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HEALTH S¥CTOR STRATEGY

INTRODUCTION:

From the time of USAID's re—entry into India, a preliminary health
and population sector strategy was developed to address the nation's
important fertility and child mortality problems, which were also
high GJI priorities. To gain more detailed information on the
nature and extent of the health/fertility problems, to develop a
fuller understanding of the capability and effectiveness of Indian
institutions and rescurces devoted to this sector, and to help USAID
identify priority problems and poteantial entrees for assistance, a
population sector analysis and a health sector analysis were planned.

The pcpulation sector analysis was completed in 1982. In health, a

seriee of studies, which constitute the components of the health

sector analysis, were carried out between late 1981 and 1984. 1In

that same period, USAID has accumulated experlence and insights

concerning the capability of Indian hedalth care systems, and - —————
concerning the methods and constraints in implementing and =managing

pro_ects associated with these systens.

The component studies of the health sector analysis and project
exper.ence provide a substantive basis on which the migsion cam (1)
analyze, select and prioritize problems to address, (2) identify
lkealth system interventions which are feasible and have proven
poten:ial fur producing resulta, and (3) realistically plan projects
within the organizational constraints of both Indian institutions
and U3AID itself.

The hsalth sector strategy paper therefore includes the following:

A. An analysis of the Indian health situation - problems, causes
and coantributing factors;

B. Analysis of G0I/State policies, programs, health and nutrition
infrastructure and systems that are in place: assessment of
tneir scope, capability and effectiveness;

. LUSAID's experience in current projects, and recognized
ccastraints in ilmplementstion and manageament;

D. Friority areas ftor further USALID involvement, both in the short
term and longer-term future,
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1HE STATE OF INDIAN HEALTH: PROBLEMS, CAUSES AND

CONTRIBUTING FACTORS:

The Health Sector Analysis has reinforced the recognition of the
importance and more clearly articulated the nature of the inter-
linked problems of high fertility and continuing high rates of
infant and child mortality im India. '

A,

Ma for Health Problems:

The salleant facts characterlzing the health of the Indian
population are:

The population of 730 million is growing at roughly 2% per
year and will reach ome billion by the year 2000. The
crude birth rate, now about 30/1000 population, has been
slowly declining. About 21 million children are borm each
year and there are over 100 miilion children under aige 5.

The crude death rate is about 12 per 1000 population.
Although children under age five comprise 1l4Z of the
population, almeost half of all deaths are in this age group
(or less than 3% in the same USA age group - see table 1).
One third of all deatha are in the under one year age
group, and of these, sixty percent occur in the first

month of life. Infant wortality declined from 200 deaths
per 100G live births im 1911 to 129 in 1970, but the
decline has been siow since then.

Table 1 Comparative % of all deaths in the population for
selected age groups, 1980 (Sources: 1, 2)

| Age Grogg India Usa |
| I
| O-4 years 45% 2.8%4 |
| U-Ll wmonths 31% 2.3% !
| U-1 months 17% 1.6% l
| 0-6 days 0% 1.3% |
| f

There are considerable variitions in infant mortality
between states, ranging from 2s high as 185 deaths/1000
births in rural Uttar Pradesh, to as low as 29/1000 in
urban Kerala.



3. Urban/rural and sex differences in mortality remain
pronounced. Child mortality for the age group 0-4 has
cnanged litrle in the last decade, aith,vural levels
remaining substantially higher than those in urban
areas, and female rates continuing higher theu males.
Although infant mortality has slowly declined, the
same urban/rural and sex differences persist. Figure
1 summarizes these differenges.

T

Figure 1 Childhood Mortaiity Differences (Source: 3)

a) Mortality in Children under age 5 (deaths/1000 children)

1974 1978
| Rural | Urban | | Rural | Urban |
|  s51.8 | 32.3 | | 34.1 | 30.7 ]

| Male | Female |
| 44.7 |  s2.1 |

b) 1lonfant Mortality (deathas under age 1 per 1000 live births).

1970 1980
|Rural [ Urbam | { Rural | Urban |
I 136 | 90 | | 124 | 65 !
1980
| Male | Female |
. 120 | 131 |

Sex aitferences continue tu be apparent in other
indicators. In India, there are 23 million more men than
women. During this century, the sex ratio {(number of women
per lLUUJ men) has declined from 972 to 933. In some '
states, there are less than 900 women/l000 men. Fronm
{atancy through the culld-bearing years, temales have a
greater risk of death than males (Table 29,

N
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iable 2 - Ratio of Female to Male Death Rates (Source: 4)

Age Group Rural Urban
O=a 1.12 1.05
9 1.28 1.20

10-14 1.05 1.18
15-19 1.32 1.50
20-24 1.48 1.33
25-29 1.35 1.27
30-34 1.14 1.14

4, Women's educational status, substantially lower than men's,

has an important impact on infant mortality, as shown in
Table 3

Table 3 -Literacy and Iafant Mdrtality {MOHFW) (Source: 3)

(a) % Literate 1981

| Male [} Female |
| 47 | 25 I

(b) Mother's Educational Level and Infant Mortality Rate (IMR =
deaths/1000 live births)

Infant Mortality Rate

Motier's Educational Rural Urban
Level

l1lliterate 132 81
lader 4 years of school 105 59
4 years school and above b4 49
Literate (irrespective of schooling) 90 53

3. National rates of malnutrition among Indian children as
reportad by the Nationmal Nutrition Monitoring Bureau have
not declined over the past decade, and 74% ot all children
under f°ve years are usffected by moderate anil severe
malnutrition. However, substantial declines in
malnutrition have been documented in areas with intensive
nutrition programns tfor mothers and childreo, such as the
Integrated Child Development Services (ICDS) Scheme,

Although there have been major increases In wheat and rice
productien, per capita food grain avallablllity has not
improved since 1961 because of concomitant increases in
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population and a decline in availability of other major
food grains, especially pulses. Per capita food grain
avallability meets only 85% of nutritional requirements.
Per capita avallability of edible oils is drastically short
of the nutritional requirements of India's populaticu.

Table 4 - Nutritional Status and Risk of Death in Children age 1-4
Sourcea: 5,6

Nutritional bLtatus X in each Category Relative Risk of
1930 beath in relation
to normal children

| [ ! |
I severe Maloutritjon | 4,7% | 12.3 |
| Moderate ] 32.0% ! 4.2 |
| Malnutrition | I !
! Mild Malputrition 47.9% l 2.0 l
| Normal 14.8% [ 1.0 |
| |

6. High fertility, in itself an obstacle to development, is also a
ma jor factor in sustained high mortality. Several studies in
India and elsewhere have indicated that infant mortality rates
are ioversely related to the length of the birth interval, that
ia, the liklihood of a child surviving his first year of life is
substantially greater if the interval since the previous birth
increases, especlally beyond 2 years. (Table 5).

Table 5 - Interval between birtns and Infant Mortality in Gujarat
Source:?7

birth Interval (Months) Infant Mortality Rate
Under 12 214
12 - 17 ' 205
lg - 23 127
24 - 29 1l4
30 = 35 76
36 - 41 72
42 = 47 57
48 + 44
For all intervals 106

B. Causes and Contributing Factors

The Mission's Health Sector Analysis studies have provided a
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detailed picture of the major causes and key contributing
factors which predispose the child population to sickoess and
wortality. Analysis of avallable data and studies indicates
that 50% - 60X of all child deaths are caused by a smail number
of causes and inter-related conditions. These are summarized in
Table o.

Table 6 -Top ten causes of Infant Mortality in Rural and

Urban Areas of India - 1978 (Source: 8)
Rural Areas Urban Areas
Cause Rate 2 i Cause Rate @
!
Tetanus 2267 | Diarrheal Disease 954
Diarrheal Disease P 1343 | Dysentary (408) '
Dysentary (906) : ! Diarrhea (286) !
Diarrhea (242) ! | Gastroenteritis (260)!
Gastroenteritis(l95)! | Prematurity 849
Prematurity 1179 | Tetanus 408
Pneumonia 1015 | Infaantile liver 338
Intluenza 729 | Influenza 309
Malaria 704 | Congenital Malformations 281
Typhoid 573 | Typhoid 250
Other disorders of the | Malaria 180
respiratory system 392 |
}
Total for 10 causes 8202 | Total for 10 causes 3662
All causes 13,600 | All causes 7000

10 causes as % of all deatha: 60%|10 causes as ¥ of all deaths: 52%

1)

2)

|
{8rate/100,000 population

Low birth weight: About 30X of all babies born in India

(vs. 7% in the U.S.) welgh less than 2500 grams at birth,
and this premsturity or immaturity is both a major cause of
death in the newborn as well as a major contributing factor
to deaths from other causes in the first year of life.
Mortality in infants with birth welghts below 2500 grams is
two to three times higher than among normal birth weight
{ntants, and six to seven times higher among children
weighing less than 20U0 grams at birth. Low birth weight
contributes 10% - 25% of deatnus of the newborn (neonatal
deaths). Prematurity or immaturity ls also an underlying
cause of many neonatal deaths attributed to pneumonia,
septicemia, diarthea and other causes.

Neonatal Tetanus: Tetanus of the newborn, which normally
kills infants in the first month of life, accounts for
between 5% and 30% of infant deaths eac.h year.
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3) Birth injuries, asphyxia, and septicemia take a serious
toll of the newbornm, and persist because trained birth
attendants are not present at the majority of rural
deliveries.

4) Diarrheal disease, of several categories, and the
dehydration it produces, accounts for 10X - 20X of child
mortality,

5) Respiratory diseases account for between 10X and 25X of
childhood deaths. ‘

b) Impunizable diseases, including whooping cough, diptheria,
tetanus, polio, and measles, Of these, deaths from
complicationsa of measles are a major portiom of all deaths
from diarrheal and respiratory diseases.

7) Malaria  Although malaria has greatly decreased ian recent
years, in some areas it still remains an important problem
with some impact on child mortality.

8) Malnutrition, although not in itaself a direct cause of
death, 1is an underlying, inter—related condition ia a major
proportion of infant and child deaths. Malputritiom in
mothers i8 a common factor related to low birth weight
babies. Malnourished children are also more vulnerable to
the major diseases and at greater risk of dying from them.

3) Short interval between births 1s an important contributing
factor to child mortality as shown earller in Table 5.

1G) Early age of mother at first pregnancy: A large portion of
Indian women marry before age 20U, and a substantial number
betore age 16, desplte Indian marriage laws prohibiting
marriage before age 18. As a result, 15% of children are
born to mothers under age 20, leading to an elevated
incidence ot low blirth weighr inr.nts, and a higher risk of
death.

In sunnary, the chiet causes of neonatal (newborn) mortality are
immaturity (low birth welight), dilarrheal diseases, tetanus, and
preunonia. Beyond the first month and up to the first year,
dlarrheal diseases, respiratory disease and measles are the most
important causes of death, turther intensified if the chiid was of
low birth weight. Between age 1 and 4, diarrheal disease,
respirarury disease, measles and its sequelae are the major causes
ot death, complicated by malnutrition. [t should be noted that
al.ough deaths may be attributed to a specific cause, many result
from nultiple factors, &.,3. an infant born with low birth weight,
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who is no longer breast fed and sustalns frequent infectious
diseases resulting in malnutrition finally succumbs to diarrhea.

There is considerable variation in mortality rates and causes among
the states and especially between rural and urban areas.
Nevertheless, it is clear from most available data that a small

number of causes and contributing factors account for over half of
the child mortality in India.

For some of these causes and contributing factors, there are
specific, simple and low-cost technologies and interventions
currently available which have a proven potential for reducing child
mortality., For others, interventions are either more complex and
costly, with a less well-demonstrated Impact, or may not currently
be developed. A brief review of available technology is a necessary
first Ftep in determining possible intervention strategies,

1) MNeonatal tetanus: Two tetanus toxold injections for pregnant

women (or before pregnancy) virtually eliminate the risk of
neonatal tetanus.

2) Immunizable diseases in children: DPT (diptheria, pertussis =
whooping cough, tetanus) effectively prevents these diseases
i1f the three injection course 1s completed in the first 6 months -
of life. OUral polic vaccine (3 doses) completed before 6
mounths of age, and measles vaccine (ome injectioun) given between
9 and 14 montha, effectively prevent these diseases. Measles
vaccination has the potential to reduce mortality from measles'
common complications, diarrhea and respiratory lnfection.

3} Diarrhea: Dehydration resulting from diarrheal disease is a
ma jor cause of child mortality, and can be prevented with
effective use of oral rehydration therapy (ORT)--both home-made
solution and packaged oral rehydration salts (ORS).

4) Respiratory diseases: Resplratory diseases have a complex set
ot causal agents, some of which, such as pneumonia, are
r-sponsive to antibiotic treatment, others of which are not.
Treatment interventions are not clear cut, and require more
careful study. Measles vaccinatiou 1s the simplest measure for
reducing the incidence of respiratory complications.

5) Malarla: Malaria 1s easily treated with low-cost chloroquine and
primaquine. Cerebral malaria (P. falciparum), the more fatal
variety, requires more expensive, less avallable drugs. Case
finding and diagnosis of malarls cases are more complex.

6) Birth Injury, Asphyxia, Septicemia: An improved set of
interventions relating to pre-natal, delivery, and newborn
care i3 required to address these problems, along with lmproved
service coverage of mothers.
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7) Malnutritiom, both of mothers and children is the result of a
complex interactioa of biologlical and social factors. Multiple
interventious are required, including growth monitoring,
targetead supplementary teeding, nutrition education and
preventive interventions such as immunization, and ORT, megadose
vitamin A and iron and folic acid supplements. Interventions
related to food production and supply and increasing family
income are much more complex.

4)  Low Birth Weight: The incidence of low birth weight babies is
also a result of a complex get of factors, which are not
currently well underatood, but which include maternal infectiom,
nutrition and work load. The effects of low birth weight can
be woderated by careful identification of high risk mothers,
better antepatal care, maternal food, irom and follec acid
supplementation and close monitoring of low birth weight
{nfants. Further research is required to identify the key
factors in the pre-natal period sssoclated with low birth weight
and to test preventive interventions.

9} Short interval between births can be addressed by non-terminal
. contraceptive methods, and by streugthening motivation of
couples to practice extended spacing of pregnancles.

10) Early age at marriage is very much linked to a complex set of
social norms, and for which a complex set of interventions,
political, administrative and social are required.

It is clear from this analysis that the major elements of the
prepongerant child mortality are diarrheal disease and [mmunizable
diseases ~— especlally measles and tetanus —-- whose lmpact is
interlinked and intensitied by poor nutritional status and trequent,
closly spaced child-bearing. The majority of this mortality is
rural. There are also proven technologles immediately available to
deal with these problems: oral rehydration, improved immunization,
particularly tetamus toxold and measles, and expansion and
strenginening of family planning spacing methods. The reasons for
tocus dn these interventions In the strategy are: (1) they represent
availaole proven techunologies, (2) _he focus is on problems clearly
of majur epidemiological importance; (J3) they can be carried on a
nigh-coverage basls, and they are of most benefit to the under
served wonen and children, the poor and other relatively
disadvantaged groups; and (4) they can be delivered through the
existing health system at a cost which can be absorbed and sustained
bv the indian authorities.
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1. INDIAN HEALTH AND NUTRITION INFRASTRUCTURE AND SERVICES:

CUVERAGE & EFFECTIVENESS

Inirastructure and Services

Although health is designated a state subject, the GOl has
initiated programs and heavily financed the states' health
infragtructure development and maintenance costs. The current
GU./atate infrastructure and approaches to health service
deilvery are the cumulative result of programmatic -and
structural changes which have evolved since independence.

Fizure 2 illustrates various components ot the goverament rural
health infrastructure. The Primary Health Centre (P+C) is the
key level, headed by a doctor (medical officer) who is
responsible for a PHL staff ot 4U-5U, a network of 12-20 sub-
centers, 100 or more village—based Community Health Guides
(C4Gs), and 100 or more Trained Dais who typically serve a
population of 100,000, In some areas, some PHUs have been
upgraded with the addition of beds, medical staff and diagnostic
tacilities to become small rural hospitals.

The PHC Medical Qfficer is respounsible for a broad range of
curative, preventive and promotive care, «s well as for many
training, administrative and supervisory tasks. He is in
snort, the leader of a large, multi-skilled team - the key
tacilitator in a widespread network of paramedical and
village—based volunteer workers,

fte unit that carries the greatest respousibility for direcr
service deiivery is the sub-center, currently serving a
population of about 500U to l0,00U, and staffed by one female
health worker and one male health worker. The female health
worker, traditionally called the "ANM" (Auxiliary Nurse
M.dwltfe), is by far the most important worker in the service
delivery network, as she is responsible for most of the key
revrtilicy and mortality related services: familiy planuing,
sommuntsation, pre-natal, post-natal and delivery < are, as well
a5 ror support ot the village-based trained dals and Chus,

A7 the village level, one community health voliunteer is trained
“a serve luUU people. These volunteers are not government
eaployees, but recelve a small honorarium ror work in minor
carative care, ORT and for motivating families concerning family
planning and immunizations. In addition, one dai (Tralned Birth
Attendant) 1s selected in each village for tralning to improve
care related to pregnancy and delivery, and to promote family
plauning.
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Rural health services fall predominantly in the domain of the
central and state Ministries of Health and Family Welfare.
However, at the village level, an ancilliary network of child
nutrition/health centers has been established in about 20% of
the nation's blocks through the Ministry of Social Welfare's
Integrated Child Development Services Scheme (ICDS). The main
service facility 1s the anganowadi child nutrition center,
statfed by an anganwadl nutrition worker, providing food
supplementation, preschool education, and preventive health
services (especially immunizations), growth monitoring, and
nutrition education to children 0-6 years of age and thelr
mothers. The health services in LCDS are provided by the health
workers and infrastructure described above.

The govermment-supported rural health infrastructure is by no
means the only system operating in rural areas. However, its
potential impact 1s broad, because the public iafrastructure is
generally the only, or the predominaunt provider of the key
preventive services, such as immunizations, family planning, and
oral rehydration, so crucial to fertility amd child mortality
reduction. About 75X to 8UZ of these preventive services are
provided through the government service system.

Besides government services, there is a large network of village
and town-based private practitiomers, who are no doubt utilized
with much greater frequency, and who have much greater
credibility in the eyes of the rural population. However, the
greatest proportion of services provided bv these private
practitionrrs are medical care tor the {11, which ultimately has
bletle impact on mortallty.

Private Voluntary urganlizations (PV0's) have a bruad setwork
throughout India, thelr services are generaily considered of
hhigher quality, demonstrating a caring artitude and commitment
to the disadvantaged. ‘'lany have developed Innovative
approaches, and focus on family plannlng and preventive
services, often spearheaded by curative care. Their reach {is,
however, limited.

inere are also about 120,000 practitioners of allopathic
(western sclentific) medicine In the private se-tor, although
.08l are urban aud semi-urban based. Another 6UU,000 private
practitioners follow indigenous systems ot wedicine (ayurvedic,
unani, homeopathy, neurcopathy, and siddha), mostly practicing in
rural areas. Some are formally trained 1in iostitutions and are
repistered by the government. Others, trained In aun
apprenticeship arrvangement, arc not registered, aml may practice
oilly part~time tor minimal tees. The GULl has supported training
in these systems of medicine to iostitutionallze the training
and maintaln minimum standards.
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It {5 estimated that in small towna and rural areas the
governmeunt-sponsored system provides, at best, 301 of non-
hospital services; 20X are provided by the organized voluntary
sector, and 6UX to 7UX by private practitiomers and the
voluntary sector. S

Coverage and Effectjiveness

The goals and policy of the (0I, reemphasized in the current and
torthcoming Five Year Plans, are to decrease fertiiity to a
birth rate of 20, and to reduce infant mortality below 60 by
2u0y, These goals are to be achieved through a greatly expanded
hiealth infrastructure, delivering key family planning and mother
and child health services. Because GQOI goals and policy
generally tocus on the high priority problems of fertility and
ch:ld mortality, and because the GOL/State Health intrastructure
is the only large scale delivery network which provides the key
fertility and mortality reducing interventions, USAID has chosen
to supprrt the strengthening of this system and improvement of
services in a number of states.

The Integrated Rural Health and Population Project (IRHP) has
supported infrastucture expansion, manpower development, and
service improvement in selected districts of five states. The
wore recent Integrated Child Development Service (ICDS) Project
seeks to expand and lmprove the government's ICDS scheme through
growth wmounltoring, targeted tood supplementation, better
training and supervision of nutrition workers, Iintensive
nul.rition education and establlshment nf a management.
inzormation system. The project also has a speclal research
conpoanent which will independently investigate the ante-natal
tfactors leading to low—-birtn weight and test interventioms to
increase birth weight. USALD dlso is financing a Private
Vo.untary Organizations for hHealth (PVUOH) Project to channel
resources to PV0s which have demonstrated an interest and
capablility in addressing th. key jroblems of child mortallity and
tertilicy.

Ine GUL has clearly recognized tne problems of health and
fertility which impede national development, and has clearly
stated goals and policies designed to bring about the desired
changes. lhe heavy investment in health and nutrition
in‘rastructure, particularly in the rural areas, has resulted in
a huge expansion of facllities and manpower, generating a
massive potential for serving the population with effective
interventions. There has clearly been a substantial impact on
terrility and child mortality since independence. However,
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after completing the health sector analysls, and arter
accumulating severa. years of experience {n close contact
with the ‘health ana nutrition service delivery systems and
th~ir adaministrative superstructures, a number of gaps
stlll remain, in conceptual approaches, operational
methodologies, and service facilitles and manpower
requirements. ldentification of these gaps is the second
wa jor step towards developing a health strategy. The gaps
can be categorized in several ways:

Inadequate access of the population to the health service
infrastructure. Desplte the extremely large budget outlays
on health (nfrastructure development, doubling, tripling,
or quadrupling to each gucceeding tive-year pian,
substanti 1ly lese than half the rural population has easv
access to Governmenttruo facllities which offer services
related to fercility and child mortality reduction. The
moet acute gap ls al'the subcenter level, where less than
half of the peographical units have a subcenter establlshed
(tigure 4). 0t those subcenters that have been
egtablished, moust or them are In sub-standard, rented
quarters, with no living accomodations for staff. Less
than one third ot the areas have a completed
ciinic-cum-iiving quarters. At the sub-center level, the
shortage of female health workers, the most ilmportant
persons in mother and child service delivery, along with
the female health assistants who are respoansible for FHW
support and supervision, are most acute. This 1is not
surprizing, because nurses and midwlves are accorded low
status and pay, and 4s young, unmarried wowen living in
untamiliar vlillages, they feel {nsecure and threatened,
particulary when no permanent work place or living quarters
is avallable.

Despite an cxtenslive Infrastructure and trained manpower
cadres, the coveruge ot the key populativn groups--aothers
aud children--with tne prlorityv interventions avallatle Is
lim{ted. lLess tnan 29 percent ut al. children complete the
full set i teyulred immunizations {n their flrst year of
Life, and less than Ju percent of mothers recelve tetanus
tuxold immunizuation during pregnancy. ln addition, almost
noae 0! tie rural pepuiation has access to measles vaccine,
an impottant intcrve.iion not currently part of the
government's hoealtic services. ORT tias just recently been
wdued , with varying emphasls in dltferent states, and
ccverage appears (o be limited to less than 19 percent of
tamllies witn children. Family planninp spacine methods
are used by less than O percent of the popuiation.  These
are clear indicatioans of the limited reach of the rural
:nfraatructure with priority interventions.
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lhe government has placed aigh priority oo family planning
communications to wotivale acceptors in the pational family
planning program, but tiese have becn until recently
centered on posters, radio messages aud other traditional
media with little background market research. Although
this environment 1is changing under the Family
Planning/Social Marketing Project, little thought has been
givei to marketing the concept of the healthy,
well-nourisiied, immunized child and the Importance of birth
spacing to the health of the child and mother, nor have
commercial professional marketing groups participated ia
wmarketing programs tor such specitic lwmunizatlons and ORT
to anv great extent. There has thus been inadequate
emphasis on demand creation, and a client-centerved service
orientation has been lacking.

cpldemiology and Monitoring Systems

Abllitv ot pgovernment decislon makers to clearly recognize
the importauce ot key mertality programs, and to monlitor
changes related to intervention programs is greatly
hampered by a weak epldemiological monitoring aad
investigating system. Moreover, the management !nformation:
system which monitors service coverage and worker
performance is over-balanced in favor of family planning
achievements, and is oriented towards arbitrary npumbers of
service activitles rather than coverage of the key mother
and child hlgh risk proups. This epidemiological data gap
is demonstrateu graptiically in the lack ot recognition by
senior government decision nakers until very recently, that
measies is a problem In Indla.

Presently, only two institutlons, the All-India Institute
ut Public Health and Hyglene and the Nerional I[nstitute of
Gomnunicable Discase, provide training in epidewmiology for
nid— and seonior level physiclans. the duratinn ot training
varles up to oune yedr, het ouwsy tralons povstctans whe have
Bevn o workior an e tield 1or oan extends d perlog.  Lhere is
oo vittualbay oo tratning o olinleal eptideminlo;ny
Adgiionle Ly ludla, A pgreally expauuled capabllity tor
training L1 tield ant clinlcal epldemiology Is required to
stall pational, state and dtstrict level epildemifological
resvarcit and anritoring units which ave plan ed by the GOI
i1l states.

the LU nas commissioned gumernus evaluatious, scudies and
plior activities cesipgned to sssess the etf{iciacy ana
approptisleness ol current programs and ‘intrastructure

. peratioans, and to scek improvements and potential
dltervative approaches. itowever, therfe¢ are wany
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significant areas that have pot been caretully studied,
resulting 1a a deficit ot factual information om which
decision could be based., For example, no in-depth
assessment of the village-based, primary health care
voiunteer network, and its role or performance has been
done. No effort to study alternative health financing
mechanisms has been made., In addition, results of many
useful studies and/or valuable experiences of small,

- private or voluntary projects have not been wildely
disseminated to GOl and state decision makers.

This problem is complicated by the lack of sufficient
experienced staff in the GOI and most state health
directorates to design and implement relavent studles or
operations research to produce a more objective Iinformation
base for decliston making.

USAID, both within its current projects, and as part of the
"Health Sector Analysis (HSA), has supported studies and
operations analysis which have rigorously investigated a
wide range of topics, and whose results have been
disseminated and used by both central and state
governments, and other private organizations and donors.
The IRHP Project-supported training and communications
needs assessments, along with the HS5A studies of child
mortality, nursing and medical education are a few examples
of perceptive studies which have gaipned wide notice.

Training - 7Training for the key health workers in tue
rural infrastructure—~doctors the health team
leaders——manager, and temale health workers, the kev
service delivery agent~-1s not congruent with the goals of
the health infrastructure and its specitic service needs.
Doctors are trailoed in large teaching hospitals, have
minimal contact with community health programs, and
generally regara the public health component of their
training as something to be tolerateu, not cmbraced
seriously. Training is highly clinically orlented, and, on
assignment to a rural primary health center, the new
graduate is poorly equipped to understand and prioritize,
wuch less manage a complex set of programs and a large
medical and paramedical staff. Trained as he is

- predominantly in clinical medicine, the rural medical
officer tends to focus on patient care, and neglect, or
leave to others, the community Ilntervention programs that
would make a difference.

kven more critical is the orientation of training for
temale health workers, whose community-based nursing and
midwitfery skills are the key to mortality and tertility
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reduction. Though they are village based, and must spend a
fair proportion of their lives in a village subcenter, they
are trained predominantly in district hospitals, their
trainers frequently tend to have little rural community
experience, and their training focuses on clinical ,
hospital-based subjects, with minimal preparation in the
-community. Because of the educational requirements for
entrance inte training schools, tralnees tend to be
predominantly urban, with minimal experience or interest inp
the rural areas where they will have to spend much of their
career, As a consequence, on completing trailning and
assignment to a village subcenter, the female health worker
is often at a loss where to begin, how to prioritize
gervices, and how to reach out inte the community.

Finally, the primary health center is mandated to provide
bagic training to large numbers of cumnunity health
volunteers and trained dais, as well as to provide
ln—-service training for subcenter workers and the
village~based volunteers. 1his 18 the ma jor means of
updating first-line service worker skills, prioritizing and
supporting key inrervention programs. However, physiclauns
and other para-medical staff who must shoulder the
respouglbility for this training frequently have inadequate
knowledge and experience to develop elther appropriate
content for training materials, tralning methodologies and
programs. '

Similar inadequacies are tound in the ICDS training, which
often leaves anganwadl workers and their supervisors with a
lack of the basic skills they need io reduce young child
malnutrition and mortality.

5. Management -~ A lack of leadership, managerial skills and a
public health orientation by the primary health center
doctors who are the key program initlators has an ilmpact
throughout the network ot subcenters down to the village
Level. Wwithout an adeyuate information base-~nor a
recognltion ot fts utility, without an interlinking
supervisory/support mechanism between each tier of service
providers (including ICDS), and without a clear orientation
towards providing maximum coverupne with key program
interventions to the highest rilsk groups, the system
operates more like a serles of independently functioning
units, with an unbalanced focus on clinical care and
sterilization.

In summary, the anticipatcd rural health infrastructure s steadily
expancing but still covers less tham 50X ot the rural areas.
iHowever, its potential is chronically undermined by shortages of key
service and managerial workers, who are often not adequately
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trained, equipped or housed tu work ettectively in village
comuunities, nor able to manage large-scale priority programs. The
government health delivery {nfrastructure 1s the only large scale
ptovider ot key interventious such as immunization, family planning,
and oral rehydration, but the reach of the services to the most
vulnerable population groups is etill quite limited. Other key
interventions, such as measles and an effective OHT program, are
still lacking in the service program. Inadequate epidemiological
and management information systems make it extremely difficult to
prioritize problems and plan service interventions, and to momitor
results, both in terms ot program performance and impact on key
fertility and mortality problems., Fallure to coordinate services of
the separate health and nutrition infrastructures has achievement of
the full potential of elther. The govermment has not adequately
recognised the tremendous potential of private-sector marketing
technology which could be utilized to create demand and to promote
health and nutririon concepts and priority interventlon programs.

IL1.HEALTH GOALS/S5TRATECY

A, Mission Goals

The mission health goals are a significant reduction in
fertility and child mortality within two or three Indian states.

The means to achleve this goal, or the subgoals that the mission
will pursue are:

1. Esrabligshment ot proven, high-impact intervention programs
to address selected, key tertility and mortality problems;

Z. Development of an ettective epldemiological
intelligence/monitoring system and bio-medical support
institutions to permit health priority-setting and clear
evaluation ot program impact;

3. Creation of a client-centered health service orlentation
which incorporates a careful analysis of c.iient needs,
bellefs and behavior in creatiug and meeting demand.

Another goal on which the mission must continually focus s
improvement in the basic conditions ot Indian women's life which
presently foster the high fertility and child mortality and impede
efforts to reduce them. Although often beyond the scope of specific
health actions, the mission will in its program planning scek to
build in rowponents to empower women: to strengthen her self-image
and position in the tamily and community, her understanding ot the
causey anu eftects of her position which influence her own and her
children's health status, and to enhance her knowledge and access to
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the care and resources which can lmprove these conditlons. At the
sape Lime, mission efforts will contlnue to stremgthen the status
and role ot female services workers and community volunteers who
primarily serve women and children, and who can reinforce awareness
of the needs for and methods of change.

B.

OPERATIONAL STRATEGY:

sharing the GUOL's fertility and mortality reductlon goals, USAID
will seek to assist the G0l in States and Indian private
iastirutions and groups in developing, expanding and Iimproving
the quality ot service programs which include high impact
iaterventions such as ORT, measles, tetanus toxold and other
¢1ild {uwmuilzations, family planning spacing methods, and
nitritional improvements, which have the highest potentia! to
contribute to the reduction of the infant mortality rate to 60
aad child mortality (age l-4) to 10 by the year 2000, This
strategy will focus not only on the small number of
interventions which address the mortality problems of greatest
epldemiologlcal and soucial importance, but will also embrace
support for strengthening key facilitating systems, without
wnich, the selected intervention programs will have limited
reach and impact.

USALD has established solid relationships and technical/
managerial understanding, and has provided ma jor support for
completing the goverument's planned rural health and nutrition
infrastructure in its current 5 project astates. In the future,
Usall plans to contioue wnrking in only two, or at most three,
of these states, as managing five state projects—-in reality
five separate projects-—does not permit adequate, in—depth
attention to the spectrum of technical and managerial needs with
current USALD staffing. All of the current five states have
not demonstrated unlform interest and capability, and the
zission will theretore work with those who have demonstrated
innpiementing skills.

LUSALU"s strategy will.emphasize:

l. with the reduction (n the number of stutes, therc will he
an expansion ot a swall number of key Ilntervention programs
beyond the current two or three pilot districts to
state-wide, mass scale implementatloan serving a population
of nearly 100 milliovn. In the present IRHP project
districts, oral rehydration and measles vaccine programs
are already beling introduced as innovative activities,
Within the one or two year project extension now
-ontemplated, programs for oral rehydration, measles
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vaccination, and expanded spacing tamlly plauning will be
phased into s state-wide scale. A wmajor vehicle for
eftective planning, implementation and evaiuation of the
state-wide programs will be mission support for private
gector marketing technology to create and expand demand for

. these intervention programs, and resident techmnical

assistance. Another supportive mechanism will be to have
USAID staff resident at the state level for monitoring,
management and program facilitating.

By moving to state-wide Iimplementation of select programs,
economies of scale will also enter, particularly in
development of marketing and media strategles to create
demand and produce behavioral change. However, USAID will
continue its intensive involvement in selected districts of
project states, where large-scale trials of various
innovative or accelerated interventlions and delivery system
improvements are ongolng. Capitailzing on the more
complete infrastructure resulting trom construction and
manpower development within IRHP districts, innovative
activities will contipue to focus on the Llimited
introduction of pilot community-based training for female
health workers and improvement of their status, improvement
of management information systems, {(including introduction
of computerizatiou), ilmproved management and supervision,
and expanded coverage of mothers and children with
comprehensive mortality-reducing Iinterventions.

In ILDS project districts, expansion and improvement of
training, fooa supplementation, growth monitoring and
nutrition education, and management information systems
coupled with intensified eftorts at {mproving immunization
and cral rehydratiom, will contilnue.

The PVUH project, although involved in some current project
srates, {s not Limited to them. This project will rcontlnue
support ror private sector projects on a relatlvely small
scale, reintorcing !nnovative appreoaches to kev
mortality/fertility reduction services, the tesults of
which can strengthen the larger scale pgovernment efforts.

The ultimate goal of the intensive I[KHP, ICDS and PVOH
trial area activitles 1s to develop approaches and
strategles which could lead to pragmatic program
impiementation approaches amenable o state-wide

expansion. The Intensive district area programs will be
used for development 2f methods and materials for field
testing and revision prior to wide-spread dissemination and
use in state—-wide intervention programs,
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£, In the long term, the Mission will support further
investigation and development of promising blomedical
technologles of relevance to priority morbidiry and
mortality problems. Most immediately, this could include
tecnincal asaistance and support for private gector
production of measles vaccine or other commodities, such as
ORS, 1n Indis; development and field testing of new
vaccines, support for strengthening of the epidemiological
training and monitoring system and its laboratory base, and
support for epidemiological studies to monitor morbidity
and mortality. Research on determinants of low birth
welght is planned, and possible preventive interventiouns
miy be tested.

7. Siceess of these operational strategies will rely heavily
on sevenal key resources/mechaniums:
(a) Etfective use of demand-creating marketing technology
and medla strategles for state-wide intervention
programs;

(b) limprovement in delivery system training and support
{(management) capability;

{c) ELffective epidemiology and management information
systems; :

(d) The key element in implementing this strategy will be
the expected presence of resident technical
assistance. Such a presence Is beginning with the
LCDS project; with the extension of the [RHP Project
and expansion to state-wide implementation, a resident
technical consultant group is similarly contemplated;

{e) For large-scale testing of innovative gervice
mechanisms, and especially in testing of bilo-medical
technologv and/ or in basic research, collaboration
between American and Indian iavestigators and
institutions is a pre-requisite. Such collaboration
has already begun in the ICDS project between the
National Iinstitutes of Health, Centers for Disease
Control, and two U.S. universities and various Indian
research institutions, both public and private,

In summary, it should be emphasized that the multiple thrusts of the
health strategy, and lts programmatic components, are all channelled
towards -educing the ma jor causes of child mortality in India. The
strategy 18 thus an inter-linked set of critical components which
reinfocce each other in an integrated atta.k on these problems. The
strategy is graphically summarized in Figure 3,

-
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