PD-AAN-558
325k

UNCLASSIFIED

DEPARTMENT OF STATE
AGENCY IOR INTERNATIONAL DEVELOPMENT

Washington, D.C. 20523

PROJECT PAPER

INDIA

INTEGRATED CHILD DEVELOPMENT SERVICES

(386~0476)

USAID/INDIA

JUNE 1983

UNCLASSIFIED






-ii-
PROJECT PAPER

INTEGRATED CHILD DEVELOPMENT SERVICES PROJECT

Page
I. Project Data Sheet
I1. Draft Project Authorization 1
[II. Project, Summary Rationale and Description 4
A. Summary Description 4
B. Background and Rationale 9
l. Child Mortality, Nutritional Status, and Foodgrain
Supply and Demand 9
a. Child Mortality and Nutritional Status
b, Foodgrain Supply and Market Demand: A Precarious
Balance 11
2. GOI Policies and Programs 11
a. History of Direct Nutritional Intervention Programs
in India 11
i, Special Nutrition Program 11
1i. CARE's MCH Feeding Program 12
iii. Integrated Child Development Services 12
b. Current GOI Nutrition Policies and Plans 16
3. Relationship of Project to AID Development Strategy 18
4. Other Donor Assistance 19
5. Project States, Districts, and Blocks 19
C. Detailed Project Description 19
1. Goals and Purposes 19

2. Purpose l: L.pansion and Juprovement of ICDS Program 20

a. Overview 20
b. Improvement in Supplementary Feeding at Anganwadis 22
¢. Improvement in Nutrition and Health Education

Services at Anganwadlis 28



Iv.

VLI

-iii-

d. Improvement in Primary Health Care Services in
Support of Anganwadis
e. Improvement in Management Support Systems

i. Staffing Pactern and Filled Posts
ii. Management Skills
iil. Management Information System

f. Improvement in Training Support Systems

i. Management, Coordination and Technical
Assistance at NIPCCD, ICCW, and State
Governments

ii., Syllabi and Training Materials

iii. Basic Training

iv. In-Service Workshops

V. Continuing Education

vi. Orientation of District and State Officials
and Health Staff

g. Improvement in Nutrition and Health Education
(NHED) Support Systems

1. Strengthenin~ Planning, Management and
Technical Capacity for NHED
1i. Strengthening NHED Skills of Project Staff
h. Innovative Research and Development to Improve ICDS

3. Purpose 2: Low Birth Weight Research

1. Rescarch . ~proach and Timetable
ii. Collaboration with U.S., Research Institutes

4. Qutputs
5. Inputs

Cost Estimate, Financial Plan, and Disbursement Procedures

A, Cost Estimate & financial Plan
B. Disbursvient Procedures

Implementation Plan

Monitoring Plan

32
38
38

41

41
44
45
46
47

47

49

49

51

51

52

53
55

55
55

6C

60
63

64

66



VIiI.

~iy-

Summaries of Analyses

VIII. Evaluation Arrangements

TABLES

1, Interface of Workers and Services in the ICDS System

2, ICDS Staffing Pattern Compared to S8taffing Pattern
Recommended for AID Assisted Areas

3. Number of Trainees and Mobile Teams Needed for In-Service
Workshops in AID Assisted ICDS Blocks

4. I'lustrative Sequence of Training Activities for an ICDS
Block

5. ICDS Project Outputs

17

33

46

48

57



10'

11.

12.

13.

14.
15.
16.
17.
18.
19.
20.
21.

22.

-y~
ANNEXES

PID Approval Message and Discussion of Project Issues

Logical Framework Matyix

Statutory Checklist

GOI Request for Assistance

List of Project Blocks and Districts and Number of Anganwadis
Required

Analysis of Supplementary Feeding at the Anganwadi
Analysis of Food Reauirements and Delivery Systems
Analysis of Nutrition and Health Education (NHED) Services in ICDS

Role of Various Agencies in Nutrition and Health Educat:ion (NHED)
in ICDS

Analysis of Primary Health Care Services in Support of the
Auganwadi

Anal,sis of ICDS Training Support Systems

List of Training Centers of Mukhya Sevikas and Anganwadi Workers
in Gujarat and Maharashtra

Analysis of the Low Birth Weight Problem in India and Research
Nee is

Cost Estimates

Economic Analysis

Social Soundness Analysis

Section 611(e) Certification

ICDS Management Information Sysiem
Evaluation Arrangements

UNICEF Inputs in AID Assisted ICDS Blocks
Critical Performance Indicators

References



ABBREVIATIONS

AER = Annual Estimate of Requirements for Title II Foods

AIIMS All-India Institute of Medical S8ciences

AIR -~ All-Indic¢ Radio
AMUL - Anand Milk Producers Union, Ltd.

ANM ~ Auxiliary Nurse Midwife now called Female Health Worker
(FHW)

AWW - Anganwadi Worker
BDO =~ Block Development Officer

BEE ~ Block Extension Educator, also called BEO (E)

BEO(E) Block Extension Officer, Education also called BEE
CARE -~ Cooperative for American Relief Everywhere

CDPO - Child Development Project Officer

CEO - Chief Executive Officer, District Level

CHEB - Central Health Education Bureau

CMC - Christian Medical College, Vellore

CSM - Corn Soy Milk

Cwe = Central Warehousing Corporation

DAVP - Directorate of Advertising and Visual Publicity
DEMO - District Education and Media Officer

DHO - District Health Officer

DPT - Diptheria, Pertussis and Tetanus Immunization
FCI =~ Ionod Corporation of India

FFD - Food for Development Office of USAID/India
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FHA ~ PFemale Health Assistant formerly called Lady Health Visitor
(LHV)

FHW -~ Pemale ilealth Worker formerly called Auxiliary Nurse
Midwife (ANM)

FLAW - Functional Literacy for Adult Women

FO - Field Officer, CARE

FY - U.S. Fiscal Year, October 1 -~ September 30
GOG -~ Government of Gujarat

GOl - Government of India

GOM - Government of Maharashtra

GOMP - Government of Madhya Pradesh

HPN - Health, Population, and Nutrition Office of USAID/India

I/CSM =~ 1Instant Corn Soy Milk

ICCW - 1Indian Council of Child Welfare

ICMR -~ Indian Council of Medical Research

ICDS - Integrated Child Development Services

IFY -~ Indian Fiscal Year, April 1 - March 31

IMCN - Integra*ed Maternal and Child Nutrition Project

INHAP - Integrated Nutrition and Health Action Program

INCS - International Nutrition Communication Service

ISRO - Indian Space Rerearch Organization

JIPMER - Jawaharlal Nehru 1Institute of Post-Graduate Medical
Education and Research, Pondicherry

KEM - King Edward Memorial Hospital, Pune

LBW - Low Birth Weight < 2500 grams
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LOP

MCH

MEMO

MIB

MIS

MO

MOHFW

MOSW

MS

MSSIDC

MT

NCERT

NHED

NIAID/NIH

NIN

NIPCCD

NNMB
NORAD
0/T
ORT

PASA

~viii=-
Lady Health Visitor now called Female Health Assistant (FHA)
Life of Project
Maternal & Child Health
Mass Education and Media Officer, State Level
Ministry of Information and Broadcasting
Management Information System
Medical Officer, Primary Health Center, Block Level
Ministry of Health and Family Welfare
Ministry of Social Welfare
Mukhya Sevika or Supervisor
Maharashtra Small Scale Industrial Development Corporation
Metric Ton
National Council for Educational Research and Training
Nutrition and Health Education

U.S. National Institute of Allergy and Infectious Diseases
of the National Institutes of Health

National Institute of Nutrition

National Institute for ©Public Cooperation and Child
Development

National Nutrition Monitoriog Bureau at NIN
Norwegian Agency for International Development
Ocean Transport Costs on Title II Foods

Oral Rehydration Therapy

Participating Agency Support Agreement



PEO
PER

PGI

PHC
PID
PL 480
POL

PP

RDD
RTE
Rs.
sccw
SER
SFB
SFCM
SHEB
SNP
TA/DA
TT

TWD
UNICEF
USAID

USDA

-ix-
Program Evaluation Organization, Planning Comm‘ .sion
Protein Efficiency Ratio

Post Graduate Institute of Medical Education and Research,
Chandigarh

Primary Health Center

Project Implementation Document

Public Law 480 Title II Food Assistance

Petrol, Oil, and Lubricant Allowance

Project Paper

Rural Development Department

Ready-to-eat Food

Indian Rupees ($1.00 = Rs.9.97)

State Council of Child Welfare

Supply Efficiency Ratio = Food Delivered - Food Required
Soy Fortified Bulgur

Soy Fortified Corn Meal

State Health Education Bureau

Special Nutrition Program

Travel Allowance/Daily Allowance

Tetanus Toxoid Immunization for Pregnant Women

Tribal Welfare Department, Madhya Pradesh

United Nations Children's Fund

United States Agency for International Development or AID

United States Department of Agriculture
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VHAI - Voluntary Health Asgociation of India
VHG -~ Village Health Guide

WFP = World Food Program



ANGANWADI

BAL AMUL

BLOCK

DAI

GODOWN

JAGGERY

MAHILA MANDAL

MATRUAHAR

PANCHAYAT

PANJEERI

SARPANCH

SUKHADA

-Xi-

INDIAN TERMS

Village child care center, literally a courtyard

Therapeutic food for severely malnourished
children made by Amul Dairy, Gujarat

Community Development Block - lowest adminis-
trative unit within a district. Average rural
block has populatiorn. of 100,000

Traditional Birth Attendant or Midwife

Warehouse

Unrefined brown sugar

Women's Club

Mother's food

Elected body of the village

A roasted ready to eat food usually in the form of
powder made from wheat or corn, brown sugar, and
oil

Village Chief

A roasted ready to eat food usually in the form of

a cake made from wheat or corn, brown sugar and
oil,
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b. Source and Origin of Goods and Services

Goods and services, except for ocean shipping, financed by
A.I.D. under the project shall have their source and crigin in the
Cooperating Country or the United States in the cese of Grant funds
and in the Cooperating Country or ccuntries included in A.I.D.
Geographic Code 941 in the case of Loan funds, except as A.I.D. may
otherwise agree in writing. Ocean shipping financed by A.I.D. under
the Project shall be financed only on flag vessels of the United
Gtates and the Cooperating Country, except as A.IL.D. may otherwise
agree in writing.

c. Conditions Precedent to Disbursement

1) Prior to the firet disbursement of Assistance for any
purpose other than for th2 low birth weight research component of the
Project, or to the issuance by AID of docurentation pursuant to which
such disbursement will be made, the Cooperating Country shall, except
as the parties may otherwise agree in writing, furnish in form and
substance satisfactery to AID:

a) Evidence that a Project Manager within MOSW,
supported by adequate statistical staff, has been designated to act
ag liaison for the purpose of implementing the project.

b) Documentation of approvals from the GUI and the
governments of Gujarat and Maharashtra for use of CARE supplied Title
II food in the AID assisted ICDS project areas for the purpoces
specified in Annex 1 of the Project Agreement.

c) Evidence that the Dictrict Health Education and Media
Officers in AID assisted distri-ts have beer designated as ICDS
Nutrition and Health Education (NHZD) Coordirnators

d) Evidence that the state governments of Maharashtra
and Gujarat have each designated perscun:l1 to act full time as an
ICDS Nutrition ana Heaitb Education Coordinator, an ICDS Training
Coordinator and an ILDS Manszemznt Information Syetem (MIS)
Coordinator respectiveliy.

2) Conditions Pr.cedent to Disbursement for Specific Blocks

Prior to any disbursement under the project for a speci-
fic block or to the issuance by AID of documentation pursuant to which
such disbursement will be made, the Cooperating Country shall, except
as the parties may otherwise agree in writing, furnish in form and
substance satisfactory to AlID, evidence that the block has adequate
food :ommodities to meet nutritional specifications as identified in
Annex 1 of this Agreement.



d) Covenants

Except as AID may otherwise agree in writing, the Cooperating
Country will:

1. assure that CARE supplied Title Il foods are assigned
and delivered to AID assisted ICDS projects.

2. cause the state governments of Maharashtra and Gujarat
to designate personnel to act full time as an ICDS Nutrition and
Health Education Coordinator, und 1CDS Training Coordinator and an
ICDS Management Information Syatem (MIS) Coordinator respectively by
December 31, 1983,

3, assure that the Districe Health Education and Media
Officers in 41D assioted districty are degignated as ICDS Nutrition
and Health Education (NHED) Coordinators by Deceuber 31, 1983,

4. make available to AlD dara &and reports generated by the
managencit information system and impact evaluations in AID assisted
ICDS project arcas.,

5. fill posts for health workers in ALD assisted 1ICDS
project arcas to the level of the GOI's Model Plan on a priority
basis,

enl Cy'tke 7
Director
USAID/India
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III. PROJECT SUMMARY, RATIONALE AND DESCRIPTION

A. Summary Description

The project proposes to test & comprehensive approach to al-
leviating young child malnutrition and mortality in Indian villages
through delivery of supplementary feeding, nutrition education and
health services to those children and pregnant and nursing women most
at-risk. This will be accomplished by expanding and improving the
Integrated Child Development Services Scheme (ICDS) of the government
of Tndia (GOl) and by making more effective use of Title 11 food com-
moditics provided through CARE. The project will establish 4,000 im-
proved village child care centers known as "anganwadis'" at which an
integrated package of services will be provided. These centers will
be located in 19 blocks in Panch Mahals district, Gujarat and Chandra-
pur district, Maharashtra. It should be noted that Panch Mahals is
one of the districts in which health services are being upgraded
through USAID's Inegrated Rural Health and Population Project. Over
the six year life of the project, $15 nillion in Development Assis-
tance (DA) Funds will be needed and Title II food costing an enti-
mated $18 million plus $7 million for ocean transport. The Govern-—
ment of India will contribute $9.5 million or approximately 36% of
the total cost of this project. Some inputs will be p.ovided by
UNICEF through its agreement with GOI, e.g. vei-hing scales, jeeps
and training stipends for some of thn workers.

The project has been designed to address the recommendations
of numerous evaluations of supplementary feeding programs in India
and elsewhere, including Title II assisted programs and ICDS, which
have found that a much greater reduction in malnutrition could be
achieved if certain improvements were made., Improvements will be
mede through this project in tergeting of appropriate food rations to
pregnant and nursing women and modevately and scverely malaourished
children under three yeara of ape along with enhanced nutrition and
health education and heslth serviceas. Improvements will also be made
in training, monitoring and svaluation. To accomplish these
improvewents, supervisory and technical steff will be added at
various levels of project management and given apecial training.
Village level workers' training will be strengthened to impart the
skills needed to reduce malnutriticn and mortality. Substantial
technical assistance from the U.5. aud from vithin India will be
provided tou make these improvements and to adapt systems and
techniques that have been found effective elsewhere. The project
will also include a major research activity to enhance the capacity
of Indian research institutes to investigate the antenatal factors
which lead to low birth weight and to test interventions to increase
birth weight.
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A kev element of the project is support for an improved manage-
ment information system (MIS) within ICDS to monitor the implementa-
tion of new techniques and skills Ior growth monitoring, supplement-
ary feeding, nutrition education, aund selected health services. This
gsystem will be coupled with continuous impact evaluation surveys in a
sample of villages to analyze the effects of the project on the nutri-
tional status of the target group. Data generated from the monitor-
ing and evaluation systems will be used as a basis for assessing
potential policy and procedural changes throughout ICDS. The extent
to which the project's management staff respond to data from the
monitoring and evaluation systems to make necessary adjustments
during implementation will be an indicator of the effectiveness of
these improved systems.

The project will also test new management and nstitutional
approaches in support of the GOI's and CARE's interest .n increasing
the nutritional impact of gsupplementary feeding. This means that
priority will be given to feeding children under 3 years of age who
are moderately and severely malnourished (identified by weight or arm
circumference for age criteria) and to feeding at-risk pregnant or
nursing women. Each anganwadi will seek to feed 85X of this target
group in the community it serves. Applying baseline malnutrition and
birth rates, there will be an uverage of 54 individuals in the target
group enrolled at each rural anganwadi (38 in tribal anganwadis) or
177,000 in all the anganwadis by the fifth project year. A lower
priority group of children 3-6 years of age who attend these angan-
wadis for preschool education will also be fed (approximately 131,000
children enrolled in all anganwadis by the fifth project year). Title
II food allotments will be adjusted quarterly to insure coverage of
the target group with adequate rations based on actual malnutrition
rates. An upper limit will be fixed for the number of rations pro-
vided for the lower priority group (average 49 per rural anganwadi).
In cases where the tocal number of beneficiaries seeking enrollment
exceeds the amcunt of Ticle II food available, the state governments
will provide additional food inputs.

Each targeted beneficiary will receive & minimum daily ration
in accordance with ICDS standards. Feeding will be done on-site for
300 days a year. All beneficiaries will receive & daily ration of
300 calories (kcal) and 8-10 grame (g) protein except severely mal-
nourished children (600 kcal) and pregnant or nursing women (500-600
kcal). These rations are considered by nutriticnists to be the mini~
wum necesary for the autritional rehsbilitacioa of the target group.
Approximately 46,000 MT of Title IT foodas (CSM, Oil, and SF Bulgur)
and 7,500 MT local foods (brown sugar) will ve needed over the life
of this project. For Mahararhtra, these commodities will be re-pro-
cegsed locally into ready to cat foods, using an exiefing, well run
system., Midway through the project similar local processing of Title
II commodities will also take place in Gujarat with assistance pro-
vided by USAID to equip the processing plants,
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In addition to supplementary feeding, each anganwadi will also
provide selected health services and nutrition education for mothers
and children 0-72 months of age, stressing such things as prolonged
breastfeeding, appropriate weaning foods, oral rehydration, and immu-
nization. The health services in the project blocks will be upgraded
to the level of the GOI's Model Plan, using central and state govern-
ment resources and AID fundiag through the Integrated Rural Health
and Population Project in Panch Mahals district.

The anganwadis to be set up under this Project will represent
a significant improvement in the GGI's continving efforts to elimi-
nate malnutrition in the following ways:

- There will be much more sharply focused targeting on malnour-
ished children under three vea:s of age and pregnant or nurs-—
ing women who are most at-rigk;

= A much higher, regular coverage of the target group with
supplementary feeding will be attempted, i.e., 85%;

- The angeanwadi worker (AWW) will actively seek out malnourished
under~threes and at-risk women in a carefully designed and
supervised community survey conducted on a quarterly bhasgis;

- Mothers wil' recceive higher quality nutrition and health
education;

= The daily ration for the secverely malnourished ehild and preg-
nant or nursing woman will be higher and fed for more days, in
many cases double the previously approved ration in non-ICDS,
CARE-apsisted feeding centers, These rations will be the mini-

= mum required for nutritional rehabilitation of each targeted
individual if consumed regularly as a supplement to the home
diet;

~ Traditional midwives (trained dais) will be paid incentives to
help the AWW enliet and ensure regular attendance by pregnant
women.

A carefully designed and implemented monitoring and evaluation
system will measure the effectiveness of this upgraded effort to see
whether these improvements have taken place and have led to signifi-
cant reduction of malnutrition and thus whether they should be
applied beyond the 4,000 project villages to other Title I1I assisted
feeding centers and ICDS projecte throughout India. A major
follow-on project, drawing on the findings, will be considered
beginning in the fourth year of this preject's implementation.

To establish these 4,000 anganwadis as truly cffective facili-
ties capable of reaching 85% of a carefully defined target population
and thereby reducing malnutrition and mortality, will require improv-
ed support syntems for training, nutrition and health education, man-
agement, monitoring ~ad evaluation. Improvements to pe made in these
support systems are discussed briefly helow.
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The project will also include innovative research and develop-
ment aciivities to further improve ICDS. Some activities to be con-
ducted in this category are a task analysis and time and motion study
of the AWW, regular weighing of pregnant women and recording on
weight gain charis, and the measuring of birth yeight by trained dais.

TRAINING

Basic training will Le provided to AWWs at some of the 36 estab-
lished and operating training centers. While this training is under-
way, the curriculum (and training methods) will be reviewed and im-~
proved. AWWs will be trained in identification and follow-up of mal-
nourished children and at-risk women, proper child feeding practices,
and primary health care. Training will also be provided at other
centers for the immediate supervisor of the AWW, the Mukhya Sevika
(MS), and at the National Institute of Public Cooperation and Child
Development (NIPCCD) for the Child Development Project Officer (CDPO)
who is the project manager at the block level.

In addition to the introductory, basic training, all the above
mentioned workers will attend mobile, in-service workshops, specially
designed to provide intensive field practice to reinforce the basic
skills needed to achieve coverage of the target group and to reduce
malnutrition and mortality. These workshops will be organized and
conducted by approved institutions and staff of the district ICDS
cells to redress the weaknesses in tue basic training. All project
staff below thc block level will att:nd thesge workshops during the
first three years o: USAID asesistance. Short continuing education
sessions will be held monthly at the time the AWWs pick up their hono-
raria. Orientation wil! also be provided for the health staff in the
project areas.

Staff of the National Institute of Public Cooperation and Child
Development (RIPCCD), the Indian Council of Child Welfare (1ICCW), and
the state governments' ICDS cells will be augmented with project funds
to provide coordination and technical assistance for the training
activities. Performance standards for assessing the quality of
training will be developed and applied by NIPCCD for all levels of
trainers and ICDS workers.

NUTRITION AND HEALTH EDUCATION

Nutrition and health education will be improved by adding staff
with communications expertise in the state ICDS cells. They will
plan and execute multi-media campaigns and seek the active involve-
ment of home science colleges and other appropriate institutions to
assist them. The availability of appropriate nutrition education and
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training materials at the anganwadis and training centers will be
greatly improved by establishing clearing-houses at the state
governmeants' ICDS cells for «collecting, pre-testing, adapting,
translating, reproducing, and distributing exist-ing materials. The
responsibilities of existing District Education and Media Officers
will be expanded to cover NHED activities in the AID sssisted ICDS
blocks. They will be provided additional funds for meeting the
increased expeuses they incur in playing this role.

MANAGEMENT

The primary indicator for assessing management effectiveness will
be the generation and use of field-level data for making program de-
cisions at each administrative level. The utility of the MIS and im-
pac: evaluation systems will be measured by the extent to which
central planners review and apply the information provided to them to
spread the experience gained in AID assisted blocks to the rest of the
ICDS program nationwide.

It is believed that project coverage targets for the priority
groups can be better achieved by the provision of 1 supervisor (MS)
to each 10 village AWWs. Supervisors (MSs) are now responsible for
20 AWWs in areas up to 30 square kwm. They are unable to visit each
anganwadi more than on:.e a month and at this rate their effectiveness
is limited. To test the effectiveness of increased supervisiom, addi-
tional MSs will be hired in one of the project districts (Panch
Mahals) and no. in the other (Chandrapur). The supervisors in the en-
hanced district will be expected to visit each village every two weeks
and to assist AWWs with recordkeeping, ideantification and follow-up of
the target group. At the end of the project, the impact achieved in
the two districts will be compared to see if the increased cost of
supervision was a worthwhile investment.

An improved ICDS reporting system will be tested to more rapidly
analyze and make better use of data on target group coverage and im-
pact on malnutrition and mortality. Revised weight charts for chil-
dren will be used. Techniques for rapid feedback and preparation of
decision-oriented reports will be introduced including provision of
microcomputers to the state governments and MOSW. An officer will be
assigned in the state governments' ICDS cells to oversee this im-
proved management information system. The district ICDS cells will
prepare an annual summary for USAID of impact on malnutrition and
mortality in the 19 blocks. Furthermore, USAID and CARE staff wily
periodically visit blocks and anganwadis to monitor their assistance
to the program.
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Principal responsibility for provision of food to the anganwadis
will rest with CARE, using its well established logistical system
through the PL 480 Title II program. CARE will monitor food delivery
and end use consistent with its existing procedures.

EVALUATION

Coverage of the target group with supplementary feeding, health
services and nutrition .iucation, and the resultant decline in mal-
nutrition and mortality will be assessed by Indian home science and
medical colleges independent of ICDS, selected by the GOl and AID.
They will conduct baseline and follow-up impact evaluation surveys in
a sample of anganwadis in each of the 19 blocks. There will also be
a mid-project and end of project review of performance by a team of
independent experts assembled by AID, including consultants from
outside India.

TECHNICAL ASSISTANCE

To facilitate accomplishment of the above described activities,
the project will have two American advisors with expertise in train-
ing, communications, and management information systems for 2-5
years. This will be accomplished by an American firm selected by the
GOI and AID to work under contract to AID. Through this firm, short-
term technical assistance will be made possible, including deputation
of senior Indian project staff to the U.S. for both short and long
term training in project related fields, and hiring 2f two Indians to
assist AID with project monitoring.

LOW BIRTH WEIGHT RESEARCH

Another important element of the project will be research con-
ducted by Indian scientists in collaboration with experts from the
United States in the critical area of low birth weight. Studies will
evaluate the causes of low birth weight and interventions to improve
it. Although it is not expected that this research will be finished
in time to influence the design or operation of anganwadis during the
life of this project, it does promise valuable guidance in the plan-
ning of future health and nutrition programs to reduce infant morta-
lity. The details of this rescarch will be finalized by the Indian
Council of Medical Research (ICMR) subject to the approval of the
Ministry of Health and Family Welfare.

B. BACKGROUND AND RATIONALEL/

1. Child Mortality, Nutritional Status, and Foodgrain Supply
and Demand

a. Child Mortality and Nutritional Status

l/ References for this section can be found in Annex 22,
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While the death rate for India has declined by 70Z over
the last 60 years, rural infant mortality, although variable within
the country, has declined only about 43X and remains at about 136 per
1,000 live birthsl. About 47% of all deaths in India occur in
children under age five years as compared to 3% in the U.§.2»
One-third of "under five" deaths occur in the first month of life,
60X have occured gy age twelve months, and about 862% have occured by
age 36 months,3™? High mortality figures for infants and
children in India are mostly due to infections such as septicemia,
neonatal tetanus, diarrhea, pneumonia, meisles, and malaria plus
hirth injuries and prematurity.

An important contributing cause of death is low birth
weight (less than 2.5 kg.) which is found in 30% of all Indian in-~
fants as compared to about 7% in the U.S.”"9 Low birth weight
(LBW) infants have at least three times the risk of dying as infants
born at normal weight.l0,11 Maternal malnutrition, infection
and other factors most commonly associated with LBW are described in
Annex 13. This project provides support for research to further
elucidate the determinants of LBW in India and to test various
interventions to improve birth weights.

Another important contributing cause of death in young
Indian children is mainutrition. About 18% of rural Indian children
under six years of age are severely malnourished 1/ and another 26%
are moderately maloourished 2/ based on results of baseline surveys
conducted by AIIMS in rural and tribal ICDS blocks from 1976-1979.
Malnutrition mostly occurs when a child has had one or more infec-
tions in a shert period of time; is already mildly underweight due to
insufficient calorie intake; or was low birth weight. In India, in-
sufficient calorie intake is a se:ious problem and field studies by
the National Nutrition Monitoring Bureau (NNMB) have shown that 602
of Indian children aged 1-4 years consume at least 500 caloriesg
(kacl) less than recommended each day (a 402 deficit).12,13
These deficits result from inadequate family purchasing power for
food and certain feeding practices such as late introduction of solid
food to babies, withholding of foods during illness, infrequent feed-
ing relative to a child's need, and inequitable distribution of food
within the family. Thus, low birth veight plus severe and moderate
malnutrition are contributing causes in most of the deaths of Indian
children under age five years.”:

1/ less than 60X of the Harvard Standard Weight for Age or Third aad

Fourth Degree Malnutrition.
2/ 60-69% of the Harvard Standard Weight for Age or Second Degree

Malnutrition.
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b. Foodgrain Supply and Market Demand: A Precarious Balance

Although India hus made enormous progress in food pro-
duction, the growth in population has negated the impact of increased
food production so that the current per capita foodgrain availability
of 168 kg per year is unchanged from twenty years ago snd is only 66%
of the recommended daily allowances for a balanced diet in
India.ls15  Neither food nor income is equally distributed and
about 58% of Indian households have a family caloric deficit, primar-
ily due to inadequate purchasing power, which mostly affects the
women and young children,l2

At present, buffer stocks of foodgrains have declined
and the government has recently imported grain again. While food
production is expected to continue to increase, the high cost of
fertilizer, the continued growth of the population at about 2% per
annum, and the higher marginal cost of adding new lands to production
suggest that food prices in real terms will not decline soon. As
such, poor families will continue to have inadequate purchasing power
and direct nutrition interventions wili continue to be needed.

2. GOI Policies and Programs

a. History of Direct Nutrition Intervention Programs in
India.

Numerous nutrition programs have been initiated by the
Indian Government over the past 30-40 years. Two important ongoing
programs to combat specific nutrient deficiencies are the distribu-
tion of iron and folic acid supplements to pregnant women who fre-
quently suffer from severe anemia, and the distribution of high
potency Vitamin A to young children to prevent bl‘ndness. Attempts
to solve the difficult problem of protein energy malnutrition which
is tied to multi-faceted social and cconomic interactions have fol-
lowed the food distribution approach (Special Nutrition Program -
SNP) and the integrated approach (Integrated Child Development
Services - ICDS).

The Special Nutrition Program (SNP): The SNP began in
1970 to provide supplementary food to young children and to pregnant
and nursing women from the weaker sections of the urban slums, tribal
areas, and backward rural areas at feeding centers using minimally
trained and paid SNP workers. The centers were often located in
schools. Financial assistance came from state government budgets and
food was from state resources (46%), CARE Title II (30%), and the
World Food Program (WFP-24%). Program management was through state
governments with supervisory control by the Ministry of Social Wel-
fare of the GOI. The program was managed with minimal infrastructure.
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Over the years, numervus reviews documented that the target population
of moderately and severely malnourished children under three years of
age and pregnant and nursing women were not widely reached, that the
ration was inadequate, that supportive health services and nutrition
education were generally lacking, and that the SNP workers were not
adequately supervised, paid, or trained. Significant nutritional im-
pact was not attained and since few young children were enrolled,
little impact on child mortality was possible. Because of the limited
impact of SNP a decision was made in the GOl's Sixth Five Year Plan
to upgrade all SNP centers to the level of ICDS as soon as possible.,
No new SNP centers are to be opened. Over the next few years, the
WFP and CARE will give preference to supplying food to centers in
which SNP has been upgraded to 1€DS and to phasing out many former
SNP centers.

CARE's MCH Feeding Programs: Besides support for the
SNP, CARE, working through and in support of various state
governuents for many years, has supplied Title II food to mothers and
preschool children at other feeding centers and primary schools (in
conjunction with the School Lunch Program), and, to a limited extent,
at centers offering maternal and child heslth services plus food
supplements. These programs have had varying goals but generally
have been to improve maternal and child nutritional status. CARE's
management role is supportive to the states but vital because of
CARE's extensive field staff.

As part of worldwide AID interest in the potential for
food aid as a development resource, an evaluation of Title II pro-
grams in India was done in 1979 including CARE's MCH Feeding Pro-
grams.l® Thig evaluation doubted that the great majority of bene-
ficiaries in CARE assisted MCH programs had an improved nutritional
status or reduced risk of dying. The evaluation team guvggested that
Title II food could have such an impact if SNP and other CARE-assis-
ted mother and child feeding programs were restructuced to reach mal-
nourished children 0-3 years and pregnant and nursng women with a
package of adequate feeding, health, and education services and if
the programs were managed better with an information system for moni-
toring and guiding performance. CARE is addressing these recommenda-
tions by shifting their food assistance into ICDS and other upgraded
pPrograms with similar goals wherever possible, such as the Composite
Programme for Women and Preschoolers (CPWP) in Kerala.

The Integrated Child Development Services (1cDs)
Scheme: By 1974 there was concern in India about the ineffectiveness
of che various social welfare programs in addressing the development
needs of preschool children. Consequently after much deliberate plan-
ning, the Central Government, Ministry of Social Welfare (MOSW), laun-
ched an ambitious, multi-purpose pilot program in 33 blocks in 1975




-13-

to meet the health, nutricion, social, and education needs of pre-
school children. A block is a community development unit with an
average population of 100,000 in rural areas. As of March 1982, ICDS
had expanded to 200 functioning blocks with a plan to cover a total
of 1,000 blocks by March 1985.

The goals of ICDS are to: (a) improve the nutritional
and health status of children in the age group 0-6 years; (b) lay the
foundations for proper psychological, physical and social development
of the child; (c¢) reduce the incidence of mortality, morbidity, mal-
nutrition, and school drop-out; (d) achieve effective coordination of
policy and implementation among the various departments to promote
child development; and (e) enhance the capability of the mother to
look after the normal health and nutritional needs of the child
through proper nutrition aud health education. To achieve these
goals the following services are provided: (a) supplementary feeding;
(b) preschool education;(c) immunization; (d) health check-up; (e)
referral services; (f) nutrition and health education; and (g) non-
formal education for women. The beneficiaries are children age 0-72
months and pregnant and nursing women plus mothers of preschool chil-
drean who receive nutrition education.

ICDS operates at certers called anpanwadis which cover a
population of 1,000 in urban and rural areas and 700 in tribal areas.
The secvice workers, called anganwadi workers (AWWs), are paid an
honorarium of Rs.125-175 wonthiy and are usually young, lilerate
women with an eighth to tenth grade basic education. They are to be
recruited from the area which they will serve.

The daily routine of the aWW includes ten assigned tasks.
Most time-consuming as reportsd by AWWs 1is preschool aducaticn for
children 3-o0 years of age; followed by teaching fuuctional literacy
for adult women; hcne visiting; supplementary feeding; recovd keep-
ing; and child weighing. Nutriticn and healte education cccur during
the preschool and aduit liceracy classes, during home visits, and
during supplementary teeding. Other periodic activities include
assisting the health sctaff, visite from nupervisors, linincn with
other government officials, participation 1in gpecial government
programs such as the bi-annuai distribucion of Vitamin A and pro-
vision of iron and folic acid seupplements to pregnant women, and
agsisting in che registration of births and deaths. In o study done
by the Programme Evaluation Organization (PX0) and in field interviews
conducted by the UBAID project design team, the AWW scozed to prefer

the preschool cducation classes of all her wyrisd tesks.'/This may
be because in her role a8 a school teacher she fecln fhe bhias more
status and is better accepted. Communitics arce cocours ced (o parti-
cipate fully. It a woman's club {¥chila Mandal) does cot vnist the

AWW is to establish onu end actively iuvolve 1t in he runoning of the
program. The community .8 to select the AWW and donate a building
for the anganwadi.
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Supplementary feeding at the anganwadi is provided for
about 90 persons with an average attendance of 60. Selection cri-
teria is as follows: pregnant women &nd nursing women 'at-risk' due
to being from families of landless laborers, scheduled castes and
tribes, and other poor groups; children below age 6 vears who are
severely or moderately malnourished ; and other children 3-6 vears of
age who attend the preschool education claas, Eligihility based on
malnutrition in children is defined as weight for age less than 70%
of Harvard standard (11, I1I, or IV degree) or arm circumference less
than 13.5 cm (red and yellow zones on Shakir Strip). USAID estimates
about 50% of the enrolled persons are 'ar-risk' pregnant and nursing
women_and sceverely or moderately malnourished children 6-36 months of
age.U'l Or an average day about 25% of those in attendance
at the anganwadi For supplezmentary feeding are from the target group.
The feeding itself is to occur on-sjte for 300 days per year in an
anganwadi donated by the community. The f00d is coolked by the AWW's
helper with fuel dona:ted by the community. The helper also assists
with feeding and cleaning up, and ia paid an honorarium of Rs.50
monthly.  Community aurveys are to he done quarterly to identify
walnourished children for enro!l'ment by weight or arnm circumference.
Furthermove the progress of malnouriehed children is to be monitored
by monthly weighing and recerding on growth charts, Pregnant women
are enrolied ar the snganwadi from about fhe oth month of pregnancy.
Nursing women are fed until their beby is six months old. There is
no graduation of children until they reach 6 yearn of age,

Moat of the food ured in 1CDS up tou 1982 has been indige-
nous and procured by the Child Development Project Officer (CDPO)
with state goverrment fundn, Intersupiions in food supplies of three
months in a ycar are not uncommon due cto lacl nf resources. A therap-
eutic food for severnly mainourinhed children nand cther food supple-
ments have been wsuppiied by CARE (Title I1I) and hy WEP. Due to the
decision to expand ICDS to 1,000 blocks the COI requested food asgig-
tance from CARE and WFP in 1982 to supplement budgetary resources for
local food. The normal ration size in 1CBS 16 300 kecal and 8-10 ol dms
(g) protein per day for all children except the severely malnourished
who are to receive a double ration. Pregnant or nursing women are to
receive a ration of 500 %cal and 75 £ protein. With the exception of
therapeutic food, no vitamin-minernl fortilicarion of the indigenous
food is done.

Nutrition and henlth_gﬂggiggnl at the wunganwadi is the
responsibility of the AWW. 10D- suidelines divect her to communicate
a set list of messages to all women in the 15-44 yenve age group with
priority given to pregnant and nursing  women. She 18 to make
follow-up home visits to familien of malnourished or frequently ill
children and work vgpecially with the mothers of thege children., Her
mandate includes both individus! counselling and group meetings. Her
teaching aids, wnile limited, are frequently made personally by her
during basic training.
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Primary health care services in support of the anganwadi
are provided by one Primary Health Center (PHC) per block of 100,000
people and sub-centers for every 5,000 people in rural areas and
3,000 people in tribal areas through the state health departments.
Staff at these health centers in ICDS block are to be augmented by 8
Female Health Workers (FHW, originally called Auxiliary Nurse Midwife
-ANM) in rural blocks and 4 FHWs in cribal blocks; Z udditional
Female Health Assistants (FHA, originally called Lady Healith Visitor
- LHV), and one additional physician at the PHC. These additional
workers make the health staffing pattern in ICDS blocks comply with
that of the GOI's Model Plan for health services, which is to be in
place throughout India by 1990.

Managemenc support for ICDS projects begins with front
line supervisors called Mukhya Sevikas (MSs) who supervise the AWW.
Each MS 1is assigned 20 AWWs in rural areas and 17 AWWs in tribal
areas. The MS is supervised by the Child Development Project Officer
(CDPO) who is the overall project manager at the block level. The
Ministry of Social Welfare (MOSW) recently sanctioned district level
cells for implementation, coordination and monitoring of ICDS in all
districts which have five or wmore ICDS blocks. At the state level,
the Secretaries of the Departments of Health and Family Welfare
(Gujarat), and Rural Development (Maharashtra) have been assiygned the
nodal responsibility for impleuwentation of ICDS. Each state
government has an ICDS cell for planning, monitoring, and evaluation.

Since the ICDS satrategy is an interscctoral approach,
coordination of the efforts of different Ministrie .nd Departments
at all levels is necessary. Most important is Lh. participation of
the MOHFW, and the tae State ™epart. a of Health and Fami. Welfare.
Coordingtion committees have vbeen ot .» at all levels to assure that
services are delivered in an iutegraced wanner. A network of medical
consultants (usually profecsors of coumunity medicine ant various medi-
cal colleges) provide techalcal aanistince in the health and nutrition
aspects of iCDS on un honovary ovuasis under the coordination of a
central committee chaired by a profesvor at the All India Institute
of Medical Sciences in New Delhi, the premier wedical institution in
India. As pairt of this nctwork cach ezate has a state coordinator, a
senior advisor, 2=3 ralning coasultante, and <=3 survey
congultants. District Health Ofiicers serve aus 1CDS Advigors.

The Cental Government tinances all the costs of ICDS
with the exceptim of f[ood inputs which are provided by the state
governments, CAde or WFP.  Some states have wlso finan.d cuditironal
ICDS projects through the state sector. 'Tne MOSW receivis assiolance
from UNICEF to offset gouwe of the coat of equipment and fraining.
Even though f{unds are providid by the Central Governmeniy, the LCDS
staff are borne on the appropriate cadres of the states and there-
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fore, the states sanction the posts in the appropriate corresponding
state pey scales. This does not apply to AWWs who are honorary
workers.

Training support for the AWW is provided by various
training institutes including rural development, community develop-
ment, and social work. Many of these are run under the auspices of
the Indian Council of Child Welfare (ICCW). For the MS, training is
largely through home science colleges or the regional offices of the
National Institute of Public Cooperation and Child Development
(NIPCCD). Training of the CDPO is done by NIPCCD. For the health
workers, training is provided in various nursing schools and medical
colleges. The medical (training) consultants to ICDS provide orien-
tation to the health staff. The curricula for the AWW, MS, and CDPO
were developed by NIPCCD.

Technical support for nutrition and health education in
ICDS is quite limited but guidance is provided by NIPCCD. Some
materials have been provided to ICD3 projects by Literacy House and
UNICEF.

Management support for primary health services in ICDS
follows the GOI's Model Plan which begins with the Female Health
Worker (FHW) who supervises cthe village health guide (VHG) and
trained dai (traditional birth attendant). Each FHW covers about
five villages having two workers each. The FHW isg supervised by the
Female Health Assistant (5:1 ratio) who 1is supervised by the PHC
Medical Officer (MO). The MO is supervised by the District Health
Officer and his staff. District level supervision is by divisional
or state level offices. The GOI provides substantial financial
support for family nlanning and shares other costs of implementing
its Model Plan for health services. A schematic of the interface of
ICDS and the Model Plan health system is shown in Table 1.

b. Current GOI Nutrition Policies and Plang

On January 14, 1982, the Prime Minister of India
announced a 20 Point Program which stressed not only economic
development but also social development and social welfare plans for
the country. Point 15 of the 20 Point Program celled for
acceleration of nutrition programs for pregnant and nursing women and
children especially from tribal, hilly, and backward areas. The GOI
has begun expansion of ICDS in a big way. By April, 1983, 620 of the
1,000 blocks will have begun with the remaining 380 blocks to begin
by April 1985,
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Interface of Workers and Services in the ICDS System

LEVEL OF SERVICES-MANAGEMENT
POPULATION COVERED
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NON-HEALTH ICDS
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Service Unit/Type
of Service Workers

Management—Support
Unit/Type of Workers

Village/about 1,000 people

Several villages/about
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village level.
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3. Relationship of Project to AID Development Strategy, Policy

Papers and Evaluation Findings
Since FY 82, USAID/India has pursued fertility and child
mortality reduction as its two goals in the Health, Population and
Nutrition sector. This Project is expected to contribute to ferti-
lity reduction indirectly through an increased acceptance of family
planning as child mortality declines and through population educa-
tion by the AWW. The goal of the project itself is child mortality

reduction. USAID/India's strategy is in full conformance with the
Asia Bureau's strategy for the HPN sector.

The project has been conceived in linpe with guidance for
integration of PL 480 resources (82 State 021304) and for design of
Title II programs to increase their developmental impact (83 State
014324). Lessons learned in the 1979 evaluation of the India Title
Il program and in numerous impact evaluations of Title II programs
elsewhere, including the Philippines, Sri Lanka and Morocco, have
been used to shape the project.'® A review of past exper-
iences in India with similar pProjects was commissioned by AID as one
of the first steps in designing this project. This review plus two
similar world-wide literaturs reviews on supplementary feeding
programs for young children in developing countries (one of which
was AID funded) provided guidance on project design issues such as
participant selection, food type and quantity, nutrition education,
maternal supplementation, training, community involvement and
evaluation.2l, The World Bank funded Tamil Nadu Integrated
Nutrition Project, which has gucceeded in in- troducing monthly
weighing of young children and thereby greatly increasing the
coverage of malnourished children under three years of age with
supplementary feeding, has served as a prototype for the USAID
assisted ICDS project.%

In harmony with the recently published AID rolicy
Papers on Nutrition and Food and Agricultural Development, this
project was designed after a thorough analysis of the nutrition
problems of rural Indisn children and their determinants.24,25
The nutritica policy paper recommended that food aid programs should
target appropriate rations to at-rigk groups and be complemented by
growth monitoring, health care arnd nutrition education. The food
and agricultural development paper stressed that food consumption
could be improved through direct distribution of PL 480 food to
those facing severe malnutrition, with greater emphasis on using
this resource in programs that have been shown to have greater:
nutritional impact such as MCH with nutrition education. The
proposed project has been designed to meet these recommendations.
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Finally, this project meetr the conditions required by the
AID Policy Paper on financing recurrent costs. The GOI is moving
toward a favorabli: policy framework in the nutrition field and the
Mission has developed a carefully phased f)plan for shifcing the
burden of recurrent costs to the government.?

4. Other Donor Assistance

During the Sixth Plan the GOI will receive financial
assistance for all 1,000 ICDS blocks from UNICEF ($21 million) and
for 20 ICPS blocks in Uttar Pradesh from NORAD ($5.5 million).
Inputs from UNICEF are described in Annex 20. Food assistance for
ICDS will be provided by CARE (Title II) and WFP. The Tamil Nadu
Tntegrated Nutrition Project is {funded in part by a $32 million
credit from the World Rank.

5. Project Stetes, Districto and Blocks

The AID assisred ICDS project will be in 1l rural and 8
trital blocks in Panch Hahals district, Gujarat state and Chandra-
pur Discrict, Maharashtra State. See map. The blocks have a
combined total populatiun of approximately 3.3 million. Their naumes
and the number of anganwadis neaded in each block are shown in Annex
5.

The project blocks were assigned to AID by the GOI on the
basis of need and to meet there characteristics: (1) rural or trihal
with high child mortaiity, poor nutritional status and low income;
(2) large number of existing CARE-assis:ed feeding centers; (2)
administratively feasible due to 80% or more of the blocks in the
district sanctioned for ICLS; and (4) overlap with the USAID sup—
ported Integrated Rural Health and Population Project (Panch Mahais
in Gujarat).

Maharashtra and Gujarat respectively had the second and
third highest rates of severe malnutrition and dietary inadequacy of
the ten states surveyed annually by the NNMB from 1976-1981. Rural
infant mortality rates in 1978 were 88 in Maharashtra and 131 in
Gujarat.l

C. DETAILED PROJECT DESCRIPTION

l. Goals and Purposes

In 2ccordance with the policies of the governments of
India and the U.S., the project will seek to accomplish the
following goal:
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An average decline of 25% in the 0-12 months mortality rate
and an average decline of 33% in the 13-36 months mortality
rate in communities within six years after an anganwadi is
established.

To accomplish this goal, the project will have the following

subgoal:

Subgonl

An average reduction of 50% in the prevalence of severe mal-
nutrition in children 0-36 months of age and of 35% in gevere
plus moderate malnutrition in communities within four years
after an anganwadi is established.

To accomplish this subgoal, the Project will have the following

purposes:

Putgoses

l. To expand and improve the ICDS program in 19 rural and
tribal blocks by establishing approximately 4,000 anganwadis
which regularly reach most at-risk pregnant and nursing women
and moderately and severely malnourished children under 36
months of age with Title IT fnnds thrcugh CARE, nutrition and
health education, and selected health services.

2. To determine the technical feasibility and cost of
improving the birth weights of children.

2. Purpose 1: Expansion and Improvement of the ICDS Program
a. Overview

This project will assist the GOI to expand and improve its
ICDS program to approximately 4,000 anganwadis. It will do this by
testing improvements in ICDS supplementary feeding, management, train-
ing, monitoring/evaluation, nutrition/health education, and logistics/
coordination systems. The AID assisted anganwadis will gerve the
broad objectives of the GOI's ICDS. However, in AID assisted areas
emphasis will be given to achieving a substantially improved coverage
of at-risk pregnant and nursing women and severely and moderately mal-
nourished ckildren 6~36 months of age. While clearly recognizing the
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importance of preschool =:ducation in the overall ICDS approach, USAID
dollar s#ssistance will not fund this component and therefore it is not
described in this Project Paper (PP).

All 4,000 anjanwadis will be partially financed by AID,
GOI, and UNICEF. The anganwadi centers will be housed in space
donated by the communi:y with a wminimum area of 30 squae meters.
They will be readily ac:essible to the poorest groups in tne village
and will be within reach of clean water for food preparation and hy-
giene. Funds from AID wiil cover all beasic equipment for the angan-
wadis including cooking and eatiug utensils per ICDS guidelines, with
the exception of play uquipment to be provided by the GOI. Child
weighing scales, arm tapes, and growth charts will be donated by
UNICEF under its agreement with the GOI.

Title II food will be provided to the anganwadis through
CARE. This food will not be additional to current levels but will be
mobilized by wupgrading CABE assisted mother and child feeding
programs to anganwadis. The project will test an approach for
upgrading the nutritional impact of Title II MCH programc which, if
successful, could be applied more widely to other CARE assisted
feeding programs throughout India.

As a result of this AID assisted expansion about 65,000
additional pregnant and nursing women will be enrolled in the ICDS
program annually when all 4,000 anganwadis :re operational. This
should improve their nutritional and health status and their child
rearing practices if they regularly use ICDS services. Improved
nutritional and health atatus in pregnant women should improve birth
weights which will lower infant mortality. Improved nutritional
status of nursing women should increase their production of breast
milk thus lowering early childhood malnutrition and mortality. Im-
proved child rearing practices should contribute to & decline in
malnutrition and infection in children of these women. About 243,000
additional children 6-72 months of age will also be enrclled annually
in the ICDS program which slivuld contribute to a decline in their mor-
tality, an improvement in their nutritional status, and an enhancement
of their development if they regularly use ICDS services.

For the child mertality reduction gosl and the improved
nutritional status subgoal to be mat, the additional anganwadis must
be "operational". "Operational" weans that workers are in place and
trained, have required supplies and equipment and that people in need
regularly receive adequate quality services. Financial assistance
from AID and UNICEF tor the expansion will insure that workers are in
place with the required supplies and equipment. Improvements in the
ICDS and its support systems, described in the following saections,
should insure that the people in need are receiving adequate quality
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services on a regular basis. An important feature of thn project is
the evaluation and assessment of data from project villages by various
administrative levels. Modifications ir design based on implementa-
tion experience and the linkage with potential chenges in the overall
ICDS system will be dependent on the quality of information generated
and how it is used.

As the ICDS monitoring and evaluation systems reflect that
the project's subgoal cf reduced malnutrition has been achieved on a
block-wide basis, AID, CARE and the GO will plan for phaseover of
Title II food inputs to newly established ICDS blocks or to other
ongoing ICDS blocks in non-project areas which continue to have high
rates of moderate and severe malnutrition. The phaseover plan will
be linked to an ussessmeat of continuing need for supplementary feed-
ing in anganwadis in ALD assisted blocks and to the atate government's
capacity to absorb the food burden for gupplementary feeding. It will
be necessary to prevent premature removal of Title i1 foods prior to
evaluating these factors to prevent recidivism in malnutrition rates.
On the other hand, it will be important for AID and CARF to begin to
assess how and at what pace the Title II focd requirements for ICDS
feeding in specific blocks may be phased over to the GOI at the
earliest possible date.

Further reduction in malnutrition rates beyond the 35%
projected declina, anticipated as a result of thig project, will
probably require activities to increase inccme and improve environ-
mental sanitation, which cculd be considered in follow-on projects.
Since mwalnuiritien will likely be greatly reduced but not eradicated
in the AID uassinted villages at the erd of the project, it is ex-
Pected that the GOIL, the ntpte zovernments and the communities served
will continue to support TCDS in these villeges after AID assistance
is withdrawn.

This PP will first describe the impcovements to be made in
services offered by the saganwadi  including supplementary feeding,
nutrition and health education, and health care. HNext the expansion
and improvement of ICDS Support ayntems necessary to reach the pro-
ject goal, subgonl, and purperer will be deacribnd,

b. Improvement in Supplementary Feeding at Anganwadis

From GOl evaluations, published reports, and rouiine
service statistics (Annex 6), ALD estimates tha* the supplementary
feeding component of 1CDS currently enrolls about 74% of at-rigk
pregnant aud nursing women and aseverely and moderately malnourished
children 6-36 monthn of Age.  However, the cua*imates also show that
the average atteudance by this target group is much lower. Both the
GOI and AID have been concerned with the coverage of this group,
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particularly their irregular attendance since hoth GOI and project
goals are unlikely to be met unless malnourished children under three
years of age and pregnant and nursing women receive food on a regular
basis. In addition, AID has been concerned that unless Title II food
for maternal and child feeding programs contributes to reduced mor-
tality and maloutrition in children under the age of three years,
continued justification of current levels wmay be difficult. As a
result, the GOI and USAID agreed, with AID/W concurrence (82 STATE
096543), that the project would scik tc acthieve wuch higher coverage
cf the taryet group with supplementary feeding. Based on those dis-
cussions, the percent coverage of all meabers of the target group in
the community to be achieved within three years after an AWW begins
distributing food was set as follows:

Target Group Enrolled Attending Regularly/
Receiving Food for
15 + Days/Month

At-risk pregnant
and nursing women 95%/anganwadi 85X/anganwadi

Moderately and

severely malnourished

children 6-36 months

of age 95%/anganwadi 85%/anganwadi

To achieve the coverage target a number of changes 1in
emphasis from current ICDS projects will be required. These are
described in the following paragraphs. While initial enrollment of
beneficiaries using a coumunity hLousehold survey with both nutriti-
tional and economic criteria for selection will not be changed,
additional recruitment will occur on a quarterly basis. Quarterly
community surveys will be carried out by the AWW, the trained dai,
and the MS to identify persons who may have entered the target group
since the preceding survey. They will look for unenrolled at-risk
pregnant and nursing women and will determine the nutritional status
of all children in the commuaity in the 0-36 months age group by
weight for age or arm circumference. Pregnant and nursing women
will be identified as at-risk and in need of supplementury feeding
per eligibility criteria ia the GUI's 1CD$ guidelines which in-

clude: women from families of landless sgricultural laborers,
marginal farmers (holding not exceeding one hectare), acheduled
castes and scheduled tribes and other poor sections of the community
(total monthly income of all meabers ot the family not exceeding

Re.300) and women recommended on medical grounds by the FHW or
Doctor. Based on the results of the low birth weight research
component of this project, anthropometric and other more specific
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Fourth, to help achieve project targets for regular atten-
dance/receipt of food, the project will try to increase community
participation, particularly by locel women. Mothers of enrolled
children will be asked to work in the anganwadi one day per month.
They will be trained by the AWW in techniques for weighing or measur-
ing the arm circumference of their children. Responsibility for the
community nutrition survey will gradually be turned over to the
mothers themselves. During the start-up of new anganwadis, a number
of informational activities will occur. The CDPO, as the responsible
person for initiating new anganwadis, will ask the community to
select an AWW and to furnish a room for the anganwadi; to set up a
village committee for community monitoring; and to encourage local
women to work at the anganwadi, particularly mothers of malnourished
children. ICDS management staff will try to give extra time to
fostering community involvement in new anganwadis in the first year
of their operation. Orientation sessions will be held for village
leaders as described in the training section. The communlty will
also be asked to donate fuel and condiments for preparing food at
the anganwadis. 1In case of feeding interruptions due to late arri-
val of Title II or other foods, the community will be asked to con-
tribute local foods so that feeding activities at the anganwadi will
not be disrupted.

Fifth, the efficacy of increased supervision will be tes-
ted in all the anganwadis in one of tne project districts (Panch
Mahals). The frequency of supervisory visits to anganwadis will be
increased from once a month to once every two weeks by reducing the
ratio of Mukhya Sevikas from 1 MS; 20 AWW to 1 MS: 10 AWW. 1In all
project blocks, the MSs will visit the AWWs as frequently as possi-
ble. During her visits the MS will review the register book tor
attendance at supplementary feeding of severely and moderately mal-
nourished children 6 to 36 months of age and at-risk pregnant and
nureing women. She will talk with the AWW to determine which chil-
dren and women in the target group have not regularly sttended 1in
the past week and the reassons for their abseuteeism. She and the
AWW will visit the homes of irregular attenders to determine why
they are not participating, to see if they are sick, and to discuss
with the family why regular attendance is important.

These changes in emphasis can be considerved succegsful if
pregnant women and severely and wnoderately walasurished childeen are
gaining weight on a sustained basis and if fewer children in the com-
munity are becoming malnourished. As wuch, repular uwonitoring of
nutritional progrens is the cornerstone of supplementary fteeding for
the target group. Per ICDS guidelines, AlD-assinted wnganwadis will
weigh all enrolled malnourished children wonthly and record the in-
formation on growth charts. The AWWs will be trained to interpret
growch charts. Thie will require close supervision by well-trained
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CARE draft program plans, first priority for enrollment in supple-~
mentary feeding will be given to the target group followed by mal-
nourished children 36-72 months of age. The allotment of food to
each block will be adjusted quarterly based on actual enrollment,
attendance and malnutrition rates obtained from the community sur-
veys done by the AWW. An upper limit will be set on the number of
ration units provided for feeding the lower priority group of chil-
dren 36-72 months of age in the preschool education class (average
40 per rural anganwadi). 1In cases where the total number of bene-
ficiaries seeking eunrollument exceeds the amount of Title II food
available, the state governments will increase their food inputs so
that there is no dilution of rations for the target group.

Supplementary feeding in AID assisted ICDS will use Title
I1 food commodities supplied by CARE to the GOIL's ICDS program in
Gujarat and ilanarashtra and local condiments suppliied by the villa-
gers and through state government resources In the first three
years it is anticipated that Corn Soy Milk (CSM) and oil will be fed
together with local condiments in Gujarat, with a gradusl phaseover
to a ready to eat food, processed in India from Title ) coumodities
such as Soy Fortified Bulgur (SFB) and oil to which local ingredients
such as jaggery (brown sugar) have been added. The pace of this
phaseover will be governed by the speed with which local processing
capacity and commitment to abcorb the extra costs increase. The
processing of SFB or CSM and oil with jaggery into a ready to eat
food known as Sukhada has been successfully underway in the CARE pro-
gram in Maharashtra for several years &and so is anticipated to con-
continue in that state over the life of the AID noject. All rations
distributed in the AID assiasted arcas, whether ccuposed of 1mported
Title II blended foods and oil or locally procussed resdy to eat
foods made from Title II and indigenous ingredients, will meet the
nutritional specifications described in Annex 7. CARE will oversee
the processing to muintain quality control and will 8l sgrecments
with the processors, copies of which will be shared with ALD. “hese
agreements will state the amount of ingredicnts to be provided. ex-
pected yield, and acceptable percentage loos during production,

The state governments will pay for all local ingredients,
processing costs, relabeling and repackaying of ready to cat foods
in India. They will continue to pay for lecal tronsport of Title II
commodities and tor adwministrative expences incurred by CARE. Fuel
and condiments required for preparing the [cod at the anganwadl will
be donated by thc cowmunity or provided by tue state governments as
18 the case 1n ICDS now. The sale ot che containers in which the
Title Il commodities are packaged and the hendiing or the proceeds
will be maneged by CARE in the mauner prevailing in 1983 in both
states.
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Information and Broadcasting's (MIB) Field Publicity Units or the
Department of Food's Extension Urits will be used as much as possi~
ble. Films will be purchased by the State NHED coordinator from
MIB's film division or the State Her .th Education Bureaus (SHEB) and
distributed to the District Education and Media Officers (DEMO) who
will be designated as NHED coordinators in AID assisted ICDS dis-
tricts. Print materials, such as posters, flip charts, and book-
lets, will be diastributed to the AWW for use in NHED. In addition,
All India Radio (AIR) may be asked to broadcast ICDS radio programs
to promote the services available in new blocks and to provide in-
formation on the basic messages. As described in the NHED support
systems section funds will be provided by AID through an account
controlled by the state NHED coordinator to pay for films, folk
drama and other useful educatioral materiale and activities,

The AWW will record her NHED activities in her monthly
progress report so that coverage and delivery of services can be
assessed by the MS who will also assist with the monthly evening
sessions and home visita. The M5 will coordinate NHED activities
for her 10-20 anganwadis. Project targets for NHED will be to have
50%Z of the at risk pregnant and nursing women and mothers of mod-
erately aad severely maluourished children visited at home at least
81X times per year by the AWW or trained dai and in attendance for
at least four of the monthly group NHED sessions held per year. To
accomplish these improvement activities, NHED support systems will
be strengthened at the dis*rict, atate and national level.

d. Improvement in Primary Heelth Care Services in Support of
Anganwadis

An analysie by AID (Annex 10) poted that primary health
care services 1in support of the enganwadi have been mnoderately
effective to date. While the trena wan positive, the coverage
levels achieved werc modest. Since in moat states health services
and other ICDS saervices arc administrated by two diftferent depart-
ments, coordinaticn between them to achieve delivery of an integra-
ted package of services has been one of the biggest challenges
facing ICDS.

For the project goal and subgoal to be met, the health
departments of both states muet support the 4,000 anganwadis with
selected primary health care services for pregunant and nursing women
and young children, with special emphanis on coverage of at-risk
pregnant and nursing women and aseverely end moderately malnourished
children 6-36 months of age. The essential health services to be
provided for pregnant women via I1CD5 are two tetanus toxoid
immunizations, three health check-ups, regular supply of iron/folic
acid tablets, and delivery by trained health personnel. Nursing
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women should receive at least one check-up after the baby is born.
The vital health services to be provided to children enrolled in
ICDS include BCG, DPT (3 doses), and polio (3 doses) immunizations,
four health check-ups per year, semi-annual megadose vitamin A, and
oral rehydration therapy for diarrhea.

The main health department workers for the support of the
anganwadi are the Female Health Worker (FHW-ANM), the trained dai,
and the Village Health Guide (VHG). Supervision and back-up ser-
vices are provided by the Female Health Assistant (FHA) and the
Primary Health Center Medical Officer (PHC-MO). 1In the 19 blocks
with AID assisted anganwadis, the Ministry of Health and Family
Welfare (MOHFW) has agreed to implement the Model Plan for healch
services to full national norms so that Lhe additional health workers
are in place when an anganwadi opens. In one of the project dis-
tricts, Panch Mahals, AID is providing financial .ssistance for
implementation of the Model Plan through its Integrated Rural Health
and Population Project (IRHP).

The FHW's job is to provide maternal and child health
care, delivery, family planning, selected immunizations, and health
end child rearing education in support of the anganwadi. In AID
assisted areas she will also give all pregnant women iron/folic acid
tablets and weigh them whenever possible. In Panch Mahals district,
the feasibility of monthly weighing of pregnant women by FHWs and
recording on specially designed married women's charts will be
tested. Given the FHW's many other tasks, her time in direct
suppcrt of the anganwadi is limited. She will visit most anganwadis
two or three times per month where she willi perform a health check
on pregnant and nursing women and ou children in attendance at the
anganwadi. During her visit, she and the AWW will also go to the
homes of at-risk pregnant and nureing women and aeverely and mod-
erately malnourished children enrolled in the supplementary feeding
program but not attending regularly. They will check on these fami-
lies and encours,e regular attendance. The FHW will also distribute
megadoge Vitamin A capsties to £ll children 6~72 months of age twice
a year,

The trained dai will assist the AWW with identiiying and
enrolling pregnant women and encouraging their regular attendance.
She will provide NHED to pregnant women and conduct deliveries. The

VHG, where uwmale, 1s expected to play & iimited role in support of
the anganwadi except as a referral egent oni for treatment of fever,
minor ailments, and diarrhea through oral reavdration.  Where the

VHG is female, she is also expected to provide NIED to women about
pregnancy, child care, malnutrition and fawily planning as well as
refer them for supplementary feeding, but since she {unctions
independently this will be an cd hoc approach.



-32~

For adequate primary health care services to be rendered,
the probiem of vacant posts, especially for FHWs at sub~centers,
must be minimized. The vacant post rate continues to be high des-
pite special efforts to fill posts. As such, for AID assisted ICDS
areas, the MOHFW and state Health Departments will again be urged to
fill existing vacant posts at sub-centers on a priority basis, parti-
cularly for FHWs and FHAs, ana will be requested to maintain a low
rate (10Z) of vacant posts in AID assisted locations throughout the
life of the project. Health workers in ICDS areas must be knowledge-
able about the relationships between maternal malnutrition and in-
infection, low birth weight, child malnutrition and mortality, and
must be skilled in their prevention and treatment. These topics
will be emphasized during the ICDS orientation sessions to be held
for all health staff in AILD agsisted areas. To improve coordination,
joint continuing educations sessions will be held monthly at the
block level for 1CDS and health gtaff, Furthermore, FHWs and
trained dais wiil participate with AWWs in mobile, in-service work-
shops to strengthen their skills in these key areas. (See training
section for more details.) The health workers must also have access
to adequete drugs, vitamins, minerals and supplies for addressing
critical child malnutrition and mortality problems. Therefore, the
MOHFW will insure that health workers in AID assisted ICDS areas
have an adequate supply of iron/folic acid tablets, vitamin A, oral
rehydration salts, vaccines and other critical drugs and supplies.

for health services are met. S/he will work closely with staff of
the district 1CDS cell to insure that senior district officialg
maintain interest and that the various departments are working to-
gether to accomplish project goals and purposes in a timely fashion.
Following the MOSW's recommendations to improve coodination at the
block level, the office and residence of the MO and the CDPO will be
located in the same place, preferably the PHC, if possible, and
these two officers will mnake joint visits to ICDS villages. The
8ame steps will be taken to foster coordination between MSs and
FHAS. They will jointly review monthly progress reports of AWWs and
FHWs.,

e. Improvement in Management Support Sysiems

Staffing Pattern and Filled Posts

Given the plans to achieve higher coverage of the target
group with ICDS services in thig pPrcject, an eunhanced and improved
management support system as iummarized in Table 2 is required.
Regarding the staffing pattern at the anganwadi, AID's analysis
found that an AWW, a trained dai and a helper should be able to do
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ICDS Staffing Pattern Compared to
Staffing Pattern Recommended for
AID Assisted Areas

Additional Positions Recommended by AID

Trained Dai (paid incentive)
Volunteer Women

1 MS - 10 AWW (Rural/Tribal in Panch
Mahals district only)

In Rural Blocks with 150-200 AWWs or

Tribal Blocks with 100-150 AWWs"
Assistant CDPO 1
Office Hand 1

In Rural Blocks with 200 or more AWWs

or Tribal Blocks with 150 or more AWWs
Assistant CDPO 2
Office Hand 2

Table - 2

Level Positions Already
Sanctioned

Anganwadi Anganwadi Worker (AWW)
Helper

Sub-Block Mukhya Sevika/Supervisor
(MS)

1 - 20 AWW (Rural)
1 : 17 AWW (Tribal)

Block Child Development
Project Officer
(CDPO) 1
Assgistant/
Account Clerk 1
(who is UDC/LDC)
Statistical
Assistant 1
Clerk-Typist 1
Driver 1
Peon 1

District Program Officer 1
Statistical Assistant 1
Office Superintendent 1
Upper Division Clerk 1
Lower Division Clerk 1
Driver 1
Peon 1

+ In Districts with 80

ICDS Blocks:
Nutritionist 1
Preschool Instructor 1
Health Instructor 1
S.W. Teacher 1
Accountant 1
Typist 1

Digtrict Health Education and Media
Officer (DEMO) designated as ICDS
Nutrition/Health Education (NHED)
Coordinator




Table - 2 (Contd.)

Level Positions Already
Sanctioned

State Director 1

Departments Program Officer

of Health or
Rural Deve-
lopment

Deputy Director
Joint Director
Addl. Director
Supervisor 1-2
Accountant 1
Accounts Clerk 1
Statistical Aesistant 2
Upper Div. Clerk 2
Lower Div. Clerk 2~
1
1
1

Steno-Typist
Driver
Peon

-3&-

Additional Positions Recommended by AID

NHED Coordinator 1
Training Coordinator 1
MIS Coordinator 1

(May be re-designated full time from
positions already sanctioned)

Central
GoI/
MOSW

Joint Secretary
Director

Deputy Secretary
Under Secretary
Program Officer
Research Qfficer
Section Officer
Assistant

Senicr Regearch
Investigator
Resecarch Investigator
Upper Div. Clerk
Lower Div. Clerk
Accountant
Steno-Typist

NWN R e

VWS

None

(Project Manager of
Deputy Secretary rank designated from
poaitions already sanctioned)
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have the existing levels of supervision in ICDS (Table 2). All other
ICDS services and etaff in the two districts will be the same. The
effectiveness of increased supervision on servicea delivered and im-
pact achieved will be ascertained from data generated by the monitor-
ing and evaluation systems in both districts,

In all AID assisted ICDS bL.ocks the MS will help the AWW
with quarterly village surveys to eanrol riemhers of the target group
for feeding and with home visits to follow-up or enrolled women and
children wno attend irregularly. Due to competing priorities at the
anganwadi, the MS will insure that at-risk pregnant and nursing women
and malnourished children 6 to 36 months of age are regularly receiv-
ing supplementary food. The MS will alro see that food supplies are
almost always on-hand, that the community is providing volunteers to
work regularly, and that fuel and condiments for cooking are supplied.
The MS will coordinate :tiie NHED activities for the anganwadis she
supervises, She will also facilitate coordination with health
workers, particularly the FHW, so that essential health services are
delivered to ICDS beneficiaries. An effort will be made to house the
MSs as close as possible to the anganwadis they supervise to reduce
travel time. They may share housing with the FHA or FHW which will
facilitate coordination. The MSs will travel to the villages on
foot, by public transport, or on bicycles provided by UNICEF. Spot
checks as well as review of records of the MS's activities will be
done by the CDPO to insure that she is visiting each AWW every two
weeks in Panch Mahals and at least once a month in Chandrapur.

At the block level. the existing pattern of a Child Develop~-
ment Project Officer (CDPO) and staff to see to accountability for
food and project expenditures, data tabulation and general administra-
tion, should be adequate except in very large blocks. As depicted in
Table 2, in rural blocks with more than 150 AWWs and in tribal blocks
with more than 100 AWWs, one or two assistant CDPOs and an office hand
will be required. The block ICDS cell will have a jeep provided by
the GOI or UNICEF.

District ICDS cella have recently been sanctioned by the
GOI for all districts with 5 or more ICDS blocks and added
professional staff have been sanctioned for districts in which 80% or
more of the blocks have ICDS. Both Panch Mahals and Chandrapur dis-
tricts have ICDS in at leaat 80% of their blocks 8o it is expected
that all the staff listed in Table 2 will be in place in these dig-
tricts. The only modification that will be necessary 18 for the
District Education and Media Officer (DEMO - Health and Family
Welfare) to be designated to act as NHED coordinator for 1CDS.
Allovance has been made in the project budget for covering the DEMO's
expenses for NHED work in ICDS. The district ICDS cell will oversee
the tood delivery mystem, statistical monitoring, accounting and field
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strengthened and revised to provide the necessary information. On:
suggested change is that weight charte for children 0-6 years of age
be revised to include a record of arm circumference measurements, mor-
bidity, and receipt of Vitamin A, using the chart from the Kerala Com-
posite Programme for Women and Preschoolers as a possible model.

The "monthly progress reports" prepared by AWWs and CDPOs will be
revised to incorporate the information described in Annex 18. These
reports will include information on the number and percentage of all
eligible malnourished children 6-36 months of age and at-risk preg-
nant and nursing women in the village who actually ate at the angan-
wadi for 15 or more days in the month, which will be used to determine
if the feeding coverage target set by the MOSW and AID has been
achieved. The MOSW' 8 committee for revieing the monitoring system
will see whether the "monthly monitoring reports"” on health and nutri-
tion services in ICDS, which are prepared for AIIMS by the AWWs,
Advisors, Senior Advisors, and State Coordinators, can be streamlxned
or incorporated into the AWW's and CDPO's monthly progress reports to
reduce the workload of the AWw aud eliminate duplication of effort.
Extra copies of the monthly progress reports could be provided to the
health officials to meet their requirements. Pre-printed forms will
be used to save time.

The core of the Management Information System (MIS) at the
village level will be: (1) registers kept by the AWW of attendance of
women and children at the NHED, preschool education, feeding, and
health services; (2) family records; (3) children's arm circumference
and weight charts; and (4) quarterly, community, health and nutrition
surveys conducted by the AWW, trained dai and hclper. During these
surveys all 0-6 year old children and 15-44 year old women will be
canvassed to identify malnourished children aud at-risk pregnant and
nursing women. Family records will be updated with births, deaths,
and in and out migration. The results will be carefu.ly recorded and
sent to the CDPO with the monthly progress report for the appropriate
month as detailed in Annex 18. The monthly progress reports will
also include information on the equipment and facilities available
for the anganwadis, cowauun’ty participation, health H(rViCLU, NHED
activities and the numbe: of supervisory and health visits received.

At the block level the CDPO will prepare & monthly progress report
which is a consclidation of all the AWWn' ard ¥Ss' reports and which
also contains information on the number ot workers sanctioned, in
position, and trained, and health services, Lvery quarter this report

will contain & summary ot the results of the village :urveys. The
CDPOs' reports will be went to the district and stute [CDS cells, aud
the monitoring cell in the MOSW, for turther consolidation and report-
ing. The MOSW will review the progress reports, mak: o critical

appraisal of achievements and provide tfeedback, suggesting mid-course
corrections asg necessary. This review will be circulated back to all
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indicating how problems can best be explored and solved with target
audiences. The slides will be distributed to all CDPOs, training
consultants and ICDS training centers in both states.

Clearinghouses will be established in both states under the
direction of the state NHED coordinator for collecting, adapting,
reproducing and distributing useful NHED and training materials to
all training centers and AID assisted ICDS blocks and anganwadis.
These clearinghouses are described in greater detail under the NHED
section. Prototype copies of the teaching materials and syllabi pre-
pared by NIPCCD will be sent to the state NHED clearinghouse for re-
production and distribution. Copies will also be sent to each ICDS
training center for immediate use. However, NIPCCD will be respon-
sible for the reproduction and distribution of the slide sets it
preparee.

Basic Training

Basic training for ICDS functionaries in the AID blocks 18 ex-
pected to be completed by March 1986. It is estimated that one third
of the AWWs required for t'.e AID assisted anganwadis will have been
trained prior to the signing of the project agreement. However, AID
will cover only those training costs incurred after the signing of
project agreement. The characteristics of the training: course size,
duration and annual capacity of the training centers, are described
in the training analysis, Annex 1ll.

Training for the 19 CDPOs and approximately 18 Assistant CDPOs
for the AID assisted area will be done at NIPCCD, New Delhi. The
state governments will depute the approximately 4,000 AWWs and 348
MSs needing training for AID assisted blocks to some of the 40 cx-
isting state training centers lis.~d in Anaex 12. The training
centers chosen will be as close as posaible to the districts in which
the AID ICDS project will take place. For each training center, the
state training coordinator will formally assign the ICDS project
closest to it for tield practice. Project officials from this block
will be notified ot this decision and asked to facilitate the field
practice of trainees.

The MOSW provides an annual grant to cach training center through

ICCW or the atate ygoverpment following a schematic budget. ALD will
reimburse costs incurred for training AWWe lrom the 19 blocks up to
Rs.1,328 per worker. This figure includes funds to increase the

aunnual allowance for conveyance and field trips from Ks.6,000 to
R8.20,000 per training center to facilitate wore field work. The
costs of training the CDPOs, As9istant CDPOs, MSe and instructors of
MSs and AWWs for the AID blocks will be borne by the MOSW or UNICEF
under their existing agreement with the GOIL.
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In-Service Workshops

A series of in-service, mobile workshops will be held at district
level and in various anganwadis to reinforce and complement the health
and nutrition component of the basic training of all MSs, AWWs, and
their instructors from the AID assisted blocks. The content and
training materials for these mobile workshops will be designed, tran-
slated and printed by an approved institution under the direction of
NIPCCD. This institution will be the overall coordinator for the
workshops. The continuing education stsff of the two district ICDS
cells, and sadditional institutions as nccessary, will conduct the
training., The workshops will ptrengther the workers' and instruc-
tors' skills for reducing young child malnutrition and mortality
through an abbroviated and applied version of the basic training.
During these workshops, the MSe will learn how to use performance
assensment to supervise AWWs, ALl MSs and AWWs will be required to
attend the in-service workshops whether or not they received basic
training prior ts the workahops.

The in-service training wili be conducted in a two phased, six
week cycle. The first phuse will be & three veek workshop at the
block or district level for MSs. During the second phase of three
weeks the MSs will traln the AWWas, FHWs and trained dais working in
their arcas. The MS will be used deliberately to train AWWs in order
to develop her skilla as & traniner and to expand her role beyond mere
supervision. The mobilt team from the district ICDS cell and the
CDPO will provide assistance and supervision for the training of the

AWWs by riie ME. Tabie 3 shows the number of trainees and mobile
teams requived to cemplete the in-service workshops in 1-2 years.
TABLE - 3

NUMBFR OF TRAINFES AND MOBILE TEAMS NEEDED FOR
IN-5ERVICE WORKSHOPS IN AID ASSISTED ICDS BLOCKS

Gujarat Maharashtra

CDPOs 11 8
Assigtant CDPOs 14 4
MSs 287 61
AWWs 2,865 1,113
FHWs 573 223
Trained Daisg 2,865 1,113
Helper 2,865 1,113
Instructors 45 75
District Tcams 1 1
Workshops (3-6 weeks) 13 5
Months to complete 32 14
Total =~ 13,235 Traineces

Per Trainee Coat = R8.568
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The first in-service workshop will be used to re-train instructors
from each of the institutions which do basic training for MSs and AWWs
from AID assisted areas. Although the workshop to re--train these in~
structors will be similar to those held later for ICDS staff, there
will be an emphasis on familiarizing the instructors with the revised
syllabi, with performance assessment, and with techniques for effec-
tive training through field practice. Following the workshops for re-
training instructors, the mobile teams will conduct in-service work-
shops for ICDS staff, district by district, until all AWWs and MSs
have been trained. The district training site will be within easy
access of an ICDS block and a PHC for field practice.

The approved institution with overall responsibility for the
in-service workshops will be chosen by NIPCCD in consultation with
AID. This institution will organize a two month training program at
NIPCCD (o prepare the district cell staff to serve as mobile trainers.
As part of their training, the mobile teams will develop the training
materials to be used by the MSe and the AWWs. The coo: iinating insti-
tution will work with the state training coordinators to draw-up
annual schedules for the workshops and to see that all ICDS staff in
AID assisted blocks arec deputed to attend. This institution will
also supervise the mobile teams and make all logistical arrangements
for the workshops. All costs of the in-service workshops will be
covered by AID.

Continuing Education

Ongoing ICDS continuing education activities will continue in the
AID assisted areas. These include lectures by staff of the district
ICDS cell, DHOs, MOs and CDPOs at monthly block level meetings of
ICDS and health staff. State level workshops of block level ICDS and
health officials are also organized by the MS training centers and
district ICDS cells. The GOI will finance all of these continuing
education activities with the exception of parcial salary support for
some of staff provided by AID.

Orientation of District and State Officials, and Health Staff

Orientation for government ICDS ateff frow the state and disfrict
ICDS cells will be done by NIPCCD. Furthermore, two or three train -
ing consultants per state, who are professors of medicine, have been
asked by AIIMS to orient the health stalf to ICDS. ‘“These consultsants
provide 3-4 orieutation courses per yecar of 5 days cach to KOs from
PHCs 1n ICDS biocks, the first two days of which are also attended by
District Health Officers (DHO8S) who serve as advisors to ICDS. The
DHOs ~rd MOs ftrow AID zssisted blocks will attend these ses.ions and
will :n turn provide &n orientation to the health stafr they super-
vige. Once a year, the traiuing censultants will also hold a half
day orientation sewminar for officials in each district where ICDS
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operates. When the revised syllabi and training materials for train-
ing ICDS functionaries with strengthened health and nutrition content
are ready for use, copies will also be given to the state training
consultants. They will be asked to modify their orientation sessions
accordingly. Funds for orientation sessions conducted by the
training consultants will be provided by the GOI and UNICEF.

To foster cowmmunity participation, AID will support one day
orientation sessiona organized at the block headquarters by the CDPO
for two leaders from cach ICDS village, preferably the head of the
panchayat and the head of the women's club (Mahila Mandal). These
gessions will be attended hy the DHO, the District NHED Coordinator
(DEMO), the BDO, the MO, the MSs who supervigse those villages and
other staff of the District ICDS cell as available. All villages
will be covered by this orientation once a year during the first
three years of implementation of the ICDS hlock.

An illustrative sequence of the training activities that will
take place for eash block i3 shown in Tueble 4.

TABLE - 4
LLLUSTRATIVE BEQUENCE OF TRAINING ACTIVITIES
POR_AN TCDS BLOCK

Activity B Month Number
1. Basnic CDP@N¥T;ininn at MIPCCH 1-2
2. Bawic ME Traiving st Dapiuantad Training Centers 3-4
3. Orientation Tor Panchayrt Loaders and Selection

of AWWs 3-6
4. Basic AWW Training at Decignated Training Centers 6-15
5. Orientatica for MO by Training Connultent 7
6. Orientation of FHA, FHW, and Trained Dei by MO 8
7. Orientation {or District Of{ficinla by Training

Consultant 9
8. In Service Workshops tor MS hy Mobile Tenms 16
9. 1n Service Vorkshopr for AWW, Dail, MS, #nd FHW 17
10. Monthly Continuving Education Scesions for

AWW, MS, and CDPO 16(life of

project)

11, Refresher Course for MSs ar Training Centers 28
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8. Improvement in Nutrition and Health Education (NHED)
Support Systems

Strengthening Planning, Management, and Technical Capacity
for NHED

The limitations of the NHED component of ICDS have been
described earlier in this paper and in detail in Annex 8. These are
in part due to lack of utilization of existing resources, lack of
administrative control and supervision, and lack of overall program
management. The addition of qualified personnel is egsential for
effective implementation of NHED within ICDS. Therefore, a planning,
management and coordination system will be established at the state
and district level with partial funding from AID. Technical assis-—
tance by a resident, expatriate training/NHED advisor will be provi-
ded by AID for three years.

In Gujarat and Maharashtra, a full-time NHED coordinator
will be appointed in the state 1CDS cell to serve all the ICDS blocks
in the state (possibly by designation of existing staff), with
partial salary support on & dcclining scale from AID. The state NHED
coordinators will:

l. Plan well-integrated NHED campaigns through:

(a) identification of communication gtrategies, medis,
and interpersonal change agents; (b) mobilization of existing re-
sources; (c) provision of new resources; and (d) securing high-level
inter-departmental sanction and support,

Z. Supzcvise NHED services and training for AID assisted
ICDS blocks through frequent contact with the district NHED co-
ordinator (DEMO) and training centers.

3. Dissemiuate  educaticns! mwaterials to  ICDS blocks,
anganwadis and traiuing centars through establishing an NHED
clearinghouse to:

() collect existing NHED and training materials from
India and abroad; (b) review and pre=~tesc suitubiiity or these NHED
materials for ICDS; und (¢) adept, translate, mase reproduce and dis-~
tribute NHED and traiuning watericla ncluding films, radio scripts
and printed matcrialy.

The wtetv coordinator will have (ull accens to the facili-
ties and support statt of the state sOVernment 's 1CDS coll. Through
the establishment by the coordinator of & stage cleaviaghouse  for
NHED and training outervialn, a large coilection ot usefui, existing

materials will be asue led and the availlability oif relevant NHED
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purposes. Immediately after being designated, the district coordina-
tor will make an inventory of all working projectors and advise the
state -oordinator on whether or not regular projection of films is
possible and the purchase of film prints is justified.

Strengthening NHED Skills of Project Staff

Since a major limitation of NHED in ICDS is the lack of training
of AWWs, MSs, and CDPOs in techniques for communicating effectively
with villagers, their training will be strengthened to impart these
skills. This will be accomplished under the lead of NIPCCD by revis-
ing the syllabi, re-training the trainers and producing useful
student-held training materials. An important part of the training
will be in-service workshops in which the traineces will be able to
practice these skills through village field work during which they
will teach mothers 1nd1»1dua11y and 1in groups. The state NHED
coordinators will be given training in communications and NHED either
abroad or through specially arranged courses at NIPCCD with AID funds.

h. Innovative Research and Development to Improve ICDS

Practical research and development activities will be under-
taken to improve ICDS operations. Both state governments, as well as
the MOSW, will have a budget for studies which arise from their per-
ceived needs as ICDS decision mukers and from problems encountered
during project implementation and monitoring. They will decide on
which studies would be most useful and who is best suited to do them.
With these funds, the task aralysis and time and motion study of the
AWW, referred to earlier in this paper, will be done under the direc-
tion of the MOSW during the first and fourth years of AID assistance.
This study could be carried out by AWW and MS inatructors through
NIPCCD to serve as the tirst step in revising the syllabi for these
workers. The repeat study will evaluete whether training improve-
ments and change in ecmphasis of various tesks ot the AWW have been
successful.

Other activities suggested for study are
l. Methods tor ncresasing  sttendance of children under
three years of age aund preguant/nursing wowen at tecding and

nutrition surveillance uesuslions.

2. Use  of anceativea/prizes to  reward desirable child
feeding behavior by parents and good performance by the AWW.

3. Developnent of an accurate and dynawic ration planning
system based on maloutrition and attendance ratesd.
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4. Development of food supplements more acceptable to
pregnant women, e.g. Matruahar in Gujarat.

5. Child to child approaches for NHED.

6. Fearibility of regular weighing ot pregnant women and
recording on charts by FHWs.

7. Feasibility of regular weighing of newborns by trained
dais.

3. Purpose 2: Low Birth Weight Research

Low birth weight (LBW less than 2.5 kg) is an important con-
tributing cause to the high mortality rate among Indian infants.
Determinants ot LBW in India and suitable iuterventions to prevent it
are not tfully understood but research priorities have been identified
vy the Indian Counzil of Medical Research's (ICMR) Task Force on Low
Birth Weight in March 1982. A review of the current state of knowl-
edge in this field is provided in Annex 13. AID 18 interested in
funding research over a six vear period in thesge priority areas,
particularly the role of maternal maloutrition, infection and inter-
ventions to prevent them including better antenatal care and anthro-
pometric assesswent of fetal growth. The atudies will be couducted
by various [ndian research institutes in collaboration with guveral
U.5. universities and research institutes and under the coordination
of the [CMR. See Annex 13 for the ligt of the iuavestigators and
collaborating tnstitutes. A detailed protocol for these studies has
been jointly prepared by the collaborating Indian and U.S. investi-
gators and 1s bLeing finalized by the ICMR subject to the approval of
the MOHFW.

During the initial phases in which the prevalence of malnu-
trition, infection and th~ir effect on birth weight will be studied,
two reterence laboratories and three dtudy centers will be created.
The chosen iunstitutions will gain capability in important autrional,
microbinlogic wund sevologic techniques, which Indie does not now
possens. They will he able to conduct standard: =ed analynes which
have many applicationas tar beyond their immediate use for LBW re-
search. During the latter phase of the mix year research period,
this newly acquired expertiae will be uned o owuppert of intervent ion
trials which will be conducted at thene or other centers to determine
the technical feanibility and cogt of tmproving birth weights. Coat
eftective interventions identified through the usrtudies could be con-
aldered for wider application in India's health nervices and in pro-
grams providing maternal food auppleacatre such as the 1CDS.  Given
the obatacles deacribed in Annes 11 to conducting the proposed re-
search 1n India, the atudies will be phaaed wo that succesnful com-
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Collaboration with U.S. Research Institutes

Since much of the proposed research has never been done in India
and many difficulties will be faced in transferring the needed
technology, continued collaboration with experienced U.S. researchers
will be essential. The U.S. collaborating institutes will assist
with training, experimental design, standardization of a random
sample of a random sample of duplicate specimens through laboratory
analysis and exchange, data analysis, procurement and shipping of
supplies and equipment from the U.S. and other technical services.
At least four meetings will be held with the 1Indian and U.S.
collaborators at key stages over the life of the project to jointly
write protocols and review progress. The mechanism for the
collaboration will be contractual arrangements between AID and the
U.S. institutions under which AID will meet the costs incurred.

Funding will also be provided by AID for training in the U.S. of
Indian researchers, procurement and shipping of equipment, supplies,
and specimens within India and between the U.S. and India, and other
contingencies ot the Indian research 1institutes. Salary support for
Indian researchers, vehicles, POL and drugs will be financed by
ICMR. Food for maternal supplementation trials will be supplied by
CARE or the state governments. A detailed budget with a list of the
equipment needed and staff projections can be found in the protocol
for these studies which ICMR is processing.

4. Qutputs

Project outputs for the categories of training and employment
of statt, nutrition and health education, supplementary feeding,
monitoring and evaluation, and low birth weight research are listed
in Table 5.

5. Inputs

The inputs for the project will be supplied by A1D, CARE, GOl
and UNICEF and are described in the next section.
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Table ~ 5§

1CDS PROJECT OUTPUTS

SPECIFIC OUTPUT -QUANTITY oF OUTPUT

J

< CATEGORY OF OUTPUTS
!

I

: ! :

' ! !

*ADDITIONAL SERVICE ! AWWg ! 4,000 !
‘WORKERS TRAINED AND ! Helpers H 4,000 !
.aMPLOYED AT ANGANWADIS . _Trained daig ! 4,000 :
] ] ]

+ADDITIONAL MANAGEMZNT ! : !
:& TECHNICAL SUPPORT ! : !
‘STAFF TKAINED (OR ! ! :
*ORIENTED) AND EMPLOYED ! ! !
' t 1] (]
+ .AT SUB-BLOCK LEVEL ! MSs ! 348 !
] ? 1) )
+.AT THE BLOCK LEVEL * Assistant CDPOs ! 18 !
] ] ) v
! + CDPOs ! 19 !
! ! ! !
! . Other block staff ! 104 !
' [} ) )
: s ; ;
«.AT DISTRICT CELLS : Program Officers ! 2 !
' t ) ]
! ! Other district ! 24 !
: ! staff ! !
: ! ! !
! ¢ In-service worksg- ! 348 MSa !
. . shopa for MSe ,AWWa! 4,000 AWWe !
] 1] ' )
{.AT STATE CELLS ! MIs Coordinatorg ! 2 !
[] ) ] ]
! ! Other atate staff ! 8 !
] ] 1) ]
*EXISTING HEALTH woRKERS * Female Healgh . :
'RtLPIVINh IN=SERVICE TRAINING! Workers ! 800 .
TIH(OU(II MOSELL u(hg'd{y)gsm”‘A“_Ju_A.<__Hu»”_. ' :
T ' ]

TMANAGEMENT 4, THOHNTCAL ! Short and long . 5 person years !
SSUPPORT 51 ARy RECKE IV ING Pterw training in ! 430 peraon monthg!
.ADDIlIUNAI TRAINING s India and abroad ! :
] ' t

e e e et e e ————
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Table - 5 ICDS Project Outputs (Contd.)

: : ! ]
! CATEGORY OF OUTPUTS + SPECIFIC OUTPUT *QUANTITY OF OUTPUT!
1 ! ! :
‘ADDITIONAL TRAINING ! ' 1
!SUPPORT STAFF TRAINED AND : ! !
!EMPLOYED : : !
: : . :
*.AT NIPCCD + National Training ! !
! + Coordinator ! 1 !
. : : !
! . Assistant Training! :
' + Coordinator : 1 !
! : : :
! + Clerk-Typist ! 1 :
: . : .
' AT ICCW { Program Officers ! 1 :
| ! ! '
' ¢ Steno-Typist : 1 :
: : : !
+ AT SCCWs + Program Officers ! 2 !
' ' ' '
+ .AT STATE CELLS ! Training Coordina~! 2 !
' . tors : :
. . . :
‘AT TRAINING CENTERS . 1ICDS Instructors ! 120 :
' . trained at in- ! :
! . service workshops ! .
] ' 1 ]
. ADDITIONAL COMMUNITY : Village Panchayat ! 8,000 :
! MEMBERS ORIENTED . leaders oriented ! !
! « annually during . !
! ¢ first 3 years of ! !
! . implementation . .
! ! ! !
! ADDITIONAL TRAINING ! Revised sytlabi ! !
+ MATERIALS PRODUCED AND . and materiale for ! !
! APPLIED IN ALL TRAINING : Basic Training of:! !
! CENTERS ! : !
! ! CbPOs, CDPO In- : 1 :
: ! structors, MSs, MS! :
! : Instructors, AWWs,! !
! t AWW Insrructors : :
! : . :
! ! Training uaterials! !
' ¢ for mobile, in- ! !
! ! service workshops:! !
: ! ! !
! ! Instructor's Guide! 1 !
! ! for MSs & Student's !
! ! Guide fov AWWs : :
' : : !
! ! Slide sets + 150 copiea of Z. |
: : \ Bets '
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(Contd.)

CATEGORY OF OUTPUTS

SPLOIFIC OUTPUT !QUANTITY OF OUTPUT

ADDITIONnL TRAINING
MATERIALS PRODUCED AND
APPLIED IN ALL TRAINING

Performance
standards for:
CbPOs,

AT STATE CELLS

:

:

: ]

: 1

: ]

: ]

[] ]

CENTERS CDPU instructors, ! 1 !
MSs, MS Instruc- ! !

tors, AWWs, AWW ! !

Inastructors ! !

t 1

ADDITIONAL NHED TECHNICAL ! !
SUPPORT STAFF TRAINED AND ! !
EMPLOYED ! !
' !

AT DISTKICT CELLS District Education! 2 !
and Media Officers! !

designated as NHED. :

Coordinators ! !

) []

.AT STATE CELLS NHED Coordinators ! 2 .
1 []

ADDITIONAL NHED SYSTEMS : !
ESTABLISHED ! !
(] ]

AT ANGANWADIS Monthly MNHED +In 4,000 angan- !
sessions ‘wadis by third !

‘project year

NHED clearinghouse 2

for materialn

ADDITIONAL NHED MATERIALS
SUPPLIED

Additional sets 0f.14,000 of each set
NHED materials for
anganwadin (five
sets of different
materiale)

FOOD CONSUMPTION BY TARGET
GROUP

O S P P I St =t e I S fm te tm el e b tm tm tm]m e tm te e st s i 0w P tm e = s b tm bt et bt b= tm gm o]0 = o

S tTe T S pw tw e Sl e S Am fe S e P e S Sl dm G s S O G ae b bm PO b tm tm t e st s b= -

Exinting CARE 185X of at-risk
Title II food ‘pregnant and nurs-
congsumed in 4,000 .ing women and

ICDS anganwadis ‘moderately and

tseverely malnouri-
.shea children
sunder 3 ycars of
sage in communitices
‘served by 4,000
ranganwadia, regu-
‘larly receiving
‘Title 11 foods by
‘4th project year

®T Pm Gt = sm P P tm S m S W W AW P P PE B O® P B Ow P &=
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Table 5 ICDS Project Outputa {(Contd.)

SPECIFIC OUTPUT !QUANTITY OF OUTPUT'
]

Quarterly enroll-
ment system for
the anganwadi

CATEGORY OF OUTPUTS

ADDITIONAL MANAGEMENT
SYSTEMS ESTABLISHED

Management in-
formation system

toring system
including "spot"
checks

Baseline and 2
follow-up impact
evaluation surveys

In 19 blocks, 228

1
1]
1
:
]
)
:
Independent moni- ! 1
]
)
]
]
;
+ anganwadis
1

Time and wotion
study of the AWW

ADDITIONAL ANALYSES/
INNOVATIVE ACTIVITIES

Innovative activi-
ties

Establishment of
Indian reference
laboratories

LOW BIRTH WEIGHT RESEARCH

Prevalence of in-
fection and mater-
nal malnutrition
studies
Intervention 3-4
trials

Review meetings
of collavorators
in India

S e S s s e 8 e e = 0m 0= =t 0m s{b e b b= ew b= o = 6= S s S 0= = P Cw ¢ G Bw s G o=

ST EM Sm St P P e tm tw = V= e b= = tm o=
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1V. COST ESTIMATE, FINANCIAL PLAN & DISBURSEMENT PROCEDURES

A. Cost Estimate and Financial Plan

The total project cost, exclusive of Title II food, is $24.5
million over six years. The AID portion is $15 million (87 million
loan &nd $8 million grant)., The GOl contribution is $3.5 million
(which includes approximately $0.7 million under UNICEF's agreement
with GO1). The suwmary cost estimate and financial plan are shown in
Table 6. Detailed budget tables are ‘- Annex 14. Title II commodi~-
ties valued at an estimated $18 millicn based on May 11, 1983 prices
plus $7 million for ocean transport will also be provided to the
project by AID through CARE. A proje. tion of expenditures by fiscal
year 1is shown in Table 7. Payments made on account of taxes and
excise duty for any category of projec: expenses will not be eligible
for AID financing.

The AID grant funds will support all contracted expatriate and
Indian technical assistance, training, nutrition/health education
materials, low birth weight rcsearch and other innovative activities,
equipment for food processing plants, monitoring and evaluation. The
loar funds will provide partial support on a declining scale for
salaries, operational costs for anganwadis and blocks and extra-
ordinary costs associated with project operations of district, state
and central 1CDS cells, such as airfare and per diem. Disbursement
tor salaries of ICDS staff in AID assisted areas will be made retro-
active to April ), 1983 end continue through March 31, 1989, The
loan will also support some furniture and cquipment for anganwadis
and block, district, state and central ICDS cells, and a limited
number of personnel and equipment at the National Institute of Publiec
Cooperation and Child Development (NIPCCD) and the Indian Council of
Child Welfare (ICCW).

Approximately 512 of the total project coets are recurring in
nature (salaries and operations). This level of recurrent costs
reflects the human resource and institutional development emphasis of
supporting effective village nutrition delivery syatems. Of the AID
loan, approximately §6 million will be for recurrent costs which re-
presents about 477 of all recurrent costs. AILD financing of this
proportion of recurrent costs is considered necnessary for two reasons.
First, the largest cost category in the total project, with the excep-
tion of food, 1s salaries and administration. For the AID assisted
ICDS blocks in Maharashtra, recurring costs for staff at all levels,
including district and state cells, will be approximately 6% higher
than those now budgeted by the GOl due to minor increases in staffing
and administrative expenses propnsed by AID to increase project effec-
tiveness. In Gujarat, where the efficacy of incrcasing the number of
supervisors (MSs) will be tested in the AID assisted blocks in addi-
tion to other staff changes, the recurring coste will be 14X higher



Table 6

SUMMARY COST ESTIMATE AND FINANCIAL PLAN FOR Al ASSISTED ICDS

($ THOUSAND)

SOURCE OF FUNDS

PROJECT ELEMENTS AID LOAN AID GRANT AID GOI TOTAL PROJECT COSTS
LC LC FX TOTAL LC FX TOTAL
1. Sta€f Costs 5,006 - - 5,006 5,006 10,012 - 10,012
2. Operations 1,007 - - 1,007 1,643 2,650 - 2,650
a.Petrol, 0il, Lubricant - - - - (821) (821) - (821)
b.Medicines - - - - (822) (822) - (822)
c.Others (1,007) - - (1,007) - (1,007) - (1,007)
3. Furniture and Equipment 411 - - 411 461% 872 - 872
4. Technical Assistance - 170 1,763 1,933 - 170 1,763 1,933
5. Training & Nutrition/ - 1,903 202 2,105 317% 2,220 202 2,422
Health Education
6. Research and Innovative - 1,963 997 2,960 1,803 3,766 997 4,763
Activities
7. Monitoring & Evaluation - 749 - 749 9% 758 - 758
8. Food Processing Plants - 114 - 114 - 114 - 114
9. Contingency 576 139 - 715 334 1,049 - 1,049
TOTAL 7,000 5,038 2,962 15,000 9,573 21,611 2,962 246,573
Includes inputs expected to be provided by UNICEF under their agreement with GOI as specified in UNICEF Master

Plan of Operations, 1981-83.

-19_
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TABLE 7
AID ASSISTED ICDS
2RCJECTION OF EXPENDITURES BY FISCAL YEAR

U.S.

FISCAL AlD

YEAR Loan Grant Total GOl TOTAL
1983 781 - 781 620 1,401
1984 1,756 1,370 3,126 647 3,773
1985 1,538 1,617 3,155 713 3,868
1986 1,054 1,602 2,656 1,615 4,271
1987 634 1,366 2,000 2,164 4,164
1988 414 1,076 1,490 2,510 4,000
1989 247 830 1,077 970 2,047
Contingency 576 139 715 334 1,049
TOTAL 7,000 8,000 15,000 9,573 24,573
*Includes inflation at 7% per year on local currency coste and 10X

per year on dollar costs applied from FY 84 onward.
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than those now budgeted by the GOI. AID is willing to bear a large
portion of the cost of testing the effectiveness of these new per-
sonnel configurations. Second, AID participution in recurvent cost
financing will permit early posting of personnel and establishment of
the strengthened administrative units. The functioning of these per-
gonnel can then be observed over the full life or the project to
determine the appropriateness of the new systems and procedures for
wider application 1in the nationsl ICDS program.

The GOl will finance all wedicines, POL and play equipment as
well as 53%1 of all recurrent costs over the project life. The GOT
will also pay all staff and vehicle costs for the low birth weight
research., Urder 1ts uagreement with the GOI, UNICEF will partially
finance in-couatry traiulng costs, anganwadi equipment, vehicles (cor
ICDS) and monitoring and evaluation (Annex 20),

B. Disburperecnt Procedures

Disbursewments under the AlD loan for partial salary support,
certain operational costs (e.g. travel, per dicm, etc.), furniture
and equipment for anganwadis and block, district, stace and central
ICDS cells, and for limited nusbers of pevsoanel and eaquipment at
NIPCCD and ICCW, will be made semi-annually based on a stavement of
actual expenditures by specific cont category, accompanicd by a per-
tormance sgtatemenc, both prepared by the MOSW. Under the greant,
disbursements for U.5. technical assiistance and low birch weight
research collaboration, 1including ‘mported equipment and overseas
training of Indians, will be made by dircct payment per ALD con-
tracitay «snd  payweent  procedures. Disburvemerns  fur  iu-country
training/orvicatation and workshop coscs will pe made seai-anaually on
either a per trainee ov per worksaop hasic upon recoint of the state-
ment of expendituree .ud perforweac: prepared by MOSW.  The rewaininog
items under the grant will also be reimbursed semi-anauwiily on the
basis or the wforemeatioued etateacnts of actual expenditure and per-
formance. These include nutritioo/beaich  caueation and  training
materials, local cost component of (ne low birtn weight tescarch, and
monitoring 2ua evaluat:ivun., A cesarscte mechanism for distursing funds
for innovative studies based upon approval and irplesentation of
specific studics will he outlined in « Project Implementation Letter
PILY,

Dollar ceilingw on unit costs tor supnort of anganwadi, blocy,
district and etatc cel 4 will be establistiod wo that AILD dishurse~
ments for recurring and von-recurring conits Jdo not wxceed lean and
grant tundiny availabic. Ar indicated o Table o, ALR witl fipance
100X of all non-recurring costs wader boti the loan wad grauc, excepr
for apecial rencareh and innovetive activirics which wiil be 624 ALD
finsnced. AID will fuud 472 o1 all recurving costs under the loan.
A formula wiil be developed wguch thut AID support i reecurcing costs
which 1s 1002 1n the first year (s pradually reoaueed to 144 by pro-
ject year 6. ‘These perceatages will be appiied to the itemw eligible
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for AID financing on the GOI's semi-annual expenditure statements to
determine the amount of disbursement each time. This procedure will
also be described in grecter detail in Project Implementation Letters.

V. IMPLEMENTATION PLAN

The role cf various actors in the implementation of specific
Project activities has been described in detail in the pertinent
sections of this PP, A summary list of who will have primary
responsibility for each major project component follows:

Overall Management and Coordination MOSW, USAID

Supplementary Feeding = CARE, state governments
Health Secrvices = MOHFW, state governments
Nutrition :nd Health Education = ©State governments,

U.S. contractor

Training = NIPCCD, ICCW, ALIMS,
training centers, U.S.
contractor, state
governments, in-service
workshop contractor

Technical Assistance - U.S. contractor

Monitoring and Evaluation = USAID, CARE, AILIMS,
bhome scicnce and medical
colleges, state
governments

Low Birth Weight Research = ICMR, and various
Indian research
institutes, U.S.
collaborators

Innovative Studies =~ MOSW, atate governments

Annex 21 contains a list of critical performance indicators for
the project, expected completion dates and redponnible  parties.
Activitics to take place by project year are described such that all
4,000 angauwadis will be fully operational within three years of the
signing of the project agreement and such that a complete package of
services will be oftered in each of these anganwadis f{or at least
three years prior to the end of the project. The first AID assisted
anganwadis to open will be approximately 2,564 centers in 10 1CDS
blocks wsanctioned by the €Ol in IFY 82/83 or earlier. CARE will
commence supplying a regular and ndequate amount of Titie 11 fooda to
these blocks in FY 83 aund «ontinue to do so over the life of the
project. Theae will be followed by the remaining approximately 1,436
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Contractors' Progress Reports

The approved institutions hired by AID to provide technical
assistance in training, NHED, monitoring and evaluation and the LBW
research collaborators will be required to submit quarterly progress
reports to AID describing their accomplishments. These reports will
he used for monitoring purposes.

VII. SUMMARIES OF ANALYSES

As th: fivst step in designing this project AID coumissioned a
review of the determinants of low birth weight and young child mal-
nutrition in rural India and of past oxperience in India and elge-
where with simi..r integrated health and nutrition projects and low
birth weight reacarch. Technical analyses were ualso made of the
capacity of existing systems to support the project and ways in which
these necded to by srrengthened. The detailed analyses of these
systems, nam2ly CARE Title I1 food delivery and coverage, primary
health care, training, and uutrition and health education are found
in the annexes. Summaries are provided here of the economic,
financiel., social sounduess and administrative analyses, detailed
versions of which can be found in the annexcs,

A. Fconouirn Analysis (Annex 15)

Chojﬁgmo£ Aodels: Cost Effectiveness

the analysis compares the cost effectiveness of two nutrition

intervention wodels:  the CARK assisted mother and child feeding
program prior to wupgradation to ICDS and the AID assisted ICDS
projecc, the aun’ysis  concludes  in general that more effective

targeting under the ALD approacr: will reault in greater efficiency of
food use, a4 measured by significantly increased calorie intake,
lower child maluutrition rates and a Bredter number of child deaths
averted. The analysis eatimates that the marginal additional recur-
ring cost pe: beneticiary per day of $0.24 which will make this up~-
gradation and targeting possible ik tar less than the cost of food
wasted through 1neitective use 1n ONgolng programs.

Benefit Stream

Etticient food use must be combined with other tactors such as
lmproved outivach, health services and nutrition and health education
when looking at the prospective benefits such an increases in human
productivity and reduction in malnutrition, the latter being a key
factor to improved «ducational performance.  Although the literature
permits sowe inferences as to the quantifiable benefits of these
impacts, the analysin concluces that a benefit-coat ratio cannot be
calculated with sufficient precision within the Indiaa context. This
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mortality expected to result from this improved cove:age, will make
the ICDS model proposed by AID far more coat effective than straight
feeding programs.

As noted earlicr, the expannion of ICDS to 1,300 block¥s (which
include 17 AID assisted blocks) is u high priority of the GOI. With
the announcerent of ICDS expansion as point 1°f of the Prime
Minister's 20 Point Program in 1982, the Sixth Plgx buaget for the
non-food cousts of ICDS was increased from 844 million to $32
million. The MOSW's plan out'ay for FY 82/82 was approximately $51
million of which IGDS mnending, represented 294, In FY 83/84 the plan
outlay will rise to $60 mili.ion of which ICDS will be 37%. Thus
funds available in the Sixth Pls», when complemented by AID and other
donor assistance, should be a'sle to cover the costs cof ICDS.
Maintenance of blocks atarted in ..ae Sixth Plan will continue to be a
high priority in the seventnh and future plane.  The GOl is commit-
ted to meeting all of the recurring costs of the blocks established
with AID assisrtance once AID's partial support ceosses.

C. Social Soundness Analynis (Annex 16)

A key frpctor relating to improved nutrition status is food
behavior, particularly of mrihers. Chanzing this behavior through
education is essential for eustaining nurrition status improvements
in villages whore food gupplice are likely to be scarce or dependent
upon external guvply. The analyseio addresses several other important
issues which the project must incorporate in its design and made the
object of continuous monitoring and evsluation.

The firrt ie to create legitiracy for the project's village
level workers (AWWe, belvers, and dris) bv: 1) orienting the village
leadership toward the project's objectives; 2 having that leadership
select workers from within the village; and .) soliciting assistance
from village leaders to support 1CDS workere on a continuous basis.

A second isaue is the importance of involving mothers
themselves in actual psaganwadi operatious as volunteers, either
directly or rthrough f.ailiar structures ouch 25  Mahila Mandals
(women's «c¢lubs). The objective is to -uscill in the village an
understanding that, deapite {ntroduction of oxternal resrurces, the
problem of malnutrition is the comarnity’s own to nolve. This means
that withdrawal of children from supplewentasy feeding programs once
they have been rehabilitated to normal! mus' be an objective valued by
therr parenty,

A third insue is8 to asses: the Jdemandn on the AWW herself,
i.e. to cvaluate the social "fit" between hoarp respongibilities and
her status in the villege. The project design recognizes the danger
of over burdening this key worker. Too heavy a workload may lead the
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established and have been described in detail in pertinent sections
of the PP. Discussions were held between AID and each of the main
actors in the project on their respective roles. Agreement was
reached with each of these parties cn their ability and willingness
to perform the assigned tasks.

Briefly the lead counterpart entity will be the ICDS cell within
the Ministry of Social Welfare, At the state level, AID and the MOSW
will work with the ICDS cells within the Department of Health and
Family Welfare in Gujarat and the Department of Rural Development in
Maharashtra. Below the atate level, district ICDS cells have been
sanctioned for both of the districts in which the AID project will be
located and in these districts 80X or more of all the blocks will have
ICDS with AID assistance. AID assisted ICDS blocks will have an
average of 200 anganwadis within their jurisdiction, and will be the
responsibility of the Child Development Project Officer. The admin-
istrative link between the CDPO and the AWW will be the Mukhya Sevika,
Committees will be formed at all levels of government to 2nsure Co-
ordination between those concerned with the ICDS program and those
concerned with GOI health programs. Meetings will be held on a
quarterly basis by the ICDS coordination committees at the Central,
State, District and Block levels.

USAID's Health, Population, and Nutrition (HPN) office and its
Food for Development (FFD) office will work together to see that
AID's responsibilities under the project are fulfilled. HPN has 1
full-time U.S. direct hire Nutritionist and 1 Indian Management
Specialist to administer the project., To assist them, an American
firm will be contracted to provide short term technical assistance on
an ag-needed basis and two resident consultants. One of the resident
consultants will assist with the strengthening of the management in-
formation system and the other will help make improvements in train-
ing and nutrition/hesalth education activities. Two Indian consul-
tants will be sub-contracted b: the American firm to assist with
field monitoring of AID's assistaace. AID will meet regularly with
officials from the GOl and state governments, CARE and UNICEF to
discuss project progress, and to correct any problems which arise.

VIII. EVALUATION ARRANGEMENTS

Process evaluations of the ICDS have been conducted in the past
by the Programme Evaluation Organization (PEO) of the Planning Commi-
sgion. lmpact evaluations have been and continue to be conducted
annually in October-December by 2-3 medical survey consultanta per
state through A1IMS and medical college consultants using a centrally
designed questionnaire. These evaluations are to be done in 10% of
all ICDS blocks nationwide and in 8ix randomly selected anganwadis in
each of these blocks. Data are collected cross-sectionally on all
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the preschool children and women in the village served by the angan-
wadi, Unfortunately, these surveys do not collect the type of in-
formation AID requires to measure achievement of project purposes and
adequacy of outputs. Although the nutrition status of all the pre-
school children in the village is measured, it is not disaggregated
by children who eat at the anganwadi regularly and those who do not.
It is essential to AID to have this information to know if project
targets for 85X coverape of malnourished children under three and
at-risk pregnant and nursing women with supplementary foods are being
met. Therefore in the AID assisted ICDS blocks, specially designed
impact evaluation surveys will be conducted. These impact evalua-
tions will be done by a team comprised of nutrition experts from home
science colleges in Gujarac and Maharashtra in addition to the survey
consultants appointed by AIIMS from the medical colleges in those
states.

Annex 19 describes the sample, survey techniques, schedule and
type of information needed for impact evaluation surveys of AID as-
sisted ICDS. Data will be collected from four randomly selected
anganwadis in each of the 19 blocks on three different rounds, i.e.
baseline and follow-up surveys at year 2 and year 4 of implementa-
tion. Two teams of 8six people each will be required to work con-
tinuously over the life of the project to collect and analyze the
data. These surveys will complement the information made available
through the monitoring system and will provide an independent means
of verifying the MIS. They will measure the impact of ICDS on re-
ducing young child malnutrition and mortality, including prevention
of malnutrition in younger siblingi, and the coverage of the target
group with essential project services. The treatment group will be
used as its own control and appropriate statistical analysis will be
conducted to account for anticipated confounding results. Timely
feedback of survey reports to AID and ICDS project managers within
eight months of completing data collection each year will be a major
cnonsideration. Data from the project evaluations will be compared to
nutritional status information collected annually by the National
Nutrition Monitoring Bureau in non-project dareas. Since Panch Mahals
district is also covered by the AID asuiasted Integrated Rural Health
and Population Project, mortality and fertility data will be avail-
able from evaluation surveys conducted for that project.

In addition to these biannual lmpact surveys, a uild-project
and end of project review will be conducted by a team of independent
experts assembled by AID including consultants from outside India.
the mid-pooject review will wake use of exiasting data from the moni-
toring system and lmpact surveys, as well as selected site visits.
At a minimum, the mid-term review will focus on: 1) performance of
Indian and U.S. inutitutiona (including low birth weight rescarch
collaborations) 2) ecffectiveness and utility of MIS and AID moni=-
toring systems; 3) assessuwent of data from impact evcluation surveys;
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and 4) organizational management and performance. The last item in-
cludes performanr of the food logistics system (CARE), monitoring
and review activities of AID, GOI-Donor coordination, and intra-GOI
administrative coordination. The mid-project review will recommend
changes in project design based on lessons learned up to that time.
The end of project review will cover these same areas and assess
whether the project's purposes have been achieved and at what cost.
In particular the final review will examine the issue of replication
of the AID assisted ICDS approach throughout the ICDS system. The
reviev and evaluation costs are included in the grant portion of the
project.
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AID/W wanted it understood that Title II food aid would not be
additional to the (then) current levels; that continuacion of
the program in project areas should not be later found to be
dependent on Title 11 support but instead supported by the
GOl's own food aid program; and preferred that the latter be
recorded in the Project Paper and the Project Agreement.

The level of Title 11 food is not additive to current levels.
The GOl wiil wmeet some of the food requirecments during the
life of the project (Annex 7). Furthermore, it is planned to
assess readiness for phaseover of Title Il food inputs from
the project areas into new ICDS projects within four years
after the aaganwadis are cstablished based on ability of the
State governments to assume Lhe cos:, malnutrition rater, and
availability of tunags tor Title [1 1nputs,

AID/W preferred that recurrent cost contributions by AID be on
a declining scale during the life of the pruoject and,
recognizing the difficulty of achieving this in a four year
project, suggested consideration ot longer life-of-project.

Recurrent cost contributions by AID are on a declining scale
as the project progresses and the life-of-project has been
lengthened to six years. Seec PP Financial Plan and Annex 14,

AID/W understood that AlID tunding tor auxiliary nurse midwives
would only occur in blocks with weaker health systemsg,

All costs ot additional health workers needed to strengthen
the staffing patterun in project blocks to that of the GOI's
Model Pirn will be borne by the GOI, except in Panch Mahals
where AID 15 providing tunds through the IRHP Project.

AID/W expresaed concern about the cost ot the ICDS approach,
particularly regarding its poteatial tor replicability, and
understood that USAID 1s hoping to develop an ICDS model which
16 low-cost, but incorporates the best teatures of the present
LCDS and 13 something the GOl way be encourayed to replicate,

The GOl has decided that the [CDS approach is replicabie in
its current torm and has puldgeted tor 1,000 blocks in the 6th
Plan. A lower cost approach was not feasible given the
multiple objectives of the 1CDS Model.

Additional guidance wan given by AID/W in April 1982 afer the
Boughton-Staples-Bloch discussious (82 State 0Y6543) as
fullows:
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Whether the community is sufficiently involved in the project
to insure the potential for child mortality reduction,

Regarding community involvement, the decentralized approach,
the hiring and 1avolvement ot local women, uand the orieatation
of wvillage leaders to the project in the first three yeers
should get  the community to understand and agree with tpe
project goals to insure the potential tor child wmortality
reduction,  See Annex 21,

Whether USALD can adequately monitor this project so that the
child mortality reduction goals are achirved.

Use ot USALID staff and selected contractors, and establishment
0t a strengthened  wonttoriug  and  evalustion system  with
tndependent “spot checks” wshould 1nsure that USALD monitoring
respontibilities will be adequately met.  See Monitoring Plan
and Evaluation Arcrangements.

Whether  CARE would agree with the overall goals, purposes,
desipn, and adeinaistrative arrangements ot this projec.  and
supply itle I {ood to project areas.

CARE has apreed that 1t requented by the GOl to do so, CARE
will supply, on a priority basis and to the extent required,
Title 11 comnodities to those 1CDS centers receiving dollar
asgistanuce trom ALD under the bilateral agrecment tor 1CDS,
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T  RECURRENT COSTSt APAC EXPRESSED 4 STRONG PREFER-
ENCE TWAT RECURRENT COST CONTRIBUTON BY A1D DURING
THE LIFE OF TiE PROJECT BE ON A DECLINING SCALE,

AT THE SAME TIME ENCOURAGING ASSUUPTION BY THE GO{
OF IMCREASED COSTS AS EARLY &S POSSIH(E,DURING
PROJECT IMPLEMENTATION, T kS RECOGN) 7ED THAT THE
FOUR-YEAR NURATION OF THE PROJECT IS T00 SHORT 710
MAKE THIS EASY, @A LONGER LIFE oF PROJECT, leEs,
SPREADING THE DoOLS. 15 MILLION ovER MORE YEARS To
ACCOMMGDATE INCREASING GO CONTR!BUTIONS, MIGHT BE
CONSIDERED. IT waS ALSO UNDERSTOOD THAT THE PROJECY

8  REPLICATION: wE UNDERSTAND THAT THE GO1'S PRESENT
ICOS DOES NOT LEND ITSELF ToO WIBESPREAD REPLICATION
BUE TO TS HigH COST, 471 5 UNDERSTOOD THAT THE
MISSION IS HOPING TOQ DEVELOP AN |cDS MODEL WHICH 1§
LOw-COST, BUT INCORPORATES THE BEST FEATURES oF THE
PRESENT PROGRAM AND IS SOMETHING THE GOl MAY BE
EMCOURAGED YO REPLICATE,

9. DESIGN CONSIDERATIONS : (SEE ALSO REF B,)

CAY EXPLICIT AND DETAILED DESCRIPY{ON OF SPECIFIC
TASKS OF CONTRACTOR(S), HOW METHODS oF PAYUENT,
REPORY ING AND EVALUATION wiL BE ORGANIZED, wiLL 8E

NFCCSSARY 1N pp, RESEARCH HYPOTHESES SHOuLD BE
FULLY PRESENTED,

(B) COORDIMATION AMONG MINISTRIES, STATES AND OTHER
INSTITUTIONS T0 AVOID OVERLAP anp ASSURE SMOOTH
OPERAT IONS WL HAVE TO BE SETTLED AND THOROYGHLY
NESCRIBED. (ser PARA 4 ABOVE.) GETTING FOOD TO
THE NEEDIEST yn THE TARGET GROyP IS THE POINT AND
SHOULD NOGT BE LOST I'N A BUREAUCRATIC TANGLE,

(C) EXTREME DIFFICULTIES oF MEASURING INFaNTY
MORTALITY AND MORBIDITY SHOULD BE TREATED AND
RESOLVED IN THE pp AND THE BUDGET FfoR MONITORING AND
EVALUATION PROBABLY ENLARGED ACCORDINGLY,

(FY APAC FuLLy SUPPORTS MISSION'S GOAL oF INTEGRATING
TITLE {1 PROGRAM wiTH BROADER rGENCY OFEVELOPUENT

UNCIASSIIIED
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Pa Ge

ORJECTIVESs  IT IS IMPORTANT THAT TITLE 11 FOOD BE
UISEN MOT ONLY TO ADDRESS BEMEFICIARILS® IMUEDIATE
MUTRIT ION NEEDS, BUT TO Sypbyrt PROJECT=LINKED
YCTIVITIES THAT LFAD TO SELF=SUSTAINEO DEVELOPMENT
AT THE LOCAL 1 EVEL, SPECIFICALLY, 1T wasS SUGGESTED
THAT THE PROJLECT MIGHT BE DESIGNED TO USE TITLE 1)
FOOND IN SUPPGRT OF WOMEN'S INCOME=GENERATING
ACTIVITIES. AS NOTED IN THE PID, QTE ABOUT %8 PER~-
CENT OF THE PEOPLE LIVE BELOW YHE POYERTY LINE AND
EVEN AFTER SPENDING 80 PERCENT OF THEIR INCOME ON
F000, THEY ARE NOT N A POSITION TO HAVE A BALANCED
JIET UNQTE, A WOMEN'S TRCOME COMPCIENT COULD BE AN
EFFECTIVE MEANS TO ACHIFVE LONG=TERY NEDUCTION IN
FUILD MALNUTRITION, COMTRIBUTING, AS WELL, TO COM~
AUNITY DCYFLOPMENT, Tyo LITERATURE ON WOVEN'S
ICOYME AND EXPEMD) TURE PATTERNS SUGGESTS THAT AN
INCREASE 1M A POOR WOMAN'S INCOME 1S USUALLY SPENT
ON HER CHILDREN'S WELFARE, BUREAU 1§ POUCHING
MATERIALS DEVCLOPED FOR A_WOMEN'S QTE FAMILY FoopD
PRODUCTION UNQTE COMPONENT AODED 70 AN ONGOING
AERPICULTURAL PROJECT N JAMAICA,  THESE MATERYALS
'""AY PROVE USEFUL QURING PROJECT DESIGHM, INOTVIDUALS
VIO DEVELOPED TH'S COMPONFNT MAY BE AVATLADLE 10
ASSIST IN PROJECT DESIGH IF MISS)ON BELIEVES SUCH AN
APPROACH IS FEASIBLE AND APPROPRI ATE,

10 I1EE: ASEA/TR/ISTEP wiLL RECOMMEND THAT A NEGA=
TIVE DETERMINATION ON THE 1EE DE APPROVED,

1. DESIGN RENUIREMENTS: AS THIS PROJECT 1S SOME=-
VEAT CINNOVATIVE ApMp REPRESENTS A DESIRAPLE EVOLYTION
0F PROJECT wiTH TITLE 1) ASSISTANCE, MORE PDS AND
NE 3iDGET FOR Pp PRIPARATION THAN THE P10 SUGGESTS
“OLILD APPEAR TO BF NEENED,  SPECIALISTS oN OATA
CALLECTION AND USE, AND ON IMPLEMESTATION ARRANGE=
VEMTS SUITABLE To ALD CAND THD SETTING RERE, PERw
HAPS, OF A PRCCEDENT AlID A MODEL FNR OTHER MO PROe
ARAMSY OUGHT T0 BE 1 ICLUDED oN THE DESIGH TEAM,
MISSIONTS SUGGESTION TO FICLYDLD AN EPINCHIOLOGIST

ON THE TEM 10 ASSISY WITH THE EXPERIMENTAL DESIGH
NFETHF FROJECCT SHOULD BE AMPLIFIED TO Insy; < THAT
THIS M2W TE Y MEMBER CAM PROVIDE THE Sk REQUIRED
[ THE STATISTICAL DESIGN OF THE PROJECT, THE DATA
QOLLECTION'PLAN SHOULD BE CONSIDERED PART oF THE
OVERALL STATISTICAL DESIGN, :

2. EXPECT DESIGH TEAY To BEGIN pp PREPARATION |N

UNCIASSTT 1D
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AGUST 1988, DIE TO THE SPFCIAL NATURE OF THE
ROJECT AN TUF MMFLEX UATIRF 01 THE pSSIG NYE AT,
WE EXPECT THAT PP PREPARATION YAY TAVE | 0PIER T HAN
IS MW AMTICIPATED .  SEPTEL FOLLOWS ON THIS SUBJE (T,

B, PROJFCT WILL EC AN FY &1 Spey ¥ ITE AN WL

BE PLACED IN FY 82 CONGRFSSIONAL PP SENTAT 1N,  MUSK;c
BT

#1794

UNCH e o



1))

J

2.
ﬁ‘dEEL‘ TCPYILL
MONITCR]
COVER

INCOMING

- VITE TITLY 17 OO AL THEous
Fﬁ\?i GOI #pg ACCYFTFD

€5 FYLCENT
CHIIL=EN
PEZONANT anp LACTA
FCCD RATICONS ANL
CLL CFILuhwvn AS ;
SIVEN Flpst PR 104
FOOUL LZVRIS [N =

SUPFLEMENT
FOCL Fer

THAT 2GFy
GCI,
CF

B VT RV

UNCTASRTFIRFT aeeeann
VZCzCNE02Es

LAY LAl

N (L R T e
PP RUEHNF

QE RUEAC w#gn42 1¢8d 47
cNR UUULY 72zp

T 1evszaz ppy £

Y SECSTATE WASHDC
TO AMEMEALCY w1y FRELHT vh1O8]TY repry
ET

AIDAC, jw( STAPLYS panp fLﬁCL

E.O. 10y wn, N/A
TACS ;

1

. T0h:
CN:
UNCLAS STATE WICH43

—
”

AbR o

APEE:
156800
CERGE

AlD

——

ACTICN Rlb=-1p

Project 386.0476
FiFCT, INTY AL SLTERENLL AND o
(BBE={a 7,

CORREONUTRET IO By e
REF: (&) RCUGHTON,/[aya), PETIRE G sy
oSli (C) BOUSHTON/DAY AL |umey, OF S.2/niy
SOUCHETON TETTEE (ko 2/ogp; s CEY TAvay/poog
Drearuei () STATE {q179G4 CAYED G e (s K
/L1760 (M) NPV DRLE] gy CEAYAL/ECUGRTON 1 aqmy |
(1) NEA DEIED npus (ATWOOD /b tgEmen
Do PESEL CNCRNME Memcpsie g AT/ w—FOrauren g
S/2EED VR UNDERSTAND g T tonleroe s g o 3
PECCHITY ©OMPONKNTS oF php SOLTS TUTSGuATED (5 py ) DEVELOS -
R A B N I YR, POSISTANCY UNIpp -~y -
PRGJLCT anc

HOCALE, apr S
THE Misvron g PRCPOCATL,, hESIOLT NG
AT THE PURPOSKS OF 1(p. ENVICags TOTAJ DEVEI Oprgny oF

THF CHILD COMEFARED O opy PEAJreT s SEARE Fn FOCLS on NUT T -
TIONAL TARSETING To) HELUCE INFAAD AND CHILD MIPTAL
SUPPCRTS Thi »1¢cram-c

4

Y, A0/
Seaute D MRV IS FeGrogy; T THPs Gy RN I
TIONAL TMIECT wlTHN THE FARO L b JUhs DTRACT ey

REQUIRING A LTHIoT, PARGET T

P INOTRAL O
S lEIens 17680y t-
C, 4ac YORMTEILD kY wmvj fﬁ THE 1rng

Rhie LERLEL oM oGs

YOUEVELO M CETh-5 pr
SUPEOET® CEDUTD AFTHR YEARS Svpey:
vr ThE MO rnATL Y
UnI it 4

A TREGET oy AT
MONTH S

Iwagm
LS VERELY VAI*NHﬂ?I?HFH
ANT 4o FESCENT (o hRoAT v
NTOWCMRn BB NUTR (T
ET RS manvw VALNCUR I spwy CTO 7o Mot
y

WALLY AUECUa Ty
'
Flaoo Toran Tenvs Gidpe
IR N

-
.

a Pas v -~
~ .

e 0T
PENTARY Frunmg . CorviNn
srr Ol ENsGD CTOUEMOoSHeUT Fi TURST e
oX ThH: FURST Ty O« Tiuwy
MENT OR CTHEX

SN Gk wEGdly, W
CARE HECQUPC R

CARE/SNP vt T
ALL CEILDRY, |,
FMENT ON THFCu
THE CURKENT 10D
THE rozoT VULNFRAP), -

IDSTAVE GoVFg -
CELLMOST LINELY HavE 10
POOFESE TC PROV] P SUFFICTENT
PEECUECOL EDUCATION cppcg it | Now
ELCMITIES HAS AERL Wpacnpr WITH
COTERAY: 0F AN ESTIMATH:) cu PEFCRNY
CROUPE 15 70 PR MAR«lDIy IMERIVEL
¥POUTRONGLY AGRE® wiTp 7o MISSTON IN RFF o mpapys
INTO Tl PRCJECT A TyopCyoy INLEPFNDENT
Mo SYSTEM wHICh 41ty “PECIFICALLY MONTTCH 1pp
ASECE MALNOUMISL®D o hyep UNDER AGE 76 mopTu .

UNCIASSTFIRD

AN K T

e e
ETTER OF S0 G



TNCUIT NS PGl ASCIFIEDL T13- CTATE GElan,
WE BELIEVE IT ¥SSFNTIAL TG KAVE AVAILAKLY, T™IEFh YFARS
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Annex 3

STATUTORY PROJECT CHECKLIST

Listed below are statutory criteria applicable generally to

projects with FAA funds and project criteria applicable to

sndividual fund sources:

Development Assistance (with a

sub-category for criteria applicable qnly to loans); and Economic

Support Fund.

CROSS REFERENCES: IS COUNTRY CHECKLIST UP-TO~DATE?

HAS STANDARD ITEM CHECKLIST
BEEN REVIEWED FOR THIS PROJECT?

General Criteria for Project

l1.Continuing Resolution Unnumbered: FAA Sec.

653(b); Sec. 634A. (a)Describe how

Sec. H01.

Committees on Appropriations of Senate and
House have been or will be notified
concerning the praject; (b) is assistance
within (Operational Year Budget) country or
international organization allocation
reported to Congres. (or not more that $1
million cver that figure)?

2.FAA Sec. 611(a)(1). Prior to-obligation
in excess of $100,000 will there be (a)
engineering, financial and other plans
necessary to carry out the agsistance and
(b) a reasonably firm estimate of the cest
to the U.S. of the assistance?

3.FAA Sec. 611(a)(2). If further
legislative action is required within
recipient country, what is basis for
reasonable expectation that such action will
be completed in time to permit orderly
accomplishment of purpose of the agsistance?

4.FAA Sec. 611(b); Continuing Resolution

1f for water or water-related
land resource construction, has project met
the s.indards and criteria as per the
Principles and Standards for Planning Water
and Related Land Resources dated October 25,
19737

Yes.

Yes.

(a) A Congressional
Notification advising
Congress of A.I.D.'s
intention to obligate
funds for this project
was forwarded.

(b) Yes.
(a) Yes.
(b) Yes.

Not Applicable.

Not applicable

qv



5.FAA Sec. 6ll(e). 1If project is capital
asgsistance (e.g., construction), and all
U.S. assistance for it will exceed $1
million, has Mission Director certified and
Regional Assistant Administrator taken into
congideration the country's capability
effectively to maintain and utilize the
project?

6.FAA Sec. 209. 1Is project susceptible to
execution as part of regional or
multilateral project? If so, why is project
aot execnted? Information and conclusion
whether assistance will encourage regional
development programeé.

7.FAA Sec. 601(a). Information and
conclusions whether project will encourage
efforts of the country to: (u) increase the
flow of international trade; (b) foster
private initiative and competition;
(c)encourage development and use of
cooperatives, credit unions, and savings and
loan associations; (d) discourage
monopolistic practices; (e) improve
technical efficiency of industry,
agriculture and commerce and (f) strengthen
free labor unions.

8.FAA Sec. 601(b). Information and
conclusion on how project will encourage
U.S. private trade and investment abroad and
encourage private U.S. participation in
foreign assistance programs (including use
of private trade channels and the services
of U.S. private enterprise),

Not Applicable

UNICEF will provide
direct support to this
project through the
provision of equipment
and training
opportunities. This
project is not
susceptible to execution
as part of a regional
project.

(a) Not applicable.
(b) Not applicable.
(c) Not applicable.
(d) Not applicable.
(e) Not applicatle.
(f) Not applicable.

U.S. technical
assistance will be
provided under thisg
project.

/
a/
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9.FAA Sec. 612(b); Sec. 636(h). Describe
steps taken to assure that, to the maximum
extent possible, the country is contributing
local currencies to meet the cost of
contractual and other services, and foreign
currencies owned by the U.S. are utilized 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
if so, what arrangements have been made for
its release?

11.FAA Sec. 601(e). Will the project

utilize competitive selection procedures for
the awarding of contracts, except where
applicable procurement rules allow otherwise?

12.Continuing Resolution Sec. 522. 1If
assistance 1s for the production of any
commodity for export, is the commodity
likely to be in surplus on world markets at
the time the resulting productive capacity
becomes operative, and is such assistance
likely to cause substantial injury to U.S.
producers of the same, similar or competing
commodity.

The Government of India
will finance
appreximately 40 percent
of project costs and i3
contributing sufficieat
amounts of local
currencies to the
project.

The U.S. owned rupees
are being used for
various U.S. government
agencies' programs and
administative support.
These currencies are
expected to be
liquidated over the next
10 years.

Yes.

Not applicable.
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Funding Criteria for Project

1. Development Assistance Project Criteria

a .FAA Sec. 102(b); 113: 28la. Extent to
which activity will (a) effectively involve
the poor in development, by extending access
to economy at local level, increasing
labor-intensive production and the use of
appropriate technology, spreading investment
out from cities to small towns and rural
areas, and insuring wide participation of
the poor in the benefits of development on a
sustained basis, using the appropriate U.S.
institutions; (b)help develop cooperatives,
especially by technical assistance, to
assist rural and urban poor to help
themselves toward better life, and otherwise
encourage democratic private and local
governmental institutions; (c)support the
self-help efforts of developing countries;
(d) promcte the participation of women in
the national economies of developing
countries and the improvement of women's
status; and (e) utilize and encourage
regional cooperation by developing countries?

0.FAA Sec. 103, 103A, 104, 105, 106, & 107
Is assistance being made available:

(include only applicable paragraph which
corresponds to source of funds used, If
more than one fund source is used for
project, include relevant paragraph for each
fund source.)

(1) [103] for agriculture, rural development
or nutrition; if so, extent to which
activity is designed to increase
productivity and income of rural poor.

c. [107] is app-opriate effort placed on use
of appropriste technology?

(a) This project will
increase awareness among
the rural poor of the
value of a wcll balanced
diet. Consequently the
health status of the
rural poor should
improve increasing their
ability to parcicipate
in the benefits of
development. (b) This
project will increase
the quality of life
among the rural poor by
promoting improved
health. (c) This
Project entirely
supports Indian
self-help in
implementing nutrition
programs. (d) This
project will promote the
improvement of women's
status by providing
employment opportunities
for women as anganwadi
workers and by improving
their nutritional
intake. (e) Not
applicable.

Under this project
assistance is being made
available to increase
the nutritional status
of children and pregnant
and nursing mothera. A
healthier population is
a more productive
population.

Yes, all weighing and
measuring devices are
appropriate technology.



d.FAA Sec. 110(a). Will the recipient

country provide at least 25% of the costs of

the program, project, or activity with
respect to which the assistance is to be
turnished (or has the latter cost-sharing
requirement been waived for a '"relatively
least-developed country)?

e.FAA Sec. 110(b). Will grant capital
assistance be disbursed for project over
more than 3 years?
satisfactory to the Congress been made and
efforts for other financing, or is the
recipient country 'relatively least
developed"?

f.FAA Sec. 281(b). Describe extent to which
program recognizes the particular needs,
desires and capacities of the people of the
country; utilizes the country's intellectual
resources to encourage institutional
development; and supports civil education
and training in skills required for
effective particiption in governmental and
political procusses essential to
self-government.

g-FAA Sec. 122(b). Does the activity give
reasonable promise of contributing to the
development of economic resources, or to the
increase or productive capacities and
self-sustaining economic growth?

2. Development Assistance Project C. iteria
(Loans Only).

a.FAA Scec. 122(b). Information and
conclusion on capacity of the country to
repay the loan including reasonableness of
repayment prospects.

If so, has justification

Yes.

Not applicable.

This project recognizes
the need, desire, and
capacity of the people
of India to improve
their nutritional
status. It will
encourage institutional
development by assisting
the Government improve
its integrated child
development service
scheme and by increasing
opportunities for
training. By upgrading
the health of the rural
poor it will enhance
their ability to
participate in
governmental and
political processes
essential to
self-government.

Yes. This project will
increase the
productivity of human
capital.

India's foreign ecxchange
reserves are currently
$4.865 billion. The
loan component of this
project is $7 million,
an amount well .. ain
the povernment's

capability to pay.



b.FAA Sec. 620(d). If assistance is for any
productive enterprise which will compete in
the U.S. with U.S. enterprise, is there an
agreement by the recipient country to
prevent export to the U.S. of more than 20%
of the enterprise's annual production during
the life of the loan?

3. Prcject Criteria Solely for
Economic Support Fund Support Fund

This section not applicable.

Not applicable,
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followed till September 1984. Dr. 8. K. Bhargava of Safdarjang
Hospital 1is one of the principal irvestigators and overall
coordinator.

Each of the seven centers was expected to generate data on
1,000 pregnant women based on prevailing birth and infant mortality
rates. However, actual enrollment has been only about 40% of this
target. The importance of this study is that careful design,
execution, and analysis siould assure high quality and comparability
and thereby provide an accurate picture of adverse pregnancy outcome
in both urban and rural settings. Additionally, all children will
be followed for one year after birth, so relatively detailed
information on growth and development, major illnesses, and causes
of death should become available. No maternal infection data will

be collected.

The study is intended to describe the existing situation and
as such no interventions are included. After the results have been
analyzed, the ICMR plans to follow up with appropriate intervention
trials in 1984-85, Intensive neonatal care units will be
established to provide regional perinatal care at: 1) Safdarjang
Hispital, Delhi; 2) B. J. Medical College, Ahmedabad; and 3) JIPMER
Hogpital, Pondicherry. Interventions could be tested at these sites.

Other observational as well as intervention studies on
maternal nutrition, infection and LBW are underway at the National
Institute of Nutrition, Hyderabad. They are studying the effects of
anemia and supplmentation with iron and folic acid on LBW. They
have studied the prevalence of common infections, 1.e. respiratory,
gastrointestinal, skin, and vaginal, in pregnancy and found no
effect on birth weight. Fetal growth monitoring measurements such
ns abdominal girth, fundal height, and maternal weight gain are
being tested by NIN.

Studies on anemia, maternal malnutrition, supplementation and
IUGR are underway at Banaras Hindu University. The M.S. University
of Baroda, Department of Food and Nutrition, is doing acceptablility
trials on specially {ormulated maternal food supplements.

CAPACITY FOR CONDUCTING PROPOSED RESEARCH IN I[HDIA

The LBW problem is great in India and the stakes are high.
However, a number of obstacles which could threaten the feasibility
o¢ validity of conducting the proposed studies need to be reviewed.
The hurdles to be overcome arec wespecially great for the study of
materval infection, u research area which is not settled by the
studies that are underway in the U.S. There are probably a greater
number of co-factors contributing to pre-term delivery and IUGK in
India then in the U.S. making it more difficult to determine cause
and effect.
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There are few investigators in India with experience in the design,
execution and analysis of large scale population studies of the type
proposed. Biostatistical support in ongoing studies 1is frequently
weak. Interrelationships and confounding variables that should be
analyzed, frequently are not. Microbiologic and sero’ogic
capabilities for Mycoplasma exist only at the laboratories at AILIMS
and at the Post Graduate Institute of Medical Education and Research
(PGI) Chandigarh. No Indian laboratories possess these capabilities
for Chlamydia. Current serologic laboratory methods for these
microorganisms ure difficult and slow, but newer and simpler methcds
are evolving in the U.S. Indian researchers would need to be
trained at experienced laboratories in the U.S5. and to be re-traine:
in newer methods through continual collaboration during the study.
A reference laboratory would need to be established in India for
quality control. It is not clear how easily parawedical workers can
be trained to perform interviews or to obtain vaginal, cervical, or
blood samples outside the hospital aetting. High turnover of
research staff is siso a problem.

Logistical difficulties arise from lack of transport,
equipment, and cold-chain capacity for preserving biologic
specimens. Losses of specimens could occur at several pointe,
Local ground tramsportation can be uncertain, particularly in the
wet season. A reliable supply of dry ice is not always available.
Multiple transfers between airplanes and ground vehicles may account
for losses in submissions to the reference laboratory. Certain
laboratory supplies and equipwent are not available in India and
will need to be imported from the U.S. Inexpensive, portable scales
are not available in India or elsewhere for weighing pregnant women
in field studies. The scales used in the 7-Center study of high
risk preesnancy weigh 12 kg and were imported from the U.K. at a cost
of $1,80u each. Applications for customz waiver: and clearance for
importation due to non-manufacture in India can take many months tn
obtain.

A number of problems also result from lack of cooperation and
low response rates of pregnant womer. It is difficult to enroll
women until late in pregnancy (after 23 weeks) because they conceal
the fact that they are pregnant for superstitious and other
reasons. Many rural women seek no protec<ional antenatal care.
Moveme..t of village women within a study ares to a place outside
during the latter part of pregnancy, e.g. to the parents' home
(15-702), reduces roll w-up completeness although it may not
significantly bias results. This is perticularly true of the first
delivery and is less common in urban areas.

Perhans the mont serious response obstacle is the refusal of
women outside the hoapital or health center to permit an internal
examination by speculum, or blood sampling by venipuncture or finger
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prick, especially on more than one occasion. The problem appears to
be more or less uniform throughout India and overcoming it will
require a rather intensive educational effort. Similarly, there may
be important questions of medical history that the women cannot
answer accurately (e.g. date of last menstrual period, prepregnancy
weight, previous LBW outcome) or will not answer eccurately (e.g.
sexual practices). A local events calendar may need to be developed
to help assess gestational age. It has been difficult in some
studies to get clean - voided urine specimens.

In the absence of a reference laboratory in India om the
microorganisms being studied and during the early stages of
establishing ome, quality control and standardization will need to
Le achieved by sending random samples of duplicate specimens to the
U.S. In a similar fashion, a sample of epidemiologic data should
also be independently analyzed. Resatrictions against exchange of
biolog:~ samples and data between Indian and U.S. collaborators will
need to be overcome.

Whether these and other obstacles can be circumvented or
eliminated without seriously compromising the value of the research
will have to be carefully assessed from the earliest stages of the
project and reassessed at each phase. It is preferable that these
studies be rural community-based. However, if the obstacles to
conducting rural studies cannot be overcome, urban and
hnspital-based studies are a second best alternative.

The current cost of treating a Mycoplasma infection with
erythromycin for six weeks of Rs. 168 (@ Re.4.0/g) may be
prohibitive given the current budget for drugs at the PHC. Food
supplementation programs during the last trimester are likely co
cost Rs. 100. The cost benefit and r~ffectiveness of various
interventions to prevent LBW will have to be calculated as an
integral part of the reaearch,

Capacity of Various Institutes to Conduct Proposed Research

Fourteen Indian institutes, were visited and their capacity
for the proposed research was assessed based on the following
criteria:

l. Research - History of commitment to research accowmplishments,
including specific references in laboratory or field projects
relevant to the proposed studies.

2, Labloratory - Capabilities in routine bacteriology, anaerobic
bacteriology, and other special capabilities or studies,
experience or capabilities in Mycoplasma isolation, capabilities
for Chlamydia isolation including virology, experience in
serologic diagnostics, current facilities arc ataffing.

Ly

A8
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Thristian Medical College, Vellore (CMC)

The creative leadership and experience of Dr. Jacob John, the
director of the ICMR Virology Laboratory, coupled with long-standing
capabilities of introducing new lab techniques into India, make CMC
attractive as a reference center. Although the laboratory has the
basic necessities, some of the equipment is outdated and in need of
repair. Also, the need for additional laboratory space might
require some remodeling. None of these needs is likely to entail
any major capital expenditures. From discussions with people in the
other sections of the microbiology laboratory it appears that they
would be capable of serving the reference function for other
microbiologic studies, although they did not express any special
commitment to this function. One limitation to CMC serving as a
reference laboratory is that there are no air connections to other
major cities and al! samples would have to be transported overland.
There are direct rail connections between Pune and Vellore., On the
plus side, CMC has a good working relationship with both the KEM
Hospital and the National Virological Imstitute in Pune and could
serve as reference laboratory for them.

As for the other elements of a clinical investigation, the field
and research activities of the hospital and university are fairly
well developed. However, it was not clear how easy it would be to
graft a laboratory-based, epidemiclogic research project onto the
exisiting community outreach program. The interest or commitment in
the population aspects of the project on infection and LBW among the
key professionals in the pertinent disciplines other than
microbiology did not seem to be as great as elsewhere.

King Edward Memorial (KEM) Hospital, Pune

The enthusiasm about the LBW problem and the proposed research
was higher than elsewhere. Moreosver, the research orientation,
commitment, and mentality are quite setrong under the dynamic
directorship of Dr. Banoo Coyaji. Experience in field and clincial
investigation on the part of the professionals who would be involved
is another advantage. Although their five-years of experience in
both research and service in the 19 rural villages in the VADU
project certainly favors the e&ccomplishment of the most difficult
field components of the study, even there the formidable obstacles
common to all the institutions wilil challenge their capabilities.
The weakness of the institution, they are frank to admit, is the
microbiology laboratory. Minimal equipment and absent research
expertise would make them dependent for training and technology
trensfer on another iustitution. Proximity to the National
Virological Institute, with which working relationships are already
established, may offset this deficiency. Microbiologoic technology
trarsfer would not be a major difficulty. Air connections to Bombay
facilitate transport of samples and they regularly send specimens
back and forth to England without much trouble.
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Research institutes for intervention trials to be conducted
during the latter years of the research program will be identified
based on the outcome of the prevalence studies and the types of
interventions proposed. Institutes to be considered would most
logically be the three prevalence study centers, but the seven
centers in the ICMR study of high risk pregnancy, and the regional
perinatal care centers to be established by ICMR could also be
considered.

A liet of the investigators to be involved from each of the
above described Indian institutes and of the collaborating U.S.
researchers and institutes is provided here.
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LOW BIRTH WEIGHT RESEARCH

LIST OF INVESTIGATORS AND COLLABORATING INSTITUTES

INDIA

Christian Medical College, Vellore

Dr. Jacob John

Dr. Mark Steinhoff
Dr. Sulechaua Abraham
Dr. J. Prakash

Dr. Prabha Jairaj

Dr. Balasubramaniam

Dr. Lalitha

Dr. G. Sridharan

Department of Microbiology
Department of Microbiology

Community Health and Development
Center (CHAD) Obstetrics Division
Community Health and Development
Center (CHAD) Obstetrics Division

Department of Obstetrics and
Gyunaecology
Department of Obstetrics and
Gynaecology

Department of Bacteriology

Department of Bacteriology

King Edward Memorial Hospital, Pune

Dr. Banoo Coyaji
Dr. Anand Pandit
Dr. Rao

Dr. Kulkarni

Dr. K.B. Niphadaker

Obstetric and Medical Director
Department of Pediatrics

Research Director

Vadu Rural Health Project Director

Department of Microbiology

I
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Post Graduate Institute of Medical Education and Research, Chandigarh

Dr. G.1, Dhall Depariment of Obstetrics and
Gynaecology

Dr. Kamla Dhall Depaxtment of Obstetrics and
Gynaecology

Dr. K.C. Agarwal Department of Microbiology and
Parasitology

Dr. N.K. Ganguli Department of Microbiology and
Parasitology

Dr. R.C. Mahajan Department of Microbiology and
Parasitology

Dr. Vijay Kumar Department of Community Medicine

Dr. B.N.S8. Walia Department of Pediatrics

Dr. Bakoo Department of Pediatrics

UNITED STATES

Albert Eintein College of Medicine, New York, New York

Dr. David Rush Division of Pediatric and Perinatal
Epidemiology

Centers for Disease Control, Atlanta, Georgia

Dr. Russell Alexander Operation Research Branch Venereal

Diseases Control Division

| 07
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Harvard University, Boston, Massachusetts

Dr. Julia Walsh
Dr. Ed Kass

DPr. M.G. Herrea

National Inmstitute

Chnnning Laboratory

Channing Laboratory

Department of Nutrition, School of
Public Hcalth

of Allergy and Infectious Diseases, National

Institutes of Health, Bethesda, Maryland

Dr. Richard Kaslow

Epidemiology and Biometry Section

A
a
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Under See2etaTy. Government of India (Bharat Sarkar)
Mint~‘ry of Finance (Vitta Mantralaya)
Department of Economic Affairs (Arthik Karya Vibhag)

¢ Pywel/New Delhi_September 15, ,9g5
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o Crlke,
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Yeurs sincerely,
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( X.A. Krishng Mocrthy )
s Owen Cylke,
Directer,
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ANNEX 5

Number of Blocks and Estimated ICDS Anganwadis for A.I.D. Assistance by Year of Sanction

State Indian Rural Tribal Yotal
Fiscal Blocks AWW Blocks AWW B.ocks AWW
Year

Gujarat

Panch Mahals 81/82 0 0 2 706% 2 706
82/83 3 402 3 1,127 6 1,529
83/84 3 630 0 0 3 630

Sub Total 6 1,032 5 1,833 11 2,865

Maharashtra

Chandrapur** 82/83 1 111 1 207 2 318
83/84 4 473 2 322 6 795

Sub Total 5 £84 3 529 8 1,113

Grand Total of 2 Districts 11 1,616 8 2,362 19 3,978

* Approximately 100 of the anganwadis in these blocks have already been established and will not need
to be equipped.
**Chandrapur district was subdivided into Chandrapur and Garhchiroli districts in early 1983. The USAID
assisted blocks fall in Chandrapur p-oper and not in Garhchiroli.



ANNEX 5 (continued)

BLOCKS PROPOSED FOR USAID ASSISTED ICDS

State District Block Year of # of AWW based on 81
Sanction Estimated Populetion*
Gujarat Panch Mahals* Dohad (T) 81/82 422
Jhalod (T) 81/82 284
Jambughoda (R) 82/83 27
Shehra (R) 82/83 142
Lunawada (R) 82/83 233
Limkheda (T) 82/83 291
Santrampur (T) 82/83 443
Devagadh
Baria (T) 32/83 393
Godhra (R) 83/84 337
Halol (R) 83/84 145
Kalol (R) 83/84 148
Matarashtra Chandrapur Rajura (T) 82/83 207
Warora (R) 82/83 111
Mul (R) 83/84 138
Gondpimpri (T) 83/84 148
Bhadravati (R) 83/84 112
Chimur (T) 83/84 174
Sindewahi (R) 83/84 113
Nagbhtd (R) 83/84 110

*Tribal 1 AWW : 700 population, Rural 1 AWW : 1,000 population



ANNEX 6

ANALYSIS OF SUPPLEMENTARY FEEDING AT THE ANGANWADI

This section analyzes the planned supplementary feeding program
in AID assisted anganwadis in view of the project targets of
enrollment of at least 952 of the severely and moderately malnour-
ished children 6 through 36 months of age and at-risk pregnant and
nursing women and regular attendance/receipt of food (15 or more days
per month) by 85% of them within three years after an anganwadi is

established.

Coverage of Jarget Group: Coverage of the target group may be
analyzed by determining enrollment, average a'tendance, and regular
attendance. Rough estimates of the 1982 coverage have been made by
AID based on available data from the 1981 PEO Report 1/ and a
summary of six reports on ICDS by AIIMS.

Table 1 shows that enrollment of the target group is probably
about 74%. The project plan to follow-up the initial community
survey for malnutrition with quarterly surveillance rounds and to
have the dai make reguiar home visits to pregnant women will be
necessary to insure that enrollment cargets dare met. Table 2 shows
that an additional 12 persons will need to be enrolled in each
Ananwadi to meet the project targets.

Regarding regular attendance/receipt of food, it is clear that
substantial improvements over 1982 estimates are needed to reach
project targets. The coverage of the target group is low and Table 3
shows that an additional 31 persons need to be regularly
attending/receiving food in an average anganwadi for targets to be
reached.

AWW Assessment of Nutritional Progress: Weight data in the 1977
AIIMS Report were available for an average of 69%Z of children
enrolled at the anganwadis. Accuracy of weight recording averaged
39%. Project plans to strengthen supervision should insure that
accurate weight recording of children enrolled in anganwadis exceeds

90%.

Time of the AWW for Supplementary Feeding Activities: The AWW
has four daily supplementury feeding related activities: feeding

itself, child weighing and growth charting, home visiting, and
administration. Regarding current daily operation of the feeding
service, the time required 18 about one hour per day based on an

estimated average attendance of 63 persons including 23 1n the target
group plus 40 in preschool education. Assuming that the number
enrolled stays the same, the average daily attendance would go from
about 63 to 82, a 30 percent increasc. The number of severely

1/ See reference 17 Annex 22.
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Table 1

Estimated Coverage of Supplementary Feeding Services

in Average Ruial Anganwadis in 1982

Number Average Regular

in Target Enrollment Attendance Attendance
Target Group Group No. 4 No. Y4 No. )4
S+M* 6-12 mo. 4 3 75 2 50 1 25
S+M* 13-36 mo. 30 24 80 15 50 8 27
At-risk preg. 9 6 67 4 44 3 33
At-risk nurs. 11 7 64 4 36 3 27
Total 54 40 74 25 48 15 28

Table 2

Increases Over 1982 Estimates to Meet Project Targets

For Enrollment

Number Number 2 enrolled if

in Target Enrolled Project Target to be
Target Group Group 1982 Target Increase achieved
S5+M* 6-12 months 4 3 4 + 1 100
S+M* 13-36 wmonths 30 24 29 + 5 97
At-risk pregnant 9 6 9 + 3 100
At-risk Nursing 11 7 10 + 3 91
Total 54 40 52 +12 96

*S+M = Severely and moderately malnourished by weight for age
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Table 3

Increases Over 1982 Estimates to Meet Project Targets
For Regular Receipt/Attendance

Aiiregularly

Number Number receiving

in Regularly food if

Priority Receiving Project target
Target Group Group 1982 Target Increase achieved
S+M* 6~12 months 4 1 3 + 2 75
S+M* 13-36 months 30 8 26 +18 87
At-risk Pregnant 9 3 8 + 5 89
At-risk Nursing 11 3 9 + 6 82
Total 54 15 46 +31 85

and moderately malnourished children 6 to 36 months of age would rise
from about 17 now to 30. These children take longer to eat, often
require assistance with feeding, and severely malnourished children
also need to be fed twice a day at the anganwadi. If the AWW and her
helper have no assistance with supplementary feeding, the time
required for this activity would likely increase by at least one-half
hour per day. Since it is unde~ sirable to decrease the time
required for preschool education, addi- tional part-time help is
needed to assist with the [eeding program. Project plaus to request
mothers (particularly those with malnour- ished children) to work
once a month at the anganwadi should meet this need.

Regarding child weighing and growth charting, the time required
for enrolled children 18 estimated at about 30 minutes per day.
Since daily weighing of each enrolled child is unnecessary, monthly
weighing should suffice. An improvement in the regularity of
attendance snould allow this activity to be easily accomplished in
about 1-2 hours per week. The overall time for this activity should
decline.

—
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Regarding home visits, the AWW's time required is estimated at about

1 1/3 hours per day including distribution of food, visiting of
families who are enrolled but do not attend regularly, visiting
families for nutrition and health education, and other visits. To
achieve project targets, the AWW and the daij must use this time
effectively to follow-up on children and pregnant and nursing women
who are "irregular" attenders. It is expected that the AWW and the
dai can do this effectively with the available time if assisted more
frequently by the MS. However, as data are not readily available,
plans are to conduct a time-and-motion study of the AWW early in the
project and consider innovative alternatives if problems exist.

Administration of the entire anganwadi program takes about 30
minutes per day. The improvements in the daily recording of
information on enrollment and attendance should not add
administrative time for the AWW.

The AWW has one major quarterly activity: the survey of the
community for new cases of malnutrition in childr:n and for newly
pregnant ot-risk women. The AILIMS studies found that only about 92
houseilolds in an average anganwadi have children under five and/or
women aged 15-45. As  such, this activity should be easily
accomplished in 3-5 days or an average of 2-3 hours per week.



ANNEX 7

ANALYSIS OF FOOD REQUIREMENTS AND DELIVERY SYSTEMS

I Specifications tor Nutritional Adequacy of Supplement

The amount of food distributed to each beneficiary in AID
assisted ICDS should be enough to facilitate growth and recovery from
malnutrition and to significantly reduce energy and protein deficits.
Rations shotld mect the elevated calorie requirements of malnourished
children for catch-up growth and have encugh protein to compensate for
losses due to frequent diarrhea.

The NNMB data on the calorie and protein gaps in the diets of
preschool children and pregnant and nursing women in the project
states are presented in Tables 1 and 2. These data are for the
average child and woman surveyed, and include %*he normal as well as
the malnourished. Therefore, the gap of moderately and severely
maluourished women and children or of all individuals with a deficit
would be greater. Ration size should be adequate to fill these
ceficits when complemented by the home diet.

Further requirements to be met in supplementary food used for
rehabilitating malnourished children under three years of age are
energy density, protein quality and quantity, and adequate vitamin and
mineral content. Due to the small stomach of the young child, the
foods distributed should not be too bulky, i.e. cereals which require
large amounts of water for cooking. They should be energy dense,
providing at least 4 kcal per g food. Energy density is greatly
increased and the amount of water required for cooking reduced by the
addition of fat or oil to cereal and legume weaning food mixtures.
These foods should contain approximately 25% of their calories from
fat.

A minimum of 11% of calories as protein is required in foods used
for nutrition rehabilitation of young children to assure normal
growth. The protein should be of a high quality with a Protein
Efficiency Ratio (PER) of not less than 2.1 as established by the
Protein Calorie Advisory Group of the UN and by the USDA for blended
foods and special food supplements used for young children in the
Title I1 program. Since protein deficits in Indian children are
slight compared to their much larger calorie deficits, it has been
questioned whether the protein content of the food supplement is
important. However, it is essential that the food supplement have an
adequate protein content and quality for several reasons. As stated
earlier, the protein deficits of Indian children 4re greater than
would appear in Table 2 due to their elevated requirements resulting
from repeated infections. Furthermore it is important that the meals



TABLE 1

SUMMARY OF FINDINGS OF DIET SURVEYS ON PREGNANT

AND LACTATING WOMEN BY NATIONAL NUTRITION

MONITORING BUREAU IN GUJARAT AND MAHARASHTRA

FROM 1975-78

Calories Protein (g)

PREGNANT WOMEN

(Sedentary) 1,688 47
ICMR Recommended Intake 2,200 59
Gap 512 12
LACTATING WOMEN 1,911 56

(Sedentary)
ICMR Recommended Intake 2,450 70
Gap 539 14

VTN



TABLE 2

SUMMARY OF FINDINGS OF DIET SURVEYS ON
12-83 MONTH OLD CHILDREN IN
GUJARAT AND MAHARASHTRA
1975-1978%*

Calories Protein (g)
12-35 wonths 714 21
ICMR Recommended Intake 1,220 22
Gap 506 1
36~83 months 1,061 31
ICMR Recommended Intake 1,720 29
Gap 659 2

*Annual Surveys, National Nutrition Monitoring Bureau 1975-1978;
Report for the 1979 (1980).
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fed at the center, which will comprise nearly half of the severely
malnourished child's daily intake, be balanced in both protein and
calories. To assure a normal growth response, the protein and
calories should be provided at the same meal, not at separate meals,

The food supplements used in the program should be fortified
with vitamins and minerals at the levels established by USDA for
blended foods in the Title II program. Particularly important are
fortification with vitamin A and iron. It is well known that the
accelerated growth that occurs during recovery from protein-energy
malnutrition increases the need for vitamin A. Children with
protein-energy malnutrition frequently are also deficient in vitamin
A. Feeding a supplement without adequate vitamin A content can
catapult a child into severe vitamin A deficiency and possible
blindness. Although, theoretically all children in the prograr
should be protected by the existing GOl 5 tribution of megadose
vitamin A capsules, the delivery system and coverage of this program
is inadequate and it would be risky to rely solely on it. Most
malnourished preschool children and pregnant women in India have
iron deficiency anemia. There is no program for providing children
with iron supplements and the irnn/folic acid supplementation
program for pregnant women has limited coverage. Fortifying a food
supplement with iron is probably the easiest way to correct anemia.
The vitamin-mineral premix used in the blended foods in the Title II
program is 1inexpensive and easily added. For the amount of
protection it can provide against the most common vitamin and
mineral deficiencies at a low cost, there is no compelling reason
why the food supplements should not be vitamin-mineral fortified.

Other considerations in selecting the ration for the program
are that it should be the lowest cost formulation which meets the
above sgpecifications in order to reach as many needy children as
possible. 1Its shelf life and packaging should be adequate to assure
that it can be transported and stored without spoiling. It should
be readily acceptable and appealing to the tastes of the
beneficiaries.

The supplement for pregnant and nursing women should be
sufficient to meet their protein and calorie deficits.
Acceptability is very important. It has been found that there are
struong food beliefs among pregnant women in India against eating an
adequate diet during pregnancy due to fear of naving a big baby and
a difficult delivery. It has been possible to get pregnant women to
improve their diet if the food supplement is appealing and promoted
to the mother to increase her strength, and not for the purpose of
increasing the baby's size. Nursing women do not have the same
taboos against eating an adequate diet as do pregnant women but food
preferences and assuring acceptability of the supplement are equally
important in this group.



-5~

II Description of Food Supplements in ICDS and CARE Title II Programs

ICDS

The philosophy of ICDS up to 1982 was to rely almost exclusively
nn indigenous foods funded by the scate governments. However, since
food is the biggest cost in ICDS, state uallocations for local food
purchases were not always forthcoming and imported commodities
supplied by CARE or WFP were occasionally used. As part of the
decision taken in 1982 to expand ICLS to 1,000 blocks, the GOI changed
its policy on imported foods and welcomed contributions from WFP and
CARE. Local foods are still used in ICDS to the extent possible. The
decision as to which local foods is wusually left to the CDPO who
purchases them at the block level. Guidelines have been established
by the MOSW on the calorie and protein content and cost to be
maintained in the rations (Table 3). However, no guidance has been
‘gsued on how tc use the allotted budget to purchase foods with the
required nutrient content. A nanual entitled Selected Nutritious

Recipes, published by NIPCCD in 1982 could help in ICDS menu planning
but it has not been widely distributed.

Until May 198l a therapeutic food for severely malnourished
children called Bal Amul was processed for ICDS by the Amul Dairy in
Gujarat using Soy Fortified Flour, Non Fat Dry Milk, and 0il supplied
by CARE through the Title II program. This food contained excessive
protein and did not contain enough fat to meet energy density
requirements for young children. Furthermore the cost of Bal Amul was
exorbitant. State governments were charged $0.39 per kg of Bal Amul
to cover the cost of sugar, vitamin-mineral premix, blending,
packaging, and trausport, despite the free Title II ingredients. A
comparable blended food in the Title 11 program, Wheat Soy Blend, cost
$0.39 per kg in 1982 all inclusive. When the costs to the state
governments p.us the cost of the Title LI ingredients were taken into
account, the actual cost of Bal Amul was $0.75 per kg. Since CARE
stopped supplying ingredients for Bal Amul, the GOI has been unable to
replace it with an alternative, locally processed therapeutic food.

Therapeutic food im ICDS has been used only for severely
malnourished children.  All other beneficiaries are to consume regular
loods. VFeeding is done on-site, six days per week, 300 days a year.
Severely malnourished children are to be fed twice at the anganwadi
and to be given the remainder ot their ration to take-home. Due to
the variation in toods used from project site to project site in ICDS
and the absence of specitic guidelines, it is not possible to say how
well rhe food aistributed meets the gpecitications for nutritional
adequacy. However, 1t ig doubtiul that the foods used meet these
requirements on a regular basis due to the failure to provide CDPOs
with techniques tor planning menus and food purchases to assure
nutritional adequacy.

1\ >



TABLE 3

SPECIFICATIONS FOR ICDS RATIONS

Severely malnourished
Children 6-72 mos. old

RATION Ready-to-eat, pulvesrized, vitamin-mineral
fortified, mix with potable water.

CALORIES 600
PROTEIN (g) 16~20
COST/DAY (Rs) 0.60

Moderately malnourished

and all other children

6-72 mos. old
RATION Arbitrary
CALORIES 300
PROTEIN (g) 8-10
COST/DAY (Rs)  0.25

Pregnant and Nursing

Women
RATION Arbitrary
CALORIES 500
PROTEIN (g) 25
COST/DAY (Rs)  0.50

W\



CARE Title II Program

The rations distributed in the CARE assisted mother and child
feeding programs in the project states in 1982 are described 1in
Table 4. None of the rations was vitamin-mineral fortified.
Feeding was done on-site for 240 days in Gujarat and for 300 days in
Maharashtra. None of the rations contained sufficient calories to
fill the average 1-3 yerr old child's energy deficit. Only the
Sukhada RTE food in Maharashtra met the specifications for fat and
protein content and quality. The Bulgur ration and the fried noodle
RTE food in Gujarat are bulky and difficult for the young child to
consume. Of &ll the rations the Sukhada RTE food in Maharashtra was
the most nutritionally balanced at the least cost., 1f
vitamin-mineral fortified and distributed in adequate quantity to
close the calorie gap, it would constitute a suitable food
supplement for wuse in AID assisted ICDS. Subsequent to thig
analysis, the price of CSM has fallen 36% as of May 1983, making it
more economical than Sukhada,

ITI Food Delivery Systems

A, Port to State-Level Processing and Distribution Points

Gujarat

The CARE program 1in Gujarat depends on the lighterage port of
Eedi-Jamnagar for receipt oI commodities. Cargo is cleared from the
port within five days and dispatched to CARE/Gujarat's designated
consignees. All Title Il inputs for Gujarat are transported by the
State Civil Supplies Corporation from the state godown to the
district and from there to the blocks and villages. Various modes
of transport are used to deliver food from the block to the
anganwadi including bullocks, camels, and jeeps. Marine and port
losses through Bedi~Jamnagar averaged 1.9% in FY 82. Marine claims
are processed by CARE/New Delhi. Inland 1losses are processed
through CARE's counterpart, the Department of Health and Family
Weltare in Gujarat.

Under contract to CARE, the Anand Milk Producers Union Ltd.
(Amul) at Mogar, Anand is making & ready to eat (RTE) food called
"Mumri gathia" as described in Table 4. To produce one MT of "Mumri
gathia", 925 ky SFCM and 122 kg Oil plus 40 kg condiments (supplied
by the government of Gujarat) are needed. Annually, about 64-5
thousand MT Title LI SFCM and 600 MT Title 11 oil are used for the
production ot this KRIE food. The production loss is approximately
9%Z. This food is packed in 15 kg bags with polyethylene liners, has
a minimum shelf life of 3 months and costs 15 paise per beneficiary
peir day for processing, packaging and transporting. The daily
prouuction rate 18 15-18 MI. Of the 247,000 beneficiaries who
received Amul produced RTE foods in IFY 81/82, most were in the
urban areas and none were from the AID assisted ICDS blocks.



TABLE 4

DESCRIPTION OF TITLE II RATIONS DISTRIBUTED BY CARE IN GUJARAT

AND MAHARASHTRA IN 1982

Ration States Number of Kcal Protein %z of Keal from Protein Cost
of Bens (g) Fat Protein Efficiency ($)*
(000) Ratio
A. 80 g. Bulgur Gujarat 353 345 9.0 21 10 1.0 0.0257
7 g. 0i1
B. RTE Guijarat 247 350 9.0 26 10 1.8 0.0309
80 g. soy
fortified
cornmeal
11 g. oil
C. RTE (Sukhada) Maharashtra 235 425 10.9 23 10 2.3 0.0348
g. soy
fortified
bulgur 10 g.
oil 30 g.
laggery

* Cost exclusive of ocean freight from U.S., local processing and transport as of August: 19, 1981.
Only (D) ration is vitamin-mineral fortified. RTE = Ready-to-eat



-9~

In addition to RTE food for CARE programs, Amul is
manufacturing RTE food for the GOG's ICDS for 3,500 beneficiaries
using local rice, wheat and soy/cottonseed oil. For this, GOG pays
Rs.6.00 per kg which includes cost of commodities, packaging and
transportation to the designated blocks. The RTE ration fixed by
the GOG for ICDS is 80-105 g per beneficiary per day.

Amul officials have not experienced any problems with the
supply of CARE Title Il commodities, except in certain cases they
found SFCM to be gritty which caused temporary shut down of the
plant. Since Title II commodity containers do not indicate the date
of manufacture or packaging, it becomes difficult to determine the
age of the commodities. The Amul officials would prefer to receive
O0il in 55-gallon drums rather than 1 gallon tins to avoid wastage of
approximately 15 g of oil in the bottom of each tin.

The GOG remains undecided on centralized processing of
commodities for the ICDS program. Their decision will have to take
into account: (a) selection of sites for food processing with
sufficient storage, (b) assumption of transportatiocn, packaging and
processing costs, (c) low shelf life of 4-6 weeks of Sukhada which
would be more acceptable for use by under three's than the Amul
produced RTE food, and (d) costs in its distribution at feeding
centers.

Maharashtra

Centrally processed food 18 in use 1in all CARE assisted MCH
ccnters. Title II SFB and 0il are cleared through the Port of
bombay by the Maharashtra Small Scale ..uustrial Development
Corporation (MSSIDC) on behalf of CARE's counterpart, the Rural
Development Department, and trucked to 40 privately owned, small
processing plants throughout the state. Port-interior and transit
losses are minimal, 1.4% from FY 79-81,

The Government of Maharashtra (GOM) has contracted directly
with the processors (primarily located at district towns) to produce
Sukhada as described in Table 4. Procesgors are paid 2! paise per
ba2neficiary per day to cover the costs of (1) tcansporting
comnodities from Bombay to the units and on to the feeding centers,
(2) jaggery, (3) administration, and (4) production of Sukhada. 'lhe
GOM pays the processors in pare form a 95 patse "Nutrition Cess" on

bustares in Bombay. The processors, after meeting the above costs,
make a 4 paise per beneliciary per month profit. This resullts 1n a
minimum profit of Rs$.8,000 per month per unit, Processors are

respousible tor travnsportation of Sukhade from their units to the
feeding centers. The processors are contractuaily responsible for

(t
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reaching an agreed number of beneficiaries in a given geographic
area. The beneficiary level is negotiated on the capacity of the
processing units. The average number of feeding centers served by
each unit is 50 within a 150-200 km radius. Sukhada is transported
to the block level by truck. The Child Development Project Officer
(CDPO) or Block Development Officer (BDO) is responsible for
ensuring the movement of Sukhada to the anganwadis.

Sukhada is packed in 25 kg plastic-lined paper bags, has a 4-~6
weeks shelf life, and at any time a center does not have more than
one month's stock. Processors are required to furnish reports every
month. The units are regularly visited by CARE field officers.
Quality control testing is done once a month. Processing units in
the Nagpur area have formed a cooperative for collecting and
forwarding commodities thereby saving time and money.

Although Sukhada processing works relatively well, processors
face several problems in the implementation of their contracts:

1. Uncertain contract duration and untimely reimbursement of costs
by the Rural Development Deparctment.

2. Long waiting period in case of the Nagpur producers'
association in completion of formaliti:s to get commodities

released.

3. Making arrangements to lift commodities from MSSIDC warehouses
which sometimes requires several days.

B. Supply Efficiency Ratios

CARE routinely monitors delivery of commodities to the block
level in a measure known as the Supply Efficiency Ratio which equals:
Food Delivered
Food Required
Less is known about the regularity of delivery of commodities from
the block to the anganwadi, but CARE has provided some SERs for the

sub~block level in the project states.

Supply Efficiency Ratios for Delivery to the Block in 1981 (%)

State Dec-Mar Apr-July Aug-Nov Average
Gujarat 95 187 97 126

Maharashtra 90 97 89 91
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Supply Efficiency Ratios for Delivery to Feeding Centers in 1382 (Z)

State Dec~-March April-July
Gujarat 159 142
Maharashtra 90 59

CARE data as verified by USAID during visits to each of the
celected states in 1982 suggest that supply of Title II commodities
should not negatively affect the achievement of project outputs,
However, delivery to feeding centers needs to be improved and will
have to be carefully monitored during the AID assisted ICDS project.

c. Reporting and Indenting

With some minor variations in form and terminology, each state
uses the same procedures for reporting on commodity distribution and
for indenting fresh stocks. In Maharashtra, the Block Report (Form
I1) details the receipt of Sukhada on the basis of delivery waybills
submitted by the feeding centers. Processors furnish reports to
JARE/Maharashtra (Form 1V) which detail the receipt and stock of Title
I1 inputs, Sukhada production and delivery to feeding centers. In
Gujarat, feeding centers indent to the block level who 1in turn are
supplied by truck from the Central Warehouse Corporation.

D. CARE's Role

CARE controls the flow of commodities from the port to the first
level of storage through the preparation of commodity calls

forward. CARE Field Officers (FO) monitor the flow of commodities
t» the processing plants in Gujarat and Maharashtra as well as to the
block level in both states. CARE ¥0s are also responsible for

conducting the aunual physical counts and verifyiug records including
condemnation and loss disposal at rail, non-rail and transit point
godowns and processing units in Maharvashtra. They also visit every
block twice a year., However, the monitoring of feeding centers or
anganwa2dis below the block 18 piven lower priority by CARE due to time
and personnel constraints.

Food Rcﬂgirnmuugu tor AlLD assinted LCBS

Proposed rations tor ALD agsisted 1CDS are described in Table 5.
These rations will be supplied by CARE through Title 11 and will meet
tne nutritional specitications spelled out at tne beginning of this
section. Consideration had been given to reducing food costs by
providing cheaper, lens processed toods to older less walnourished
children, and by providing three ditferent ration nsizes for different
groups per the [CDS guidelines (Table 3). This approach does not

VL



TABLE 5

DESCRIPTION OF TITLE II RATIONS TO BE DISTRIBUTED IN
AID ASSISTED ICDS BLOCKS IN
GUJARAT AND MAHARASHTRA
FROM FY 84 - 89

Beneficiary Group Food Type Kcal State Years - —————-- Formulation (grams)*-——-—-—
CSM SFB OIL Jaggery

At-Risk Pregnant

(last 4 months) CSM/0IL 600 Gujarat FY 84-86 130 - 16 -

and Nursing

(first 6 months) Sukhada 600 Gujarat & FY 87 89 - 100 16 32

Women Maharashtra FY 84-89

Severely CSM/0IL 600 Gujarat FY 84--86 130 - 16 -

Malnourished

Children .

( £ 36 months) Sukhada 600 Gujarat & FY 82-89 - 100 16 32
Maharashtra FY 84-89

Moderately CSM/OIL 300 Gujarat FY 84-86 65 - 8 -

Malnourished &

Preschool Children Sukhada 300 Gujarat & FY 87-89 - 50 8 16

Maharashtra FY 84-89

*For the preparation of Sukhada type food CSM will be used during FY 84-FY 85.
From FY 86 onwards SFB is likely to be used in place of CSM. There is no change
in the weight, {.e., 50 g CSM/SFB for 300 kcal and 100 g CSM/SFB for 600 kcal.

-Zl-



-13-

appear to be workable in the field because the AWW has difficulty
measuring even one uniform ration size correctly. Since
neneficiaries usually all eat together at the same time, it is very
difficult to provide different types of food to different groups of
children at the same center.

The conclusions of AID's analysis are that to simplify
operations at that angsuwadli and to assure that rations are served
as intended, there should be one type of food for all
beneficiaries. A single portion of this food should meet the 1CDS
standard ration guidelines and contain 300 kcal and 8-10 g protein.
All beneficiaries will receive a single portion except seoverely
malnourished children and pregnant or lactating women who will
receive a double portion. The AWW will have a standard measure (cup
or spoon) for serving a correct single portion, which she can fill
twice for double portions,

Prevailing malnutrition and birth rates (1976-1981) have been
applied to estimate the number of beneticiaries in each category in
rural and tribal anganwadis (Table 6). The number of ration units
of 300 kcal required tor 1004 enrollment and 85% regular attendance
of the target group are also shown. It was assumed that 8.5% of the
total po~ulation would be children under three years of age of whem
15%2 woulu be geverely malnourished and 25% moderately malnourished.
The numbers in the table are just es-imates. There will be no fixed
nimber of beneficiaries per center. Rather the number to be fed
will be based on the actual population, birth and malnutrition and
attendance rates in cach village which will pe determined quarterly
by the AWW.

Another decisior  affecting the food requirements for the
project is whether o tamport blended foods threough the Title I1
progrem, c.g. Corn 3oy Milk (CSM) or whether to bring in fortified
grains like Soy Forrified Bulgur (SrB) and re-process them in India
with local ingredients  to make appropriate  blended fooas 1like
Sukhada. 1In both cases Ticle LI 0il would be req: +ed to serve with
the grain based product to achieve the necegsary enerpy density.
The total cost o the ration ancluding processing and Title [1I
costs, and reasibiliity ave key considerations. The two options
will be emopared hoere,

Option 1 -- Cal ana 01l

The decline in Title Il commodity prices was very significant
in 1982 and 1s expected Lo contioue.  lbne cost ot CSM went from $366
per MT 1n Acgunt 1981 to $234 in May 1983. The tall in prices of
high quality blended foods has wade considerarion ot supplying the
entire ltood input trom Us Title 11 sources wmore favorable. This
option has the following other advantagoes:

N le
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TABLE 6
Estimated Number of Beneficiaries and Ration Energy and
Protein Requirements for Average Rural and Tribal Anganwadis
Beneficiary Group Kcal Protein 100X Coverage of 852 Coverage of
(g) Target Group Targe) Group
Rural Tribal Rural Tribal
At-risk Pregnant 500-600 16-24 9 6 8 6
Women (last 4 mos)
At-risk Nursing 500-600 16-24 11 8 10 7
Women (first 6 mos.)
Severely malnourished 600 16-24 13 9 11 8
( £ 36 months)
Moderately malnourished 300 8-12 21 15 19 13
( & 36 months)
Preschool (32-72 mos.) 300 8-12 40 28 34 24
Total Beneficiaries 94 66 82 58
Total Ration Units of 127 89 111 79

300 Kcal

—
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(a) universal acceptability of CSM &8s a weaning and supplementary
food by all categories of vulnerable grovps in terms of palatibility
digestability, and nutritional specifications; (b) ease in
preparation with no central/local processing, just the addition of
clean water and minimal cooking; and (¢) elimination of the need for
locally supplied ingredients and vitamins and minerals except for
flavoring.

The costs of the CSM and 0Oil and the Sukhada rations are
compared in Table 7. It can be seen that although the cost of the
Title II ingredients is more in the case of the non-Sukhada, CSM and
0il rations, the total cost of this ration is 29-38% less than that
of Sukhada. This cost comparision underestimates the advantages of
CSM because it does not take into account the cost of setting up
small scale processing plants, nor of controlling the quality of the
product they produce.

Option 2 -- Centrally Processed Foods Using Title II and Local
ingredients

Building upon the experience accumulated by CARE, the GOI, and
the project states, Title II foods could be centrally processed in
India with local ingredients into formulations with the necessary
nutritional specifications. Sukhada would continue to be used in
Maharashtra because it is well established there. However, it would
need to be fortified with a vitamin/mineral premix. In Gujarat
Sukhada would be started from FY 87 onwards and as such a plant (P)
would have to be set up there. The estimated cost of setting up
such a food processing plant to serve 100,000 beneficiaries 1is
$.00,000. The estimated processing and local ingredient costs for
supplying Sukhada to AID assisted ICDS blocks in Maharashtra from FY
84 to FY 89 and in Gujaret from FY 87 to FY SS9 are shown in Table
8. These costs wovld have to be borne by the state governments.
While at present the CSM and oil option i8 more cost competitive,
the choice of commodities and processing options should be
reassessed periodically based on changes in the cost of Title II
ingredients. Another factor to be considered is the ability and
committment of the GOI and the states to progressively assume
responsibility for supply of the basic ingredients.

The estimated Title 1I food and jaggery requirements by U.S.
fircal year over the life of the ALD assisted ICDS project are shown

in Table 9. The calculations are based on 100% coverage of the
target group tor 300 days a year using the estimated number of
beneficiaries iu each category from Table 6. The rations used are

those described in Table 5, with Gujsrat receiving CSM and 0il from
FY 84 to FY 86 and SFB, 0il and Jeggery from FY 87 to FY 89 and
Maharashtra receiving CSM/SFB, 0il and jaggery throughout the life
of the project. Severely malnourished cnildren and pregnant and



-16-

TABLE 7

COMPARISION OF ANNUAL COST OF FEEDING A SINGLE
RATION (307 KCAL) FOR 300 DAYS OF LOCALLY DROCESSED
SUKHADA OR CSM AND OIL (8$)*

Costs Sukhada 1/CsM (60 g) and
CSM (50 g) SFB (50 g ) 0il (8 g)
0il (8 g) 0il (8 g)
Jaggery (16 g) Jaggery (16 g)
Ingredients
Title II Foods 5.57 6.05 6.62
Local Foods 1.71 1.71 -
Vitamin/Mineral Already added 0.77 Already added
premix
Processing 2,10 2,10 -
Total 9.38 10.63 6.62

* CCC prices as of May 11, 1983.
Jaggery price as of April, 1982,
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TABLE 8

ESTIMATED COST CF PROCESSING

AND JAGGERY FOR SUKHADA FOR
19 AID ASSISTED ICDS BLOCKS
IN RUPEES (000)

FY STATES PRICE OF JAGGERY PROCESSING TOTAL
& 10X INCREASE COST
'85 ONWARDS
84 Maharashtra 1,320 1,615 2,935
85 Maharashtra 2,290 2,546 4,836
86 Maharashtra 2,510 2,546 5,056
87 Maharashtra 2,770 2,546 5,316
Gujarat 6,710 6,178 12,888
38 Maharashtra 3,040 2,546 5,586
Gujarat 7,380 6,178 13,558
89 Maharashtra 3,350 2,546 5,896
Gujarat 8,120 6,178 14,298
TOTAL Maharashtra 15,280 14,345 29,625
FY
84-89 Gujarat 22,210 18,534 40,744
Ccmbined Total 37,490 32,879 70,369
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TABLE 9

ESTIMATES OF GROSS TONNAGE AND VALUE OF TITLE I1 AND LOCAL

FOOD INPUTS FOR 19 AID ASSISTED ICDS BLOCKS FROM FY 84-89

(June 7, 1983)

FY States = === @mm————— Metric Tons——--—-————— Value $(000)* o/T Total
CSM SFB 0il Jaggery CSM SFB 0i1 Jaggery  (40%2) $(000)

84 Gujarat 4,957 - 610 - 1,160 - 525 - 674 2,359
Maharashtra 1,153 - 185 369 270 - 159 132 172 733

Total 6,110 - 795 369 1,430 - 684 132 846 3,092

85 Gujarat 5,737 - 706 - 1,365 - 638 - 801 2,804
M. _.rashtra 1,819 - 291 582 433 - 263 229 278 1,203

Total 7,556 - 997 582 1,798 - 901 229 1,079 4,007

86 Gujarat 5,737 ~ 706 - 1,502 - 702 - 882 3,086
Maharashtra - 1,819 291 582 - 532 289 251 328 1,400

Total 5,737 1,819 997 582 1,502 532 991 251 1,210 4,486

87**% Gujarat - 4,413 706 1,412 - 1,420 772 671 877 3,740
Maharashtra - 1,819 291 582 - 585 318 277 361 1,541

Total - 6,232 997 1,994 - 2,005 1,090 948 1,238 5,281

..8[-



TABLE 9

ESTIMATES OF GROSS TONNAGE AND VALUE OF TITLE II AND LOCAL

FOOD INPUTS FOR 19 AID ASSISTED ICDS BLOCKS FROM FY 84-89

(June 7, 1983)

FY States = mm——————————- Metric Tons————-————-—- Value $(000)* o/T Total

CSM SFB 0il Jaggery CSM SFB 0il Jaggery  (40%) $(000)

88 Gujarat - 4 413 706 1,412 - 1,562 849 738 964 4,113

Maharashtra - 1,819 291 582 - 644 350 304 398 1,696

Total - 6,232 997 1,994 - 2.206 1,199 1.042 1,362 5,809

89 Gujarat - 4,413 706 1,412 - 1,719 934 812 1,061 4,526

Maharashtra - 1,819 291 582 - 708 385 335 437 1,865

Total - 6,232 997 1,994 - 2,427 1,319 1,147 1,498 6,391

Total Gujarat 16,431 13,239 4,140 4,236 4,027 4,701 4,420 2,221 5,259 20,628
FY

84-89 Maharashtra 2,972 7.276 1,640 3,279 702 2,469 1,764 1,528 1,974 8,438

Total 19,403 20,515 5,780 7,515 4,730 7,170 6,184 3,749 7,233 29,066

_61_
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NOTE TO TABLE 9:

May 11, 1983 prices have been used for calculating the cost
*1  CSM price for FY 84 is $234/MT.
CSM price for FY 85 is $238/MT + 10% per year w.e.f. FY 84,
l.1 SFB price for FY 86 is $266/MT + 10%.
1.2 0il price for FY 84 is $86C/MT and for FY 85 is $904/MT +
10Z w.e.f. FY 86.
1.3 Jaggery price is $357/MT for FY 84 + 10% w.e.f. FY 85.
2 Ocean transport O/T is shown separately (ou CSM;SFB; and
il only).

** From FY 87 onwards a locally processed "Sukhada" type food
is expected to be used in both states. In Maharashtra it will
be used from FY 84 through FY 89,

lactating women will receive double rations. It is assumed that the
10 blocks sanctioned in IFY 82/83 wil' receive food from U.S. FY 84
through FY 89. The 9 blocks sanctior . in IFY 83/84 will receive
food from the latter half of U.S. FY 84 through FY 89, The
estimated fcod requirements are the maximum likely to be needed.
Lower attendance rates and delays in implementation may lower
requirements in the initial years. On the other hand higher
populations or rates of malnutrition and attendance then expected
could increase requirements. Necessary adjustments will be made by
CARE in the Annual Estimate of Requirements. The amount of food
needed by each anganwadi will be determined quarterly by the CDPU
from actual attendance and malnutrition rates and indented from CARE
accordingly. USALD will guarantee, in so far as the Title [1 budget
and commodity availabilities permit, that required levels of Title
I1 food 1inputs for the target group will be provided over the life
of the project. The GOI and state governmments will likewise be
expected to guarantee that 1f additional food is needed, beyond the
Title II projections, to feed lov: r priority «<roups, i.e. children
3-6 years of age and older childien who escort younger siblings =o
the center, that these fouds will be provided by the state
governments or that these lower priovity children will not be fed.
The preferred course of action will be for the GO!/States to provide
some stipend to the AWW or CDPO so that locally available foods can
be purchased. This problem can only be minimized through making the
AWW, her statt and the community as a whole aware that first
priority for receiving ICDS ratious should be glven to walnourished
children under three and to pregnant and nursging women.,

")



ANNEX 8

ANALYSIS OF NUTRITION AND HEALTH EDUCATION (NHED)
SERVICES IN ICDS

Description of NHED in ICDS

Nutrition and health education (NHED) ave an important part of
ICDS. The guidelines of the MOSW are that NHEL be given to all women
15-44 years of age with priority to nursing and expectant mothers.
Special follow-up is to be made of mothers whose children suffer from
malnutrition or from frequent illness. The MHED methods used are:

1. Mass media and ~ther forms of publicity;

2, Special campairno at suitable 1intervals to saturate the
project area;

3. Short courses in the village for about 30 women at a time;
4, Home visits by AWWS;

5. Cooking demonstrations;

6. Utilization of the NHED program of the MOHFW;

7. Incorporation of NHED in the Functional Literacy for Adult
Women classes (FLAW).

The NHED is to be done in conjunction with other ministries'
f-eld extension services, such as those of the Ministry of agricul-
ture, Department of Food and the Ministry of Information and Broad-
casting. The key educator is the AWW through her daily contacts with
the community. She is assisted by the MS, the CDPO and the staff
of the PHC, primarily the FHW and to a lesser extent the FHA. All
these people have received training in NHED and their job descriptions
state that they are to educate the public.

Other state level personnel responsible 1n principle for NHED are
the multi-purpos. Family Welfare Staff - the Mass Education and Media
Of ficer (MEMO - State Level), the District Education aud Media Officer
(DEMO), and the Elock Extension Educator (BEE). Extension agents such
as the BEO (Panchayat) and BEO (Women) have a lesser role tou play but
are to be familiar with major issucs 1n rural development of which
NHED is one.

The following list of basic messages tor NHED has been developed
by AIIMS ana UNICEF and distributed by tne MOSW to all ICDS
functionaries and thair trainers:
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l. Breastfeed as long as possible.
2. Introduce semi-solid food from five to six months.
3. Feed young children from three to six times a day.
4. Don't reduce food in illness.
5. Use the health services available.
6. Get children immunized.
7. Keep vourself and your surroundings clean; drink clean water,

8. Have no wmore than two or three children, two to three years
apart,

fhe list 1is accompanied by 20 components which provide more
details including the importance of maternal nutrition and prenatal
care. The AWW is responsible for promoting increased utilization of
ICDS services in support of the basic messages. Since 1976 when the
basic messages were established, ALlIMS medical congultants to the
MOSW have urged more emphagis on the control of infant diarrhea by
use of home-prepared or pre-packed oral rehydration solution and
growth monitoring and weight cards. The AWW has also been asked “o
provide more population education in support of message 8,

The execution of the NHED component of ICDS is the responsibility
of several agencies. NIPCCD has developed all training syllabi of
which NHED is a part, They have collected NHED materials from all
over India to show trainces along with information on how they can be
ordered. N1PCCD also produces and distributes a small number of
educational wmaterials to nerve 8 prototypes for ICDS, i.e. The
Guidebook for AWWn. However, it is the responsibility of the state
governuents to translate thege materials into local languages and
have them mass produced and distributed. A communications adviscr
has recently been added to the atatf of NIPCCD and they hope tu
expand their involvement in NHED.

The Ministry of Information and Broadcasting (MIB) can dig-
seminate NHED messages through its system of radio, television, films
and audio-visual tield publicity units. The Central Health Education
Bureau (CHEB) has given print materials to its State Health KEducation
Bureeus (SHEB) tor reproduction and distribution within ICDS. A lis.
of CHEB produced brochures, tolders and Posters in Fnglish and Hindi
has been included in the ICDS puidelines and distributed to field
statt by the MOSW. Literacy House, Lucknow, has also piayed a major
role in preparing educational materials in many languages for use
especially in the FLAW classes in 1CDS. The various 1CDS training
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centers are to teach workers NHED techniques. Approximately Rs.125/-
per trainee are provided to enable the workers to pre:are NHED teach-
ing aids from local materials to complement the training materials
provided by the training centers. However, for the most part, very
little time is spent during basic training on techniques for NHED,
and the training provided on communications is ineffective as des-
cribed in Annex 1l1.

At the state level the primary responsibility for NHED rests with
the department in charge of ICDS, e.g. Health, Tribal Welfare or
Rural Development in the three states. Day to day arrangements for
NHED coordination with other agencies and procurement and distribu-
tion of materials is to be done by the deputy director or ICDS pro-
gram officer. A budget of Rs.2,500/- per year per block has been
allotted by the MOSW for this purpese. Since these officers manage
11l aspects of ICDS plus other programs, they have little time for
MED. In many cases the NHED budget is underutilized. For a more
detailed description of the ongoing or potential role of various
institutions in NHED in ICDS see Annex 9.

Limitations on the Effectiveness of NHED

Coveragg

The 1981 PEO Evaluation Report of ICDS projects states that fewer
than half of all anganwadis offered any NHED in 1977. At these, only
19% of all eligible women had ever received NHED. However, 43% of all
preynuat women and 27% of all nursing women had received some NHED.
Tuis is despite the tact that 73%7 of all women reported that they
were aware that NHED was given at the anganwadi. Few -others of
malnourished children are enrolled in the FLAW classes. Instead
these classes are attended more otten by young women without families.
Although this audience is important to reach in terms of future child
upbringing, it is not the audience needed to etfect immediate change
in child health and nutrition.

Behaviorai Change

The PEO reports that ICDS increased coumunity awareness of the
imwortance of professional advice for health and nutrition problems.
However, there may have been a reyression in awareness of proper re-

medidal measures.  When asked what sinould be done in the case of child-
hood diarrhea, 164 ot those polled in the baseline said "Do nothing".
Surprisingly, 214 10 the re-survey said "Do nothing”. The percentage

of respondents stating that they give branded medicines to children
with diarrhea went up substantially 1o the survey interim Jrom 317 to
40%, suggesting that [CDS information concerning diarrheas may have
been incorrect, and contributed to a practice the MOHFW would like to
diacourage.
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Questions concerning food habits were posed during both baseline
and re-survey. According to respondents, the consumption of grcen
leafy vepetables went up from baseline for both children 0-6 years
old of age and pregnant mothers. Similarly, the reported consumption
of fats and oils went up. Pulse consumption, however, went down.
Little can be made of this information, since nothing is known about
the socio-economic conditions during the two surveys. Pulse consuuwp-
tion might have been down due to ponr production, lack of sufficient
income, or greater market demand (pulses sold not consumed). Simi-
larly oil/fat consumption may have gone up because of surplus dis-
posable income rather than a new conviction that fat is important in
the diet.

Significant improvement in nutritional status of ICDS beneficiar-
ies as found in the AIIMS studies indicates that there has been some
positive behavioral change. However, discussions with ICDS officials
at all levels, with professicnals both in and outside of Government,
and with multilateral and private voluntary organizations confirm
that NHED has been less than a complete success. These officials ard
professionals cite a number of rearons why NHED is not working
effeccively.

Role of the AWW

Jne reason that NHED has not been effective is the lack of
contact the AWW has with mothers because chiidren are brought to the
anganwadi by older siblings. Women are not required to work in the
anganwadi and are not at howe duving the day visits of the AWW.
Participation in FLAW classes is low relative to the time devoted to
them. Given her many other responsibilities, the AWW has little time
to make contact with village women either at home or in groups out-
outside of FLAW. The PEO states that AWWs reported spending 8 1/2
hours on activities other than NHED or home visits on which they
reported spending an additional ! hours. The typical AW teaches
preschool, feeds the children and completes her records from 9:00
A.M. to 2:00 P.M. and teaches FLAW for two hours in the afternoon or
evening.

The AWW's use of home-made: teacuing aids and her coverage of NHED
and family planning topics during FLAW is geod. However, as has been
described in the training aralysis (Annex U1l), her training in com:
munications techniques, organtzation of group meetings and prevention
and treatment of the most common health and nutrition problems needs
to be strengthened.

Credibility of iuformation scurces is an important factor for
eftective NEED, The credibility of the AWW io health matters may be
low because she is thought of as a school teacher and not as a nutri-

tion/health worker. If she is thought of as a village health worker,
there is counfusion in the community as to her role vis a vis other
workers.
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Her credibility and effectiveness as a health/nutrition worker
are also hampered by the fact that she is not usually given basic
drugs or vitamins and minerals to distribute. When a village health
worker serves as a reliable gsupplier of basic drugs, the community
begins to seek her advice on non-curative matters. The AWW has an
advantage, however, over the traditional primary health care worker
because she is offering food, a ma jor incentive for people to come to
the anganwadi or be er ~olled in the program.

Role of Supervisory and Health Staff

The participation by 1CDS staff (MS and CDPO) in NHED has been
limited, due to their perceived role as Jupervisors and not educators
and their limited contact with the AWW. At the ratio of one MS to 20
AWWs, she 1s able to visit each village only every 4-6 weeks. Her
visits are not at the time most suitable for family contacts, group
discussions, or village events, i.e. the evening. The problem of
lodging for supervisors is frequently mentioned. The efficacy of
FiWs as NHED educators has been limited by the demands of their other
health care and family planning responsibilities. The training of
the MS in NHED sutfers from the same deficiencies as that for the AWW
and needs to be strengthened as described in the training analysis
(Annex 11).

Communit- - _icipation

The PEO report indicates that community participation in ICDS has
been less than expected. In 1977 only 68% of the anganwadi coordi-
nating committees had ever met. when meetings were held, only
administrative matters were discussed and the committees did not make
an effective contribution to the implementation of the program or to
seeking public cooperation. Community participation in ICDS is im-
portant for improved NHED for the following reasons. Firstly, if
village women take an active role in running the anganwadi, they will
gee what the I[CDS scheme offers, and will receive relevant NHED from
the AWW. 1f every mother of a preschool child contributed two nours
every three months, gufficient contact would be had without hardship
to mothers. Secondly, if members of the village panchayat are
convinced that ICD5 is a good scheme, then the information piven by
ICDS tunctionaries would also be seen ay valuable. Panchayat saunc-
tion and support would increase the credibility of Icbs. Thirdly,
community support at the panchayat jevei would help the AWW gain
access to homes otherwise closed because 0! itgnorance, class or caste
distinctions. Although such access is as wmuch relavea to the personal
relationship ot the AWW to the individual family, and class and caste
will continue to be ilmportant tactovd, ofticial village sanctilon and
active support would help open the cormnunity.
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Community support and participation in ICDS appear to be lacking
because of many factors. There is no regular contact with the village
pancyahats. The BEO (Panchayat) could but has not played an important
role in this effort. Because there has been inadequate orientation of
the panchayat to ICDS, the AWW is often a stranger to these leaders
and as a young woman, she is not welcomed. The MS and CDPO have not
been able to help the AWW gain credibility with the panchayat because
they visit the village infrequently and often spend more time in the
anganwadi than in the community. These supervisors usually vigit the
village during the day when the panchayat leaders are away working.
The BEO (Women) has also not been asked officially to make an active
contribution to the participation of women's groups in the ICDS pro-
gram. The considerable experience of the State Departments of Family
Welfare has not been applied to encourage community and particularly
pat~hayat support for ICDS. Gujarat, for example, developed a suc-
cessful Model Methodology for Involving Panchayat as Change Agent in
its family planning efforts in the sixties for use at village, block
and district level.

The title of the ICCS - Integrated Child Development Services -
implies the multifaceted nature of the program, but from the point of
view of the community, integration may mean little and the wide range
of services available may present some confusion. Many respondents
in the PEO study thought of 1CDS only as a preschool education or
feeding program and were unaware of the services provided for mothers
or the health aspects of the program. The establishment of a project
identity may be important for ICDS, particularly in the carly phases.
Although an explanation of the many different services of ICDS, their
importance, and their function may help engender community participa-
tion and utilization of the scheme, fostering the idea that the
anganwadi is a unique institution may aid community perceptions.

Given the successtul use of weight cards as cowmunity teaching
tools in other countries, it 1is surprising that they are not used
more extensively for this purpose in 1CDS. Weight cards cen be used
to focus community attention on child growth as an attainable goal.
In order for growth to happen and be scen on welght cards, children
must be fed properly, immunized and given oral rechydration for diar-
rhea. Weight cards, in addition :o being a persvasive educational
technique for the motivation of individual mothers, can also be used
for collective motivation.

NHED Planning

The basic list of messages for NHED #accurately refects those few
practices that would be most beneficial for improving the health and
nutrtion situation of Indian children. However, beyond the list of
messages, no strategies have been developed for assessing the reasons
why these practices are not being followed, techniques for convincing
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parents of their value, and simple instructions for parents to act on
the messages. This lack of planning and absence of an NHED strategy
results in great variation in NHED from one anganwadi to another.
Sertain misinformation is conveyed along with messages upon which a
family cannot act due to lack of more detailed guidance.

Weaning is a good example. There is no argument that supplementa-
tion of mother's milk at 5-6 months should be encouraged through small
but frequent feedings. However, in most villages fuel is scarce,
storage facilities for cooked food are inadequate and unsanitary, and
women are often away frem the home leaving infants in the care of
older siblings or grandparents. Given these constraints to mothers
acting on the message, what solutions can be proposed? Recipes for
inexpensive, locally available, encrgy-dense, easy to prepare, wean-
ing foods need to be provided. Perhaps more sanitary storage tech-
riques can be developed so0 that the child's food can be cooked once a
day. Can a ready to eat food be made in a large quantity at home or
centrally 1in the village to which the mother need only add clean
water before serving? Can food eaten by adults be appropriately
modified for young children, e.g. chappatis soaked in tea? Is better
intra-family food distribution possible given local traditions?
Techniques need to be devised for providing NHED to older children
who take care of toddlers. Similar ustretegies need to be developed
for the other messages.

The question ol NHED priorities is also critical. Can the AWW
effectively promote better environmental sanitation, when such im-
piovements are likely to take more physical and tinancial resources
than presently available in backward areas? Should she talk about
the importance of breastfeeding, when the length of breastteeding in
rural India often exceeds one year? Alth.ough there can be no argu-
ment coacerning the importance ot all the banic messages, it may be
necessary to limit them to insure the cred vility ot the AWW, the
possibility of them being acted upon, and a direct relationship of
the messages to actions to prevent infant mortality, 1.e. diarrhea
control, immunization, and supplemental teeding of young children and
pregnant and lactatinyg women.

Utilization of Available Technical Resources and Innovative approaches
LAR) L L ; AL, P b

The medical consultants through AIIMS provide invaluable assisg-
tance in the health and nutrition comporeats of [UDS.,  However, they

do wnot have tne time or requisite skills in education, sociology,
anthropology, economics, comaunilcations, etc. aecessiry to plan an
NHED strategy. Simtlarly, the major educational organizatioas, such
as NIPCCD or NUERT either have little expertence 1o such communilca-
tions planning or have had little opportunity to provide technical
assilgtance. Farthermore, government and privnrv agenclies with the

recuisite experience have not been ftully utilized. CHEB, skilled in
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the training of health workers in health education and experienced in
the production of health education materials, has participated in
only a marginal way. 1Its main function has been to supply existing
print materials to ICDS workers.

The MOHFW has perhaps the greatest experience through desigr and
execution of motivational family planning campaigns throughout Incia,
yet, has played only a minor role in the NHED component of ICDS.
Since a strengthened NHED program will require the same campaign
planning and implementation skills associated with India's family
planning efforts, the MOHFW should play a more active role.

Since ICDS is not directly implemented by the health and family
welfare departments in most states, the BEE, MEMO and DEMO have not
been utilized for NHED in ICDS. The SHERe  have the capacity for
producing audio-visual materials for ICDS, but have frequently rot
been used at all or just asked to reproduce already develcped
materials. The various divisions of the MIB also have a lot to con-
tribute to NHED in ICDS through radio, films, songs and drama but
they have seldom been asked to do so (see Annex 9). Most NHED in
ICDS is donme through face to face communication and few other media
or innovative approaches such as film, radio, mime or folk drama have
been tried. The AWW frequently lacks teaching aids for NHED and
materials in local languages or for use by illiterate women are
rare.

Although ICDS guidelines recommend the use of the Ministry of
Agriculture, Department of Food's Mobile Evicnsion Units, little
atteupt has been made to use them or the many other mobile units and
vehicles available at District and Block level for showing films.
Common reasons for not showing films in ICDS are too few jeeps and
working projectors to cover all villages more than once a yedar. Film
prints and fuel for the Jeeps are costly. Maintenance of projectors
18 a problem that has caused UNICEF to cease supplying them. However,
the Department of Health and Family Welfare in Maharashtra plauns to
purchage 300, 16 mm film projectors so that each district will have
8-10 projectors tor use with all the district and block health
vehicles. A driver will be trained as a projectionist for each
vehicle. The state has purchased 2,000 prints ot 20 health, nutri-
tion, and tamily planning films from MIB's Films Division, many cof
which ar¢ relevant to 1CDS. To increase attendance, the state plans
to purchase prints of popular Hindi films (Rs.10,000 cach) which are
a guaranteed big draw for rural audiences. The educational films
will be shown during intermission. However, given the number of pro-
jectors and vehicles available, there still will protably be no more
than one film showing per village every ten months. In Gujarat it
would appear that with the existing vehicles, projectors and money
available for NHED, more films could be shown in ICDS if these re-
sources were better coordinated.
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All India Radio (AIR) frequently broadcasts health and nutrition
messages but has not been asked to dc so expressly for ICDS. Radio
could be a promising channel for NHED in ICDS and for publicizing the
inauguration of new ICDS blocks. Recent estimates suggest that 90%
of India's population is within listening range of radio broadcasting
and that there are 20 million licensed radio sets in the countryl/.
There probably are equally as many unlicensed. Local confirmation of
these figures by any objective means is impossible, but consensus has
been that radio does not penetrate as effectively as could be hoped.
Even if one were to use a 40 million radio sets figure, and multiply
that by five listeners per set, the estimated coverage would be only
200 million out of the total population of 700 million. If one as-
sumes that half of there people are children, then the projected
radio listenership for adults might approach 66% of the total adult
population. Such projections, however, should only be regarded as
speculations.

1/ India - Report of Mission on Needs Assessment for Population
Assistance, No.l2, UNFPA, April 1979.






distribution to anganwadis. Slides for cinema halls on
breastfeeding have been prepared from the same artworks as the
posters. Other slides are prepared on an ad hoc basis. Little
emphasis is given to slides by CHEB although those produced are of
uniformly good, technical quality.

Filme are also conceived at CHEB, then produced by Films
Division, MIB. A film on Oral Rehydration Therapy is presently
under production. Films Division has a catalog of films sponsored
by CHEB and the MOHFW available on request. Of relevance to ICDS
are the films on malsria and neonatal tetanus. The CHEB estimates
that approximately 10 films per year are produced by Films
Divigion. Many quickies of 2-3 minutes duration have been produced,
most on family planning, and may have been included in CHEB's count,

The following training activities of CHEB are perhaps its most
important function:

1. A Post-graduate course of one year ending in the degree of
Master in Health Education. This course for M.B.B.S.
graduates, usually of the MO level in government, is executed
in conjnuction with Delhi University.

2. A three-month certificate course in Health Education for
paramedical personnel of the FHA level. Two courses are
given per year, with 30-35 students per course. The syllabus
is thorough, and well organized, presenting participants with

communication theory, bagic sclence, epidemiology,
educational psychology, social and behavioral science, health
education and community organization. This course has a

practical, field component, organized and executed by the
Field Study and Demonstration Division and although designec
for FHAs, it is open to all candidates recommended by local
officials. Although FHWs could participate, it appears that
the course might be too advanced for them.

3. A one-month health education course for Medical Officers
(usually MO, but also DHO level). The syllabus is an
abbreviated version of the 3-month course. All basic health
education 1os3ues and their socio-cultural context are taught.

4. A one-month media course for artists, and audio-visual
technicians.

5. A two-month course in specialized Health/Family Planning
Education for DEMOs, two courses per year (syllabus not
available).



The Field Study and Demonstration Division and its affiliates at
the state level, provide field training as part of all health
education courses.

The CHEB represents a potential resource for the training of
ICDS personnel. The Director of CHEB indicated his willingness to
include medical and paramedical personnel in CHEB's existing
training programs and to develop shorter, more specialized sessions
for ICDS. In addition, he would allow CHEB professionals to advise
on regional training and to participate in this training.

Ministry of Information and Broadcasting (MIB)

The MIE has a variety of resources of potential usefulness to
ICDS: All-India Radio (AIR) - a national radio system comprised of
uany local stations per state; Films Division which produc s most of
tne educational films in India; the Division of Field Publicity
which distributes and shows films through mobile units; the
Directorate of Advertising and Visual Publicity which produces
(although usually does not design) audio-visual materials; and the
Song and Drama Division,

AIR

All-India Radio 18 a promising channel for disseminating
information concerning health and nutrition and for publicizing the
inauguration of new ICDS blocks. Although AIR has broadcast health
and nutrition messages frequently, there has been no expressly
established link between the ICDS scheme and AIR, although station
directors indicated their willingness to participate. For this
closer relationship to occur, a directive would have to come from
MIB, indicating what is expected from local stations who do nearly
90% of their own production (only short national news and
information programs come from Delhi via the network). In
principle, coordinating mechanisms already exist between the MOSW
and MIB.

Frequent meetings are to be held by MOSW with representatives
from all MIB Divisions. Although these meetings may orient MIB
ot“iciala ~2nd sensitize them to NHED priorities in ICDS, more
detailed program 1deas wust be given to AlK. Prior to the
inanguration of 1CDS blocks in AID funded areas, for example, the
MOSW wou!ld have to specify intormation to be broadcast, the timings
(coordinated with local eveats), the emphasis and priority to be
given, and how long the information ehould continue. A detailed
broadcast plan would have to be developed and agreed upon between
the two Ministries before any comprehensive campaign could begin,



Films Diviasion

Films Division, Bombay, produces health, nutrition and family
planning films for the Government of India for nationay
distribution, dubbed in local languages where required. One
criticism is that most of Films Divigion's films are made in Bombay,
and hence lack the regional variety needed in a multi-cultural
society. However, a main strategy in the Sixth Plan was to shift
the thrust from making films for the All-India circuit in 16
languages to decentralized film making in support of extension.
However, no evidence of this shift in policy has been noted.

Division of Field Publicity

The Division ot Field Publicity had 221 mobile units throughout
the country in 1979. These mobile units organize film shows and
village entertainment. The Sixth Plan states, however,that "the
integration of these units with development activities in these
areas requires to be strengthened". This view was corroborated
during field visits to Maharashtra and Gujarat. Local officials,
although citing the Field Publicity Units as potential resources,
stated that they were unsure of the best way to use them. No
attempt had been made in the two states to see that the units had
been furnished with existing health and nutrition films and had been
given inatructions as to which ICDS villages to visit,

DAVP

The Directorate of Advertising and Visual Publicity is
responsible for the production of print material. In terms of NHED,
its primary function has been the printing of material designed by
CHEB. It has, apparently, no more than a production role.

Song and Drama Division

The Song and Drama Division, which has 16 offices throughout
India, utilizes live entertainment media to make the masses aware of
various national programs and objectives. Although this Division
has not been used to any appreciable extent in the states visited,
increased utilization of it should be considered, particularly for
the dissemination of information for public groups at block and
district level,

UNICEF

Of most relevance to the proposed AID assisted ICDS blocks is
the provision by UNICEF of slide projectors, film strips and slides
to every CDPO and every training inatitution for AWWs, MSs, and
CDPOs. This includes all new training centers which serve ICDS.



The use of these slide projectors for new NHED training material 1is
a strong poseibility. UNICEF is hoping to provide enough equipment
and raw stock of film to NIPCCD to make them self-sufficient 1in
training slide production. Funds have already been provided by
UNICEF for the production by NIPCCD of flash-cards for ICD5 training
centers.

CARE/Gujarat and the Vikram Sarabhai Community Science Center (VSCSC)

These two organizations are involved in an upgraded mother and
child feeding program called the Integrates Nutrition and Health
Action Program (INHAP), which includes an innovative approach to
MHED. The local worker 1is asked to concentrate on a centrally
assigned theme or problem each monch and she is provided materials
for teaching mothers which have becn produced by VSCSC. The VSCSC
has conducted applied research and developed a number of innovative
toys and games to teach science to young children and to adults.

Indian Space Research Organization (ISRO)

The ISRO has been operating a direct, line-ot-sight television
service to village communities around Ahmedabad. Although they have
no plans to increase broadcasting, they have oxtensive research
experience and could do field testing and market-type research for
n:w materials/media for 1CDS.



ANNEX 10

ANALYSIS OF PRIMARY HEALTH CARE SERVICES IN SUPPORT OF ANGANWADIS

For the project goal and subgoal to be met, the GOl must offer
selected primary health care services important for child mortality
reduction and must achieve a reasonable level of coverage of the
target group so that improved nutrition is sustained by improved

health.

Coverage of the Target Group: Both the PEO and AIIMS Reports
contain 1977 data on primary health care coverage at anganwadi
sites. The PEO Report also has data from the previous year for some
indicators so a limited trend analysis can be done.

Regarding pregnancy care services, the PEQ Report shows strongly
positive trends for coverage with iwmmunizations (doubled) and health
check-ups during pregnancy (quintupled). However, the base was low
so that in 1977, only 61% of anganwadis reported the availability of
tetanus toxoid (TT) injections for pregnant women. At those sites,
the coverage with one TT injection was about 10% of rural pregnant
women and 23% of tribal pregnant womeu (two is the minimum recommen-
ded). Analysis of six AIIMS ctudies covering 48 anganwadis in six
states found that 29Z of pregnant women had received one injection
and 14% had received two injections during pregnancy.* In the PEO
Report 594 of anganwadis reported cthe availability of prenatal
check-ups and coverage at those sites was 204 of rural women and 13%
of tribal women for at least one check-up. Analysis of AIIMS data
showed 51% of rural and tribal women reported having a health check-
up during pregnancy with 21% reporting two or more. Anemia in
pregnancy is a major problem in India with 21% of pregnant women
reported to have pallor 1in the ALIMS studies. For both prevention
and treatment of anemia, iron/folic actid tablets are used. The PEQ
Report showed no rural women reporting having reccived iron/folic
acid tablets while 27% of tribal women did report receiving them.
The ATIMS data showed that 46% of rural and tribal women reported
receiving iron/tolic acid with 21%¥ reporting regular receipt of
tahlets. 0f women with pallor, 384 reported receiving treatment.
The PEO Report inquired about health referral and found that only 4%
of rural pregnant women and no tribal women reported visiting a
health worker on tie advice of an AWW.

Regarding delivery services, no trend data are available. The
ALIMS data confirmed the strength of traditional delivery practices
in rural and tribal India as cnly 5% ot wowen reported delivery by a

*The AlIMS data on pregnancy should be cousidered as low estimates
as they are based on "currently pregnant women',



doctor or hospital; 17% by a government Female Health Worker (FHW or
FHA); and 16% by a trained dai. Thirty-one percent of deliveries
were by untrained dais and 30% by relatives or neighbors. 1In addi-
tion, great diversity is found between states in the sources of care
for delivery.

Regarding child care services, the PEO Report showed strongly
positive trends for coverage with immunizations (doubled), hea’th
check-ups (quadrupled), and health referral (nearly doubled).
Again, the base was low with 592 of anganwadis reporting the avail-
ability of immunizations for children. Those sites reported 10%
coverage of rural children and 8% covorage of tribal children iu the
0-12 month group with at least two DPT injections (minimum recommen-
ded). For the 13-36 month group, reported coverage with two DPT
injections was 13% for rural children and 8% for tribal children.
Regarding health care check-ups, the PEO Report showed 581 of
anganwadis reporting the availability of health check-upa. Those
sites reported a coverage of 172 and 8% for rural and tribal
children in the 0-12 month age group with one or more check~ups,
For the 13-36 month group, the coverage was 21 and 8% for rural and
tribal children. The PEO Report inquired about health referral
andfound that only 2% of rural children and no tribal children were
reported to have visited a health worker on the advice of an  AWW.
No data are available on utilization of health scrvices by children
0-3 years of age when sick. However, analysis of AIIMS data showed
that only 54Z oif all people dying during the study period had
received any medical care by a doctor of the government health
system.

ALIMS data (1980-81) taken from household surveys in 53 project
areas showed an encouraging trend in the anumber of children who evev
received a health check-up or Vitamin A supplement. The rural health
system itself has been undergoing & major expansion (Model Plan)
which began i1n 1978 and is due for completion by 1989 with additional
statt at the village, trained udais (midwife) and Village Health
Guides (VHG), and additional statf at the sub-center level, a Female
Health Worker (FHW) and « Male Health Worker (MHW) for ¢ach 5,000
people. It should be posaible to achieve project plans for increased
coverage of the target group with immunizations, health check~ups,
oral rehydration, vitamins/minerals and delivery care due to these
additional health workers,

Time of the Health Workers for Support ot the Anganwadi: The

health workers wave many responsibilities beniden support  of the
anganwadi.  They are responaible tor maternal and child health
services, control of communicable discase, illness care, sanitation,
and health cducation tor all of the population in their catchment
area. Perhaps, wmost jmportantly, they are the backbone and prime

focus of the family planning etforts of the GOl in rural and tribal



areas. As such, they do not view support of ICDS as a major respon-
sibility, and expectations that they might visit the anganwadi more
frequently than once every 1-2 weeks are unrealistic. An expanded
and strengthened coordination role of the MS will, however, help
keep FHW and VHG support for the anganwadi at a reasonable level.

Coordination between the Anganwadi and the Health System for
Primary Health Care Services: Since the inception of 1CDS, the
Auxiliary Nuree Midwife (now called Female Health Worker) has been
the main worker for health support .f the argenwadi. 1In general,
the AWW and the FHW work independently but are coordinated at the
block level. The FHW is to visit each anganwaai weekly (each has up
to five anganwadis in her service area) but there are no available
data to know 1f this is generally practiced. The USAILD consultants,
visiting in 1981, did not feel that this coordination was effective
aue to high numbers of vacant posts, inadequate supplies and equip-
m2nt, lack of orientation of the FHW about cooperation with the AWW
and the many other duties of the FHW.

Coordination between the AWW, the VHG, the trained dai, and the
FHW is essential to insure the regular check-ups planned for angan-
wadl communities and also to achieve an improvement of referrals so
that sick malnourished children receive treatwent promptly, and
at-risk pregnant women receive adequate care by the FHW with referral
as appropriate. Project plans to implement the Model Plan so that
anganwadis have adequate health support, to employ the trained dai,
to monitor closely and minimize vacant posts, to retrain existing
health statf as required, to improve th~ supply of drugs, and to
streugthen the number of MSs who cau assist in coordination of the
FHW's support tor the anganwadi should insure that the health
services necessary for achievement of the project goal and subgoal
will be delivered,



ANNEX 11

ANALYSIS OF ICDS TRAINING SUPPORT SYSTEMS

The expansion of ICDS to cover 1,000 blocks throughout India by
1985 is dramatically increasing the demand for trained functiona-
ries. Training in ICDS consists of: a) Basic training of AWW, MS,
CDPO, and their trainers; b) Continuing education for these workers;
and c¢) Orientation for health staff and state and district officials.
Chart 1 depicts the financial and administrative responsibilities
for ICDS training.

Bagic Training

Table 1 summarizes the number of training certers, class size
and duration, annual capacity and budget per center, and the co-
ordinating body for training each level of ICDS worker. Training is
to be done by three tull-time instructors plus part-time instructors
and guest lecturers with expertise in nutrition, child development,
preschool education, social work, and extension education. Basic
training is residential. A list of the training centers for ICDS
functionaries in Gujarat aud Maharashtra can bte found in Annex 12.

Two organizations oversee the basic training of ICDS function-
aries: the National Institute of Public Cooperation and Child De-
velopment (NIPCCD) and the Indian Council for Child Welfare (ICCW).
Under the aegis of the MOSW, NIPCCD, an autonomous body, performs
functions of research, training and consultancy in the fields of
Public Cooperation and Child Development. It has responsibility for
training all CDPOs and for coordinating the training of all MSs and
their trainers at 26 institutes throughout the country. Training of
CDPOs takes place at NIPCCD headquarters in Delhi and at its regional
field units in Bangalore and Lucknow. These regional field units and
a1 additional one in Gauhati aleso train MSs. The other 23 centers
wh-ich train MSs are supervised by, but 1ndependent of, NJPCCD. The
syllabi for training uDPO, MS, AWW and their trainers have been de-
veloped by HNIPCCD. A Manual for Middle Level ICDS Training Centers
was prepared by NIPCCD in October 1982. Trainers of MSs are pre-
pared tor thelr job by attending the tirst week of the training pro-
gram for CDPOs at NIPCCD. In addition NIPCCD holds a semi-annual
meeting of representatives of all tne MS training centers to review
progress.,







Table 1

CHARACTERISTICS OF BASIC TRAINING FOR ICDS FUNCTIONARIES

Anganwadi Mukhya Child Development
Worker Sevika Project Officer
Number of Traiming
Centers¥ 200 (36) 26 (4) 1 (0)%*
Class Size 50 40 30
Course Duration®¥*
(months) 4 3 2
Number of Classes
Per Center/Year 21/2-5 3 17
Lkecurring Budget
Per Center/Year
(Rs.000) 138-276 466 1,785
Coordinating Body ICCW NIPCCD NIPCCD
NOTES: * () Number of centers in Gujarat and Maharashtra.

** CDPOs are trained mostly at NIPCCD in Delhi but also
at the NIPCCD regional Field Units in Bangalore and

Lucknow.

#%% Jlliterate or semi-literate anganwadi workers are
trained for 3 months instead of 4 since the teaching
of functional literacy to adult women has been
deleted from their responsibilities.
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TABLE 2

ICDS F/INCTIONARLES 10 RECEIVE BASIC TRAINING

Functionaries 1982-83 1983-84 Total
AWW 27,250 33,300 50,550
*MS 1,372 1,628 3,000
*CDPO 320 380 700

* MS ratio to AWWs:

Urban Blocks 1:25, CDPO - 1 per block.

FACILITY AND STAFF REQUIREMENT FOR AWW & MS TRAINING¥

TABLE 3

tribal blocks 1:17, Rural Blocks 1:20,

Anganwad1l Workers

Mukhya Scvikas

82/83 83/84 82/83 83/84
Courses 545 666 34 41
Training Centers 218 266 11 13
Instructors 654 798 i3 19
*320 Blocks in 82/83 and 380 blocks in 83/84.,
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Table 4 projects the national needs for training of AWW instruc-
tors in batches of 30 with two, two week courses per year per train-
ing center,

TABLE 4

TRAINING OF INSTRUCTORS FOR AWWs

1982-83 1983-84
Courses
Required 22 27
Centers 11 14

The number of AWW training courses required is the sum of the ex-
pansion requirements plus the courses required to eliminate the back-
log of untrained AWWs who are currently in service. The MOSW has cal-
culated the number of untrained workers in each state and current
training projections include these workers. Although many officials
express confidence in the ability of the expanded system to meet the
defined training outputs by March 1985, it appears fairly certain
that the backlog will complicate and retard efforts to reach targets.

The high rate of personnel attrition adds to the 1982-83 train-
ing burden. High turnover of MSs and AWWs has been reported by state
officials, CDPOs, MSs and AWWs, but no study is available which docu~
ments rates of attrition. Estimates of attrition since the program
began range from 20 to 40X of the work force.

Training Capacity (Gujarat and Maharashtra)

Tables 5 and 6 show the demand and capacity for training AWWs
and MSs in the two states proposed for AID assistance, and the
number of additional centers required to assure that all training
for 1CDS blocks sanctioned through IPY 83-84 is completed by the end
of the Sixth Five Year Plan, i.e. March 1985. Capacity for training
MSs is uadequate even at the increased rate of superviaion proposed
for Gujarat (1 MS : 10 AWWs). It can be seen in Table 6 that the
capacity for training AWWs is less and three additional training
centers will be required in Gujarat to service all ICDS blocks
incliding those assigned to AID.
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The AID estimates of number of MSe requiring training in both
states are higher than those of che MOSW and NIPCCD. AID's esti-
mates are based on 1981 block populations and a rutio of 1 MS : 10
AWL in Gujarat and the usual number of supervisors in Maharashtra.
Likewise, AID's estimates of number of AWWS needing training are
higher than those of the MOSW (Tables 7 & 8).

TABLE 5

NUMBER OF MSs TO BE TRAINED AND CAPACITY*

Gujarat Maharashtra

Number of Training Centers 2 2
MS Capacity 240 240
USAID MS Requirement*

82/83 218 16

83/84 63 45
Non-USAID MS Requirement

82/83 75 150

83/84 54 163
Backlog thru 81/82%* 42 62

Total Requirement
82/83 335 228
(including 81/82 backlog)

83/84 117 208

Projected Backlog
84/85 0 0

Additional Centers Needed to
finish Training by 3/85 0 0

Number of Centers Needed
for USAID MS* Requirement 3/85 1 1

*Aggumes 1 MS : 10 AWW in AID assisted ICDS in Gujarat.
**Information from M.K. Miglani, MOSW, July 1982.
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TABLE 6

NUMBER OF AWWs TO BE TRAINED ARD CAPACITY*

Gujarat Maharashtra

Number of Training
Centers 13 23
AWW Capacity 1,625 3,000
USAID AWW
Requirement

82/83 2,135 318

83/84 630 795
Non-USAID AWW
Requirement

82/83 1,208 2,79

83/84 1,013 2,892
Backlog thru 81/82% 696 1,235
Total Requirement

82/83 4,039 4,347
(including 81/82
backlog)

83/84 1,643 3,687
Projected Backlog

84/85 2,432 2,034
Additional Centers
Needed to Finish
Training by 3/85 3 0
Number of Centers
Needed for AID
Requirement through
3/85 7 3

*Information from M.K. Miglani, MOSW, July 1982.
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TABLE 7

GOI TARGETS FOR AWW TRAINING IN PROPOSED USAID PROJECT STATES*

Total No. of .AWW

Yearly Targets
Trained by Macrch 1985

Maharashtra 5,000 1,700

Gujarat 2,800 950

*Figures taken from Letter No. D.0. 3-1/82 TR - Sent to ICCW by
Mr. Miglani dated February 8, 1982.

TABLE 8

TRAINING BACKLOG IN USAID PROJECT STATES*

State AWW Backlog AWW New Total Training
1982-83 Requirements Requirements
1982-83 1982-83
Matarashtra 1,235 2,2:0 3,435
Gujarat 696 950 1,646

*Informecion from M.K. Miglani, MOSW, July 1982,
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The MOSW had suggested to ICCW that some of the backlog in AWW
training could be alleviated by running two AWW courses of 50 stu-
dents each simultaneously in centers with adequate facilities and
conducting 2.5 such scesions Per year to train a total of 250 AWWs
instead of 125, However, only one of the 36 training centers in
these has enough faculty, classroom, or hostel space to accommodate
100 students simultaneously . Many training centers have to hire
additional classroom and hostel 6pace and faculty to accommodate
even 50 students, especislly in tribal areas where most of the AID
assisted ICDS blocks will be located. The solution has therefore
been to open new training centers and to hire additional space as
needed.

For AID easisted blocks, 8 CDPOs will need to be trained in
82/83 and 9 in 83/84. This should be an easy target for NIPCCD to
fulfil with their ranual capecity of 500. Given the large popula-
tion of sowe of the AID aseis._ed blocks and the increased numbers of
MSe, there will als» be a nced to provide assistant CDPOs. Estimates
of the number of CD’0s and assistant CDPQs required for AID asmsistel
ICDS blocks are giv'n in Table 9.

TABLE 9

TRAINING REQUIREMENT FOR CDPOs AND ASSISTANT CDPOs
IN AID ASSISTED BLOCKS

Gujerat Mahardshtra
CDPOs
82/83 Blocka 6 2
83/84 Plocke 3 6
Assistant CDFOs
82/83 Blocka 12 2
83/84 Blockn 2 2

A total of 18 nuenintant CDPOs will need to be trained for which
there is no ravigion in any training center. 1t is suggested that
they attend t5. two wonth courne for CDPUs at NIPCCD. USAID ARBuUmen
NIPCCD can  accommodate thege additional trainces with available
atatt and tacilitiesn,
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Quality of Training

A recurrent theme among the administrative personnel of ICDS is
that the timely expansion of training capacity nationwide is of pri-
wary importance. In contrast, there is little emphasis on monitor-
ing the training process. The quality of training efforts is gene-
rally assumed to be adequate and there is no systematic assessment
of the effectiveness of the training of ICDS workers or their in-
structors. No pass/fail performance standards exist to guide the
instructors to evaluate the acquisition .” knowledge and skills by
ICDS trainces. As a result, the individual job performance of AWWs,
MSs ami CDPOs varies greatly. The ICDS training centers, for the
most part, are not producing workers who can effectively deliver the
nutrition and health components of ICDS to achieve a rvduction in
malnutrition, worbidity and mortality among children and mothers,
The areas in which the ICDB training program could be improved will
be discussed.

Syllabi

Thi wyllabl designed by NIPCCD for training the AWW, HS, CDPO,
and their instructors were revised in 1982 to include population
educaticn and detection of childhood disabilitices. The syllabi have
been distributed throughout the country to all training centers. A
syllabus for training illiterate and cemi-literate AWWs 1is under
prepavation by NIPCCD.

The syllabus tor AWWs allocates 220 of the 5u0 course hours to
nutrition and health, i.e. 39Y of the total teaching time. The
syllabus wsuggesta exteusive practical or field expericence which
demonstrales NIPCCD's appreciation for the value of experieantial
learning 1in vocational training. Table 10 diaplays the distribution
of clavsrocn and practical training time for health and nutrition
topice in the ayllabus.

TABLFE 10

DISTRIBUTION OF AWW _TRAINING TIME IN NUTRLTION AND HFEALTH

Classroon Practical Total (560)

Nutritica 53 (42%) 72 (S8%) 125 (221)

Hesalth 60 (50%) 60 (50) 120 (21%)

-
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in the anganwadi. Instructors need to increase their applied know-
ledge zri be given explicit guidelines for teaching the following
esgential skills:

1.

10.

ll.

12.

Identification and follow-up of at-risk pregnant and nurging
women.

Nutritious diet during pregnancy and lactation; iron and folic
acid supplements.

Monitoring growth of children 0-6 years of age by weight and arm
circumference; how to tuke weasurements, plot on child's card,

interpret data and advise parents.

Quarterly community nutrition surveys to identify target group:
collection, analyses and use of data for monitoring the program.

Care of nevwborn, especially low birth weight infants.
Feeding of children 0-36 months of age and 36-72 months of age
with nutritionally balanced, locally available, convenient and

inexpensive foods at home and at the anganwadi.

Nutrition rchabilitation for malnourished children at home and
at the anganwadi.

Prevention, recognition and treatment of Vitamin A deficiency
bliudness,

Imnunization schedule; identification and referral of non-
tmuunized chiidren and pregnant w-aen.

Recognition ot common childhood health problems and referral,
i.e¢. cough, fever, rash or diarrches.

Prepsration  and  adminwstration ot  orul rehydration solution
(ORS) for diwrvaea and teachling mothers to do so.

Comvun.cations techniques for dmparting wnutrition and health
dducatica Lo parests and  catidren; how to  teach the basic

KePSages .

Recovdkecping and ame of data to tonttor the program and to spot
problea arvan,

Time w o . cwent for wupeivikory and howe vieits, etc.

Trtaining techniques 1or supervisores.
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16. Role delineation and teamwork by AWW, FHW, and dai; by MS and
FHA; and by CDPO and MO.

17. Cooking, serving and ordering Title II foods from CARE to assure
that correct ration sizes are fed to each category of
beneficiaries.

Great liberties are taken at the local AWW training centers in
executing the syllabus and often the discipline provided by the
syllabus is lost in locel adaptation. One of the major gaps in the
ICDS program is that there is no way, given current financial, pet-
sonnel, and other constraints, for the MOSW, NIPCCD or ICCW to super-
vise AWW training. There is a lack of participatory and problem-
oriented training in the AWW training centers, reflecting the bias
of the syllabus and a formalized system of education fashioned after
an academic and not a job oriented model.

Training Materials

In 1976 NIPCCD produced a Guidebook for AWWa, vhich is ,eing
converted into a more practical manual to be used by students. The
Guidebook is not frequently found at AWW training centers and
students have not been given copies. Student-~held trainirg
materials are rarely used, Such materials, developed specifically
for ICDS workers, would asist them in mastering the subject matter
and serve as reference documents after training. Once developed,
translation to local languages is essential. There is a dearth of
all training materiale, particularly any in local languages or for
use by semi-illiterate workers. Training centers alsc need an ample
supply of all the records and forms used in ICDS, especially weight
charts, 8o students can practice filling and interpreting them.
Even copies of the syllabi are in short supply at the training
centers and muat be translated into the local language by each
institute.

Instructors

The AWW instructors frequently hold B.S. and M.S. degreea in
home sacience subjecta such as nutrition and child development.
Their theoretical background in these subjects is ecxtensive but
their understanding of practical application to the daily activities
of the AWW is limited. Many instructors have not scen the ICDS
program in the field and so have no first hand familiarity with the
job requirements of the workers.

The classes tor teaching health and nutrition topics are usually
assigned to part-time lecturers, most often physicians, who may
teach 251 of the course. Consequently, the full-time faculty feal
little need to understand the health and nutrition uspects of the

¢
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curriculum. This gseverely limits the amount of practical and field
experience activities that are provided for the students. Along
with the underemphasis on health and nutrition topics, there may be
an overemphasis on psychological development of the child and
preparation of preschool teaching aids and recipes.

In the past, instructors have been salaried per course with no
guarantee of employment beyond the four month course. High faculty
turnover and low motivation naturally occur in this situation. A8 a
result, the available work force consists mainly of young and inex-
perienced women without other employment optioas. The MOSW 1is
presently offering yearly contracts to ICDS training centers which
should improve the gtability of the training staff and create an en-
vironment in which meaningful smployment activities can be initiated.

Facilities for Field Practice

Training facilities are oftea located in urban or semi-urban
centers with little or no accesé toO rural or tribal anganwadis.
Rural and tribal students attending such centers lack the oppo.-
tunity to become familiar witl. the function of an anganwadi similar
ro their own. Access to ICDS field sites for practical experience
couid be greatly increased by stressing the importance of field work
and by providing a budgetary allowance for transport of students and
faculty to the field. The current annual transport budget of
R8.6,000 for AWW training centers is less than one third that
provided fo M5 training centerd (Re.19,800) and needs to hr
gubstantially increased.

Each of the MS trainlng centers in the two atates proposed for
ALD assistaunce have ITCDS blocks in the same district thet could be
formally asmigned to them as practice sites. VYurtherwore, most of
the AWwW training centers o Gujirat and Maharashtra have 1CDS pro-
jects in the sume district. Training centers witnout ICDS in the
gamt¢ Jistrict are thoge 1n Kaira «nd Bhavnagar in Cujavat, and
Jalna, -zvbhany, Salara, Mohiol, Bancuapur, Akola, Phulgoan, Kanko-
wali, anu Aurangabad n Maharashtra. Each training cente” should be
tormally awssigned the cloweot IChS block tor regular field practice
by traineew. Budgel  Provisions should he wade for transporting
students to these blocke tor tield work wespecially in Maharaeshtra
where diatances are preal and wore thun ha.f the cuentera are in
distr-cts with no 1Chs blocks.,
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1.

1.

L.

2.

*(CUG designation indicates that funding allocated by GOI to GOG for

dispersal to the 1nstitute. Other notation indicates that funding

LIST OF CENTERS FOR SUPERVISORS (MUKHYA SEVIKAS) TRAINING

CUJARAT

Shri V.T.K. Institute of Rural Development
Faculty of Social Work

M.S. University, At Post, Samiala

Baroda

Health and Fawily Welfare Training Center
Government of Gujarat

Rajkot

Gujarat

MAHARASHTRA

Rural Balsevika Training Centre
Post Kosbad Hiil
Station Gholwad, Thana 401 703

College of Social Work
Nirmala Niketar

38, New Marine Lines
Bombay 400 020

L1ST OF CENTERS FOR ANGANWADI WORKERS TRAINING

GUJARAT SPONSOBRING AGENCY¥
Balsevika Training lnstitute 1.C.C.W

Nilgiri Hostel Gujarat State Program
Vallabh Vidhyanagar Himaran

District Khera Paladi

Gujarnat Ahmedabad

Anganwadi Talim Kendra I1.C.C.W.,

B/10-11, Lecturcers Quarters
Gujarat University Campus
Navrangpurd

Ahmedabad 380 009

allocated to other agancy directly from GOI.
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3. AWW Training Center Government of Gujarat
Adiwasi Mahila Prasikshana Kendra
(Tribal Women Training Center)
P.0. Jhalse District
Jhalod, Panchmahal

4. Principal Government of Gujarat
Vikas Griha
Anand Nagar, P.O. Paladi
Ahmedabad, Gujarat

5. Principal Government of Gujarat
Kamta Vikas Griha
Dhabar Road
Rajkot, Gujarat

6. Hony. Secretary Government of Gujarat
Sri Kasturba, Sri Vikas Griha
Patel Colony, Jamnagar
Gujarat

7. Shishumangal Government of Gujarat
Junagar, Gujarat

8. Gujarat State Crime Crime Prevention Trust
Prevention Trust
Ashram Road, Ahmedabad

9. Vikas Vidhalya Government of Gujarat
Wadhwan Ciry
District Surendranagar

Gujarat
10. Anganwadi Talim Kendra I.C.C.W.
Ashirwad Kanya Chhatralaya Gujarat Scate Program
Drive-in Cinema Road Himaran, Paladi
Near Memnagar, Manav Mandir Ahmedabad

Ahmedabad (Harijan Ashram)

l11. Anganwadi Workers Training Center I.C.C.W
C/o Balsevika Training Inatitute
"Vidrom"
Sardar Chowk
Sardar Nagar
Bhavnagar - 364001 (Gujarat)

12.  Anganwadi Workers Training Center I.C.C.W.,
Coba, Near Gandhinagar
Gujarat
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Anganwadi Workers Training Center

Prakash College
Juhapura
Ahmedabad
MAHARASHTRA

Principc:

Gramsevika Training Institute

Manjri Farm
District Purnc, Maharasuira

Principal

Rural Balsevika Training Cente

Post Kosbad Hill
Station Gholwad
District Thana 401 703

Gramsevik. Training Center
Sindewani
District Chandrapur

Gramaevika T~cinipe Canter
Jalna, District Jalna

Gramsevika Training Center
Buldhana
District Buldhana

College of Home Science
Maharashtra Agricultural
University

Parbhanai

Growsevika Training Center
C/o Vanitha Sama)

Rajkamal Chowk

Amravati, Maharashtra

Gramsevika Training Center
Gargoti
District Kolhapur

Anganwadi Workers Training Centcr

At & Post: Aurad
Shahajani

District Latur 413522
Maharashtra

I.C.C.W.

SPONSORING AGENCY

Government

I.C.C.W.

Government

Government

Government

Government

Government

Government

I-c.C.W-

of Maliarashtra

of Maharashtra

of Mahzarashtra

of Maharashtra

of Maharashtra

of Maharashtra

of Maharashtra
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Anganwadi Workers Training Center
At & Post: Narsirabad (Peth)
Jalgaon, Maharashtra

Anganwadi Workers Training Center
§.0.S. Balgramme
Pune - 6

Anganwadi Workers Training
Institute

"Gurukul"

Guruvarya Nanasaheb

Agashe Nagar

Akola - 444004 (2 Units)

Anganwadi Workers Training Center
Aurangabad Diatrict Council

for Child Welfare

Marathwada Sanskritik

Mandal Cawpus

Behind Anjali Theatre

Khadkeshwar

Aurangabad

Auganvaal workers iraining Center
Jalana District Council for

Child Welfare

"Sai-Datt' Near Nandi Mandir
Nandi Mandir

Kadrabad (Jalna)

Anganwadi Workera Training Center
Buldana District Council for
Child Welfare

Vadri Road, Mal Vihar

Buldana 443 001

Anganwadi Workers Training Center
Raigad District Couucil for

Child Welfare

House No. 217

Coatali, Mahad

Dist. Raigad 202 301

Anganwadi Workers Training Center
Sindhudurg District Council

for Child Welfare

Gopuri Ashram

At & Post: Wagede - Gopuri

Tal. Kankavali

Dist. Sindhudurg

I.C.C.W.

I.C.C.W.

I.C.C.W.

I.C.C.W.

IcCoCowo

I.clclw.

1.C.C.W.

I.C.C.W.
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Anganwadi Workers Training Center
Nagpur District Council

for Child Welfare

Plot No. 46

Ambazari Layout

Nagpur 440 010

Anganwadi Workers Training Center
Dr. Ram Mahoher Lohiya

Unnati Mandal

C/o Indian Institute of

Youth Welfara

134 Shivaji Nagar

Nagpur 440 010

Anganwadi Workers Training Center
Ratnagiri District Council

for Child Welfare

House No. 287 & 189

Bagwadi

At. Jaigad

Distt. Ratnagiri 415 614

Anganwadl Workers Training Center
Satara District Council

for Child Welfare

Zilla Parishad Satara

Station Road

Satara

Anganwadi Workers Training Center
Solapur District Cuuncil

for Child Welfare

House No. 114

At. Vadepur

P.0. Kusur, Tal. South

Solapur, Dist. Solapur

Anganwadi Werkers Training Center
House No. 5. NO. 18 A

Karve Nagar

Pune

I.C.C.W.

I.C.C.w.

I.C.C.W.

I.C.C.W.

I.C.C.W.

I.CIC.".



ANNEX 13

ANALYSIS OF THE LOW BIRTH WEIGHT (LBW) PROBLEM
IN INDIA AND RESEARCH NEEDS

Definition, Nature and Magnitude of the Problem

Low Birth Weight (LBY - less than 2.5 %g) is an important
contributing cause to the high infant mortality rate in India. It
affects 30% of the infants, in contrast to only 7% in the U.S. &nd
Europe.

More than 50% of infant deaths occur in the first month of life
aid those with the lowest birth weights (in India < 2kg) experience
che greatest risk. Unless birth weights can be substantially
increased it is unlikely that infant mortality can be lowered. Thus
the GOIL in its strategy for Health for All by 2000 AD is striving to
reduce the prevalence of LBW to 10%.

The average birth weight of the Indian infant, 2.7 kg, has not
changed over the past 30 years. The problem is most acute among the
poor and illiterate. Infents born to wealthy, educated women weigh
3.4 kg on average which compares favorably to the average birth
weight of 3.2 kg in the U.S. and Europe. The most favorable birth
weight range in terms of infant survival has been found to be 3.5 -
4 0 kg. Only 5% of Indian infants have weights in this range versus
~6% in the U.S.

Infants with LBW ft into one of three categories: 1) pre-term
with appropriate weight-for-dates, 2) pre-term with intrauterine
growth retardation 3) full term with intrauterine growth
retardation. It is important to distinguish betwe:n these
categories because the prognosis differs 1in each case. The LBW
problem in India is largely confined to categoriea 2 and 3, whereas
in the U.S. category 1, predominates. A pre-term infant is a baby
vorn too early with a gestation of less than 37 weeks. Intrauterine
growth retardation (IUGR also referred to as small-for-dates or
snall-for-gestational age) is defined as a birth weight less than
the 10th percentile or 2 standard deviations below the mean birth
weight for gestational age and may occur in babies born pre-term or
full-term.

Fetal growth .. India is similar to the U.S. until the last 4-6
weeks of pregnancy when the weight gain of Indian infants
dramatically slows. Pre-term deliveries represent 10-20% of &all
deliveries in India. The average length of gestaticn in india 1is
38.5 wecks versus a normal term of 40 weeks. With 1 1/2 weeks
longer gestation, the uverage weight of the fetus can increase
150-200 g.



DETERMINANTS AND INTERVENTIONS

In order to defiue research priorities, an extensive review of
world and Indian literature was commissioned by USAID to elucidate
the causes of pre-term deliveries and IUGR, and interventions vo
increase birth weight. Maternal factors most commonly associated
with LBW in India are: mzlnutrition, poor antenatal care, bad
obstetric history, current obatetric probleus (toxemia, vaginal
bleeding), young age, short interbirth intervs (less thar 2 years),
and physical exertion. Genito urinary and oth:r maternal infections
have not been considered a very significant factor in the caugation
of LBW in India becanse rhe prevalence and incidence of maternal
infections in India, which have becn implicated in LBW elsewhere, ia
unknown and thaeir effect on the outcome of pregnancy has not been
studied. Ie  devcloped countries, heoavy smoking and alcohyl
consumption have also been associated with LBW but cthe extent of
these prectices including chewing of tobacco and betel leaf and
their role in LBW ere unknown in India. Family planning programs
have had some guccess in vrairing the age at first pregnancy,
lengthening the interbirth interval and reducing completed family
8ize. Of the other factors for which preventive or therapeutic
interventions exist, studies in India 2nd elgewhere have focused
most on maternn) malavtrition and least on infection and workload.
A grent donl ozoro Sl oaich temus LU D2 done, however, on the role
these factors play and guitahle interventions. It ig likely that
the high prevalence of both malnutrition and infectjon in the sam>
8roup of women in !ndia leads to meny LDW infants. The synergistic

effert of molnusrition and infection iu pregnancy has not hean

POTR R I U |

MATERNAL MALNUTRI 10N

The wajor nutrizional problems during preguancy result from
inadequate food, iron saud folic acid intake prior to aud during
Pregnancy, manifest by low pre-pregnancy weight (38 kg.) and height
(145 cm), anemia, and inadequate weight gain during Pregnancy,
Deficiencies n~f zinc, coppar and other uutrientg may aleso play a
role but few atndiea have been done.  Dietary restrictisns nmarkedly
decrcase birth veight, and reductionn jn birth weight of 550 g have
been recorded in famines, Poor pregnant Indian women conaume 540
kcal lena rthan they should daiiv ~nd pain only 6 kg over the course
of pregnancy when taey should gnin 12 kg. This inadequate welght
gain lends no+ only to L"W but slso to insufficient fat stores to
meet  the  energy  demsndg of nuraing. Mere  than  half of all
non-pregnant  and  two thirds of all pregnant women are anemic.
Consumption of iron and folic acid tabletrs during Pregnancy has been
shown to eficctively  prevent snewia, and these tablets are
distributed at health conters throughout the country as part of g
natiounal prograrm, but atill do not reach most women,
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Provision of food supplements to at-risk pregnant women is a
part of the ICDS and other national feeding programs. Studies on
the impact of maternal food supplementation in India and elsewhere
with a 150-250 Kcal increase in daily intake have found small, but
statistically significant increases of 50 g in birth weight on

average, Increases have been larger in  male infants.
Jupplementation has been most effective in the second and third
trimesters. Furthermore, ir Colombia birth weight increases were

greater in infants of women chosen for supplementation on the basis
of being under weight rather than by the usual criteria of poverty
or inadequate diet. Birth weighta increased 181 g in these
malnourished women with weight tur height at the sixth month of
pregnancy less than 360 g per cm. No studies have been done in
India to determine the maternal weight for height threshold below
which food supplements will have greater impact on birth weight,
The functional significance of small increases in birth weight (50
g) to reduced pe:inatal morbidity and mortality or improved long
term growth and development have also not been studied.

Ihe supplementation studies have shown that maternal calorie
deficiency is greater and plays a more important role in IUGR than
protein deficiencryv. High-protein sunplements mAay actuslly dapress
birth weight. The impact of food supplements on birth weight has
not ditfered much between developed or developing countries.
Attempts to reduce sharing of the supplement by previding enough for
the whole family have not increased impact, nor has impact been
greater with a supplement fitted to individual neceds rather than a
uniform ration for all wowen. However, acceptability trials in
Gujarat, India of a food supplement named '"Matruahar", which was
developed by the ¥rotein Foods and Nutrition Development Association
of India expressly to meet the traditional tastes of pregnant women,
have shown reduced sharing of the supplement with the rest of the
family and greater consumption by pregnant women. An essential
review of the astate of the uart of maternal supplementation is
"Effects of Changes in Protein and Calorie Intake during Pregnancy
on the Growth of the¢ Human Fetus" by David Rush, March 1982,

MATERNAL INFECTION

The treatable infections and organisws most commonly associated

with LBW ave: welaria, syphilis, gonorrhea, urinury tract
infictions, asymproactic bacteriuria and other genito-urinary
infectiony caused by Mycoplasma hominis, Urecaplasan urer lyticum,
Chlamydia trachcwatis und Group B Streptococcus These infections

are most detrimental in the laswt three wonths of pregnancy and
probably lead uo LBW through stimulating pre-term delivery rather
than IUGK. Most studics ot the relationahip between chewe maternal
infections and pregnancy ou’core have been done recently in
developed countries and not in Indisa, 'The prevalance ¢t these and
other infections among pregnant Tandian women and the role they play
in LBW are virtually unknown.

W
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Few attempts have been made anywhere to increase birth weight
by screening for these infections during pregnancy and providing
chemotherapy. One study in the U.S. found that wvomen infected with
Mycoplasma gave bhirth to bebies 200 g lighter chan those of
non-infected women. When infected women were treated for 6 weeks
with 1 g daily of erythromycin in the last trimester, birth weights
increased 144 8 over those of infants (¢ infected, non-tre:ted
women. The prevalance of LBW waas 3% in the treated versus 12% in
the non-treated group. This is one of cthe largest effects seen in
any controlled treatment trial.

Other observations in the U.s. on the prevalence of previoualy
suaspected organisme apd adverse pregnancy outcome have yielded
varying results due to failure to control confounding fac:ors in the
relationship. Recent advancas iy microbiologic description of the
genital tract flocs in and outside o¢ pregnancy leave open the
possibility that pathogenic agents not Previously considered (e.g.
Gardnerella vaginalis or anaerobic organisms) may play a role,.
There is evidence that an immune responge demonstrating current or
even recant primary infection with ﬂycqplnsmat Ureaplasma, or
Chlaw dia may correlate better with L2W than mero presence or
abgence of the organisme, Very preliminary data from studies in San
Diego suggest that different bacteria Produce varying amounts of
phospholipase A. sn enzyme invelvcd in oitabolism Ol 4 precursor for
prostaglandin, a4 potent stimulant of uterine contraction. This
finding lends support to the theory that infections lead to LBW
through stimulating pre-term delivery. (Given the current state of
knowledge, prospects are uncertain, even under the beat
cirucmstances of acientific rescavch, for early resolution of
whether and vhich infections are major causes of LBW.

RESEARCH_PFiORITIES

Through the above literature review, and consultations with
Indiar  researchors  and GOI officinle, USAID has been able ¢to
ldentify rescarch priorities  for determining  the technical
feasibility and co.: of wmproving birth weights of Indian infants.
Studies need ro be conducted to:

1. Test  giwmple anthropometric mnanures of vomen  to  accurately
predict or detect normal fetal growth or LUGR, .. weight
gain, height, fundal height, abdominal girth, triceps nkinfold,
Bub-scapular rhonfold, arm circumference and weight for height
prior to and durine pregnancy,

2, Determine the prevalence ip pregnant Indian women of infections
Buspected cto play a role in LBW, and to correlate these
infectionn  with  fetal outcome,  birth weight, maternal
nutritional status, and other factora,
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3. Aessess the impact on pregnancy outcome and cost of
chemoprophylaxis or chemotherapy for the infections identified
in study 1 and correlate with maternal nutritional sctatus and
other factors.

4, Assess the impact &nua cost of ford supplementation on pregnancy
outcome in women with anthropometric signs of malnutrition and
IUGR, using measures developed in study 1 and correlate with
infections during pregnancy, and other factors.

5. Assess the synergistic impact on pregnancy outcome and cost of
food supplementation and 1infection control in malnourished,
infected women,

6. Follow the growth and survival in the firs: year of life of
children of women receiving interventions 3, 4, and 5.

Below is a list, although not necessarily exhaustive, of the
kinds of exposure (risk) factors and outcome variables that should

be sought under the best of circumstances.

Demographic/Social

Age, caste/religion, income, work habits, dwelling type,
:igarette and betel use, family type.

Medical & Obstetric History

Last Menstrual Period (LMP)

Number of pregnancies, number of children (living and dead), number
of abortions, number of stillbirths

Past LBW childrer, tecognized complications, perinatal mortality
Symptoms 1n past pregnancies - genitourinary, fever

Cur-ent Pregnancy

F!.‘V“..l‘, productivu cou h, akin Leﬂiona, diabetes abnormal lie or
’
presentation

Sexual activity - habits by week, partners
Examination

- Edema

- Temperature

- Blood Pressure and GlucHse
=~ Spear for malaria where history of fever/chills or current fever
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= Bemoglobin, Hematocrit, weight, height, fundal height, triceps
skinfold, sub-scapular skinfold, arm circumference, abdominal
girth, and other nutritional measures

= Vaginal fluid culture for: Mycoplasma, Ureaplasma, Group B
Streptococcus,

Cervical culture - Chlamydia, Gonococcus,
Urine Albumin and Sugar

Quantification and identification of usual organisms
esp. E. coli, Klebriella, Enterobacter, Proteus, Pseudomonas,
Enterococcus

Serum specimens (i-3cc) - paired
Syphilis - 87§

Mycoplasmacidal Ab, other

Chlamydiz - microimmuno - fluoreacence
Malaria

Pregnancy Outcome

Eclampoia

Spontaneous abortion

Stillbirth

Sepsis

Pre-term prolonged rupture of membrancs
Pre-term delivery

Infant
Gestational age
Birth weight, length and head circumference

Perinatal, neconatal, and poat neonatal mortality, morbidity, and
growth in lst Year of Life correlated with birth weight

ONGOING KESEARCH IN INDIA

There are no studies underway in India which address the
rescarch priori ies identified by USAID. However, geveral studies
are relevant to  the proponsed research. 0f most interest is an
ICHR~sponsored national collaborative study to identify high risk
pregnancies and follow their onteome with particular reference to
materaal nutrition, low birth weight, perinatal and infant morbidity
and mortality in neven rural and urban alum areas, covering total
poptlations ot 130,000 each. ‘he rural arcas being studied are
Chandigarh, fy.crabad, Varanasi, and ‘lrivandrum. The urban slums
are Calcutta, Delhi, and Madras. The study commenced in 1981 and
the last babiea of enrolled women will be beo,n in September 1983 and


http:mater'.al




ANXEX L& June 17, 1983
LOAN
COST ESTIMATES OF 19 BLOIX AlD A SISTED ICDS PROJECT
(Rs.l0)
TESTRIPTION S FY *&) US FY '&4 iEE] LS FY "HE& US FY "7 US FY "H8 LS FY '8y
Arr-Sere) (Oct 88-Mar 89)
TXIT COST No. ost No®*® Cost Cost Nok® Cast Noxw Cost Not* Cost No*#® Cost TOTAL
1 TI3TEITT SIAFF
TEIRRe CFFICER b D] HEN 1 30.0 3C.0 30.0 320.0 30.¢ 15.0 180.0
NUTRITIONIST 28.0 1ol 1 28.0 28.0 28.0 28.0 28.0 14.0 168.0
FRESTHAIL INSTRUCTOR 28.0 l1s.0 1 28.0 28.0 28.0 28.0 28.0 14.0 168.0
¥EALTH INSTRUITCR 28.0 15.0 1 28.0 28.0 28.0 28.0 28.0 14.0 168.0
S.%. TEATETS 28.0 1+.0 1 28.0 28.0 28.0 28.0 28.0 14.0 168.0
CFFICE SUFERINTENDENT 21.0 10.5 1 21.0 21.0 21.0 21.0 21.0 10.5 126.0
STATISTITAL ASSISTANT 14.0 7.0 1 14.0 14.0 14.0 14.0 14.0 7.0 84.0
AZTTINTANT 1.0 5.5 1 11.0 11.0 11.0 11.0 11.0 5.5 66.0
CFPFER IIVISITN CLERK 10.0 5.0 1 10.0 10.0 10.0 10.0 10.0 5.0 60.0
LI%WER DIVISICON CLERK 8.0 4.0 1 8.0 8.0 8.0 8.0 8.0 4.0 48.0
CLZAY TYPIST 8.0 4.0 1 8.0 8.0 8.0 8.0 8.0 4.0 48.0
TRIVER 7.5 3.8 1 7.5 7.5 7.5 7.5 7.5 3.7 45.0
PEIN 6.0 3.0 1 6.0 6.0 6.0 6.0 6.0 3.0 36.0
2.E.M.0. EXPENSES
FCR NEED 15.0 7.5 1 15.0 15.0 15.0 15.0 15.0 7.5 90.0
TITAL COST OF ! DISTRICT 121.3 24205 242.5 262.5 242.5 242.5 121.2  1,455.0
TITAL COST OF 2 DISTRICTS Jelet 485.0 485.0 485.0 485.0 485.0 242.4  2,910.0
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ANNIX 14 June 17, 1983
LOAN
COST ESTIMATES OF 19 BLOCK AID ASSISTED ICDS PROJECT
(Rs.000)
TTSCRIPIION TS FY 83 TS FY "84 TS FY 735 7S FY ‘8o TS FY 87 US FY '88 TS FY '89
(Apr-Sept (Oct 88-Mar 89)
UNIT COST No. Cost Not* Cost Cost Not* Cost No** Cost No** Cost No** Cost TOTAL

T NIPIIT STAFF

TRAINING CC-CROINATOR 5G.0 - 1 50.0 50.0 50.0 50.0 50.0 25.0 275.0

N=ED TT-IRDINATOR 50.0 - 1 50.0 50.0 50.0 50.0 50.0 25.0 275.0

ASSTT. TRAINING

I2-CTRI2INATCR 40.0 - 1 40.0 40.0 40.0 40.0 40.0 20.0 220.0

ASSTT. NHED

SO-CRDINATCR 40.0 - 1 49.0 40.0 40.0 40.0 40.0 20.0 220.0

TYPIST-CLERK 8.0 - 1 8.0 8.0 e.0 8.0 8.0 4.0 44.0

TNTAL (D) 188.0 188.0 188.0 188.0 188.0 94.0 1,034.0

E ICCw

PROGRAM OFFICER 30.0 - 2 60.0 60.0 60.0 60.0 60.0 30.0 330.0

STENG-TIYPIST 12.0 - 1 12.0 12.0 12.0 12.0 12.0 6.0 66.0

TOTAL (E) 72.0 72.0 72.0 72.0 72.0 36.0 396.0




ANNEX 14 June 17, 1983
LOAN
COST ESTIMATES OF 19 BLOCK AID ASSISTED ICDS PROJECT
{Rs.00C0)
TESCRIFPTION US FY '83 US FY "é&4 LS FY "85 LS FY '8¢ US FY '87 US FY '88 5 FY *'89
(Apr—Sept) (Oct 88-Mar 89)
UNIT COST No. Cost No** Cost No** Cost No** Cost No** Cost No** Cost No** Cost TOTAL
F S5CCw
FPRIGxAM CFFICER 32.0 - 2 nl.0 60.0 60.0 60.0 60.0 30.0 330.0
CLERX-TYPIST 8.0 - 2 16.0 16.0 16.0 16.0 16.0 g£.0 88.0
TAL (F) 76.0 76.0 76.0 76.0 76.0 38.0 418.0
TOTAL (A to F) 858.1 2,374.0 2,696.0 2,696.0 2,696.0 2,696.0 1,348.9 15,365.0
¢ SU3 BLCCX
W KHEYA SEVIKAS 1C.0 240 1,200.0 348 2,940.0 3,480.0 3,480.0 3,480.0 3,480.0 1,740.0 19,800.0
TOTAL [A 2o G) 2,058.1 5,314.0 6,176.0 6,176.0 6,176.0 6,176.0 3,088.9 35,165.0
INTLATIIN FACTOR - 1.07 1.14 1.21 1.28 1.35 1.42
INTLATEID CCST (AG) 2,058.1 5,.36.0 7,040.6 7,473.0 7,905.3 8,337.6 4,386.2 42,886.8

T £ M/S has Seen calculated 3 1/10 AWW in Panch Mahals, both for Rural and Tribal areas.
Tri%mal AT an2 1720 ia Rural AWC.

In Chandrapur t*e no. has been calculated € 1/17 in



ANNEX 14 June 17, 1983
LOAN
COST ESTIMATES OF 19 BLOCK AID ASSISTED ICDS PROJECT
(Rs.000)
DESCRIPTION UsS FY '83 UsS FY '84 UsS FY '85 US FY '86 Us FYy '87 US FY '88 uS FY '89
(Apr-Sept) (Uct 88-Mar 89)
UNIT COST No. Cost No** Cost No** Cost No** Cost No** Cost No** Cost No** Cost TOTAL

H ANGANWADI

ANGANWADI WORKERS 1.8 2,553 2,297.7 3,978 5,877.9 7,160.4 7,160.4 7,160.4 7,160.4 3,580.2 40,397.4

HELPERS 0.6 2,553 765.9 3,978 1,959.3 2,386.8 2,386.8 2,386.8 2,386.8 1,193.4 13,465.8

INCENTIVE FOR TRAINED

DAIS, AWW/HELPER 0.15 2,553 191.5 3,978 489.8 596.7 596.7 596.7 596.7 298.4 3,366.5

TOTAL 3,255.1 8,327.0 10,143.9 10,143.9 10,143.9 10,143.9 5,072.0 57,229.7

TOTAL STAFF COST 5,313.2 14,013.0 17,184.5 17,616.9 18,049.2 18,481.5 9,458.2 100,116.5

**The numbers are same as in U.S. FY 84.
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ANNEX 14 June 17, 1983
LOAN
COST ESTIMATES OF 19 BLOCK AID ASSISTED ICDS PROJECT
(Rs.000)
OESCRIPTION US FY '83 US FY "84 US FY 8% S FY "8B6 US FY 87 USFY 88 USFY '89
(Apr-Sept) (Oct 88-Mar 89)
UNIT CIST No. Cost No. Cost Cost No. Cost No. Cost No. Cost No. Cost - TOTAL

I1 FURNITURE & EQUIPMENT*

PHOTOCOPIER &

STATIONERY (ICCW) 100.0 - 100.0 - - - - - 100.0

CALCULATORS &

BATTERIES (375) 0.3 - 112.5 - - - - - 112.5

BABY WEIGHING SCALES

(PANCH MAHALS)

3 FOR DAI/AWW (8595} 0.02 - 171.9 - - - - - 171.9

1 FOR FHWs (575) 0.02 11.5 11.5

EQUIPMENT FOR

ANGANWADI * 0.75 1,839.75 1,068.75 - - - - - 2,908.5

INDOOR PLAY EQUIPMENT 0.25 013.25 356.25 - - - - - 969.5

FURNITURE 721 UNITS)* 8.0 96.0 72.0 - - - - - 168.0

MARRIED WOMEN CHART

(500,000) .001 - 500.0 - - - - - 500.0

TOTAL 2,549.00 2,392.9 - - - - - 4,941.9

INFLATION FACTOR ~ 1.07 - - - - - 102
TOTAL WITH INFLATION 2,549.0 2,560.4 - - - - - 5,109.4




ANNEX 14 June 17, 1983
LOAN
COST ESTIMATES OF 19 BLOCK AID ASSISTED ICDS PROJECT
(Rs.000)
DESCRIPTION US FY '83 US FY '84 US FY '85 US FY '86 US FY '87 US FY '88 US FY '89
(Apr-Sept) (Oct 88-Mar 89)
UNIT COST No. Cost No. Cost No. Cost No. Cost No. Cost No. Cost No. Cost TOTAL
ITII OPERATIONAL COSTS
P.O.L. 0.30 383.0 979.65 1,193.4 1,193.4 1,193.4 1,193.4 596.7 6,733.0
MEDICINE 0.30 383.¢C 979.65 1,193.4 1,193.4 1,193.4 1,193.4 596.7 6,733.0
ANGANWADIS 0.18 229.8 587.8 716.0 716.0 716.0 716.0 358.0 4,039.6
BLOCKS 5.0 25.0 72.5 95.0 95.0 95.0 95.0 47.5 525.0
ADMINISTRATIVE COSTS
OF 5 ADMN. CELLS 123.5 308.8 617.5 617.5 617.5 617.5 617.5 308.7 3,705.0
TOTAL III 1,329.6 3,237.1 3,815.3 3,815.3 3,815.3 3,815.3 1,907.6 21,735.6
INFLATION FACTOR - 1.07 1.14 1.21 1.28 1.35 1.42
TOTAL III WITH INFLATION 1,329.6 3,463.7 4,349.4 4,616.5 4,883.6 5,150.6 2,708.8 26,502.2




ANNEX 14 June 17, 983
LOAN
COST ESTIMATES OF 19 BLOCK AID ASSISTED 1CDS PROJECT
(Rs.000)
DESCRIPTION US FY 83 US FY "84 US FY "85 OS FY "86 US FY '8/ US FY 88 US FY '89
(Apr-Sept) (Oct 88-Mar 89)
UNIT COST No. Cost No. Cost No. Cost No. Cost No. Cost No. Cost No. Cost TOTAL

IV TOTAL (I-I1I) 9,191.8 20,037.1 21,533.9 22,233.4 22,932.8 23,632.1 12,167.0 131,728.1

CONTINGENCIES AT

5% (ON I-111) 459.6 1,001.9 1,076.7 1,111.7 1,146.6 1,181.6 608.4 6,586.5

GRAND TOTAL (I-1IV) 9,651.4 21,039.0 22,610.6 23,345.1 24,079.4 24,813.7 12,775.4 138,314.6

*No equipment or office furnishing has been p
It is acsumed that each of these tribal bloc

to be established with AID assist

rovided for Dohad and Jhalod
ks had 50 anganwadis previously established.
ance in these blocks.

Bio~k in Panch Mahals District since they

Provision has been made

were established prior to 82/83.
for equipping 606 additional anganwadis
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ANNEX 14 June 17, 1983
GRANT
COST ESTIMATES OF 19 BLOCK AID ASSISTED ICDS PROJECT
(Rs or $ 000)

DESCRIPTION US FY °'83 US FY '84 US FY "85 UsS FY '86 us FY ’'87 US FY '88 US FY '89
UNIT COST COST COST COST COST COST COST COST TOTAL
$ Rs $ Rs $ Rs $ Rs $ Rs $ Rs $ Rs $ Rs $ Rs

1 TECHNICAL ASSISTANCE

TRAINING/NHED

ADVISOR (1) 112.5 P.A. - - 56.3 - 112.5 - 112.5 - 56.2 - - - 337.5 -
M.I.S. ADVISOR 112.5 P.A. - - 56.3 - 112.5 - 112.5 - 112.5 - 112.5 - 112.5 - 618.8 -
SHORT TERM TECH.

ASSISTANCE

(14 M/M) 15.0 P.M. - - 21.0 - 42.0 - 42.0 - 42.0 - 42.0 - 21.0 - 210.0 -

SHORT TERM TECH.
ASSISTANCE (10 M/M

-USAID MANAGED) 15.0 P.M. - - 15.0 - 15.0 - 45.0 - 15.0 - 15.0 - 45.0 - 150.0 -
OFFICE RENTAL

AND UTILITIES 200.0 - - - 100.0 - 200.0 - 200.0 - 200.0 - 200.0 - 200.0 - 1,100.0
LOCAL TRAVEL AND

PER DIEM 50.0 -~ - - 25.0 - 50.0 - 50.0 - 50.0 - 50.0 - 25.0 - 250.0
TOTAL I 148.6 125.0 282.0 250.0 312.0 250.0 225.7 250.0 169.5 250.0 178.5 225.01,316.3 1,350.0
INFLATION FACTOR 1.1 1.07 1.2 1.14 1.3 1.21 1.4 1.28 1.5 1.35 1.6 1.42

INFLATED COSTS 163.5 133.8 338.4 285.0 405.6 302.5 316.0 320.0 254.2 337.5 285.6 319.51,763.3 1,698.3




ANNEX 14

COST ESTIMATES OF 19 BLOCK AID ASSISTED ICDS PROJECT

{Rs or $ CO0)

June 17, 1983

DESCRIPTION
UNIT COST
$ Rs

US FY '88

COST
Rs

TOTAL

Rs

II TRAINING & NUTRITION
& HEALTH EDUCATION

1 STRENGTHENING NHED
SKILLS OF PROJECT
STAFF AT NIPCCD

2 BASIC TRAINING

OF AWWs 2,750 1.33
3 IN SERVICE

WORKSHOPS -

13,235 TRAINEES 0.57

ANNUAL MEETINGS
GF AWW's AND
M.S. TRAINERS

i~

5 ¢ "TNTATION AT NIPCCD
JR ICDS TRAINERS

6 ORIENTATION FOR
VILLAGE LEADERS

7 TRAINING MATERIALS
8 TRAINING OF

MONITORING AND
EVALUATION PEOPLE

US FY '84 US FY '85 " 'S FY '86
COST COST
Rs $ Rs

- 6.0 - - -
- 1,461.0 - 1,461.0 -
- 1,254.0 - 2,508.0 -
- 20.0 - 20.0 -
- 5.0 - - -
- 240.0 - 240.0 -
- 104.0 - 104.0 -

14.0 - - -

20.0

3,652.0

7,524.0

120.0

10.0

720.0

208.0

14.0
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ANNEX 14 June 17, 1983
GRANT
COST ESTIMATES CF 19 BLOCK AID ASSISTED ICDS PROJECT
(Rs or $ 000)

DESCRIPTION US FY '83 US FY '84 US FY '85 US FY '86 US FY '87 US FY '88 US FY '85
UNIT COST CGST COST COST COST COST COST COST TOTAL
$ Rs $ Rs $ Rs $ Rs $ Rs $ Rs $ Rs $ Rs $ Rs

9 TRAINING OF SR.MGT.
AND TECH STAFF - - 22.0 219.4 22.0 219.4 22.0 219.4 21.6 219.4 - - - - 87.6 877.6

10 U.S. TRAINING OF
RES. STAFF - - - -~ - 27.2 - 15.5 - 15.6 - 11.7 - - - 70.0 -

11 STATE NHED
CLEARING HOUSE
a MATERIALS @

Rs.100/AWW/YR - - - 200.0 - 400.0 - 400.0 - 400.0 - 400.0 - 400.0 - 2,200.0
b ADMINISTRATIVE
COST - - - 75.0 - 150.0 - 150.0 - 150.0 -~ 150.0 - 150.0 - 825.0
TOTAL II - - 22.0 3,598.4 49.2 5,102.4 37.5 4,272.4 37.2 2,043.4 11.7 570.0 - 570.0 157.6 16,156.6
INFLATION FACTOR - - 1.1 1.07 1.2 1.14 1.3 1.21 1.4 1.28 1.5 1.35 - 1.42

TOTAL INFLATED COSTS (II) - - 24.2 3,850.3 59.0 5,816.7 48.8 5,169.6 52.1 2,615.6 17.6 759.5 - 809.4 201.7 19,031.1
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ANNEX 14

June 17, 1983

GRANT
COST ESTIMATES OF 19 BLOCK AID ASSISTED ICDS PROJECT
(Rs or $§ 000)
DESCRIPTION US FY '83 US FY "84 US FY '85 US FY '86 US FY '87 Us FY 88 US FY '89
UNIT COST COST COST COST COST COST COST COST TOTAL
$ Rs 3$ Rs $ Rs $ Rs $ Rs $ Rs Rs Rs Rs
111 *RESEARCH AnD
INNOVATION
1 LOW BIRTH WEIGHT
RESEARCH
a EQUIPMENT - - 2,22.0 73€.0 - - 47.8 532.4 9.7 220.0 - - ~ - 279.5 1,488.4
b SUPPLIES MECTA
& REAGENTS - - 9.4 150.7 9.8 187.0 0.7 87.0 27.8 1,026.3 27.8 1,026.3 27.8 1,026.3 103.3 3,503.6
¢ U.S. COLLABORATORS
(TRAVEL, TE® DITM
& SALARY) - - 53.2 - 53.2 - 53.2 - 53.2 - 53.2 - 53.2 - 319.2 -
d U.S5. LAB WORK/
QUALITY CONTROL - - 26.8 - 26.8 - 26.8 - 26.8 - 26.8 - 26.8 - 160.8 -
e U.S. DATA ANALYSIS - - - - 26.8 - 26.8 - 26.8 - 26.8 - 26.8 - 134.0 -
£ OTHER CONTINCENCIES - - - 225.0 - 248.0 - 272.0 - 596.7 - 596.7 =~ 596.7 - 2,535.0
2 *INNOVATIVE STUDIES - - - 2,140.0 ~ 2,280.0 - 2,420.0 - 2,560.0 - 2,700.0 - - -  12,100.0
TOTAL III - - 311.4 3,251.7 116.6 2,715.0 155.3 3,311.4 144.3 4,403.0 134.6 4,323.0 134.6 1,623.0 996.8 19,627.0

*Ail the costs are already inflated itemwise.
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ANNEX 14 June 17, 1983
GRANT
COST ESTIMATES OF 19 BLOCK AID ASSISTED ICDS PROJECT
(Rs or $ 000)
DESCRIPTION US FY '83 US FY '84 US FY '85 US FY '86 US FY '87 US FY '88 US FY '89
UNIT COST COST 20ST COST COST COST COST COST TOTAL
3$ Rs Rs $ Rs $ Rs Rs Rs Rs Rs $ Rs

IV MONITORING AND

EVALUATION
1 EVALUATION TEAMS

FOR 5.5 YEARS
a RECURRING COSTS:
i1 SURVEY TEAMS - - 120.0 - 240.0 - 240.0 - 240.0 - 240.0 240.0 - 1,320.0
11 DATA ANALYSIS &

REPORT WRITING - 200.0 - 400.0 - 400.0 - 400.0 - 400.0 400.0 - 2,200.0
b NON RECYRRING

COSTS-EQUIPMINT

& SUPPLIES - 10.0 - - - - - - - - - - 10.0
2 M.I.S. ASSISTANTS (2)
a SALARIES - 50.0 - 100.0 - 100.0 - 100.0 -~ 100.0 100.0 - 550.0
b TRAVEL & PER DIEM - - 100.0 - 200.0 - 200.0 - 200.0 - 200.0 200.0 - 1,100.0
3 MICROCOMPUTERS FOR

MOSW & 2 STATES - 900.0 ~ - - - - - ~ - - - 900.0

TOTAL IV - - 1,380.0 - 940.0 - 940.0 - 940.0 - 940.0 940.0 - 6,080.0

INFLATION FACTOR - 1.07 - 1.14 - 1.21 - 1.28 - 1.35 1.42
INFLATED COSTS IV - 1,476.6 - 1,071.6 - 1,137.4 - 1,203.2 - 1,269.0 1,334.8 - 7,492.6
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ANNEX 14 June 17, 1983
GRANT
COST ESTIMATES OF 19 BLOCK AID ASSISTED 1(DS PROJECT
(Rs or $§ 000)
DESCRIPTION US FY '83 US FY '84 UsS FY '85> US FY '86 US FY '87 US FY '88 US FY '89
UNIT COST COST COST COST COST COST COST COST TOTAL
_ 3 Rs 3 Rs $ Rs $ Rs $ Rs $ Rs $ Rs $ Rs $ Rs

TOOD PROCESSING

PLANT EQUIPMENT (1) - - - - - 1,000.0 - - - - - - -~ - - 1,000.0

INFLATICN FACTOR - - - - - 1.14 - - - - -

INFLATED COST V - - - -

|
I
i
!
|
I

1,140.0 - - - - 1,140.0

GRANT TOTAL (I to V) - - 499.1 8,712.4 514.0 11,028.3 609.7 5,920.9 512.4 8,541.8 406.4 6,699.0 420.2 4,086.7 2,961.8 48,989.0




ANNEX 15

ECONOMIC ANALYSIS

Introduction

To carry out economic analysis of a project requires a series
of steps, beginning with exploretion of the cost-effectiveness of
the approach chosea versus the alternatives. Once a cost effective
approach nas been identified, it remains to determine and evalu.:ce
all costs and benefits, direct and indirect. This final step allows
the project to be compared on a rate-of-return basis with
investments in other domains, both public and private.

This analysis begins by discussing the cost-effectiveness of
alternative types of interventions to reach the goals of reduced
infant and young-child malnutrition, morbidity, and mortality.,
Direct nutrition interventions are compared with pure income
transfers, food-price subsidies, and increases 1in health care
services. The following seciion looks at the cost-effectiveness of
the proposed AID assisted ICDS project versus CARE assisted,
non-I1CDS, mother and child feeding programs in 1982. Explicit
calculations of the cost of delivering an effective increase 1in
calorie intake to at-risk children and mothers are presented. The
attempt to measure the expected rate of return begins with
discussion of the unit of analysis. Since this project is to be
phased and will pot have impact until it has been in operation for
several years, the time horizon of the analysis must be set at eight
years (1983-1990) to sce the project at the stage of stable cost and
effectiveness. The last step is the identification of the expected
direct and indirect benefits of the project. Attempts are made to
quantify, as best can be done, three of the most important benefits,
viz, the expected increase in future productivity, the earning
advancement effect of preventing deaths, and food resource savings.
I: is shown that these benefits alone should be enovugh to earn at
teast a 10%Z return on investment, though exact rate-of-return
calculations are not possible. An ianflation rate of 7% per year has
been used in calculating project costs.

Cost-Effectiveness of Nutrition Interventions

In the broadest sense nutrition interventions like ICDS must be
judged on a cost-effectiveness basis against other possible
interventions which could attain the same goals. The goals for
vhich the program will be judged are reductions in infant and young

child malnutrition, morbidity, and mortality. The attacks on
ma.nutrition and morbidity, while havi g merit themselves, are also
a means to achieving wmortality .eduction. Two alternative

strategies are sugseasted as ways to accomplish these goals: greater
health inputs and increases in income.

Vi
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More health services would provide both additional curative and
preventive care. They would attack morbidity and mortality, but
could do little to affect malnutrition.L There is already in
place a health services system throughout India. Whereas the
benefits of its ilmprovement might well outweigh costs, any
improvement could only have the wmarginal impact of additionality,
Moreover, since mortality rates are twelve times normal for the
severely mclnourished and three times normal for the moderately
malnourished child aged 1-3 years (A. Kielmann, "Weight for Age as
an Index of Risk Deaths in Children," The Lancet, June 10, 1978), a
program which does no*t attack malnutricion will by naiure be
curative rather than preventive.

Income programs can attack malnutrition indirectly by raising
disposable income thereby inducing greater spending for food.
Alternatively, tood prices may be subsidized to increase consumption
out of current incomes. Low calorie income elasticities found in
India and elsewhere (M. Selowsky, "The Economic Dimensions o
Malnutrition in Young Children, "World Bank Staff Working Paper No.
294, 1978), even among low income groups, indicate that relatively
large increases in income would be necessary to close the calorie
gap. Food subsidies have been proposed as a less-costly alternative
to pure incor~ transfers to affect nutritional status. A study in
Kerala (S.K. Kumar, "Impact of Subsidized Rice on Food Consumption
and Nutrition in Kerala," International Food Policy Research
Institute, Research Report 5, 1979) showed food subsidies to be six
to ten times more effective at improving nutritional status than
income transfers of the same amount. For the goal of improvement ia
infant and young-child child nutrition, however, both income
transfers and food subsidies would involve a lot of '"wastage'" as
much of the increased tood consumption would go to adults and oldr
child:-en, outside the target group.

Further, food gubsidies do not address the problem of
intra-family food distribution, as much of the young-child nutrition
gap could be met ftrom relatively small shifts in the distribution of
current family resources. Finally, subsidy programs are not likely
sustainable in Llight ot the Sri Lanka Experience (J.D. Gavan and
1.5. Chandrasckera, '"The Impact of Public Foodgrain Distribution on
Food Consumption aad Welfare in Sri Lanka," International Food
Policy Research [nstitute, Research Report 13, 1978) where, even
when targeted only to low-income groups, they became a heavy fiscal
burden.

1/ Some illnesses, like measles, cause weight losses that can

a begin a case of malnutrition. Rehydration of diarrhea can also
avert nascent malnutrition, but most health services are only
peripherally related to uutrition - many dre called for only
after maluutrition has done itsg damage.

@



The AID assisted ICDS program will improve on the cost
effectiveness of the alternative interventions by targeting its food
supplements to children and women who are in need on the basis of
nutritional criteria. The extra inputs to carry out the targeting
are less costly than the food wastage that would occur without them
(see below on AID-ICDS versus CARE-MCH Cost Effectiveness). Health
and nutrition education components of ICDS will attack the
intra-family food distribution 1ssue and lead to improvements in
health and sanitary practices that should avert illnesses that are
catalytic to malnutrition. The management of ICDS is integrated
with  the health  services system to take advantage of
complementarities between them. Additional malnutrition prevention
will be wundertaken by AID assisted ICDS through the special
attention given to mothers of low birth weight babies and pregnant
women at risk of delivering a low weight child. These women will be
targeted for supplemental feeding to raise the weights of their
high-risk children (see R. Puffer, Report to USAID/New Delhi, 1981
for a discussion of the mortality risk for low birth weight
children). High-risk malonourished children under three years of age
will also be targeted for priority attention by AID assisted ICDS.
The nutrition education component of the project will promote the
home preparation of weaning foods made from low-cost locally
available products. These foods will meet a critical need, as many
cases of malnutrition have their genesls at the point of weaning.

In sum, the targeting of food supplements, the education to
improve intrafamily allocations, the 1integration with health
services, and the attention paid to those at high risk by AID
assisted ICDS render 1t an improvement 1in cost-effectiveness over
existing alternatives to reach the goals of reduced infant and young
child malnutrition, morbidity, and mortality.

AID assisted ICDS Versus CARE-MCH Cost Effectiveness

AID assisted ICDS will be compared for cost-elfectiveness with
the average non-1CDS CARk assisted mother aud child feeding program
in 1982. The comparison will be made by looking at ration cost,
effectiveness of delivery to the at-risk group, the adequacy of the
ration in meeting the calorie gap, and the outreach of each program
to non-food beneticiaries.

In 1982 the average CARE-MCH ration cost $0.024 per beneficiary
per day. The ICDS ration will cost $0.030 per beneticiary per day
(a weighted average ot $0.044 per maternal aand severely malnourished
benaficiary and, $0.022 per other child beneticiary). The 1CDS
racion i8 25% more as costly than the CARE-MCH ration,

The largest of the CARE assisted MCH programs, GNP, selects
beneficiaries on the basis of age and socio-economic criteria.

e
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A CARE study in Tamil Nadu (Anderson, 1976) found that only 35% of
those fed were malnourished children under three years of age and
pregnant and nursing women. AID assisted ICDS will give priority
for receiving food to moderately and severely malnourished children
under three years of age and to pregnant and nursing women at-risk
of giving birth to a low weight child or having lactation failure
due to low socio-economic status. Fewer rations will be given to
those not nutritionally in need (an estimated 30%). Thus, the SNP
cost of reaching an at-rigk beneficiary with food through CARE 13
$0.09Y, while the ALD assisted LCDS cost will be $0.043.

The daily nutritional gap ftor preschool children in India is on
average 500 kcal. The typical CARE-MCH ration contains 345 kcal and
is fed 240 days Pur year. A study of ration leakage found that 47%
is effectively consumed and not shuared with other tamily members or
substituted for the home diet. Therefore, the effective daily

increase afforded by the CARE ration is 163 kcal.

The 1CDS retion will be delivered 300 dayg Per year to wors.n
and children. The welghted average caloric value of the ration for
all groups will be 405 (500-600 kcal for pregnant and nursing women
and severely malnourished children and 300 keal for all other
children). Nutrition education and house visits by the anganwadi
worker will wminimize ration leakage. It 18 felt that these
activities will alsc contribute to reduction of the gap, by inducing
families to feed pregnant and nursing women and young childrer. more
adequately out of existing resources. ALD agssisted ICDS expects to
raise net daily intake by 275 kcal.

The additiona! recurring costs for nutrition education,
beneficiary selection, and management inputs in AID assisted ICD3
will be $0.022 per beneticiary per day above food costs. However
when the total costs of AID assisted LCDS and CARE assistea SNP MCH
for achieving a 100 kcal etfective increase per day are compared,
the cost of ICDS ig only slightly higher, i.e. $0.0232 (IMCN) and
0.017 (CARE). In addition, ALD assisted ICDS is more likely to be
able to reduce malnutrition becaure  ration size for severely
malnourished children and women will te large enough to meet the
8ap, the type ot tuvod to be distributed will be more nutritionally
suitable, and feeding is carried out for 25% wore days per year than
in most CARE assisted feeding programs.

Moreover 1CDS will 1 otect the children who are not direct food
beneficiaries. I1CDS will monitor the health and nutrition status of
all children ages 0-3 years on a quarterly basis, and on a monthly
basis for malnourished children enrolled for feeding. Those who
need health care will be referred into the health system.  The
health and autrition activities of [CDS are designed to reach the
whole community, not just thoase receiving supplements and not just

o
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children. The nutrition supplements and education for pregnant
women will lead to higher birth weights, hence lLower neonatal and
infant mortality and lower early malnutrition.

The mother and child center concept of the ICDS anganwadi will
encourage mothers and children to make better use of existing health
services. More pregnant women will take advantage of tetanus toxoid
vaccinations and iron and folic acid supplements, as well as seek
assistance from trained dais. Similarly it is expected that child
vaccination coverage will increase as a result of the establishment
of anganwadis. None of these effects can be expected to result from
straight feeding in the absence of other services.

ICDS expects to produce significant reductions in the incidence
of malnutrition and in infant and young child mortality. It is
expected that the incidence of severe malnutrition will be reduced
bty one half and moderate and severe malnutrition together reduced by
35% within four years of program operation in any given site. For a
typical block of 100,000 population the number of severely
malnourished should fall from 8,400 to 5,530. Severe malnutrition
has been defined as 604 of standard weight for age and woderate
malnutrition as 60-70% of standard weight for age, using Harvard
Standards.

The risk of mortality is 12 times normal for the severely
malnourished child, 3 times normal for the moderately malnourished
(Kielmann, 1978). By reducing the 1incidence of malnutrition and
stpplementing those who are malnourished the current young-child
(1-4 year) mortality rate of about 30 (calculated by R. Puffer from
Registrar General's data) will be reduced below 20. The efforts
made toward raising birth weights, assuring safe aseptic deliveries,
and improving breast milk adequacy are expecied *o reduce the infant
mortility rate from 136 to 102 in ICDS areas. Table 1 and Figure 1
show the expected results after four yesrs of ICD3 operation in a
typical block. It is expected that 265 'nfant and child deaths will
be averted annually in each block. Nu such mortality impact has
ever been shown foi. SNP,



Table 1

Expected Results of ICDS on Malnutrition and Mortility in One Block
of 100,000 Population

Before After 4 Years
Population ICDS of ICDS
Infants 3,500 3,500
Severely Malnourished 3,117 1,559
Moderately Milnourished 4,400 3,300
Mildiy Malnourished to
Normal 2,983 8,641
TOTAL 17,000 17,000
Infants 438 333
Severely Malnourished 273 124
MYoderately Malnourished 96 65
Mildly Malnourished to
Normal 44 63

TOTAL 851 586
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Iigure 1: Expected Results of ALD assisted TCDS on Malnutrition and Mortality in
One Block of a 100,000 Population.
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Calculation of Economic Benefits

Much of the benefit or cost of any project that affects
mortality and morbidity is not quantifiable in economic terms, since
lives saved or lost and illnesses cured or averted have large pure
utility effects. Thus, such projects should not be judged merely on
economic grounds. The calculation of expected net economic benefits
only gives an indication of the total net benefit to the project.
With that caveat in mind, certain economic benefits of the AID-ICDS
project may be quantified, while others cannot because of lack of
information To all of the economic benefits quantified and not
quantified must be added the pure utility gains of young child
deaths prevented and illnesses averted.

Quantification or attempts 4t quantification vill  be
undertaken for the expected gain in productivity, the reduction in
child mortality, and the value of improved educational performance.
Methods by which the population consequences, potential resource
savings, mothers' time, general health, and maternal depletion could
be quantified will be discussed,

The unit of analysis will be 4 rural Indian block of 147,000
population since this is the average population of the rural blocks
AID will assist. The time horizon used will extend beyond the final
year of the project for three reasons. First, the impact of tre
nutrition intervention on mortality will not be fully realized until
it has been in operation for six years. All project blocks will not
have their tull effect until one vyear after the end of AID
participation in financing. Second, it is expected that the GOI
will continue the program after the AID commitment ends. Finally,
the expected improvement in nutritional status will lessen the
amount of food required to a steady amount only after all blocks
have been operating for six years.

The average rural block in the AID area is made up of 147
villages of 1,000 persons each. There are 170 children ages 0-6
years and 30 pregnant women in the dverage village at a given
moment.  The crude birth rate is 34. The ex ante infant mortality
rate is 136; the 1-6 years mortality rate is 30.6. It is expected
that 20% of the children are severely malnourished and 287
moderately malnourished. 1In 4 typical village the 0-3 years age
group would have 24 severely and 33 moderately malnourished among
them; the 4-6 years group would have 10 severes and 15 moderates,

The project will give a double daily supplementary foad
ration, value $0.044, to an average of 18 pregnant and lactating
women, determined to be 'at-rigk' of giving birth to 4 low-weight
and to 11 severely malnourished children under threc years of age.
Another 53 children will receive single rations worth $0.022, 300
days per year.



After four years of operation the project expects, through its
prevention and treatment efforts, to have reduced the incidence of
severe malnurition by one-half and that of moderate and severe
malnutrition combined by 35%. 0f the remaining cases of
malnutiriton, the project expects to be able to rehabilitate 60% of
~he cases., Of the severely malnourished, 18% would be brought to
normal, and 42% would be improved to moderate malnourishment. 60%
of the moderates would become normal. In addition, the improvements
in mothers' status made through the project are expected to reduce
the infant mortality rate to 105 from 136. The mortality rate for
children aged 1 to 6 will be reduced from 30.6 to 20.0.

Table 2 shows the annual costs (including staff, equipment,
gsupplies and training) and results of implementing the project in an
average AID assisted rural block. Note that the numbers of
malnutrition cases and deaths averted reach their maximum beginning
in 1988 after the block has been operational for four years.

Table 2: Costs and Expected Results of ICDS Implemented
in a Rural Block with 147 anganwadis

Food Costs ($000) Cases of

Benefi- Non- Food Malnutrition Deaths
FY ciaries Food 0.T.* Total Averted Averted
1984 13,818 97.7 139.2 236.9 565 130
1985 13,818 98.2 147.3 245.5 849 136
1986 13,818 100.8 164.9 265.2 1,131 182
1987 13,818 103.3 194.1 297.4 1,508 242
1988 13,818 105.9 213.5 319.4 1,696 273
1989 13,818 108.5 234.9 343.4 1,696 273

* Fouod costs include approximately 40% of ocean transport.
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Direct Benef:it

ICLS aims to feed a 600 kcal ration to 85% of the severely
malnourished children and a 300 kcal ration to all moderately
malnourished children 0-3 years ot age 300 days per year. In an
average AID assisted rural block, this is expected to amount to
1,617 severes and 2,793 moderates. In addition, those mothers
determined to be at risk of Aelivering a low birth~weight baby will
be fed a daily 500-600 kcal ration throughout the last trimester of
pregnancy and the first six months of lactation. There will be
about 2,646 maternal food beneficiaries per block. An additional
4,998 children 3-6 years of age will receive food during preschool,
Another 15,000 better-nourished children in each block will benefit
from the wmonitoring of their nutritional status on a quarterly
basis, from the health and nutrition education imparted to their
mothers through the anganwad1l worker, and from periodic
vaccinations, vitamin A and oral rehydration. All mothers will
benefit from the health and nutrition messages and from the services
of the trained dai (midwife).

Indirect Benefit

Through its stimulation of the quality and reach of the health
services system, it can be expected that the project will have an
impact on the health and nutritional status of the community at
large. Knowledge gained about the availability of health services,
improvement in the cowpcsition of diets, and improved sanitation,
hygiene, and healch practines will lead to some reduction in general
morbidity. The reduction in morbidity will mean an increase in
labor supply per capita as fewer working days will be lost due to
illness and premature death, and an increase 1in effective labor
supply as debility caused by illness and nutritiovnal deficiency is
reduced.

The increased survivorship of young children induced by the
project can be expected to positively influence the acceptance of
family planning, hence lowering the cost per couple year of
protection. Further, improved nutritional status at young ages 1is
believed to have a singificant impact on reaching genetic-ability
potential and ability to profit from education.

The success of this project will demonstrate that there is a
more effective use for food currently used in other programs. At
the same time, as this project progresses, its food requirements
should diminish as malnutrition is reduced. The freed food will
then be a resource that may be uged elsewhere. It will also show
the social profitability of investment in young child nutrition,
making additional investments in this domain by the GOI and othex
donors more likely.

y y



The success of this project will allow savings of resources
currently devoted to health and education. The process of
developing a child's adult productive capacity, or human capital,
may be seen as a function of several factors including health,
education and nutrition. The optimal combination of these inputs
obtains where their marginal productivities per dollar spent are
equal. Currently, in India, much is spent on health and educational
inputs into child development, but little on nutrition. It is felt
that additional investment in nutrition is likely to have higher
marginal productivity than additional investments in health and
education. Indeed, the situation may b: such that a more efficient
use of current spending could obtain by putting more resources into
nutrition and fewer into health and education. In other words, to
reach the same level of human capital development as currently holds
would require less total spending on health, education, and
nutrition, than is spent now for health and education alone.

There is evidence that the three 1inputs are not perfect
substitutes for one another. Studies of the eftect of education on
1Q, cited by Selowsky and Taylor ("The Economics of Malnourished
Children: A Study of Disinvestment in Human Capital', 1971), showed
that ar most education could recover half of the IQ potential lost
bacause of early childhood malnutrition. Morbidity and mortality
rates in excess ot .ormal are associated with undernourishment,
requiring curative health spending that could be avoided by
preventing melnutrition. The excess morbidity has an additional
cost, time forcgone by mothers caring for their sick children.

The excess mortality, in addition to the population effects
mentioned above, wastes the resources spent on child development and
depletes mothers' strength. All resources devoted to rearing
children who die prematurely, including tood, care time, health
fervices, and mothers' pregnancy costs, are lost. Each birth may
cause mothers to sutfer loss of working power, both at the time and
in the future, and make tuture births more difficult.

Productivity Increases

There is little direct evidence as to the amount of future
productivity increase that may be expected from improving the
nutritional status of young childrea. It is known that malnutrition
causes a loss of potential physical and mental ability. Physical
and mental abilities along with  other factors including
environmental stimulation, health, education, and availability of
capital determine productivity. Thus prevention of malnutrition can
have some positive ctfect on tuture productivity. In addition, it
has been shown that timely vehabilitation of malnourished children
can restore much of physical and mental potential.

/b() \"



The value of a productivity gain would he calculated as the
present value of increased output attributabl.: to the nutrition
improvement. To find that value several items must be known: the
value of output in the absence of the nutritional intervention, the
secular growth rate of procictivity, the expected working lifetime,
and the amount of increase in capacity that may be attributed to the
intervention. Symbolically the formula for  each case  of
malnutrition avoided may be given as:

, BANUNERLS t
O N !/,;)[]T{‘{": (1)

where,

P.V. = present value of the productivity increase attributable to
- the nutrition intervention.

t = time period in years, a is the age of the child at the time
of the intervention, s 1is the age when one enters the
workforce, and n is the age of retirement.

y'e = the expected value of earnings in year t of anp individual
who 1is well nourished in childhood.

Y = the expected value of earnings in year t of an individual
who 1s malnourished in childhood.

g -
expected secular rate ot productivity growth,

r =
rate of discount.

The difference: in cxpected earnings of individuals who were
well and poorly nourished in childhood may be expressed as g
proportional increase in ability (a):

_r'{f =)y (1ta) (2)
substituting (2) into (1) r.v. = %—:JZ (L? )t (
—— a .l/ : ~g__ 3)
['-:.3..(1 1 + p

The working lifetime in India, accounting for the probability
of death, is about 43 years, from age 12 to 55. A discount rate of
104 will be used,

A variety ot values are plausible tor use a, v, and yc. The
IMCN project is to be implemented in rural and tribal arcas of India
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where expected future employment might accurately be approximated as
that of a landless agricultural worker. Thus, y; would take on
the value of the annual wage of such workers. This approach was
used in the World Bank Tamil Nadu Nutrition Project (World Bank
1980). Annual earnings were calculataed as $162.50 (R3. 1,300), on
the basis of a dezily wage of RS.5 for the equivalent of 260 working
days. A more optimistic assumption would be that the expected
earnings could be approximated by the per capita income of India, $
190 (RS.I,SZO).l/ A3 was assumed by the World Bank, it is
<xpected that ten percent of children will not reach the age of
twelve years.

The Bank assumes no value to the activities of women who are
not involved in market labor, hence any productivity gain for them
has no value. This 18 a serious error when trying to measure the
social value of an intervention. Since market labor is available to
women (the Bank says 154 of them would be so employed), when they
choose not to work in the market it is implicit that, to them, the
marginal value of wage employment is lower than that of their
alternative activities, Therefore, lncreases in women's
productivity attributable to nutrition intervention will be counted
here. As a final consideration on yy it will be assumed that 10%
of those who reach working age will be unemployed.

The pessimistic assumption about g, the secular growth rate of
agricultural productivity, would be that it will be zero. That is,
declining land-labor ratios will overwhelm any increases due to
improved technology and physical and human capital., An optimistic
assumption would be that productivity would grow at 3%, the historic
post—-independence rate of growth o: the Indian economy as a whole.

The following parameter values are used in Table 3 to find the
present value of earnings of an unskilled, landiess worker:

= Rs. 1,300 - 1,520
= 0.00 - 0.03
= 0.10
= 55
= 2
= 12

y

® o 0 "t

1, Per capita income is calculated by dividing national income by
the total population, including children, old people, and
others not in the workforce. Thus, using per capita income as
the base would lcave the target population well into the lower
income part of the Indian economy.
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The results show a range from $§ 561 under the least favorasle
assumption (LFA) to $§ 1,269 under the most tavorable assumption
(MFA) for the present value of the expected future earuings of the
beneficiary population of ICDS.

Since the value of the productivity increase is unknown our
procedure will be to solve tor the a value that would allow project
costs to be covered. Note that this would produce a 10% return on
investment since a 10% rate of discount has been used.

Table 3
Present Value of Future Earnings of an Unskilled, Landless
Worker (in $)

Secular Base Annual Earnings

Productivity increase (%) Rs. 1300 Rs. 1520
0 $ 561 $ 655
3 $ 1,085 $ 1,269

The cost per malnutrition case averted (Table 4) is high in the
early years of the project, then declines to a low of $ 188 after
four yvears of operation in a block and then rises again due to
inflation. To meet this cost and earn a 0% return on investment,
the avoidance ot malnutrition would have to raise output by 10%Z in
the MFA case and 23% in the LFA case. In order to cover all costs
of the project through 1989 ($202 per case averted) those who avoid
malonutrition would have to increase their productivity by 15% under
the MFA and 33% under LFA. These rates are those neecded to justify
the project on productivity growth alone,

Since there is uno direct evidence as Lo what productivity
increase may be expected it is necessary to see if increases of 10
to 33% are within the order of magnitude that reasonably may be
expected. A study by the Natiounal Institute of Nutrition,
Hyderabad, (NIN, Annual Report 19Y80) tound a significant (but
unspecified) difference in wages paid te day laborers on the basis
of physical size. Since adult size is an indication of childhood
nutrition and size was usced implicitly by employers as an indicator
of productivity, the linkage can be made that childhood nutritional
statusg affects adult productivity.




Table 4
AID Assisted ICDS Cost per Malnutrition
Case Avoided

Cost Per Case

FY Avoided ($)
1984 419
1985 239
1986 235
1987 197
1988 188
1989 202

Further, Kalra, et al.("The Impact of Malnutrition on
Intelligence," Indian Pediatrics, 17 : 109-116, 1980) found, in a
study of malnourished children ages 1 - 12, that their IQ-SQ scores
differed from a control group by 30.4 pointe. This study showed
that 57% of the malnourished group would be classified as mentally
retarded, while only 1% of the control would be so classified.
Degree of malnutrition was positively related to degree of
retardation.

Srikantia and Yogananda Sastri ("Observations on Malnutrition
and Mental Development', National LInstitute ot Nutrition) criticize
such studies, noting that control has not been maintained for the
influei.ce of mothers' attitudes and 1intelligence on mental
development. Cravioto tested for this effect '"Intersensory
Development as a Function of Age, Stimulation and Antecedents of
Severe Malnutrition'", Symposium on Nutrition and Functional
Performance, Proceedings of the Nutrition Society of India, No. 22,
1978) and found that the negative relation between
kinesth+.tic-visual competence (affecting rcreading ability) and
malnutrition remains even when home stimulation 1s controlled.

A review ot studies of childhood malnutrition and mental
development (Y.A. Clugston, "The Effect of Malnutrition on Brain
Growth and 1Iptellectual Development', Tropical Doctor, 11 (January
1981):32-38) finds that in deprived communities the malnourished
show persistent significant differences from the well nourished in
cognitive functions, attention span, ability to concentrate, and

mot vation into late childhood.



None of these studies, however, makes the link between childhood
malnutrition, hence ability, and later adult productivity. Selowsky
has wused =nsuch study results, along with studies showing the
predictive power ot childhood ability on adult ability, to calculate
the future value ot iucreases in childhood ability (M. Selowsky,
"Nutrition, Health, and Education: The Economic Significance ¢f
Complementarities at EKarly Ages", presented at the Sixth World
Congress ot the International Economic Association, Mexico City,
1980). Selowsky's results show that a one standard deviation (s.d.)
increase in childhood ability would increase Llifetime earnings of
persons with low ecducational attainment by 0.65. A two s.d.
increase would improve earnings 1.52 times. Selowsky goes on to
show that persous with greater ability will seek more education,
which further improves wcarnings. Accounting  for both the pure
ability eifect and the induced education etfect, a one s.d. increase
in ability implics & 2.32-fold improvement in liletime earnings, ard
a two s.d. increase a 5.63-fold improvemeat.

Thus, the earning iancreases needed to earn a 10%Z return on the
ICDS 1investment are well within these ranges, if improvements in
ability of one to two s.d. may be expected. The AID assisted ICDS,
in full maturity, will make a net improvement of 848 severe and 799
moderate cascs of malnutrition to mildly malonourisied or normal in
each rural block annually. Colombian children suffering from
moderate malnutrition were found to show a one s.d. improvement in
1Q after veceiving foud supplements, health care, and prescheool
education, as LCDS will give (H. McKay, et al. "Improving Cognitive
Ability in Chronically Deprived Children”, Science, April 1978). 1A
study of scverely malnourished children (below 70% of normal) 1in
Chile showed that rehabilitation would result in a two s.d. gain (M,
selowsky and L. Taylor, "The Economics of Melnourished Children: An
Example of Distinvestment in Human Capital", Economic Duvelopment and

Cultural Change, October 19/3). Thus, it appears  that the [CDS
project will generate the uecessary productivity increases to earn
at least a lU% return.

Reduction in Child_MurLalipy

There are two kinds of e¢conomic benefits that may be calculated
for the reduction in child mortality: the present value of advancec
earnings and the savings of wasted resources. The advanced earnings
benefit assumes that thure 1s a desire for a target number of
children in a tamily, so that, if one dies, s/he will be replaced by
an additional birth. By preveating a death the uneed to have an
additional child is eliminated, with the result that the earuings
stream of the surviving child is advanced by the number of years
between his or her birth and the time at which the replacement would
be born. The present value of the advancement is calculated as the

¢\



benefit. 'The lormula tor this benctit is similar to (3) above where
d is the age of the child when death is averted. Four years is
taken as the period of ecarnings advancement, and the other symbols
ere defined as previously:

foded t o u=dia Lot ,
P/, = )‘ i Y (..l_-,-_.g‘_..) - )‘ L_l_____(_’__) (‘1/
t=n-d R Eeap—il ¥, 1+

The 1CDS project expects to reduce both the nfant mortality
rate (IMR) and the young child mortality rate (CMR). Each requires
a different value for d in cquation (4). Since most intant deaths
occur very carly in life (sce Ruth Puffer, Report to USAID/New
Delhi, 1981), d will be assigned the value zero tor the reduction in
IMR. For the reduction in CMR d is assumed Lo be two years.

Using the same pavamcters a8 in the section on productivity
(above), the advanced earnings benefit of a preventd infant death
is $ 295 under MFA aud $ 178 under LFA. For a younyg child death
averted the earnings advancement benefit ranges from $ 214 under LFA
to $ 337 under MFA.

The ALD assisted ICDS pruject expects to reduce IMK from 136 to
102 and CMR from 30.6 to 20.0. The value of earnings advancement
following from ICDS in an average rural block is shown in Table 5.
When the block reaches full waturity a0 1988  the carnings
advancement benetit accounts tor between 31 and 49% of co.ts. Over
the six year period 1984-8Y this benefit accounts for 13 ., 43% ot
total costs.

Table 5
Earning Advincement Beonetit from AID Assisted [CDS
Implementea 1n an Average Rural Hlock

T (8 000)

Deaths Averted Value of Eﬂfniqgs Adv“ﬂﬁfﬂfﬂﬁ
Fy  Infant Youny Cold LA HFA
1984 57 6bY 25,2 40.0
1985 6 104 7.5 60,3
1986 114 138 50.0 80,3
1987 152 184 6b.6 107.2
1988 172 207 74,4 120.5

1989 172 207 74.9 120.5
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Premature death causes two types of resource waste: spending
on child maintenance, i.e. expenditures for food and clothing up to
the time of his or her death, and maternal costs. The maternal
costs include productive time lost because of pregnancy, childcare
time, and loss of mothers' strength and vitality that occurs with
each successive pregnancy. It is not currently possible to estimate
the value of maternal costs. To do so in the future it will te
necessary to gather information on the amount of time diverted from
other activities 1n pregnancy and during child care and on the
productivity costs of extra pregnancies (these would include no:
only reductions in women's physical productivity, but also increased
riske in future pregnancies, both for mother and child). The time
diverted would be evaluated at the marginal value of alternative
activites (this would likely be the unskilled labor wage rate
adjusted for the probability of employment). These costs avoided
would be part of the benefit due to mortality reduction.

the chiid-maintenance jcosts of early death may be evaluated.
Since the deaths averted by 1GDS occur at very varly ages, there is
almost no spending on clothing to be lost. Therefore our evaluaticn
of child-maintenance costs will include only food losses. Most
infant deaths occur in the immediate neonatal period (R. Puffer,
Report to USALD/New Delhti, 19Y81), so that the average lifespan of a
child who dies 1n  infancy 1s 77 days.]/ There daily food
consumption will be estimated as 600 kcal; hence the loss is 46,200
kcal per death (Table 6).

Table 6
Food Savings Benetfit ‘-om IC lmplenented

in an Average Rural = ck

(§ 000)

Deaths Averted Value of Food
FY Infant Young Child Saved
1984 57 64 17.20
1985 86 104 25.81
1986 114 138 34.41
1087 152 184 45.90
1988 172 207 51.57
1989 172 207 51.57

1/ cCalculated trom s 4tudy of [IMR data in Rural North Arcot,
presented in K. Putter, Report to USALID/New Delhi, 1981,



Conclusion

In addition to the humanitarian benefits associated with
reductions in morbidity, mortality, and malnutrition, AID assisted
ICDS offers many economic benefits. Those that have Dbeen
quantified, to a greater or lesser extent are the future
productivity benefit, the advanced earnings benefit, and the food
savings benefit. Not enough information 1is currently known to
quantify the additional economic benefits of increased acceptance of
family planning, resource savings on health care, mothers' time and
strength savings, and health benefits to the community at large.
Methods by which these benefits can be evaluated during the course
of the project have been described.

The discussion of the future productivity benefit indicated that
its magnitude is unknown, but that a 10 to 33% productivity increase
would alone justify ICDS on economic grounds. Inclusion of the
earnings advancement and food savings benefits reduces the required
productivity increase to 8 to 25%. As shown above, this kind ol
productivity increase 1is well within the range that may be
expected. Therefore it should be concluded that AID assisted ICDS
will earn more, and probably much more, than a 10X return on
investment.



ANNEX 16

SOCIAL SOUNDNESS ANALYSIS

I. Social Cultural Feasibility

This project addresses the primary cause of malnutrition in
Indian preschoolers which is insufficient intake of calories. A
large part of the project 1is designed to fill the calorie gap
through the use of Title II, PL-480 food and simultaneous promotion
of home preparation of indigenous weaning foods from affordable
cereals and pulses. The donated food will be made into familiar
Indian dishes and combined with local ingredients to increase its
acceptability.

Salient contributory causes of malnutrition will also be
addressed by the project. A direct attack will be made on certain
beliefs and practices which lead to .nadequate food intake by the
target population. Also, there will be intervention in illnesses
such as diarrhea and in low birth weight which contribute to a high
incidence of morbidity and mortality.

A. Socio-cultural Determinants of Malnutrition

Children are nighly valued in India and are called "gifts from
God". 1In the absence of a governmental income guarantee in old age,
children become an important security for parents. Sons are needed
to perform certain religious rituals when a parent dies and children
of either sex join in the family work force. Despite this value
placed on children, centuries of poverty and high mortality of in-
fants have made poor people accept infant and young child mortality
and wmorbidity with malnutrition. They believe some children are
born with a better kathi (inbuilt resistance to disease) than cthers.

There are many traditional beliefs and practices about food for
the pregnant and lactating woman as well as for the child. While
many of these beliets are beneficial, some are harmful and nutrition
and health education to change them 1is planned in the project.
Within the Indian family structure it 1is the young wife and her
child who eat last and least after the male family members have
finished their meal. The calorie gap for the average sedentary
lactating wcman, for example, 1s about 539. For moderately active
nursing women the gap is 900 kcal. Since the decisions about how
money is spent and for what purpose are often not made by the young
wife, messages to change intratuamilial food distribution will need
to be aimed at men, wothers-in-law and grandmothers, as well as at
the target women. 1t is tor this reason the project seeks to use a
variety of media to motivate behavior change 1n food practices.



Films, radin messages and meetings with village leaders will reach
men. Home .1sits and Mahila Mandal meetings will reach older women,
while home visits and visits of women to the anganwadi will reach
the young women. Since wmost dais are older women and since their
advice is usually sough. during pregnancy, delivery and the immediate
post-partum period, the project will use them to advise women to take
certain recommended foods and to feed their habies the correct amount
of the rigut kind of food. Since a high caste woman will not accept
prepared food from a lower caste dai, it is planned to either use the
dai only for giving advice (which is culturally acceptable) or she
will give the food in a packaged unprepared form. The exact metho-
dology will depend on prevailing village attitudes and practices.

It has been the experience of similar projects that food meant
tor pregnant or lactating women has simply been viewed as extra food
for the whole family. 1t is for this vreason that one of the inno-
vative studies proposed in the project is to develop a special food
for pregnancy and lactation. There are deeply rooted beliefs about
special foods for pregnancy and lactation so the concept of a
"mothers food" as something separate from the regular food taken by
the family is culturally feasible.

0f the harmful beliefs and practices related to child feeding,
the late introduction of semi-solids after six months of age and
often not until one year, is probably the one most uniformly prac-
ticed throughout India. The point at which an infant's demands are
greater than can be met by its mother's milk depends on individual
growth but occurs around 4-6 months of age in most infants. Moti~
vational messages aimed at changing this practice will be given high
priority in the project. An associated traditional practice which
18 good and which will be reinforced is breast feeding. The objec-
tive of motivational messayes is to increase caloric intake by th=
infant after six mouths of age while at the same time encouraging
the continuance ot breast feeding.

The child most vulnerasble to malnutrition in India has been
shown to be female trom a tribal or scheduled caste tamily, and one
who suffers from an impoverished mother—child relationship.  The
preference shown to a male child in Indian soclety is deeply rooted
in gome of the practices, such as dowry giving, which make females a
financial burden on the family. Male children are more likely to be
provided with medical care than females and in some cases it has
been documented that female babies are actually nursed for shorter
intervals than are male babies. Such long standing and far reaching
attitudes and practices arc not changed quickly in the context of a
single project. However, field level workers will be alerted to the
fact that certain cultural attitudes, including gender bias, make
some child.en more vulnerable than others.

Q-
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Recognizing the synergistic relationship between malnutrition and
morbidity enisodes, such as respiratory infections and diarrhea, the
project will be closely linked to the government's health infrastruc-
ture. It will draw upon the already established system of using
Female Health Workers to visit the villages and foliow up in the
Primary Health Centers and Sub-Centers. A close working relationship
will be established between the AWW, the FHW and the community.

B. Organization

The key to the success of this project will be the degree to
which ICDS staff understand and are motivated to follow up on the
problem of malnutrition in the village. The project appraisal team
felt there were inherent weaknesses in the existing training system
for ICDS and SNP workers which would have to be overcome if the
project is tc succeed. For this reason the training component for
all levels of ICDS workers is to be strengthened. Village level
workers and their supervisors will receive in-service training in or
close to their own village. This will maximize the use of local
resources, including using one's own village as the place for field
experience.

Since it is the project staff who are to motivate villagers to
participate 1in the program, a related organizational component
needed for project success is the involvement of existing village
level organizations. The village will be expected to contribute
certain inputs in return for the project benefits. Only project
staff who have been provided some basic training in communications
and community participation techniques can provide the backbone for
this important component. The use of Mahila Mandals or women's
clubs as a vehicle for information dissemination as well as solicit-
ing their members to actively participate in problem identification
and solving is socially sound. Many villages already have a Village
Health Committee which looks after such things as village well water
and sanitation problems. This is another group whose cooperation
will be sought.

The long term sustainability of the project will depend on
whether political support can be rallied behind it at the local
level. It is for this reason, as well as ease in monitoring, that
the project will be implemented in contiguous blocks rather than in
a scattered manner.

I1. Spread Effect

Since health care personnel stationed at government Primary
Health Centers and sub-centers may have responsibility lor project
and non-project villages 1t 1is reasonable to expect that the
knowledge they gain from the project areas will spread informally to
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non-project villages. Beneficial effects of the project are also
likely to be found in blocks in coutiguous districts not yet covered
by ICDS. These blocks will make suitable candidates for future ICDS
expansion. The same is true of motivational messages which may be
broadcast, for example, by radio. Listeners from non-project
villages will hear the messages and benefit from them. Further
spread effect will be enhanced if a political mass of support at
local levels can be accomplished. The project is intentionally
designed to actively involve local groups out of which can grow
political support. Support already exists at the Central Government
for greatly expanding the ICDS as part of the Prime Minister's 20
Point Program. Improvements to be made in LCDS with AID assistance
should have a national application in other 1CDS blecks. If AID's
emphasis on targeting services to malnourished younger children and
pregnant and nursing women leads to reduced malnutrition and morta-
lity, these results may influence the government to modify its other
ICDS programs in a similar way. There are 5,000 development blocks
in the country and 1,000 of them are to have ICDS by 1985. There-
fore the opportunity for introducing improvements tested in AILD
assisted blocks to other blocks is vast. After six years of program
operation in a village the need for Title 11 foods should be greatly
reduced, allowing a shift of these food resources to ICDS in new
villages.

III.Social Consequences and Benefit Incidence

The targeted approach to this project clearly 1identifies
moderately and severely malnourished children under three years of
age and at risk pregnant and nursing women as the beneficiaries. It
is planned that approximately 177,000 such women and children will
receive supplemcntary food, health services and nutrition education
annually during the project once all 4,000 anganwadis are operatio-
nal. The supplement combined with intensive follow-up and educatio-
nal/motivational wessages will have direct lmpact through approxi-
mately 4,000 anganwadis. By 1987 approximately 3.3 million people
will have been exposed to the project, since it is assumed that all
persons in the village will hear of ICDS and will benefit either
directly or indirectly,

If family purchasing power remains the same during the life of
the project, and if the family cannot grow more food to supply the
extra calories needed by the target group, then somcone else in the
family will have to cat less if more calories are to bhe made avail-
able for the target group after food aid is withdrawa or when the
child graduates from the anganwadi. In its 1979 prcfile of protein-
calorie adequacy the National Nutrition Monitoring Bureau found that
58% of rural households had adequate protein-calorie intake, yet
there wag only 37% protein-calorie adequacy in children 1-4 year of
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age. Thus, in 21%Z of rural households, a shift in intrafamilial
food distribution would be feasible without gproducing a protein
calorie deficit for other family members. Any negative consequences
of an intra-familiar food shift may be offset over time, however, by
the reduction in young c¢hild mortality, the desire to have fewer
children because fewer die, and consequent smaller families. If
adult men and older childr2n were to eat less to make up th: deficit
of younger childi-n and pregnant and nursing women, the negative
nutritional impact on them would be minimal. 7o some extent the
diet of women who are neither pregnant nor lactating could also be
reduced to offset the deficit.
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Section 611(e) Certification
Integrated Child Development Services

This project 1is intended to assist the Government of India
develop a comprehensive approach to alleviate child malnutrition aua
rortality in Indian villages through supplementary feeding programs
and the delivery of uutrition education and health services to Lhose
children and pregnant and nursing women most at-risk. Grant funds
will finance technical assistance, training, research, mwinimal
assistance to food processing plants, and project monitoring and
evaluation. Loan funds will finance turniture and equipment and an
annually diminishing percentage of staff and operating custs.

I, Priscilla M. Boughton, Principal Otticer ol the Agency for
International Development in India, do hereby certify that in my

judgment the Government of India and the Governments of Gujarat and
Maharashtra have both the financial —capability and the human
rasources to carry out, maintain, and utilize this project

effectively. This judgment is based upon the analyses contained in
the Project Paper, uas well as upon the successful maintenance and
utilization of projects in India previously financed or assisted by
the United States.

1, - /
Taedén N By ofd
Priscilla M. Boughtoir
USAID/India




Baseline and Quarterly Surveys

Baseline Survey - The AWW should make 2z mar of the village showing
location and number of each household. A serial number should be
assigned to each family. The AWW should visit every household in the
village, measure every 0-6 year old child and interview every 15-44 year
old woman who 1s married.

(uarterly Survey -~ The AWW should assemble all 0-6 year old children in
the villlage and all 15-4.. year old women as a group every three months 1in
January, April, July and October. She should check the family records

to identify those failing to attend and visit their households to complete
the survey. The AWW should measure every 0-6 year old child in the village
and Interview every 15-44 year old woman every quarter.

During the baseline and quarterly surveys, the AWW should do the following:

A. Family Records -- compiete them. Add births, deaths, in migrants,cause of dea

Record birth weipght from child's weight chart in grams and colour

(green) 2.5 kg., vellow 2-2.5 kg., and red 2 kg.) for all new borns
during the quarter. Delete records for out migrant families.

B. Children (0-6 years)

1. Weigh all 0-11 month old children and record on child's weight and
arm circumference card. Revisit if child is absent.

2. Measure Arm Circumference (AC) of all 12-72 month old children with
color strip and record red, vellow or green on child's weight and arm
circumference card. Revisit 1f child is absent.

3. Record names of all 0-72 month old children and their nutrition status
in register I1T. Fnroll all malnourished 6-72 month old children 1in
supplementary nutrition program.

C. Women (15~44 years old and married)
1. Complete woman's card. Revisit If woman fs absent,

2. Record names of all pregnaut women or women nursing an infant under 6
months In Register I11 and enroll {n supplementary nutrition program.

3. Refer pregnant women to Female Multi-Purpose Worker (FHW) at Sub-Center
for Ante-Natal check-ups; Tetanus Toxold immunization and iron/folic
acid supplements, The FHW should weigh the woman and complete her card
in duplicate (1 to be maintalned by AWW and 1 by FHW).

D. Next to family serial number in quarterly survey register f state
whether contacted yes/no.



AWW Quarterly Summary of Survey of Anganwadi

(To be sent on quarterly basis along with monthly reports for January,

April, July, October - Circle month)

1. Number of families* contacted

2. Total number of families* {n villape

** 3, 7 Families contacted
(Divide line 1 by line 2 x 100)

4, Child Nutrition Survey Months of age
0-5 6-11 12-36 37-72 Total

a. Total number in village (Family Records)

b. Number Measured (Wt./AC Register III)

¢. Number Malnourished (For 0-11 by
weight for age II, III, IV grade;
for 12-72 by red/yellow AC (from
Register IIT)

** d. 7% Malnourished (Divide line C by
line B x 100)

*% e, 7% measured (Divide total line B by
total line A x 100)

. Births and Deaths (from family records)
BIRTHS

a. Number live births

b. Number still births

c. Number Bables weighed at Birth

d. Number Low Pirth Weight (Red/Yellow
<2500 prams)

*% o, 7 Low Birth Weipht (Divide line D by
line C x 100)

* Include only famiites with children leas than 6 years old or womr
15~44 years old.

** Percentages to be completed by Mukhva Sevila,
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DEATHS (Number)

. 0-11 monthg

. 12-36 months

37-72 months

. 0-72 months Total
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EVALUATION ARANGEMENTS

1CDS Impact Evaluation Surveys

Samgle:

l. 4 anganwadis per block randomly selected x 19 blocks = 76
anganwadis.

2. All households in the village served by these 4 anganwadis
surveyed.

4 anganwadis x 170 children 0-6 years of age x 19 blocks =
12,920 children.

3. Each Block surveyed every 2 years.

Survey Technique for Each Round

Data Collection 2-2 1/2 months
Analysis 6 months

Report Writing ¢ months

Cujarat - One team of 6 to complete 1 block in 1 week

Baseline 11 Blocks - 11 weeks
Follow-up 8 (82/83) Blocks - 8 weeks
Follow-up 3 (83/84) Blocks - 3 weeks

Maharashtra - One team of 6 to complete 1| block in 1 week
Baseline 8 Blocks - 8 weeks

Follow-up 2 (82/83) Blocks - 2 weeks
Fol low=-up 6 (83/84) Blocks - 6 weeks



Schedule:

Sept. 1983 - June 1984 Select Survey Consultants
Design Evaluation
Pre-test and Print Questionnaires and
Procure Equipment.

July 1984 - Sept.1984 Hire and Train Survey Team

October ~ December 1984 19 Blocks Baseline Survey

October - December 1985 L& Riocks Follow-up Survey

October - December 1986 9 Blocks Follow-up Survey

October ~ December 1987 10 Blocks Follow-up survey

October - December 1988 9 Blocks Follow-up Survey

September 1989 Final Report Submitted

Information to be collected:

1. Weight, height, arm circumference and age of all childrer
eating 4t anganwadi on day of survey -- surprise visit,
Compare to AWW's register.

2. Number oif pregnaat and hursing women cating at anganwadl on
day of survey by unumber of wmouths pregnant or nursing and
'at-risk' status. Compare to AWW's register.

3. Weight, height, arm circumference  and age of all other
children 0-6 yea s of age in village -~ household survey,

4, Census of total aumber ot pregnant  and nursing women in
village by wmonths of pregnancy  or  lactation -- household
survey and determination of number 'at-risk'.

5, Participation ot children 0-6 years of age in supplementary
feeding by parents' recall of aumber ot days in rrevious
month and total number of months. Comparce with AWW records.

6. Participation of Pregnant and Nurstug Women in Supplementary
Feeding by women's recall of number of days 1n previous montlh
and total number of months, Compare with AWW recorda.

7. Percent coverage of all 6-36 months  of  age malnourished

children with supplementary feeding: observed on day of visit
and tor 15 or more days in previous month by parents! recall,
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11.

12.

13'

14

15‘

lo.

i7.

18.
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Percent coverage of all at-risk pregnant and nursing women
with supplementary feeding: observed on day of visit and for
15 or more days in previous month by women's recall.

Percent coverage ot children 0-6 years of age with 2 doses of
Vitamin A in previous year by parents' recall. Compare with
AWW and health center records.

Percent coverage of pregnant women with 2 doses of tetanus
toxoid and six months supply of iron and folic acid in pre-
vious year by women's recall. Compare with AWW and health
center rcords.

Accuracy ot tamily records and weight, arm circumference and
women's cards. Compare with information collected on day of
survey.

Child deaths 1n past year for 0-11 months group and 12-36
months group; live births and total 12--36 month population by
parents' recall and tamily records.

Type ot food and ration size being ted to severely mal-
nourtshed  children, other  children, and pregnant/nursing
women at anganwadl on day ot visit.

Percent ot at-risk pregnant aud nursing women and mothers of
malnourished children 0-36 months ot age who received a home
visit by the AWW 1n previous month by parents' recall and
total number ot visits receawved by each tfamily in previous
year, Compare with AWW records.

Percent ot at-risk pregnant and nutsing women and mothers of
malnourished <haildren 0-36 wonths ot axge who attended at
least si1x ot the monthly NHED sessions 1o the previous year
by parents' recall. Check with AWW records.,

Fercent ot at-risk pregnant wowen who received check-ups by
the FHW or FHA during pregnancy (once, twice or more) by
women's recall.  Compare with health center records,

Perent ot "at-raisk! nursing women  whose intants were
delivered by a trained pernon {tratned day . FHA, or FHW) by
women's recall,  Cowmpare with health conter records,

Percent of all waloowrished chaldren O0-36 montihs of  age who
had check-ups by the FHW or FHA during the previous year and
frequency ot health check-upn (once, twice, three or more
times) by  parents'  recall. Cowmpare  with health center
records,
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19. Knowledge and behavior regarding the ICDS basic nutrition end
health education messages.

20. Socio-economic status of participating families.

Findings:

1. Change in nutrition status and child mortality rates every 2
years in block.

2. Coverage of malnourished children 6-36 months and pregnant
and nursing women by supplementary feeding and health
check-ups.

3. Loverage of children 0-6 years of age with Vitamin A pro-
phylaxis.

4, Coverage of pregnant women with 2 doses tetanus toxoid, six
month supply or 1iron and folic acid, and delivery by a
trained person (dai, FHW, etc. ).

5. Coverage of mothers of malnourished children and pregnant and
nursing women with NHED.

6. Verification of data collected by MIS.

7. Change in nutrition knowledge and behavior.

8. Extent of malnutrition prevention in younger siblings of

children enrolled for suplementary feeding or whose mothers
ceceived NHED.
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UNICEF INPUTS FOR ICDS PER AGREEMENT WITH GOVERNMENT OF INDIA

. Materials & Equipment

Weighing Scales for children (1l per anganwadi and training
ceater)

Arm Circumference Tapes (5 per Anganwadi)

Paper for Growth Charts (1,110 kg per Block)

Slide Projectors (1l per Training Center & Block)

Slides (Training Centers & Block Offices)

Duplicators (1 per Training Center & State & Block Office)
Typewriters (1 per Training Center & State & Block Office)

2. Supervisory Transport

Jeeps (1 per State, District, & Block ICDS Office)
Bicycles (2 per Training Center & 5 per Block)
Trailers (1 per Rural/Tribal Block)
3. Training
Stipends, Tra.ning Grants, & Travel costs for basic training
of CDPOs, MSs and AWWs (Partial support)
Support to NIPCCD, ICCW and Training Centers

4. Monitoring o Evaluation

Support to AlIMS
5. Personnel

UNICEF Project Statt in Zone Offices
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CRITICAL PERFORMANCE INDICATORS FOR ALD ASSISTED ICDS

Critical Performance Indicator

Expected Completion

Responsible Party

Date

Request for proposals 10/15/83 USAID, MOSW
‘RFP) for all contracts NIPCCD
issued
All project equipment 03/01/84 USAID, UNICEF
ordered, and import ICMR, NIAID/NIH
clearances and waivers MOSW, state
processed governments, ICCW
Final protocol and question- 04/30/84 ICMR, research
nairs printed for prevalence institutes,
of maternal infection studies US collaborators
and tests ot anthropometric
indicators of fetal growth
All managerial, supervisory 05/01/84 USAID, MOSW,
and technical staft at block NIPCCD, state
(I1cDS and health), district, goveruments, ICMR
state, MOSW, ICCW, SCCW, ICMR, research
NIPCCD, USAID and research institutes
institutes hired
All contracts and agreements 06/30/84 USAID, MOSW,
signed and staff on the job ICMR, NIPCCD
I'apact evaluation 06/30/84 Home Sciences
designed & Medical

Colleges

USAID, MOSW
Clearinghouses tor NHED 07/31/84 State govern-
established at state ments, TA
goveruments 'LCDS cells Contractor
In-Service workshops 09/30/84 Workshop
designed and mobile contractor, TA
teams trained contractor,

NIFPCCD, USAID
Improved MIS designed 09/30/84 TA Contractor,

ATIMS, MOSW,
USAID, CARE



Critical Performance Indicator

Expected Comp'etion

Responsible Party

Date

All project equipment 09/30/84 UNICEF, MOSW
delivered tc¢ end users ICMR, state

governments
Reference laboratories 10/31/84 ICMR, research
for maternal infection institutes,
studies established US collaborators
Performance standards for 10/31/84 NIPCCD
workers and instructors TA Contractor
developed
NHED waterials 11/30/84 State govern-
distributed to angan-— meuts
wadis by state
clearinghouses
Syllabi for training 12/31/84 NIPCCD, TA
CDPOs, MSs and AWWs Contractor,
revised USAID
All villages identified, 03/31/85 MOSW, state
anganwadi workers recruited, governments
and buildings donated
Revised syllabi and 06/30/85 NIPCCD,
performance standards TA Contractor
in use in all training
centers and LCDS blocks
Baseline impact 08/31/85 Home Science
evaluation survey reports & Medical
completed College
All managerial, supervisory 12/15/85 NIPCCD, Training
and technical staff trained Centers, Training
or oriented Consultants, TA

Contractor
Prevalence of infection 03/31/86 ICMR, research

studies and tests of
anthropometric
indicators completed

institutes, US
collaborators



Critical Performance Indicator

Expected Completion

Responsible Party

Date
All anganwadi workers, 03/31/86 Training
trained centers, MOSW,
state govern-
ments
Improved MIS installed 05/15/86 MOSW, state
governments,
TA Contraccor,
Workshop
Contractor
All anganwadis 05/15/86 MOSW, state
Jperational governments, CARE
Protocol designed for 09/30/86 ICMR, research
birth weight institutes, US
interventions trials collaborators
Mid-project review 09/30/86 USAID
completed
In-service workshops 05/31/87 Workshop
held tor all MSs, AWWs Contractor,
a1d trained dais and NIPCCD, state
tnelr instructors governments
Year 2 follow-up impact 08/31/89 Home Science
impact evaluation Medical Colleges
survey reports completed
Year 4 follow-up impact 08/31/89 Home Science
evaluation survey reports Medical Colleges
completed
Final reports or interven- 09/30/89 ICMR, research
tion trials to improve birth ingtitutes, US
welght completed Collaborators
End of Projecl review 09/30/89 USAILD

completed




ANNEX 22

10.

Ll.

12.

References Cited in Integrated child Development Services
Project Paper

Central Bureau of Health 1Intelligence, Directorate General of
Health Services, Ministry of Health and Family Welfare, Health
Statistics of India, New Delhi, 1582,

Sample Registration System, Office of the Registrar General of
Ind 1, 1977.

Pufter, R.R. Mortality of Infants and Children under Five Years
of Age in India, Report to USAID/India, 1981.

Christian Medical College and Brown Memorial Hospital, Ludhiana,
Punjab, Community Health Department, Ninth Annual Report, 1980.

Christian Medical College, Vellore, Longitudinal Studies in
Human Reproduction, Monograph No. 6, 1973.

Office of the Registrar General, Ministry of Home Affairs,
Survey of Infant and Child Mortality-A Preliminary Report, New
Delhi, 1979.

Ministry of Health and Family Welfare, Report of the Working
Group on Health for All by 2,000 A.D., New Delhi 1981.

Singh, Meharban Care of the Newborn Second Edition, New Delhi:
Sagar Publications, 1981.

World Health Organization. The Incidence of Low Birth Weight:
a Critical Review of Available Information. World Health
Statistica Quarterly Vol. 33. No. 3: 197, 1980.

Ghosh, S., S.K. Bhargava and l.M. Moriyama. Longitudinal Study
of the Survival and Outcome of a Birth Cohort, Vol 1I.

Department of Pediatrics, Safdarjang Hospital, New Delhi, 1975.

Rao, P.S. and S.G. Inbaraj. Perinatal, Infant and Early
Childhood Mortality, Longitudinal Studies in Human Reproduct.ion,

Monograph No. 6, Vellore, 1973.

National Nutrition Monitoring Bureau, Annual Surveys 1975-1978,
Report for the Year 197Y, National Institute of Nutrition,

Hyderabad 1980.



13.

14.

15.

16.

17.

18.

19.

20.

21.

22,

23,

24.

25.

26.

-2 -

Gopaldas, T, N. Srinivasan, 1. Varadarajan et al. Project
Poshak, CARE India, New Delhi, 1975.

Kielmann, A.A. and C. McCord, Weight for Age as an Index of Risk
of Death in Children, LANCET 1247-1250, June 10, 1978.

India Council of Medical Research, Recommended Dietary Intakes
for Indians, New Delhi, 1981.

An Evaluation Report of the P.L. 480 Title II Program in India,
Community Systems Foundation: Ann Arbor, Michigan, 1979,

Programme Evaluation Organization, Evalutation Report on the
Integrated Child Development Services Projects (1976-78),
Planning Commission, Jovernment of India, New Delhi, 19Y8]1.

All India Institute of Medical Sciences, ICDS Baseline and
Repeat Survey Reports, 1976-1980, New Delhi (unpublished).

Morocco: Food Aid and Nutrition Education. A.1.D. Project
Impact Evaluation Report No. 8, A.I.D./Washington, 1980.

Sahn, D.E. The Integrated Maternal and Child Nutrition Project
in  India: Recommendations Based on a Review of Past
Experiences. Community Systems Foundation: Ann Arbor, 1980.

Anderson, M.A., J.E. Austin, J.D. Wray et al,. Supplementary
Feeding Study I in Nutrition Intervention in _Developing
Countries, Harvard Institute for International Developnment,
Oelgeschlager, Gunn, and Hain Publishers, Inc: Cambridge,

Massachusetts, 1981,

Beaton, G.H. and H. Ghasseni, Supplementary Feeding Programmes
for Young Children in Developing Countries. UNICEF and ACC
Sub-committee or Nutrition: New York, 1979,

Knudsen, 0.K. Economics of Supplemental Feeding of Malnourished
Children: Leakages, Costs, and Benefits. World Bank Staff
Working Paper: Washington, 1981.

Nutrition. A.I.D. Policy Paper. Bureau for Program and Policy
Coordination. A.I.D.. Washington D.C. 1982.

Food and Agricultural Development. A.I.D. Policy Paper. Bureau
for Program and Policy Coordination. A.1.D.: Washington, D.C.,
1982.

Recurrent Costs. A.I.D. Policy Paper. Bureau for Program and
Policy Coordination. A.I.D.: Washington, D.C., 1982,



