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EXECUTIVE SUMMARY

This report is an appraisal of the health services component of the
Special Nutrition Program (SNP) and the Integrated Child Development
Services (ICDS) scheme. The author examined the following five areas:

1. Adequacy of basic services for children and pregnant and
lactating women.

The author concluded that SNP services were inadequate;

he has suggested that they be replaced gradually by the
ICDS. He feels that, conceptually, ICDS is providing
adequate services, but that it is weak operationally,
particularly in prenatal and under-three care. The author
suggests that it might be a matrix in which to place the
new project.

2. Cooperation between the linistry of Health and the Min-
istry of Social Welfare.

The author found this area to be weak operationally,
partly because coordination and communication at state
levels are ineffective. However, at the central level,
the apparently different senses of mission suggest a more
fundamental constraint, which was not probed in depth,
The author suggests that efforts be concentrated at the
state levels, with support coming from the central min-
fstry or other minfstries most fnterested in the work,

3. Appropriateness of selection criteria for admission and
graduation of children from supplementary feeding programs.

Operationally, this area is very weak. The author suggests
more cost-cffective use of supplementary nutrition resources
through specific targeting according to standardized weight-
for-age criteria.

4, Usefulness and relationships of group of medical consultants
from A11-India Institute of Medical Sciences (ALIMG),

These consultants are a distinct asset to the program, but
the number of avatlable personnel {5 probably insufficient
to cope with an expanded scheme,  Current modifications
might alter this Judgment,
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5. Training.

Several categorical programs have considerable marit, but
medical college education needs to be reoriented contin-
ually, This step is reported tc be under way at this time.
Team-training in the community s strongly recommended.

The author also examined the health services component (HSC) of a
new Integrated Maternal and Child Nutrition (IMCN) project. The impor-
tance of integrating the HSC with the nutrition, management, and training
components is discussed. The emphasis is on the project's response to the
needs and resources of the community, the achievement of national policy
goals, and operation within national guidelines.

Most of the issues raised in the scope of work (see Appendix) are
addressed in the six main topics of design: objectives and programs;
personnel; facilities; training; organization and management; and funding
and budget. It is proposed that the new IMCN project be structured as an
integral part of the ICDS scheme and phased in, starting with those blocks
where the Integrated Rural Health and Population project (or one of the
other analogous projects aided by other agencies) is operational. The de-
scriptive term used in this report is "combined bleck projects." This
strategy should have the synergistic advantage of combining two closely
related programs.

The author highlighte the major problems irn reducing mortality and
morbidity in under-three-ycar-olds and suggests measures that might facil-
ftate their resolution. Eight problems are identified.

1. Problem: Low birth weight: prematurity,

Solution: Research study on etinlogy; improved prenatal
nutrition; better family <pacing,

2. Problem:  Inadequate prenatal care.

Solution: Early and complete registration; upgraded
care, including standard protocol for village-
based care; fdentification and referral of
high-risk patients; nutritional supplementa=
tion.

3. Problem: Hazardous delivery,
Solution: laproved training of dai and continuing
educarion of female muTtipurpose workers:

better provision of supplies by improved
management.,
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Problem:

Solution:

Problem:

Solution:

Problem:

Solution:

IDroblem:

Solution:

Problem:

Solution:

Highest mcrtality in newborn.

Improved training of dai for immediate care;
recognition and early referral of distressed
infants.

High mortality in 0-6 months.

Support breastfeeding; improve nutrition of
nursing mothers; treat diarrhea immediately,
refer quickly; refer early high-risk infants.

Significant mortality and malnutrition in
0-36 months.

Routine weight-for-age surveillance for all;
encourage breastfeedina; introduction of ap-
propriate weaning foods and feeding schedule;
supplementary nutrition for malnourished;
vitamin A and iron for all; immunization start-
ing at 0-6 months; referral of high-risk, se-
verely malnourished, and severely il1,

Ineffective integration of health care team,

Training as a team in operationally competent
primary ncalth center.

Poor coordination and comnunication between
health and nutrition providers.

Impiementation of three pilot projects
("Combined Block Projects,” "Analysis of Con-
straints to Coordination," and "Information
System Study"): decentralized decisionmaking,



ABBREVIATIONS

ATIMS All-India Institute of Nedical Sciences
ANM Auxiliary Nurse-Midwife*

AWW Anganwadi Worker

BCG Immunization against Tuberculosis

BDO Block Development Officer

COPO Child Development Project Officer

CHV Comnunity Health Volunteer

Dai (TBA) Traditional Birth Attendcnt

DPT Diphtheria, Pertussis, and Tetanus

FMW Female Multipurpose Worler®*

FP Family Planning

GOl Government of India

HA Health Assistant

HAF Health Assistant, Female

HAM Health Assistant, Male

HSC Health Services Component

ICDS Integrated Child Levelopment Services

IHP Integrated Rural Health and Pepulation Project
I14CN Integrated Maternal and Child Nutrition Program
LHY Lady Health Visitors®

. Interchangeable with ANM,

* Interchangeable with HAF,

-v‘-



MCH
MDM
Min SH
MMW

MO

MOH

MS

My
NIPCCD
PAHO
PHC
PID
ROME
SC

SKP
WHO

Maternal and Child Health

Mid-day Meal

Ministry of Social Welfare

Male Multipurpose liorker

Medical Officer

Ministry of Health and Family Welfare
Hukhyasevikas; Supervisor in ICDS Program
Multipurpose Worker

Hational Institute of Public Cooperation and Child Development
Pan American Health Organization

Primary Health Center

Project Implementation Document
Reorientation of Medical Education
Subcenter

Special Nutrition Program

World Health Organization
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GLOSSARY

Anganwadi Center

A village facility for the Integrated Child Development Services
(ICDS) program.

Block

The area designated for development projects. A block contains
appreximately one million people.

Fsmity Welfare

A term encompassing a broad range of care and concerns and which
speciticilly includes family planning (FP). In this report, the latter
i¢ the principal focus.

Heal th Services

In this report, those activities specifically identifid as “health
services” in Indian government agency publications on the Special Nutrition
Program (SNP) or ICDS. The term encompasses health checkup., the diagnosis
of nutritional dicorders, the treatment of simple discase, and deworming.
With the exception of hospitalization for severe malnutrition, the usual
nutritional interventions which might, in a broader context, be considered
medical activities are not included in this definftion.

Combined Block Projects

Descriptive term for integrated development projects.
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I. AN APPRAISAL OF THE HEALTH SERVICES COMPONENT
OF THE SNP AND ICDS SCHEME

Introduction

The opinions expressed in this paper are based on observations of a
small, non-random sample which was not studied in depth. The findings,
however, have been corroborated by cross-checks from earlier, published
studies and retrospective interviews, the perusal of current records, and
direct observations in the field. It is felt that the conclusions are
sufficiently reliable fo~ sl:nning purposes.

The report is divided into three chapters. The first chapter con-
tains an appraisal of the heal*h services component (HSC) of the Special
Wutrition Program (SNP) and t'ic Integrated Child Development Services
(ILDS) scheme. The organization roughly parallels the suggested scope of
work for the study (see Apperdix). The second chapter includes a discus-
ston of the relationship of the HSC component to other components of the
Integrated Maternal and Child Nutrition (IMCN) project. The third chapter
contains a design for an HSC component for the IMCH project. The design
fs based on the results of the appraisal described in Chapter 1.

In this chapter, the author examines the adequacy of basic services
provided to children and pregnant and lactating women and assesseés how
well tiv staff of the Ministry of Health and Family Welfare (MOH) and the
Hinistry of Social Welfare (Min SW) cooperate at the state, district,
block, and village levels, In addition, the writer eévaluates selection
criteria for children's admission to and gradustion from supplementary
feeding programs; the usefulness of medical school consultants and their
rejationships with MOH <taff; and training,

Adequacy of Services and Cooperation fetween the MOM
and the Min SW

A, SKhP

Tne Ministry of Health has a definfte conceptual commitment to
provide health services In confunction with the Hin SH-sponsored nutrition
program, Howeéver, there are no specific budgetary inputs to <upport
these services,  Inatead, the <trategy, although not clearly <pelled out,
appears to rely on extsting health programs (e.q., routine care through
the hospital, primary health cenater (PHC), and subcenter strycture) and
specia) programs, sych as supplementation of vitamin A and tron and folic
cid,



In practice, programs are separated and specific medical care for
recipients of the SNP is not provided routinely.> For example, the SNP
does not systematically seek out those who need acute care. There is no
weighing program, and in most states only socioeconomic criteria, as op-
posed to nutritional status, are used to select beneficiaries.? The
health care systen operates independently, striving to fulfil its minimal
needs program. It is uncommon for PHC patients to be referred to the SHP,
or, conversely, for health care personnel to be actively involved in pro-
moting preventive nutritional programs.

Field Dbservations

The team confirmed that the programs for health care are separate
from the SNP and that there is minima) interacticn among them. The bene-
Ficiaries of the SHP in the 3-6-year age range appear to be in good health
My nutritional status. contrary to statements made in the Project Imple-
menta tion Document (PID),* the Q-3 group i represented in the SNP feed-
Ing programs but i ahsent from the 1COS programs that wore obcerved,
There i5 no concrete evidence ot interaction, cross-referral, or specific
heal™h inputs tarqeted to SHP beneficlaries,

TU was obuerved that the “upgraded” SNP organizer 14 supplied with
Simple medicatliony (o provide symptomatic and “pecific treaunent for com-
mon dicorders:. Unfortunately, the effective yse of these supplies is less
than satisfactory, probably becsuse of minimal training (only a few hours
out of the total of three days) and the lack of precise quidelines.?

B. 1CDS

The govermment's commitments for health care and Infrastrycture
support are clearly <pelled out in the varioys JOVEernmment pronouncdnents
and other decscriptive studies and analyses, Two of these are particularly
helpful %7 In one citation no fewer than 16 comsunications refer pecif-
fcally to evther health or the FCUIVIUIes of the medical contultants: one
appendta contatny a tivt of 1)) explicit pointy of actlan for -tate health
geparenty,,

The qroup of sedical consultants from the AMT-India Institute of
Medical Sotences (ALY has curpleted the first evalustion “tudy, The
recsulte reported feom 272 of 13 initia) block< Indfcate detintte tnoreases
In medical wervice inpyts (9., vwitamin A “upplementation, ferwnisation
for DFT and BUS 1n children and tetanys tn Pregnant woreen, tron and folie
acid sypplementation in preqgnancy, and postnatal cave),  The s thodologic
wodknesses af these fipet *lydies Have heen 1dvnl\f1cd, and adgditiona)
research, intended to improve and expand the evaluation process and pre-
cisfon, 1% in progress,
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The reports of seven regional meetings sponsored by the National In-
stitute of Public Cooperation and Child Development (NIPCCD)?:15 do not
quantify the progress or problems, but they do contain a summary of the
recommendations of the block development officers (BDOs), child develop-
ment project officers (CDPOs), medical officers (MOs), and district- and
regional-level officers. From these reports it can be inferred that there
are major needs for correcting immunization deficiencies; providing bet-
ter and more extensive health checkups; improving cooperation between [CDS
and the health care system; providing more health and family planning edu-
cation; and ~xpanding health care delivery at the anganwadi center (e.g.,
vigorous o1 .1 rehydration activities).

Field Observations

The team encountered several instances of good, active health care
delivery by medical personnel, particularly suxiliary nurse-midwives
(ANMs) and MOs in rural block ICDS projects--some of which are recent and
sone of which are well established. The role of the lady heal ch visitor
(LMY) was never satisfactorily observed, demonstrated, or explained at
the operational level.

In a distressing number of instances where the team observed under-
staffing, poorly prepared staff, underutilization, the breakdown of
equipent, fatlure to maintain supplies, and the absence of drugs and
other practices, the standards toward which the [CDS is <triving are not
betng met. Thais 14 4 particular concern because, ordinarily, the tendency
fo to “put the best foot forward"--3 practice which <heuld bias the field
observations toward the posttive side.

Three matters are of particular concern. First, the eisence of “inte-
gration” 145 to prosote interaction (cross-referral, evichange of informa-
tion, cooperative activities, mutyal promotional campatgne, etc.). [ven
whire there are "good” health delivery programs and "good’ gnganwadi and
“soctal programs, there 14 very Httle evidence of thic desired quality of
interaction, For example, 3t one well established and well running pro-
gram, 13 mukhyaseyibas (MS) and 3 LHVY were assabled. Only one instance
could be recalled Tn the past five years when any of these persont had
actually met as a group Lo discuss or work on a comnon probles,  David
Sahn's review of the relevant Indian literatured® includes several exame
ples of fnefficiencies tn carefully plarmed fntegrated research projects,
The lack of cotmunication amonyg the participants 1o 1CDS could cancel the
accepled advantages of integrated activities,

Gecond, the separate lines of authortty (ranging from soctal welfare
1o rural development to education 1o health) make 11 difficult to inte-
grate the administration of this complex program, This {5 not <0 great a
problem in Gujarat, where the Deparyment of Health has line authority
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over the entire program and has made significant progress in logistical
and administrative support. However, it is in Gujarat where the problem
cited above was observed.

The problem in Uttar Pradesh is more acute. Lines of a_.nority that
facilitate interdepartmental cooperation and operational efficiency are,
theoretically, possible, but they do not appear to be established at this
time. Clearly, if this matter is not resolved, the impact of an increase
in blochs might only further confuse the existing "non-system” of shared
authority.

Third, the failure of the ICDS to effec;iYgly reach pregnant and
lactatyng women and 0-3 infants and children’»*’ is confirmed by the
absence of these intended beneficiaries from all the ICDS gatkerings

which were observed. Furthermore, there is a notable failure to tie in

the maternal and child health (MCH) services of the ANM with this par-
ticuler target group. This "non-observation" may have been partly a matter
of timing, but a review of records and interviews of personnel from both
subsystems confirm the findings in the previously cited Government of

India (GOI) reports. This group of prenatal and 0-3 children has been
unequivocally identified as those persons most vulnerable to morbidity

and mortality. Family welfare, prenatal and delivery services, and

infant and toddler care are of critical importance and appear to be

among the most deficient services provided.

Appropriateness of Selection Criteria

A.  SNP

Conceptually, eligibility for participation {s based on family
income, social status (scheduled castes or tribes), and nutritional nend,
However, in practice, these criteria are not followed carefully, except
indirectly: areas are selected where the proportion of such celigible ben-
eficiaries 15 thought to be high.  Specific selection by nutritional cri-
teria 1s most uncormon and, except for age (greater than six), there are
no clearly stated requirements for graduation from the program, 18,19

Field Observations

There {45 no evidence that nutritional criteria are being applied or
were recorded for either entrance to or graduation from the programs, [t
appears that inftial arrangements are not strictly controlled and that
benefictary status f4 continued with «imilar flexibility, However, the
pertod of obuervation was very short,  Minimal records are kept by the
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SNP to maintain the low administrative cost of the program. Furthermore,
the average child in the SNP appears to be less well nouiished than chil-
dren participating in the ICDS or even the Mid-Duy Meal (MDM) program,
This clinical observation may indicate a more critical selection or bene-
ficiaries, but, more likely, it reflects the socioeconamic factors in area
selection, or perhaps the greater effectiveness of ICDS prograns.

B. ICDS

The scheme, as officially described,20 does not specify selec-
tisn criteria, although there is mention of "low-ircome families and in
accordance with guidelines issued from time to time." The Min SW's most
pe: tinent letter, "Selection of Beneficiaries of Supplementary Nutrition
in 1CDS Projects,"® details the socioeconomic criteria for preqnant and
narsing women, allows for medical judgments to override those criteria,
and explicitly includes "all children below six years of age whose weights
vall below the second curve on the growth chart." A "greater amount of
supplementary nutrition" is advised for those below the fourt!i 1ine on
the weight-for-age graph. The criteria are hroadly extended for the
three-to-five-plus group, not on the basis of malnourishment, but on the
basic of attendance at preschool activities.

The most recent reports on subsequent, operationally-oriented meet-
ings contain nothing on the matter of selection.!’ 2l Earlier, it was
recormended that “"priority for inclusion as beneficiaries should be given
to children who are malnouirished," although, if “resources permit,"?2
supplements should be given to non-malnourished children who attend the
anganwadi center,

At a series of regional meetings conducted primarily for project
officials at the operational level, 9-15, only two relevant comments were
made. The workshop participants from Gujarat, Madhya Pradesh, Maharashtra,
Dadra, and Hagur Mavel{ recommended that “feeding be concentrated on such
beneficiaries” selected by "simpler methods of identification of severely
malnourished children, "0 The workshop was attended by representatives
from West Bengal, Orissa, Manipur, Meghalya, Mizoram, Niagaland, and Tri-
pura.  The participants “realized the need for careful selection of bene-
fictaries and felt that priority attention [should] be bestowed upon the

malnourished children, espectally third and fourth degree,.,."1?

Field Observations

The team's direct observations, and the results of discussions at
811 levels, uniformly support the commonly held view that, in practice,
there 15 no acaerence to strict nutritional criteria for admission to



the feeding programs. This 1s most apparent in the "non-selection" prac-
ticed in the anganwadi center, There, the error may be considered to be
in the "positive direction" (i.e., of potential good and certainly not
harmful unless resources are used inappropriately). There is no evidence
that the medical component of the ICDS or the community itself makes spe-
cific referrals for supplementary feeding to the anganwadi center. This
error in a "negative direction"--the failure to select specifically the
malnourished for special attention--is of more importance. Although there
are no data to substantiate it, conventional wisdom suggests that the
highest mortality and morbidity occur in the undetected or unreached mi-
nority of the population who is malnourished. These potential benefi-
claries suffer because no concerted effort is made to select them for
feeding programs.

Medical School Consul tants

In May 1976, soon after the first 33 ICDS projects were initiated,
the Min SW arranged for the appointment of medica) college faculty mem-
bers as consultants to the scheme. Under the leadership of Professor
B. N. Tandon, AIINS, one consultant was appointed for each block. The
growth of the cadre of consultants has kept pace with the growth of CDS,
although, in some instances, consultants have been drawn from the ranks
of district-level health officers, and not academia.

No published rationale for this strategy of outside consultants i¢
available, but it may be inferred that the need was seen for an objective,
scientific, and extraoperational “"surveillance mechanism® to facilitate
the evaluation and the direction-setting process. The consyl tants have
not only tulfillea those functions, but they a140 have becane fncreasingly
fnvolved in operationa) aspects, espectally tratning and the redesign of
implementation measyres.

The effort has been extramely uneful in the evolution of the “ystem,
The evolutionary aspect 14 otregeed Lecause the system 14 <til) in pro-
cess--which 14 qood--and because {t i« continuous, 4 condition which does
make the yssessment and comparison of earlfer resul ts difficule, It ap-
pears that the actual <ubjects measured in the bateline survey differed
from those measured in the repeat survey.  In other words, the <tudy syb-
Jects were not followed as g cohort, However, in the wucceeding S tudy
subfects were from comparable socioeconomic graups,  The current Survey
has been modified to follow a cohort, One result should be more ysefy)
findings,

One beneffcial resylt of the consultant approach has been the f{a-
volvement of the acadumic comtunity tn the practical problems of health

delivery,”d The central committes at ALIMG, chatred by Professor B, N,
Tandon, recently redesigned the approach to mnake 1t more effictent, |n
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part, the effort involved shifting some responsibilicies to district-
level and non-academic government officials; it also racuired that respon-
sibilities be reorganized by functional assignment (e.g., training,
survey, analysis).24 It remains to be seen whetier the changes will be
sufficient to cope with the large increase in ICDS i}/ zks, contemplated

in the Sixth Five-Year Plan, which would be nearlv rz.ched ..y the AID-
assisted extension under consideration in this study.

"n light of the report from the AIIMS,8 the group of consultants can
Le said to be functicning very well at this time. [t has the prospect of
adapting equally well to future expansion,

irld Observations

———

There is evidence to support the ALIMS's conclusion, but scme ac-
knowledged weaknesses have been confirmed also. Of more importance are
concerns about the expansion of the system, Given the acknowledgment and
corroboration of the positive aspects of the consultant group, it is hoped
that the comnents that follow will be viewed as constructive criticism,

Some consultants are dicassociated from the practical applications
of the system and appear to be engaged solely in the isolated collection
of data for monftoring reyorts. This seems to be the case in Uttar Pra-
desh; the observation was supported indirectly by the absence of the con-
sultant cn the occasfon of field visits to Rae Bareld District. Trere is
a varfety of good reasons to explain such absence, but it is less easy to
condone the failure to provide any written feedback to the block surveyed
in Decoember,

In Gujarat, there 14 no question aboul the positive presence, con-
tribution, and decication of the six consultants who met with the team.,
In fact, 1t ic precisely these qualities that necessicate the need for
reconsideration of the system, Uniformly, the consultants report a level
of {nvolvement exceeding the nominal rewards they receive as profession-
als.  Those who “labor for love" are as unusual a4 they are admired,
Realistically, 1t 14 hard to build a perpetuating system on such people,
Among them are suie who have reached the limit of thefr endurance and
would like to withdraw,

Although the consultants have made +ignificant contribytions, and
despite the fervent chariama of the leadership, U appears that the role
of the conuultants needs to be more focused, and the cadre myst be expandad
to incluyde those within the ranks of the operational service, The A]IMS
fs actively purduing these steps, and the continued positive evaluyation of
the consultant group can be anticipated. 1t 15 hoped that the consul tants
will continye to contribute scientifin, stable, and insovative external
assistance and leadership,
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Training

A. Medical Officers

Fer many years, Indian medical colleges have devoted time and
effort to subjects that fall in the general category of public health and
the specific area of maternal and child health. Departments of pediatrics,
social and preventive medicine, community medicine, and obctetrics are the
principal groups involved. In spite of the best efforts of these dedicated
people, the average graduate is not 11kely to select as his or her first
career choice the post of M0 in a PHC. Furthermore, even though there
are some inspiring exceptions, the frash graduate is distressingly defi-
cient in knowledge, attitude, and sk’1ls for the rural, preventive, mana-
gerial, low-technoloqy practice that is needed to meet the needs of the
80 percent of people who live outside India's medically well-served
cities. This observation is not surprising, given the usual bias of med-
ical eaucation toward urban, curative, individualistic, high-technology
medicine. Accordingly, a new program, "ROME" (Reorientation of Medical
Education), was developed to try to provide a curricular approach that is
nore relevart to India's needs,

The medical college at Barods has ploneered in similar efforts,
orfyinally unucr Professor 0. H. Trivedi, now emeritus, the resident
director of the Institute of Rural Development in Samiala, Baroda Dis-
trict. His successor, Professor D. N. Shah, continues the campus-based
efforts and, as an 1C0S consultant, provides valuable, enthusiastic sup-
port to the Chhotaudepur Block., A dispropertionate number of Baroda
graduates continces to emigrate, however, and many MOs from other facule
ties are, 1t seems, less well prepared and less interested.  This may be
because of differences in their education, or perhapes because they are
disappointed that they fafled to make their preferred postings or to
irmigrate to more financially rewarding areas,

This rather gloomy introduction to general conditions wa” brightened
considerably on the field trips by the presence of severs) enthysiastic
and dedicated Joctory, both youny ard not 4o young, vhe are tryving to do
d good Job in the face of daunting circumstances, However, thelr enthy-
stawm astide, most of them (et alone *helr more pedestrian colleaques)
are not prepared to exercisve leadership or exert competent control over
all thelr responsibiligies, Contequently, 1t 1< to the significant ¢lin-
fcal needs, principally, the Gatly outpatient ¢linic, that they devote
thetr attention. The 1CDS program 1 the most easily neglected activity,
becayse prografn wuypervisors are 150lated and s0c1al, amd even nytrd-
tional, activities of the 1095 are cunstdered to he "non-medical™ tasks,

Outies tend to be performed pro forma, For exatple, one M0 {n 4 PHC
reported that he fatthfylly mede ity “touring day” vistts for several



years, but he was unable to cite any instance when he had discovered an
unsuspected medical problem, detected an epidemiologically no teworthy
event, or provided significant quality control. "Quantity control"--
ensuring that spaces are filled with numbers--is more the rule than the
exception. In most instances, it is apparent that MOs have virtually no
familiarity with the operations or problems of the anganwadi center.
Worse yet, the medical advice sometimes is contrary to current practice
(e.g., one MO advised an anganwadi worker (AWW) who did not know how to
treat infant diarrhea to use Sulfaguanidine).

The consequences of the basic training deficits and the undoubted
hardships of posting are significant vacancies and high turnover of per-
sonnel. Taese problems complicate tne training function.

A disproportionate space has been allotted to the description of the
education of the M0 and to some of the difficulties observed in the field.
Here, the author's purpose has been to emphasize the fact that five days
of training®" cannot significantly change five years of conditionira, It
is even more critical that the doctor "set the tone" for the rest of the
medical establishment--the LHV and the ANM, as well as the anganwadi
worker. He or she has, or should have, continuing responsibility for the
training of his or her staff,

B. Other Personnel

The training programs for other members of the ICDS team have
been surveyed in more depth by AID team member Dr. Chauls; however, a few
additional corments here may add another perspective.

The training of the “organizer” {5 minimal, but this is
in keeping with the objectives and purpose of the program, SHP functions
principally a< a food distribution <cheme with imprecise targeting to
vulnerable qroups,  For this reason, the program will Le replaced grad-
ually by the 1CDS scheme,  [fforts to broaden the activities and the
tratning <hould probably be resfated tn favor of directing the <ate enere-
gles toward the implasentation and improvement of the [C0Y,

The SHP tratntng progream does 1 lustrate an ieportane pofnt,  In
recogniztng the worthiness of 4 medical corponent, he progratt ensyres
that during the three-day training <everal hours are devoted to the
treatment of simple 11laess and the use of 3 first-atd kit,



Field Observations

The single organizer who was questioned was not clear on the use of
materials. This means that the training, the supplies, and the potential
beneficiary can all be misused. It is likely that other organizers are
similarly i11-prepared. Although it is not likely that great harm will
be done, the better use of resources might be beneficial to health and
promote the program as well. What must be emphasized is the need for a
precise definition of the competencies desired and the careful construc-
tion of an appropriate training program to achieve thoc<e competencies
and ensure quality in their implementation. The provision of medical
care, even simple medical care, should be delineated carefully in the
scope of work and ensured through appropriate training. The more simple
and limited the task, the more precise the training must be, because it
1s less likely that the general knowledge of the person will be sufficient
to fi11 the gaps in training or to accommodate unforeseen circumstances.

2. ICDS

Team work and community participation are basic to the
efficient operation of the program. However, training activities are
least effective in promoting these aspects. The COPO is trained in an
area separated from the community and from other members of the team,
Similarly, the ANM, the LHV, and the AW are each trained separately,
although increasingly closer to the community,

Unquestfonably, there are special problems involved in coordinating
the schedules of training institutions. Similarly, there are operationa)
advantages in centralizing special groups (e.g., doctors) to create what
appear to be efficiencics of scale., But the competency which {4 sought--
the competency to interact with the community and as team members--1s dif-
ficult, 1f not impossible, to achieve when the training centers are sepa-
rate and distant. It ts unfortunate that the team members first encounter
¢ach other in the work sttuation, This approach 15 probably also ineffi-
clent in the long run, Although 1t 15 possible to integrate the team and
to have 1t interact, on the Job, with the members of the cotttmunity, 4pe-
clal efforts are required by all that involve much time, qood comsunica-
tion, and a ¢lear cndarstanding of what needs to be done,  Individual
members of the team may not be aware that the latter fs espectally {mpor-
tant. Certainly, the training programs fail to provide ample opportunity
to develop practical skills ani to acquire real. 1ife experiences,
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Field Observations

Many good elements and certainly much enthusiasm were observed in
the training programs for AWWs and MSs at the Balsevika Training Insti-
tute, in Vailabh Vidyanagar, and the V.T.K. Rural Health fraining Center,
in Samiala. But these two programs do not interact in any way, and
neither has any connection--or even knowledge of--the six-day training
course for MOs offered at the civil hospital at Ahmedabad by the faculty

of B. J. Medical College.

This dissociation of training is not an isolated example. In fact,
the AID team neither observed nor heard about the joint participation of

ICDS team members in any training exercise,



IT. THE RELATIONSHIP OF HSC TO OTHER COMPONENTS

Introduction

The health services component must be considered in relation to the
other components of the IMCN project. Accordingly, the design plan which
the author proposes must begin with some nypotheses about those other
components. Several assumptions must be made about the evolution of the
design. Some of the assumptions and some of the design concepts that are
suggested here may be out of phase with current planning; however, it is
hoped that the necessary adjustments can be made to incorporate those ele-
ments of this proposai that are compatible ~ith the final design.

Overall Design

A. Elements

Considering the primary explicit goal of the proposed project,
"to reduce the prevalence of severe . , ., and moderate malnutrition for

L1

all children zero to five (0-5) years in the target areas . . . ,“* three
{nputs are critical:
-=nytrition education and care;

=emedical care (here used interchangeably with
health <ervices); and

==coumunitly participation.

These inputsy must be harsonivys with the social, economic, and political
contexts in which they operate, and they must be efficiently and econom-
lcally managed. Two additional factors thys come nto play:

sedpit Lpariatenest and

==Manaqgetent,
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Figure 1

Figure 2

MATERNAL AND CHILD NUTRITION AND HEALTH

FUNCTIONAL LITERACY PRESCHOOL EODUCATION
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Provide closer access to contraceptive information and
supplies for eligible couples.

Identify and respond to special targets and problems
in motivation and implementation.

Identify and refer complications of contraception to
more specialized care.

Maintain carefully planned, simple, and brief standard
records of high utility that contain operationally rel-
evant information.

Prenatal: Ieprove quality and quantity of health care,

TErT Lo A .
nmutrition, and the maugement of high-riok cascs,

ldentify and register all pregnancies.

Identify and refer all high-risk pregnancies appropri-
ately, motivating and following up on the patient's
response.

Conduct regular, standardized prenatal examinations.
Provide iron and folic acid tablets.
Administer tetanus toxoid fmmupization,

Mativate and educate for improved nutrition; refer to
anganwadi nutrition supplementation program, {f indf-
cated,

Educate and prepare for labor, delivery, and parenting,

Motivate and Inform about family welfare, contraception,
and sterflization measures; arrange for early referral
{f tubectomy requested,



Dai

Dai

Dai

Dai

Dai

Dai

Da‘!

Dai

Daf

Daf

& FMW

& P

b P

b P

b P

S FMW

- FMY

—— MY

Labor and Delivery: Improve quality of normal deliveries

and newborn care; decrease maternal morbidity and mortality.

t.4

.6

.. 10

Attend all normal labors and deliveries, using best
hygienic care, consistent with local conditions.

Recognize early and refer promptly complications unan-
ticipated in high-risk assessment.

Provide immediate, appropriate newborn care and guard
against hypothermia.

Recognize and seek consultation on birth injuries to
mother.

Fecognize and seek consultation on birth injuries, con-
genital defects, and prematurity or low birth-weight
of inrant.

Recognize convulsive and tetanic symptoms; refer imme-
diately, administering standard emergency treatment for
presumptive hypoglycemia,

Encourage and instruct mothers to breastfeed early,
emphasizing benefits of colostrum,

Instruct mothers and families in early care of norma)
newborn,

Refr: for well-baby care,

Maintain carcfully planned, simple, and brief standard
register, fncluding birth weight, and note complications
on mothes%' and {nfants' personal records.
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CHV & FMW

CHV & FMW

CHY —» FMW

CHV & FMW

CHV & FUW

CHY & FMW

CHY & FMY

FMW & HAF

fﬁ! - HAF

First Six Months: Improve preventive and illness care

and atrengthen nutrition,

ol

.2

o9

Support and promote proper breastfeeding through edu-
cation and care of mother.

Educate and motivate family to nourish lactating mother
properly; refer to anganwadi nutrition supplementation
program, if indicated.

Prevent failure of breastfeeding by promptly treating
simple problems and referring more complex problems.

Promote disease prevention through education for im-
proved personal hygiene, sanitation, and timely {mmuni-
zation, according to standard PHC procedure.

Haintain surveillance of health status with periodic
well-baby checks and charting of monthly weighings;
refer either for supplementary feeding or medical
evaluation and therapy, according to criteria in PHC's
standard protocol.

Educate mothers to treat properly and refer Quickly
cases of diarrhea while guided by PHC standard protocol.

Educate mothers according to standard protocol about
home care; when necessary, educate mothers to refer

fever and respiratory i)llness according to specific

protocol,

Educate mothers about, and fdentify and treat, sympto-
matic worm infestation.

ldentify and maintain spectal case reqgister of infants
at risk a4 defined in standard protocol (e.q,, one-
parent family, previous infant death in family, bottlg-
fod, episode of acule or severe i1iness, fatlure to gain
woight narallel to standard growth curves): refar for
consultation,



CHV —e FMd ,.10 Review family welfare measures in the early postpartum
period.

.5 Six to Thirty-Six Months: Madrrafn muericion while gradually
weaning and continging preventive and {lincas care,

CHV & FMU ..1 Continue to support and promote breastfeeding unti)
18 months or two vears of age,

CHV & FMW ..2 As with zero to six months.

- ..9 Same as zero to six months,

CHV & FMW ..Ja Promnte and educate mothers to start weaning foods no
later than six months; supplement iron, folic acid,
and vitamin A according to standard protocol.

CHV & MW .. 10 Review family welfare measures, particularly sterili-
2ation, if family i9 at optimal <ize and child {s over
30 monthe,

CHV & FHW Lo 11 At 36 months, refer to anganwadi for non-formal educa-
tfon, continued health survedllance, and continued
nutritional <supplement, if indicated,

Personnel and Job Descriptions

Varfous characteristics of cateqories of personnel are described
briefly, for the nost part, specific HSC-related tasks can be identified
casily from the program activities 1isted tn paragraph .2 above. The
tasks do not constitute a complete job description, for only those which
are relevant to the HLC of the IMCH profect are Visted,  These syggesited
tasks must be inteygraled with the worbers' other functions and the entire
job description must be evaluated both thearetically and in the field to
detormine whether the tashy can be performed <atisfactorily,  loo often,
3 scheme {4 developed which requires that an already averbyrdencd person
assume additional duties,  The result 1% the neglect of one or tore of
the roles whivo that person 15 intended to play.






3

CHV (Community Health Volunteers): CHVa are not official

health acrvice employees. Hoth males and femalea serve

different coratituencies according to sex, MNone was ob-
aerved in rhe field; the deseriprion belovw {8 based on an
analysta wnl deacpiption 5{ the Integrated Rural Health and
Popuiaticn (IitP) Project,

..1 HSC-Related Duties: Active in the family welfare, pre-
natal care, and zero to thirty-six-rmonth programs.
Serve as principal liaison with the community and as
neighborly health educators; also involved as aides to
community qatherings, and perhaps as conduits for sup-
plies. Activities are divided between male and female
workers, according tu the person or group being served,

..2 Refers to SC.
.3 Resident meeters of village,

Dat (Traditional Birtn Attendant): A dai is not an official

v

employee of the nealth service, byt she 15, culturally and

historically, rmore deeply rooted,

ool HSC-Re'ated Duttes: Traditionally attends wotmen in
labor and delivery, Hecenlly expanded role under
auspices of health care system tnvolves participation
tn famil o welfare, prenatal care, teproved labor and
delivery practices, and supplies and equipment, o
role has been assigned to her for the care of the in-
fant other tnan the newborn, because none was observed
or discussed during the field v15its; huwever, there
may well be dals who do pravide health care for infants
and who =ight, therefore, Serve rore broadly,

eed Refers to temale mul tipyrpose worker,

««3 Residont mesber of village,
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problem in Baroda. Unfortunately, the possibility
could not be explored during field visits,

Another alternative site with less experience, but
both the potential and the enthusiasm to encompass all
training for all categories, from the AN to the LMV,
would se Yallabh Vidyanagar, in Kaira District, 40
kilometers outside Baroda. There, a unique educa-
tional center is located in what is referred to as a
“university township.” A new hospital complex, Char-
utar Arogya Mandal,?’ which plans to establish a med-
fcal college aud is at this time training nurses, is
in close proximity to the liane Science Colleqe;!?

both are affiliated with the Sardar Pate) Untversity,
Equally close geographically, but organtzationally
under different sponsorship, 19 the Rura) Bal Sevika
Trafining Institute, '™ which trains AWbs. If a4 new
approach involving new and developing institutions is
adopted, 1t will he po <ible to integrate the curricu-
lum during the planniy * stage rather than accommodate
establiched curricula which are more lively not to be
in phase,

Orqanization and Management

The organization and <tructure of the HSC component of the |MCN pro-
Ject are for=1¢able taths, Health services depend on the cooperation of
3 very large cepartent, which, fn most <tates, 15 notl the <ame 3¢ the
depart=ent thatl adminislers IMCY. Gujarat has been the exception in place
Ing the project within the health Cepart=ent, bul oven there seriouys
fatlures of Coordination can be obierved,

The argantsational qap seemt Lo bLe eéven wider at the central level,
where the miniwteies appear o have different senses of mis<ion that Leem
0 be diffice)t to bridge,  This difference in AtUitude may be the resylt
of the hurdensy imtosed on The Ministiries, Hul this 15 specylation, The
Mattler wat not probed 1n depth by the aylthor,

The author does not Sntend 1o this report to analyle the gveral)
managenent scheme 1h the deiign of 3 few project,  That 14 the task of
anothar 2eam thersber,  He would rafde, huwever, two 155yes thatl lear
directly on the matlers at hand and 4 third 15:ye which concern: MAN3G6 -
meng,

1 Cortrined Block Projects™: Potential Synerqism: The related
problems of (he central "gap” and Tocal “coordination
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expanding into new hlocks, building on experience, and using
the sta’f and facilities of the pioneer blocks to train the
new health teams.

Analysis of Constraints to Coordination: At the local level,
various coordination councils were established to bring to-
gether the separate officials and agencies to identify, dis-
cuss, and resolve problems. There is no evidence that this
effort has been particularly successful. It is proposed,
therefore, that early in the IMCH project a pilot project
be.conducted to identify and seek solutions to the con-
straints that are blocking interdepartmental cooperation.

Information Systems Study: Performance monitorina and

decisionmaking--two important management functions--are
based largely on the accurate and timely flow of appropriate
information. Health systems worldwide are strugaling to
satisfy the need for accurate data. They have had modest
success. Similarly, field observations confirm that there
s great potential to improve this aspect of healtn service
management,

It 1s sucgested that each state begin the first combined
block project with a careful study of current recordkeeping
and reports on the interface between 1CDS and the health
care system, LEach reqister, each report, indeed cach item,
fn 2?1 records maintatned should be scrutinized and as many
as possible should be eliminated, simplified, or entirely
revised. The criterta for the retenti~n of items or for:,
should be rigorously demanding,  They should be based on
the minimy) needs for essential dectsionmaking and critica)l
epidemiological data collection,

Coincident with the reduction and revision of forms, it is
suggested that the level of dectsionmaking be placed as
close as possible to the point of data collection. SGeners
ally, this 15 where the cervice i« being rendered.  Two
benefictal results can be expected,  The person collecting
the data will have an tmmediate fnterest ¥a the fnformation
because 1t will dete.mine his or her activities; therefore,
he or she uwually will do a better job whi e collecting data
and perfaorming the related duties,  The Uime for decisions
making will be reduced; “turtaround Uime™ wil] he irmediate,

It would be terpling to add a third advantage, viz,, the rg-
duction of the time of the supervisors who fight have made
the decision, However, this reduction in time t-ay nOL bhe
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Mobilization of GOI-MOH resources and funds from donors, such as
USAID, who are strengthening the GOI health sector for use by IMCN
project.

Plan for coordination between MOSW and MOH at central, state, dis-
trict, block, and village levels and project implementation respon-
sibilities of each of these ministries at each of these levels,

List of tasks assigned to and supplies required by medical officers
(MOs), lady health visitors (LHng. auxiliary nurse-midwives (ANMs),
community health volunteers (CHVs) and nutrition (anganwadi) work-
ers (AWds) for delivery of basic health services.

Availability of existina MOH personnel (MOs, LHVs, AlMs, CHVs) to
provide health services required by new project and estimated num-
ber of additional staff; USAID budget for staff salaries (1ikely
to be required) to meet any shortfall; and recruftment criteria.

Two-uay referral system at village level between nutrition worker
and health worker in villages covered by both workers,

Establishment of a system for the collection of infant and child
morbidity and mortality data to measure achievement of project
qgoals,

Implementaticn plan for health services component,

dames of voluntary agencies or Indian institutions most qualified
to provide technical assistance to health seryices component of
the IMCH program,

Detatled budget for costs of health services component,

Evaluation system (both process and impact) for health services
companent,

Training methods,
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All-India Institute of Medical Sciences
Auxiliary Murse-Midwife

Anganwadi

Anganwadi Morker

8lock Development Officer

Cooperative for American Relief to Everywhere
Child Development Project Officer

Community Health Volunteer

District Health Officer

Functisnal Literacy for Adult lomen
Government of Gujarat

Government of India

Government of Maharashtra

Government of Uttar Pradesh

Integrated Child Development Services

Lady Health Visitor

Maternal and Child Health :
Medical Officer

Ninistry of Health

Ministry of Social lelfare

Mukhyasevika, or Supervisor

Metric Ton

National Institute for Public Cooperation and Child Development
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PHC
PaL
POL
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Rs,

SN

NP
TA/DA
UNICEF
USALID

Primary Health Center

Pregnant \lomen and Lactating Mothers

Petrol, 0i)l, and Lubricants

Ready-To-Lat food

Indian Rupees (Rs.1.0 = $0.125, $1.00 = Rs.8.0)
Supplementary Nutrition Ration

Special hutrition Proqgram

Travel Allowance and Dsily Allowance

United Nations Children's fund

United States Agency for International Development
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wholly or in part, a normal seasonal pattern of nutrition-status fluctua-
tion, with the 1CDS having little impact,

By not following age cohorts from the baseline through the follow-up
period, the surveys may also have given a misleading picture of the impact
of the ICDS. The group sampled in the baseline is not the same group that
was sampled in the follow-up because 21 months elapsed between the two.
More than 58 percent of children 3-6 years in the taseline were not in the
follow-up sample. A similar percentage of those 0-3 years moved into the
3-0 years group, and an additional 58 percent of newborns was added to the
0-3 years group., This means that the baseline and follow-up were not
looking at the same groups of children; hence, the irpact of 1CDS on the
former s difficult to ascertain. Moreover, there is no accountino for
those children wh~ died in the interval between the baseline and the
follow-up study. Thus, if a larae proporticn of those who were found to
be severely malnourished in the baseline died in the interim, the appar-
ently successful “"curing” of malnutrition would be spurious, Those who
were not rehabilitated only dropped out of the sample because of death.
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Table 2

BUDGETED COSTS OF 1CDS

Rural Block 1ribal Slack
{100,000 population) (35,000 population)
Cost/ben/fearl
Food Costs Pg, 93.59 Pg, 84,92
Anganwadi Costs 3.1 21,28
Health Services 12.19 12.56
Soctal Welfare Management 1.8 . lo.a1
T0TAL Rs.144.72 Rs.131.16
T{Y18769) (37¢.7%0)
Beneficraries/8loch
Motners 2,800 1,835
i tdren -6 Months
Supplerentary 2,700 2,048
Therapeytic "ation 900 11%
Children 27-00 Months
Supple~entary Hation 2,400 1,820
Therapeytic Hation 200 280
TOTAL 9,600 6.298
Area Covered
816¢h | |
Centers 100 100
Cost/Black/Year®
Faod Costs Rs, 898,480 Ry ,434,862
Anganwadi Costs 298,100 146,600
Health “eryices 117,000 19,100
Sactal Welfare Yanagement 16,162 _ @i}giﬁ

C I
IR

25,109,037
T, E5T)

P Assumes 3 100-day year,

fs.824,001

=I1197,759)
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Table 3

ESTINATED CURREAT (135)) 1CDS BEXEFJOIARTES 1N UTTAR PRADLSH,
GUIARAT, AND wAHARASHIRA

UL1ar Pracess Yaharashtra

Urdan

Blocks é 2 ]

Bemeficiaries $7,500 19,202 13,490
Ryral

Blacrs 1) 4 4

Sereficiaries 124,830 38,499 33,40
Teinal

Bloces 2 5 $

hemefigiaries 12,5% 31,4% 31,490

Bleces 21 Y| 13

Bescficliaries 192,9% 83,030 128,290

{stipated Aergal
Total Cost

Rs.28.0 mil,

Rs,12.%5 mii,

l‘*é ’“"” .

Rs.3%5.2 mad,

$11.% mad,

L Ry,
Ny A%

i\&‘ v:’p.
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PLANNED YERSUS ACTUAL PLRCENT OF GROUP RECLIVING }CDS
) SUPPLEMENTARY nuTRITION

Table 4

Ryral Project

Children C. 1} Tears
CHildren Y.¢ Teawrs
Preghzst a2 La€ta 1ng Momen

Trival beo: ect

Cuildecr 0.3 doses
Catldren 3ec dears
Pregrant 3rd Lactating Momen

Percent Receiving SN

Actual Planned
40 40
73 40
3 40
5] 75
12 75
44 75

Difference

+ )

[]
L] LE J
- oD
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Table 5§

PLANNED VS. ACTUAL 1CCS BENEFICIARIES OF SUPPLEMENTARY
KUTRITION (SH) PER PROJECT

Recetve SN

Actual Planned Difference
Rural Project
Children U-3 Years 3,600 3,600 0
Children 3-6 Years 5,840 3,200 + 2,610
Pregnant and Lactating
domen 2,310 2,800 - 430
10TAL 11,250 9,600 + 2,15
Tribal Project
Children 0-3 tears 1,670 2,363 - 673
thildgren 3-6 Years 2,016 2,100 - B4
Pregnant ang Lactating
WOMEN 1,078 1,834 - 160

1014 4,764 6,30 - 1,512






















Table 8
ANKUAL ANGANWAD]! COSTS OF 1CDS

Cost (Rs.) Per Block

Item Rural Tribal
Angaguadi Workers} 156,500 75,500
FLAW 30,000 15,000
Helpers 60,000 30,000
Contingencies 15,000 7,500
Rent Allowance 30,000 15,000
Equipment3 7,200 3,600
Cost Per Beneficiaryd 33.94 25.39
(%4.24) ($3.17)
TOTAL Rs. 298,700 Rs. 146,600
($37,338) (518,2325)

1 Honorarium (a) R<.175/eontn for satricylates and

RS.125 for non-matriculates;

100 workers in ryral

blocks, 50 1n tribal; as<ume 50 pereent BAtricys

lates,

2 FLAW = Functional Literacy for Adult Nomen, taught
by approximately L0 percent of the AWMS for an
honorgriva of i L0/5mth.

3 AOrtized arer 10 yrars,

4 Assuming planned nurber of beneficiaries,
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providec free of charge by the United Nations Children's Fund (UNICEF).,
The cost to UNICEF is estimated to be Rs,250 for the scales and Rs.l
for cards. There should be 17,000 children 0-6 in each rural project
area and 5,950 in each tribal project. To account for births, deaths,
passage of children to above six years of age, and migration, approxi-
mately one-fourth of this number of cards, or 4,250 per rural and 1,488
per tribal project, is needed. The annua) costs would be Rs.4,250 per
rural and Rs.1,488 per triba) project. All the other cquipment comes
to Rs.750 per AU,

Total AW costs mabe up 21 percent of rural project costs and 18
percent of tribal project costs.,

5. Social Welfare Managersent

The soctal welfare sanagement costs are the costs of the
non-health personnel who are put in place for 1CDS 4t the bloch leyel
and below and their equiptent,  These Costs dre showh in Table 9, In
each block, there i4 3 chily deve)sprent project vificer (COPO) who
oversees the 1CUS operationy {100 AW rural, 50 AWS tribal). tach
COPO 1y equipped with a Jeep, allowance tor petrol, uil, and Yubiricants
(FUL ), a driver, and <upporting <taft,  Under the (UPY are Tubyasteikag
(supervivory j--fiye per rural project and three per Trikal prujéf!i o
Lach rubyaseviba has dboutl 20 AWWs tu supervise,  The cus? uf this
social welfare manajesent <elup mabes up 5 percent of ryral ang 4 pers-
cent of tribal total project costs,
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ANHUAL SOCIAL WELFARE MANAGEMENT COSTS OF ICDS

Cost (Rs.) Per Block

It Rural Tribal
Staff
coPo ' 10,000 10,000
Assistant 3,000 3,000
Mukyasevika 24,000 (%) 14,400 (3)
Clerk/Typist 3,000 3,000
Oriver 1,000 3,000
Peon 2,400 2,500
TOTAL, Staff 45!500 JS,?QQ
Other {xpenses (Pecurring)
POL 18,500 18,500
Block Contingencies 4,000 4,000
T0TAL, Uther 54“;?41‘!'“19 fxpenses _2“2;500 22:500
fon-Recurring icpentes
Jecp 50,000 50,000
Furnityre 2% ke 8lock 2,500 2,509
ToTAL® Rs. 25,500 Re. 65,909
(99,43)  ($8,74)
(rsr* Per Bencficiary Ry, 7,86 Hs, 10,46
(50,98) {41.11)

¥
Mortizing leep coit over Seven yejrs,
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