

1 ,200 

180 

9,000 
(200) 

2,643 
{3) 

3,615 
(5) 

3,840 
(12) 

3,128 
(92) 
400 

(2) 

150 
(10) 

22,776 

13,365 
(297) 

7 ,401 
(14) 

5,784 
(8) 

7,6BO 
( 24) 

4,828 
( 142) 

1,200 
(6) 

800 
( 8) 

195 
( 13) 

41,253 

7 ,398 
{ 137) 

5,285 
(5) 

3, l 7i 
(6) 

5,205 
{ f, ) 

8,448 
(22} 

4,202 
( 103) 
720 

(3) 
720 

(6) 
1 ,407 

( l) 
600 
{1) 

126 
(7) 

2,400 
(2) 

180 

15 ,030 
(334) 

5,784 
( 8) 

9,600 
( 30} 

5,100 
( 150) 

1,000 
(5) 

800 
( 8) 

360 
(24) 

w __ 
39 ,862 37,674 

18,945 63~738 
(421) 

7 ,480 
( 17) 

5,061 
(7) 

4'160 
{13) 
480 

(3) 
5,542 

(163) 

700 
{7) 

195 
{13) 

42,563 

7 92f ' . . 

10,651 

7,4C1 

25,4t9 

23,72S 

4W 

22s80Q 

3,320 

3.020 

1,407 

600 

l,026 

2,400 

180 

184,128 

* Base 1979 estimate, 20% added for H1macha1 Pradesh 
**Includes operation cost amunting to Rs.EB'/,000 

Total Cost of construction 
Add. cost of initial equipment 

Sub-total 

Rs • 184 , 128 ,000 . · · 
13,742~000·· 

197,870,000 
79,1482000. Add inflation of 40% for 5 years 

Grand Total Rs·. 211,o.1s.,ooq > 
or S 34.627 .. 000 1 

/ 
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PROJECT EXPENDITURES BY STATE BY YEAR - $OOO's 

-
STATES .PROJECT YEARS 

(l) (2) {3} (4) (5) Total 

GUJA.11.AT 2489 2975 3276 2978 3099 14,817 

MAHARASHTRA 4573 4216 3855 1990 1994 16,628 

HUfACHAL PRADESH 3522 3573 3303 1659 1698 13,755 

PUNJAB 2318 2405 1717 1751 1681 9,872 

HARYANA 1149 2133 3040 2045 1306 9,673 

T 0 T A L 14051 15302 15191 10423 9778 64,745 
t --· 



PURPOSF l - FINANCIAL INPUTS 

Addition~l, T):'•lned Worker;s 
•. "· • - . !'• 

Rs. (000) 

1. CHV's .. 5, 594 
,'. i 

Basic training 600 
Kits 120 
Manual 25 

745 x 5681 = 4,232,345 

CHV training materials = 1, 362, 000 

G 462,000 
M • 363,000 • 
HP . 300,000 . 
p -0-
H 237,000 

2. Dais 4,529 

Ba.sic Training 300 
Kits 12.0 

420 x 9963 = 4, 184,460 

Dais Training Materials = 345,000 

a 93,000 
M 72,000 
HP • 60,000 • 
p : -75,000 
H 45,000 

3. FNIN'e 7, 331 

Basic training 1800 x 2770 = 4t986,000 

FHW training materials = 2,345,000 

a 868,000 
M -0-
HP 850,000 
p 25,000 
H 602,000 

G: Gujarat, M~ Maharashtra, Hl3 iHimachal ·Pradesh 
P:Punjab H:Harya.na 



4. MMW 

Bas le Training 1800 x 330 

MMW training materials 

G -0-

M 138, 000 

HP -0-

p -0-

:H -0-

5. LHV's 

Training Cost 

a 1200 x lSO :: 180, 000 

M -0-

HP -0-

p -0-

H -0-

= 594,000 

::: 138,000 

TOTAL 
+ 2!5% inflation 

732 

180 

18,366 
22,958 



ADDITIONAL SERVICE FACtLtti. & QUARTE 

~a.(000) 

Subcenters - 6~;138 

Gujarat 45. 000 x 334 = t~,03~,000 
Maharashtra 45,000x4Zl :: 18;945,000 
Himachal 

Pradesh 54,000x 137 ::: 1,398,000 
Punjab 4S, 000 x z<J7 - !3,365,ooo 
Haryana 45, ooo x ioo C: 9i oooc ooq, 

63; 738,000 

PHC's 1,9Z8 

Gujarat .. o .. 
Maharashtra -0-
Himachal 

Pradesh 1, 057, 000 x 5 ~· 5;2.85,ooo 
Punjab ~o-

Haryana 881' 000 x 3 - i;643i000 
1,928,000 

RWFC's 33,728 

Gujarat 320, 000 x 30 - 9,600,000 

Maharashtra 320, 000 x 13 ·- 4, 160, 000 

Himachal 
Pradesh 384, 000 x zz = 8,448,000 

Punjab 320, ooo x 24 ·- 1,680,000 

Haryana 320, 000 x 1 z = 3£840£000 
33,728,000 

Upgraded PHC 's* 3,449 

Gujarat 723, 000 x 8 = 5,784,000 
Maharashtra 723, 000 x 7 = s, 061, 000 

Himachal 
Pradesh 867 J 000 x 6 = 5. 205. 600 

Punjab 723,000.x 8 = 5,784,000 
Earyana 723" 000 l't s = .3,615,000 

25,449,600 
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Ro .. (000) 

LHV OU.ARTERS ZZ,800 

Gujarat 34, 000 x 150 = 5, 100,000 

Maharashtra 34, 000 x 163 = 5,542,000 

Himachal 
Pradesh 40, 800 JC l 03 = 4,202,400 

Punjab 34, GOO -x 142 = 4,828,000 
H~ryana 34, 000 x 92 = 3,128,000 

22,800,400 

Regional Tra.ns:eort Worksho;e 180 
. 
Himachal 

Pradesh 180, 000 x 1 = 180,000 

Initial Equipment 12,402 

Sub Center * • • II a • • • • • = 5,097,000 

PHC 0 • 1 .. e • + t I ~ t = 545,000 

Upgraded PHC : ........... = 6,760,000 

Construction costs 166,225 

40% inflation 232,715 
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. ADDITIONAL PERSON-YEARS OF ~ORK 

Rs.(000) 

1. CHV's z 7, 374 

Medicines 600 p.a. 
Hono:rarium ~p.a. 

1200 x 22, 234 PY = Z6,680,000 

Educational I 
Motivational 
Materials 60x 11,563 = 693,780 

2. DAI's 773 

Educational I 
Motivational 
Materials 50 x 15, 460 = 773,000 

3e FMW's 48,400 

Medicines 2000 p.a. 
Salaries &: 

allowances 7200 
9200 x 5,258 = 48,374 

4. MMW's 10.430 

Medicines 1000 
Salaries and 
allowances 7200 

8200 x l, z 1;? = 10g430,000 

5. LHV's 10,500 

Salaries and 
allowances 8000 x 1,30'7 = l0,4~i6,000 

6. PHC 1s 5, 020 

a) Staff 
Gujarat -0-

Maharashtra 2, 129, 000 
Himachal 

Pradesh 1,674,000 :: 4,006,000 

Punjab -0-

Haryana 203,000 



b) Medicines 
Gujarat 
Maharashtra 
Himachal 

-0~ 

750,0"0 

Prad~oh 

Punjab 
Haryana 

90,000 
-0-

1,014,000 

174, 000, 

7. Upgraded PHC's 

a) Staff 
Gujarat 
Maharashtr!t. 
Himachal 

3,360,000 
Z,401,000 10,451,000 

P:radeoh 
Punjab 
Ha:ryana 

b) Medicines 
Gujarat 
Maharashtra 
Himachal 

Pradesh 
Punjab 
Haryana 

1, 890, 000 
-0-

2e 800 000 

1, 200, 000 

-0-

-0-
-0-
280,000 

Grand Totals .. FU:1rpos0 l 

l, 480, 000 

T o t al 
Inflation@ 25% 

Additional Trained Workers 22,958 

Additional Service Facilities 

and Quarters Constructed 232,715 

Additional Peraonft·Years of 
Work 

PURPOSE 1 TOTALS: 
llfr3 035 
-:.:::.L.-
398, 708 

11,931 
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PURPOSE Z - FINANCIAL 1Nl?tl.I§ 

l) Improved services through intHlrvice train!PS .. 

a) CHV lnservice Training l f 047 

Existing Workers (4 times during the 
project) Rs. 10 /day x 3 days I year x 
4 x 5882 = 705, 840 

New Workers (2 times only during the 
proiect) Rs. 10 x 3 x 2 ': 5681=340, 860 

b) DAIS l, 257 

Existing Workers (4 timew) 
Rs. 10 x 3 x 4 x 5497 = 659,640 

New Workers (2 times) 
Rs.10x3x2x9963 = 597,780 

c) FMW's - 0 -

d) MMW's - 0 .• 

e) LHV's G 0 -

f) HA'o - 0 -

g) MO's - 0 -

2) Improved services through re1:Jearch /lnnovatl!.!JL 
activities /contingenc_i es 

estimated at 50% of entire research/ 
innovative activities budget T o t a J 

(RB. 000 1 s) 
2,304 

7,000 

9,304 



Improved and Expanded Training and Manpower Development 

(Re. 000) 

1) Additional Training Facilitiee Con!l!::!!.£!ec!. 8, 347 
+40<>fo Inflator = 11, 686 

a) ANM training annexes 3, 320 

Gujarat 200, 000 x 5 = 1,000,000 

Maharashtra -0-
Himachal 

Pr .idesh 240, 000 x 3 = 720,000 

Punjab 200, 0()0 x 6 :: 1,200,000 
Haryana 200, 000 x 2 = _!!OOJ 000 

3,320,000 

b) Training /community meeting roorns &t equipment 3,020 

Gujarat 100, 000 x 8 = 800,000 
Maharashtra 100, 000 x 7 = 700,000 
Himachal 

Pradesh 120, 000 x 6 = 720,000 

Punjab 100,000x8 = 800,000 
Haryana -0= 

3,020,000 

c) MMW training school 1, 407 

Gujarat -0-
Maharashtra -0-

* Himachal 
Pradesh I, 407, 000 x = 1,407,000 

Punjab ~o-

Haryana -0-

* Note : 720, 000 construction + 687, 000 operating 

costs for five years 

d) Regional FP Training Center Hostel Add~ 600 

Gujarat -0-
Maharashtra -0-

Himachal 
Pradesh 600, 000 x 1 = 600,000 

Punjab -0-
Haryana -0-
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2) Research /innovative activitieH /contingencJ:~ 
training capabilities* 

* estimated at 2!:.io/o of entire research/innovative 
aetivitio e bud,;et 

3,500 

15, 186 
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IMPROVED AND EXPA.1!.Q;ED COMMUNIJ~TIONS 

l) Training CamFs 

fampo 

Gujarat 2911 x 200 = 5 82. 000 

Maharashtra Z796 x 200 :: 560, 000 

Himachal 
Pradesh 1700x200 ::;: 384,000 

Punjab 3360 x 200 = 678, 000 

Ha.ryana 18'"17x200 ::: 3 r1, ooo 

2) Support for com1nunications tx·aining for bloc:k a!'ld 

district communications staff (BEE, DEE) 

3) Support for communications training for field 
workers from other GovernmEmt Depa:rt-ments 

4) Support for strengthening block and dist:dct 
level !EC organizations 

5) Suppo1·t for development of s chooJ population 

education program 

6) Innovative communications activities /contin1;encies) 

7) Inio:rma.tion a.nd motivation materials exhibition 

Unit for upgraded PHC s 

*IEC 
Lwnp-sum 

Gujarat 
Maharashtra 
Himachal 

Pradesh 
Punjab 
Haryana 

3,000 

2,940 

1, 616 
3, 322 
2 625 
3,503 

Total 
*"~UPHCs 

Exhibition 

150 

25 
370 

(Ra. 000 1 0) 
Z,581 

13. 503>:< 

370;'"* 
16,454 



EXISTING SERVICE FACILITIES RENOVA'l'Ep 

(Ro. OOtl' s) 

1) PHC's 18,052 

Gujarat -0-
Maharashtra 440, 000 x 17 :: 7,480.000 

Himachal 
Pradesh 528,600 x 6 ::: 3. l 71, 6 00 

Punjab 528, 600 x 14 = 7,400,400 
Haryana -0-

, 000 

2) 1,026 

Guja1"at 15, 000 x 24 = 360, 000 
Maharashtra l5,000xl3 = 195,000 

Himachal 
P:ra.desh 18,000" 7 :;;: 126,000 

Punjab 15' 000 x 13 :;: 195,000 
Haryana 15, 000 x 10 ~ ~o. O.QQ. 

1,026,000 

3) Subdistrict hospital renovations Z,400 

Gujarat -0-
Maharashtra -0-
Himachal 

Pradesh 1, 2 00, 000 x 2 2, 400, ooo 
Punjab -0-
Haryana -0~ 

4) Equipment and supplies for l)peration theater l, 340 

Gujarat 20, 000 :it 24 = 480,000 
Maharashtra 20, 000 x 13 = 260,000 
Himachal 

Pradesh 20, 000 x 7 = 140,000 
Punjab 20, 000 .x 13 ::: 260,000 

Haryana 209 000 x 10 :::: 2 
l,340,000 

5) RWFC 480 

Maha.l'ashtra 160, 000 x 3 = 480,000 

TOTAL Z3,298 
+40% Inflato:r 32,617 



l) 

2) 

- lZ .. 

IMPROVED At!D EX:l?ANDED MON1TC>RING, 
RESEARCH AND EVALUATION 

(R~. OOO's) 

Project management a!_<ll!!rkt level 7~225 

a} Staff 
Gujarat 1,450,000 
Maharashtra l, 060, 000 
Himachal 

Pradesh 1,080,000 6205 
Punjab 1,500,000 

Haryana 1,115,000 

b) Office rent and contingencies 

Gujarat 110,000 

Maharashtra. 120,000 
Himachal 

Pr a.de sh 250,000 840 
Punjab 180,000 
Haryana 180,000 

c) Office furnitu1·e and_supplie!!_ 

Gujarat 30,000 
Maharashtra 40,000 
Himachal 

Pradesh 60,000 180 
Punjab 30,000 
Haryana 20,000 

Project management at the ~e level 8,883 

a) Staff 
Gujarat 1,680,000 
Maharashtra 1,343,000* 
Himachal 

Pradesh 1.380,000 8153 
Punjab 2, 180, 000 
Haryana 1,570,000 

b) Office rent and contir~gencie s 

Gujarat 50,000 
Maharashtra : ~O-

Himachal 
Pradesh 50, 000 440 

Punjab 170,000 
Haryana 170,000 
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c) Q!'fice eupplie s and e9,ur~ment 

Gujarat 
Maharashtra 
Himachal 

Pradesh 
Pwijab 
Haryana 

30,000 
-0-

200,000 
30,00b 
30,000 

* detaila not given, may include office rent and office supplieo 
a1id equipment ca.tego1·ieg. 

3) Transport 

a) at PHCs 
Guja:rat , 

Vehicles* 
POL 

Maharashtra 

Vehicles* 
POL 

60, 000 x 37= 2p 220, 000 
sO~ 

70. 000 x l 8= l, 260, 000 

-0= ~~_32 

Hima.cha.l Pradeoh 

Vehicle* 
POL 

Punjab 

Vehicles 
POL 

Vehicles 

POL 

70, 000 x 20= 1. 400, 000 
-0-

70, 000 x 31= 2, 170. 000 
OOP 

*;;~ 
7 ,),()00 %. 5::: 

70, 000 x 19= 
-0-

35,000 
1,330,000 

-0~ 

1, 365,000 

* replacement of existing vehicles so no POL coots to project 

** motorcycles 



b) !!,JJpgraded E!:!E~ 
Ouiarat 
~~ 

Vehiclc!J 
POL 

Maharashtra 
=-·~--~=--

Vehicles 

POL 

60,000 x H 

~O-

70,000 x 7 

-0~ 

480,000 

= 490, 000 

= ld.Q~OqcQ 
700,000 

Himachal Pradeoh 

Vehicle a 

POL 

Vehiele w 
POL 

Vehieleo 
POL 

c) at District Level 

Gujarat 

Vehic.les 

POL 

Maharashtra 

Vehicles 
POL 

r)l$$ 

80, 000 ~' 5 
oQu 

= 420, 000 
240,000 
660,000 

~ 400, 000 

60,000 x 2 = 120,000 

7, 000 /year 

x 15 yea1Jl'l x 2 

vehicle a = 70, 000 

190,000 

70,000x2 = 140,000 

7000 j( 5 )( z = ~ 70, 000 

210,000 

(Ra. 000 1 0) 

2~ 2~0. 
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(Rs. QQO'a) 

Himachal Pradesh 
l, 623 

Ve hie lee 70, 000 x 3 ::: 210,000 
POL aQo = 1!50,000 

360,000 

Punjab 

Vehicles 70, 000 x 3 = ~l0,000 

POL 7000 x 3 x 5 = 105~000 
315,000 

Harya2! 

Vehicles 70, 000 x 3 = 210,000 
POL 7000 x 5 x 3 - . ~iC,000 

mobile maintenance units = 188, 000 
548, 000 

d) a.t State level 

Gujarat 

Vehicles 60, 000 x 2 = 120,000 
POL 7000 x 5 x 2 = 70,000 

190,000 

Maharashtra 535 

Vehicles - 0-
POL --0-

Himachal Pradesh 

Vehicles 70, 000 x 1 = 70,000 
POL = 50,000 -

120,000 

Punjab 

Vehicles 70, 000 x 1 = 70,000 
POL 7000 x 5 x 1 = 35,000 -

1')5,000 

Har ya~ 

Vehicles 70, 000 x 1 = 70,000 
POL 10000 x 5 x l = 50,000 -

120,000 
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(Rs. OOO's) 

4) Management information systc:ims development* 

Gujarat 
Maha1·ashtra 
Himachal Pradesh 
Punjab 
Haryana 

1,500,000 
1,500,000 
2,400,000 
1,500,000 
1,500,000 

8,400 

* includes management analysis, training and systems development: 

a further budget breakdown will occur after the analysis phase. 

5) Monitoring and evaluatkp 

Gujarat 
Maharashtra 
Himachal Pradesh 
Punjab 
Ha:ryana 

1,000,000 
1, 000, 000 

900,000 
1, 000, 000 

7SO,OOO 

6) Research/innovative activities /contingenc~:!!:!' 

Gujarat 
Maharashtra 
Himacha.l Pradesh 
Punjab 
Ha.ryana 

Enti~e research/Innovativ-~ 
activities budget -
3,500,000 
3,000,000 
2,500,000 14,000 
3,000,000 
2, 000, 000 

* For descriptive purposes, allocated as 50% to service0, 

25% to traiIDi~, 25% to managt~ment, already communica

tions has research/innovativ1:; activities included. 

** Allocation to management 

4,650 

3,500 

TOTAL 45,688 
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GRAND TOTALS - PURPOSE 2 

lmp!'oved and Expanded servicea 

Improved and Expanded Trainin(i!: and Manpower 

D~velopment 

Improved and Expanded Commur.ikationa 

Exi~ting 1u.n·vice facilities renovatf''..i 

Improved and Expanded Monitorlng, Research, 

and Evaluation 

9,304 

15, 186 

16,454 

32,617 

l?urpose 2 Totals ..... , , .... 
45,688 

119,249 

SUMMARY TOTALS 

Rs.(000) $(000) % 
Purpoaa 398,708 49,839 77% 

Purpose 2 119,249 14,906 23% 

Project Grant Total 517,957 64, 745 100% 

·'<-.. 



ADMINISTRATIVE AR RANGElv1ENTS FOR 
PROJECT IMPLEMENTATION 

1. GOI & States 

USAID will depend on the proven ability of the GOI and the State 
Governments for the hnpkmcntation of this Project. The organisation 
of the Central and State Ministries of Health and Fmnily Welfare and 
the district level health and fami'i.y planning set up are given in the 
attached charts. Howeve1• ~ for ':;'):i:'op~:r planni11g and coordination of the 
Project, special 'Project OfficeB' will be established at the district 

and state levels. In addition, 'P:i:-.:j1:Jct Advieory Committees' a.re 
proposed to be set up at the district, state and central levels for re
viewing the progress of the P:t•oject arnd fol' rende:r:·ing timely advice to 
the Project staff. Specific responsibilities and a.chninistra.ti ve arrange
ments envisaged at the various levele1 are :;,s follov1s: 

Center : 

The GOI Ministry of Health & F<:•mily Welfa.re will be i'esponsible 
for over-all coordination of all the activities p:ropos:ed under the project 
and for ensuring that the t~rms of the Project Ag:eeernent are fully met. 
The Ministry will design:·~te a 0enior officer of the rank of Joint Secre
tary to be the Central Coordi:u1.tor. He will be arnaisted by an Assistant 
Comm.issioner and other staff. The Central Coordinator and his staff 
are permanent employees of the :Ministry and will spend only part-time 
en the Project. 

In addition, the Ministry will set up a Central Project Advisory 
Committee which will meet annually Ito review Project progress and to 
render guidance to the States. This Committee vrlll be chaired by the 
Secretary or Additional Secretary=curn-Commisoioner for Family Welfare 
and will have the following as r.nember s : (a) a rep re sentati ve from the 
Planning Commission, (b) a representative of the :Ministry of Finance 
(DEA), (c) the State Health Secretari,es and State Directors of Health 
Services ( d) the Ce •1tral Project Coordinc:.tor and ( e) :rep re se.ntative s from 
USAID /New Delhi and AID /Washington. The Cornrnittee will review the 
annual reports from the States and approve distri..:::t action plans and 
budgets for the followine, year. 

States : 

The five States will be responsible for the irnplementation of the 
Project in ;;heir respective districts. Each state will efiltablish a Project 
Director, of the rank of Special or Joint Sec1°etary, '.vho will be respon-
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sible for all aspects relating to this project at the State level. The 
State Project Office will consist of three separate ' 1cells" : (a) a 

Planning &: Implementation Cell, (b) a Research ~;i; Evaluation Cell, 

and (c) a Construction Cell. The Planning &: hnplernentation and 
Research & Evaluation Cells will have two or three technical officers 

and supporting sta,££. The Construction Cell will have two or three 

engineers. It inay be located in the State Public Works Department, 
wbich will be responsible for all co.nstruction activities, but the head 
of this cell will report directl,r to the State Proje!ct Director. The 
entire e~rpenses of the State Project Office will be met out of the Project 

funds. 

In addition to the Project Office, each state •will set up a Project 
Governing Board which will meet quarterly to review the p:rogress of 
the Project in the respective districts and to approve plans for the 
next quarter. This Board will be Chaired by the State Chief Secretary 
so as to ensure proper coordination and support of all Departments 

associated with the implementation of the Project and will have 1 he 

following as rnembers : (a) Secretary (Health), (b) Di:rector of Health 
Services, (c) a representative from the Planning Commission, (d) a 

representative from the State PWI), and (e) the Pr'oject Director. USAID 

Representatives will be invited to the meetings of the State Governing 
Boards. 

Districts 

The Chief District Medical Officers of Health will be responsible 
for implementing the Project in their r~ spective districts. The Chief 
Medical Officer will be assisteC. by a Project Officer who will head the 
District Project Office. Each District Project O:ffice will have four 
separ~te cells : (a) Planning & implementation Cell, (b) Research & 

Evaluation Cell, (c) Information and Communications Cell, and (d) Con

struction Cell. Each cell will have one or two technical officers and 

supporting staff. The construction cell may be located in the District 
PWD or Zila Parishad (in Gujarat and Maharashtra) but the head of this 

cell will report to the District Project Officer. All expenses of the 

District Project Officer and his staff will be met by the Project. 

In addition to the District Project Office, a District Project Advisory 

Board will be established to review the progress of implementation of the 

Project. This Committee will be chaired by the District Collector who 
i8 in-charge of all development activities in a district. The Committee 
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wiU meet once a month and will consist of the follo'.:ving : Di.strict 

Collector {Chairman), Chief Medical Offir er of Health r)~Jtrict Develop .. 

n1ent Officer, Distric~ PWD Engine:er, Di.'trict Education Officer. District 

Public Health Nurse {all members) and the District Project Officer who 

will serve as Member -Secretary. 

Blocks 

At the block level, the existing Block Develop1nent Board is expected 

to supervise the implementation of the Project and to ensure the coo:edina

tion of all departments at this levEil. 

During PP development, the existing organizational set up anrl tech

nical resources, particularly at the district and block levels, were 

carefully reviewed by the PP design team and USAID/India staff. While 

these were found to be generally satisfactory, vacancies and the lack of 

an adequate management inforrnation system were found to be serious 

problems. As part of the Project implernentation plan, the GO! and the 

States have agreed to fill all existing vacancies on a priority basis during 

the first year of the Project and to maintain optirnum staff levels during 

the rest of the Project period. The proposed 1v1anagement Inf orrn at ion 

System under the Project wil1. add:ress the second problem. The additional 

project staff and advisory committees should fuit·the r st:l:'engthen the rnanage -

ment capability at the district and state levels. 

2. USAID Adn1inistrati ve Arrangements 

a. Disbursements 

The total cost of the Project is $64, 745, 000 of which AID's contri

bution in t"he form of grant is $40, 000, 000. AID plans to finance portions 

of costs of specified Project activities as shown in the Financial Aaalysis 

section of this paper, Certain expenditures relating to Project planning 

and management will be eligible for AID reimbursement retroactively from 

April 1, 1980. These expenditure13 will be specified in a Pi:'oject Imple-

rnentation Letter. The eligibility date for othei~ expenditures will be 

indicated in the Grant Agreement. 

Disbursements by AID under f:his Project will be made against the 

submission of Voucher Form SF 1034 which will be supported by e.>..-pen-

diture statements. The detailed procedu1~e for claiming advance and 

reimbursements of funds will be described in a Project Implementation 

Letter. 
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b, i:iroject Monii:orinE 

USAID will rely mostly on the proven inonitm:iing capability of the 

GOI and the States and the special GOI/State adn1ini1St:rative arrangements 

mentiored earlier for Project monitoring. As f.ai.r as possible, USAID's 

monitoring functions will be coordinated with those of the Stat~ s and GOI. 

However, it is envisage<1 that USAID office of Health and Population and 

Engineering Staff will make periodic site visits to the project districts. 

USAID representatives will also participate in the State-level quarterly 

project review meetings. In addition, both AID /W and US.AID officials 

will attend the annual Project review meetings in N<:~w Delhi. 

Current and proposed USAID /India staff ·will he adequate for Project 

monitoring. 
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Vill~ s ----"-1 CHV 

I 
L 

1 TEA(Dai) 
(1000 pop.) 

PRIMARY HPALTH CENTER 

PHC 

( l for 80-100,000 population) 

3 Medical Officers 
1 Sanitary Inspector 
l Public Health NursP/ 

Lady Heal th Vi13i tor 
l Auxiliary Nurae-Midwif ~ 
l Block Extension Educator 
1 Sanitary I~spector 
1 Lab. attendant 
1 Compounder 
1 Store keeper 

4-5 Supporti1g sta:Ef 

1 Male (HA) 
l Female Sup2rviBor (LHV) 
(For 20,000 population) 

Sub - Center 

* (l"or 5,000 popul.ation) 

1 Male (MPW) 
1 Female (ANM) Multipurpose 

worker 
*For _3, 000 population in tribal/hilly areas 

Village 
1 CHV 
1 TBA(Dai) 
(1000 pop.) 

·~~ 
~~. 

Village Villa~e Village 
l CHV 1 CHV 1 CHV 
1 TBA(Dai) 1 TBA(Dai) l TBA(Dai) 
(1000 pop.) (1000 pop.) (1000 pop.) 



An implementation plan by project year a pi.wars in Part IV: B of 

the Project Paper. The fallowing ten ta ti ve itn plernc nlation schedule 

is derived from the plans submitted to the GOI by the states. 

~ cti~ity Area l : Project Mana~ment 

The administrative a r rang erne nts for the pro j cct have been des -

cribed in Part IV:A of the PP and ali;o in Annex 7. As shown on 

the bar charts on the following pages, selection and orientation of 

the staf!"is expected to take about five months. 

By the sixth month of the project, the Inclic!n institutions and con

sultants, who will b..: associated with the Proiect, should have been 

s e lee ted and contracts s igncd. Many of the groups wi 11 have been 

chosen before the sixth month or n1ay have been involved in the design 

of the baseline surveys and needs assessments. 

The baseline surveys and needs asscssnil'nls should be completed 

by the end of the first project year. They will include a pretesting 

phase, a data gathering phase, and an analysis and report writing 

phase. All of these phases will be completed by the end of th·e first 

Project year. 

Annual reviews a r l' plannl'd beginning a th l' l' nd of the fifth project 

quarter. The first annual rcviPW will be hdd after Lhe baseline survey 

and assessment reports are con-1plctcd <ind the states have prepared 

detailed plans for the reniaining four yea rs of the project: The annual 

n:v iews a re then ex pc cted yearly with the sec CH1cl annual r cvicw also 

serving as the mid-proj~ct evaluation. This rl'view should occur not 

later than January of 1983 so that similar new projects of this type 

can be planned for FY 1983 if there is mutual interest. 

The end of project evaluation should occur beginning at least nine 

n-10nths before the project ends to allow suffi.cic~nt tirne for data gather

ing, analysis, and final r~port writing. 

Activity Area 2 Construction 

Construction is a major con1ponent of the project and will require 

considerable planning and managernent by the states to insure timely 



completion of the work. There arc many ctiffer<>nt types of buildings 
and many are remote and sn1all in siz<.~. For this reason, Construc
tion Cells are to be set up at the state and district levels to manage 
this component. It is important to coordinate the completion of 
buildings, the arrival of supplies and equipment, and the end of train
ing for the workers so that immediate match-up can occur between a 
new worken a new building, and adequate supplies and equipment 

As it seems important to increase access as rapidly as possible 
and to have a back-up unit for the villag<·-lcvcl workers, perhaps 

subcenter construction and LHV quarters construction should be given 
first priority .followed by FMW annexes at PHCs, other additional 
buildings and renovation of existing buildings. Thee e schedules need 
further discussion with state officials which will occur soon after the 
Project Agreement is signed. 

Activity Area 3 Training 

Training in this project will he extensive and variable. The first 
step is a training needs assessment to determine the needs of service 
workers, managers, con11nunicators, and the trainers themselves, The 
objective of this assessment, to be completed by about the end of the 
9th project month, will be to develop a profile of needs from which a 
training plan for the life of the project can bL' developed. Present 
GOI plans are that th<' basic training cuiirs<"S for village-level workers 
will be co1npletccl by tht> l'nd of t 1ie third JHOjcct year (late 1983). In
scrvice ''refresher" training courses for all service workers is an 
i1nportant part of this ProjL:ct and should Ll"gin in the second year after 
the training ne<.•ds !1~sPssir1t·nt suggests priority training arC'as. It should 
then occur yearly. 

Activity Area 4 : Cornmunications 

The con1n1unication s nc eds asses sn1ent should be complete by the 
9th project month and will be used to make profiles of comn1unicatioos 
n ceds in project - ass is led districts fron1 which lo ca 1 communications 
plans can be developed. Th(• orientation camps will continue as they 
are now and incorporate new ideas and plans as they become available. 

A ct iv it y A re a 5 : Manage n1 e nt 

The needs assessment will '.1elp determine bo~h management training 
needs and n1anagernent systems developn11·11t needs. The development 
of the managf'rncnt information system (MIS) will require a clear defini
tion of priority areas. MIS clevelopnwnt takl'H much time if clone properly 
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and includes the dc!Vl'1lopnwnt of indicators, design of recording and 
reporting forn\S, prctes ting, revunons, fi eldt<~s ting for extended pc riods 

of time (two or more r<·porting pc•riods), training of personnel in the 
new system, and then phased implenH~ntation. 

In addition to th<' MIS, the states have indicated a desire to streng

then thci r capabilities at field- oriented research and innovative activities. 

These will occur throughout the life of Llw project but may be expected 

to begin after the baseline surveys and needs assessments. 
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Simplified Organization Chart of 

CENTRAL MINISTRY OF HEALTH & FAMILY WELFARE 

Cabinet Minister for Health & Family Welfare * 
I 

Minister of State for Health & Family Welfare * 

Secretary for Health [& Family Welfare 

I 

I 
---------·--·---· ----- ---l 

Regional Health Offices 
(8) 

Additional Secretary 
for Health 

I 
I ~---1 

Technical Wing 
I 

Administrative Wing 

I 
Director General of Health Joint Secretary ( 3) 

Services I 
Additional & Deputy Secretaries & 

Deputy Directors-General(9) Under Secretaries 

AssJstant & Deputy Asst. Dirs. Genl. 

\ 
Rural Health/Training 
Public Health 
Medical Education 
Government Health Services 
Stores 
Drug Control 
Communicable Diseases 

Finance 
Administration 
Management 

* Political appointees; all others are permanent civil servants. 

-1 
Additional Secretary and 
Commissioner for Family Welfare 

I I -~ --- -----1 
Administrative Wing Technical Wing 

Joint sf cretary (Z) I 

Aided Programs 
Policy Planning 
Budget 

Director (2) 
Deputy Commissioner (4) 

Assistant Co:mmissioner(8) 

I. Program Evaluation 
2. MCH 
3. Nirodh(condom) Marketing 
4. Technical Ops. (Services) 
5. Mass Media 
6. Training (integrated· with 

Dte. Gen. 'of Health Se:r. 




