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Executive Summary of the
Innovations in Family Planning Services Project

Introduction: The Government of India (GOI) and USAID are designing the Innovations
in Family Planning Services Project (IFPS) to serve as a catalyst for the Gal in reorienting
and revitalizing the country's family planning services. The IFPS Project has selected the
State of Uttar Pradesh (U.P.) as the primary site and testing ground for program innovations.
With its population of 140 miJlion. U.P. is the largest state in India and larger than all but
six countries in the world. U.P. also is a state with one of the poorest demographic, social
and economic profiles in India. If access to family planning services can be greatly increased
and if couples accept and use contraception on a broad scale in U.P., other states including
those slow-to-progress may also benefit from the U.P. experience.

Project Purpose: The IFPS Project proposes to assist the State of Uttar Pradesh to
significantly reduce the total fertility rate through a comprehensive improvement and
expansion of family planning services. In order to achieve this purpose, IFPS intends to
effectively double the use of modern contraception over a ten-year period. Achievement of
this purpose will result in a sharply reduced level of fertility. Current levels of fertility in
the four large North Indian states. where 40 percent of the population lives, are close to the
level that existed in India at the time of Independence in 1947. Thus, the IFPS Project's
objective of reducing fertility in U.P.• and by extension the fertility of the other large
northern states, is essential if the GOI hopes to achieve its goal of lowering the national rate
of population growth. Lower levels of fertility will mean fewer births than would otherwise
occur each year, and a gradual slowing of the rate of population growth in U.P. The
benefits associated with reduced population growth will be seen in the reduced burden on the
Gal and Government of Uttar Pradesh (GOUP) in providing health care, schooling, jobs,
and housing. Savings from lower rates of population growth will enable the GOI to invest
more on a per capita basis in health, education. employment, and housing and thus improve
the quality of the nation's human resources. Additionally. reduced population growth will
mean reduced pressure on the environment.

To achieve this purpose, the project has three objectives which are to:

• Increase ace . .?s to family planning services by strengthening service delivery in the
public sector and developing or expanding the capacity for ~ervice delivery in the
non-governmental sector. Access will also be expanded through hospitals, clinics,
household and community-based distribution, social marketing, and commercial retail
sales so that services will be available to a large proportion of clients living in the
harder-to-reach nlral. poor urban. and peri-urban areas.

• Improve the guality of family planning services by expa'1ding the choice of
contraceptive methods, improving the technical competence of personnel. ensuring
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informed choice through effective counseling, and improving management and foHow
up of client services, and improving contraceptive logistics.

• Promote family planning by broadening support among leadership groups, increasing
the public's understanding of the health and welfare benefits of family planning,
creating a better image of the program, and providing information (or advertising in
the case of the social marketing program) on the availability of services and methods.
The project wi1I also increase the participation of women in the implementation of the
project at all levels.

The three objectives are interrelated; consequently, success in one area wi1I be tied to
accomplishments in the other areas. Furthermore, IFPS will promote a service orientation to
family planning as an integral part of MCH.

Achievement of the project's o'.>jectives will be measured by the increased level of
contraceptive prevalence, the number of couples using family planning, and the increased
proportion of couples who are using spacing or limiting methods most appropriate for their
reproductive intentions. By the end of the ten year IFPS Project, it is expected that the
percent of couples in U.P. using contraception will double and that the actual number using
family planning wi1l more than double given the growing base population. Further, it is
expected that the existing unmet need for spacing or limiting methods (among couples who
either say they want to delay the birth of the next child at least two years or do not want any
more children, but are not using contraception) will largely be filled.

Project Activities: Project activities fall into four broad components: public sector,
non-governmental sector, contraceptive ~ocial marketing, and research and evaluation. All
four components will have significant training, information, education, and communication
(IEC), and management interventions. The type of service providers, service interventions,
and focus populations are shown in Figure 1 and Figure 2.

The results of these interventions will be: (1) upgrading of the existing government program
~:ld (2) initiation or expansion of services through the non-governmental sector. These will
provide a varied and comprehensive choice of high quality family planning service.~. In
addition to the clinic, outreach, and community-based service programs, a contraceptive
social marketing effort will be expanded based on a segmented marketing strategy. The
lower socio-economic market will be the focus of the existing government social marketing
program. Under the project, this program will be reinvigorated and expanded into rural
areas not presently covered. A commercial marketing program will he initiated for the
higher-end of the market.

The project will have a major research and evaluation component. The most important
research element will be two surveys conducted at the mid and end points of th~ project. .
These, combined with the baseline survey to be carried out in November 1992, will provide
trend data on a wide range of demographic, social, and health variables. There will also be
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numerous operations research projects and assessments to help plan, test, and evalUc1.te
discrete project activities.

Project Structure: The overall policy issues of the IFPS Project will be addressed by
the National Steering Committee chaired by the Union Secretary of Family Welfare and
consisting of senior representatives from the national and state governments and USAID.
With the exception of social marketing, all project a~tivities will be implemented through a
Registered Society (the SOCIETY), a new organization to be registered under the Indian
Societies Registration Act (XXI) of 1860. Staff of the SOCIETY will be recruited primarily
from the private sector. Project activities will be monitored by a Governing Board composed
of representatives of state government agencies, USAID, and the non-governmental sector.
Technical staff from the GOUP and USAID will work with the SOCIETY Executive Director
and his/her staff to assure day~to-day coordination and management of all project activities.

The IFPS Project is necessarily large and complex. The project paper does not present a
detailed blueprint for IFPS; that would be very difficult to do in a single document this early
in the project's development. Rather, a broad strategy is presented which establishes the
project's objectives, boundaries, structure, and programmatic thrusts. For each major part of
the project, e.g., services, training, logistics, contraceptive marketing, and research and
evaluation, a detailed plan of action will be developed and approved by the Governing Body.

Not only is IFPS large and complex, it will take place over the space of a decade. In such
an extended effort, mid-course corrections will be needed. It is critical that the project have
a continuous review and the flexibility to make timely changes. The Governing Board should
periodically review the project's progress in order to make any necessary programmatic
modifications, referring any policy issues to the National Steeri.ng Committee.

Project Components. The IFPS Project is composed of four major components: (1) support
for public sector activities; (2) support for NGD and employer-based activities; (3) support
for a major contraceptive social marketing program; and (4) support for research and
evaluation activities geared to key strategic. and programmatic thrusts.

Each major component may have one or more U.S. organizations that will establish
,collaborative reiationships with Indian organizations and professionals. These institutions are
world leaders in 'their respective fields. Under the IFPS Project, it is anticipated that
mutually beneficial affiliations will develop that will last beyond the life of the project. The
major organizations are shown in Figure 3. Other U.S. organizations may be called upon as
needed to participate in specific activities, e.g., the East-West Population Institute for the
National Family Welfare Surveys.

An important key to the implemente1tion of the project is the establishment of a USAID
Liaison Office which will be initially located in New Delhi with the intention of relocatinu to
Lucknow at a later date. This office will have a small staff to assist in coordinating the
various externally funded inputs of the project and serve as a liaison for USAID (Figure 4).
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Project Implementation: " .... implement~tion of such a large and complex project will
demand a great deal of careful planning and ex~cution. If some activities fall behind
schedule, other areas will be adversely affected. At the same time, the project will be
flexible in shifting resources from areas of little or no pm6ress to those of greater potential.
An overview of the implementation plan is found in figure S.

It is obvious from this plan that the first year of the project is critical to establishing the base
on which lhe project will be built. Among other things, the training of physicians and
auxiliary nurse midwives will begin in earnest; demonstration projects in both the public and
non-governmental sectors will be initiated; the contraceptive social marketing effort will
start; and a variety of research activities will commence.

The proposed implementation plan i~ reflected in budget levels and allocations. Table 1 and
Figures 6 and 7 show the estimated cost levels and allocations for the life of the project by
IFPS's four major components. The proposed distribution for each of the four areas is
shown in Figure 6. Tile dominant role of the government in IFPS is evident from the more
than 50 percent of the budget apportioned to the public sector. Table 1 also shows that
$234 million (72 %) of the total $325 million will be for in-country "rupoo costs." The
remainder is for U.S.-source materials (contraceptives and medical kits), for U.S. institutions
that will be ~ontributing to the project, and for trai~ing costs outside India.

Perronmmce-bnsed Disbursement. An important aspect of project implementation will be
the use of performance-based disbursements (PBD) for support of public sector and for non­
government sector activities.2 PBD places emphasis on outputs and accomplishmen!s,
rather than project inputs such as financing of equipment or manpower. In brief, PBD will
be used in the following manner: (a) each major project component in the public and non­
government sectors will be subject to the collaborative development of detailed
implementation plans by the GOUP, USAID and, where appropriate, non-government
institutions. These plans witlidentify specific perfonnance benchmarks against which
disbursements will be made to the SOCIETY. Benchmarks, in the main, will be
characterized by their qualitative as well as their quantitative character, Le., they will
measure real progress toward accomplishment of project objectives. PBD mechanisms to be
used in this project are more fully described in Section 4, Project Management and
Implementation.

Conclusion: The IFPS Project places h~man and monetary resources where they can have
an impact. The consistent focus of the project is on activities that are explicitly designed to
benefit couples throughout Uttar Pradesh and, in turn, the nation.

I Substantial additional benefits to the public sector willnccrue frOID expenditures in the private sector.'Puticularly
in the IEC and research Rnd evaluation areas.

2 ext.:epting contraceptive social marketing (CSM) activities.
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FIgure 1.
Service Delivery Systems - Public Sector

INSTITIJTION FOCUS PRINCIPAL Key Personnel
APr-&OACF

Medical colleges, Urban, peri-urban Model clinics LHVs Physicians, ANMs,
related PHCs LHVs

Municipal hospitals, Peri··urban, urb"" Urban outreach ANMs, Health
District hospitals, (pilot demonstration Workers
UFWC, Health model #1)
Posts

PHCs, SCs Rural, peri-urban PHC/SC outreach ANMs, extension
(pilot demonstration workers, Health
model #2) Inspectors

PHCs, SCs Rural CBD private/public VHWs, NGOs
(piJot demo #3)

Figure 2.
Service Delivery Systems - Non-governmental Sector

INSTITUTION FOCUS PRINCIPAL REFERRAL
APPROACH

'u

Coope.ratives Rural, peri-urban CBD, outreach PHCs, SCs

NGOs Ruml, peri-urban, Promotion, CBD, PHCs, SCs, private
urban outreach clinics-

Indian Medical Peri-urban, urban CSM campaign Private clinics
Association (OCs), model clinics

Autonomous public Peri-urban, rural Improved clinics and Private and public
enterprises outreach clinics

Employer-based Peri-urban, urban Policy support, Private and public'
outreach, model clinics
clinics ..
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Figure 3.
Contributions from U.S. Institutions to the IFPS Project'"

FUNCTION PRIMARY COLLABORATING
U.S. INSTITUTION INDIAN INSTITUTION

Grants management. CEDPA SOCIETY (NGO Division)
service delivery, non-
clinical and management
training

Clinical and non-clinical JHPIEGO SOCIETY, Medical
training Colleges, ANM Colleges

Information, education, JHU/PCS SOCIETY, IEC NGO
communications

Research and evaluation Population Coune'! SOCIETY, R & E
Institutions-

Contraceptive Social SOMARC SOCIETY, Private
Marketing Corporations

CEDPA: Centre for Development and Population AcHvities

JIIPIEGO: Johns Hopkins Program for International Education in Reproductive Health

PCS: Population·Communications Services, Johns Hopkins University

SOCIETY: Registered Soei,:ty

SOMARC: Contraceptive Social Marketing, The Futures Group

• Since this is a lo-year project,some of the U.S. institutions may ch~ge over the life of the
project. In addition. several of these primary institutions will collaborate with other technical
organizations to provide additional expertise as needed.
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Fjgure 5: IMPLEL\IENTATION PLAN Sm.-IMARY FOR IFPS PROJECT

~"ECTOR YEARS 1-3 YEARS~ YEARS 7-10

1. Eslablilb Natioaal Slcerilll Coll1lUh.ce I. Review alUUl1 workplalll I. Review alUUl1 workplaas
PROJECT 2. Eslablilb SOCIETY u Fully Functionilll Ol'laniztUoa 2. COdiaue coordiastioa and ovenipt activitie. 2. Contiauc coordination and ovenipt activitic.
MANAGEMENT 3. Eslabliab SOCIETY OovemiDJ Body

4. Eslablilb USAJD Liaiaoa OfrlCC
5. Review AarxIa1 Workplanl

I. Eslabliab SOCIETY Public Sector Division I. Expand IUCceuM acrvic:e cklivery modcla to 45 I. Expand trainin, (or public ICCtor penonnel by
PUBLIC SECTOR 2. AsIcsI in-service tninilll facilities in 3040 ANM colleges . districtl in Uttlr Pra4cab noQofovemmelllacctor

3. Tnin 100 l1lUlCr &raincn and 2,000 ANMs in clinical and 2. Complete ilHCrvice cflnicaland non-clinical tninillJ 2. ExpIJll5 acrvice delivel)' to all 63 districts
JIOIKlinicalacrvice delivel)' in 20-30 ANM coUe,ea for medical/paramecJicalllltT in 63 dillrictl

4. Aucu pre- &: in-acrvice clinicaltrainiJII in 9 medical coUcJC' 3. Implemer" cbanae. in MIS. 1000000Cll)'llCIDI in 30
5. Develop model clinics in 9 m:dicaJ coll.:ges districtl
6. Develop IIIndardized currieula and train 25 muler tnincn in 4. COllliaue to GlitribUlC and monitor Ute o( IEC

9 medical collelll' IDIterioJa (or acrvice providcn and (or cIientl
7. Train 2000 physicians per year in 9 rr.cdical coUc,e.
8. Develop and implement 3 ckmoaatntioa projectl for FP

acrvke cklivel)' in 8 districll
9. Develop and implemelll modcla for Ilrength.:ni'1l MIS and

logistic. ayllClDI in 14 distriCII

I. Eslabliab SOCIETY NOO/Emplo)'er Division I. Expand CBD/outreadl projecllthroup nctworb I. FurtherexplDlion ofaUactivitie.
NON- 2. Launch 6 demonatntion JfUllI to large acrvi.:e delivel)' 2. Dil1iuion of IDIteriala developed by 1EC NGO to 2. Covenge of all distriCII
GOVERNMENT nctwodta (coops, PVOa, ete.) other secton 3. Service to 4 million Uten
SECTOR 3. Provide JrlntI to NOO for IEC activities 3. ExplDlion oftrainilll NOO activities to train non- 4. SOCIETY fully esublilhed and viable lead

4. Disseminate 1EC materiallinbd to training &: acrvice delivel)' clinicalllltT 01 other ICCtora organization for DOD-Jovemmentllacctor
5. Provide JrantI to NGO for eSCIbli1hilll trainina celllCrlhoatcl 4. Expaaaioa of NGO ~tor to 22 districtl 5. SOCIETY receivin, aubSlallliaJ contributioas
6. Selcet, provide traininr, and implement FP acrvicc cklivel)' in 5. ContiDuatioa of ialtitutiODll Itrcnglheaing of non- from governmellland other IOUrces for IUpporl

busincu and autonomous public enterprilCl government ICCtor oC NOO FP activities
7. SOCIETY becomes proGciclll in matilll NOO Btu1lI 6. SOCIETY 'lieU elllblilhed and mating large JrIntI

1. GOVGOUP ftmdm, support begins (or SOCIETY

I. Develop/approveRFP and award cODlraCt to lead CS~ rum I. Further expaAlion oC all CSM activities in both public I. Further expansion orall CSM activitiel
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Table 1_

SUMMARY BY MAJOR CATEGORY ONLY

IFPS PROJECT BUDGET SUMMARY (in U.S. SODOs)
YEARS 1 THROUGH 10

1 2 3 4 5 6 7 a 9 10 AlL YEARS

A. u.S. DOlLAR COSTS

u.S. Personnel and Adainistration 3,416 3,871 3,932 3,611 2,898 ·2,460 2,449 2,~?' 2,384 2,290 29,718

Contrl3Ceptives (u.s. Source) 966 1,052 1,MO 1,502 1,851 2,254 2,756 3,234 3,835 4,510 23,600

Other Cam-odities (U.S. Source) 593 282 1,105 1,299 1,314 1,479 1,364 1,379 1,429 461 10,705

Participant (International) Training 280 780 636 573 412 394 385 352 289 296 4,397

Other Direct and Indirect Costs 2,251 2,251 2,456 2,310 1,163 1,398 1,398 1,425 1,455 1,396 18,110

Evaluation and Audit' a a 0 150 0 0 150 0 0 150 450

Contingency and Inflation (i5X) 0 300 325 ~50 375 400 425 450 475 500 3,600

SUBTOTAL: U.S. DOllAR COSTS 7,512 8,536 10,094 9,195 8,613 8,385 8,880 9,248 9,868 9,604 90,533

B. lOCAL COSTS (lie) 13,895 18,474 17,831 19,441 25,311 24,023 24,335 27,465 27,759 35,882 234,420

GRAJID TOTAL DOlLARS + llC 21.4f11 27.009 27~924 29~236 33.929 32~~_ 33.2'15_-.36..1"13.. _3L627_~486_--..325..000

• Dollar costs shown are for evaluation only. Audits are included in local costs.
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IFPS COST BREAKDOWN BY SECTOR
(In mlllloDs of dollars)
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1. PROJECT BACKGROUND

1.1 Demographic Trends in India and Uttar Pradesh

The 1991 Iridian census revealed :'iat while there has been a marginal decline in the rate of
population growth from the 1970s through the 1980s, the current growth rate is still about 2
percent per year. Given the enormous size of India's population, this level of growth means
th~t 17 million people are added each year placing a heavy burden on the nation. Th~ birth
rate has declined only from about 39 to 31 between the early 1970s and today. Fertility, as
measured by the Total Fertility Rate' (fFR), declined from 5.8 in the 1950s to about 3.9
today. Contraceptive prevalence has increased from 24 percent in 1981 to 42 in 1990 for the
nation as a whole. Part of the increase in th: use of contraception and the decline in fertility
is credited to India's family welfare program, which was established in 1951 and is the oldest
in the world.

The pattern of change in fertility across the states of India has not been uniform. In the four
northern states of Bihar, Madhya Pradesh, Rajasthan and Uttar Pradesh, the birth rates are
close to the level that existed in India as a whole at the time of Independence in 1947. With
a population of over 140 million, the state of Uttar Pradesh is the largest state in India. The
state's birth rate is nearly 40 per thousand and the level of contraceptive prevalence is
somewhere between 25 and 33 percent, considerably higher and lower, respectively, than
rates at the national level.

1.2 Government of India Policy an Family Planning

The Government of India adopted a formal PJPulation policy in 1951 when it sought to
reduce the birth rate "to the extent necessary to stabilize the population at a level consistent
with the requirements of the national economy." The policy has b~en consistently pursued
and expanded through the years. The GOl's current long-term goal is to achieve zero
population growth by the year 2050, with an estimated population of 1.3 billion. The
medium-term goal is to reach a replacement level fertility of 2.1 by the year 2000 coupled
with a contracepti'le prevalence rate of 60 percent. While the country's population policy
has always placed family planning within the wider context of health and family welfare, the
government has not emphasized this context in the implementation of the national program.

1.3 National Fondly Welfare Program

The GOl's National Family Welfare Program was established in 1951 when the national
population policy was issued. The program s~eks to promote, on a voluntary basis,
responsible and planned parenthood with a "two-child norm." The central and state
governments are the largest providers of direct family planning services in India. Private
sector and Non-Governmental Organizations (NOOs) do provide services and conduct"other

3 The Total Fertility Rate (TFR) is the average number of children born to
a woman over the span of her reproductive years.
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population related activities, but ar~ currently responsible for only a small proportion of the
entire fa'mily planning (FP) effort.

The family welfare program is centralized. Broad policies and financial control rest with the
central Ministry of Health and Family Welfare (MOHFW), and implementa~on is carried out
by individual states. The government's family planning infrastructure is vast and complex.
It includes an urban service delivery system and a multi-tiered rural deli'iery system with
workers at every level down to the villages. Target setting and target achievement are key
operating principles.

The urban system includes general hospitals, maternity hospitals, other specialty hospitals,
Urban Family Welfare Centers and Health Posts. The rural system includes Community
Health Centers (CHCs), Primary Health Centers (PHCs) and Sub-Centers (SCs). Each of
these facilities provides a basic package of maternal and child health (MCH) services and an
array of emergency and general care services. The referral network is from SCs up to
district hospitals or specialty hospitals. Auxiliary Nurse Midwives (ANMs) based at SCs
provide services to the villages and promote access to the clinic-based delivery system. All
facilities ~xcept SCs, have some capacity for inp':\tient beds.

The clinic-based family planning services currently available in U.P. include sterilization and
intra-uterine devices (IUDs). These are available in' all clinics and in some SCs where the
ANMs have been trained and feel capable of performing IUD insertions. Contraceptives
mandated to be available in all settings include condoms and oral contraceptives. Currently,
only about 70 percent of the rural service delivery facilities offer family planning services.
Since 77 percent of India's population is rural (80 percent in U.P.), deficiencies in rural
service delivery are a serious problem for the program.

Over the years, the GOI has given high-level support to the national program. There has
been widespread acceptance, at all levels of government, of the demographic importance of
the program's objectives. Following the Emergency Period in 1975-77, during which
coercive measures were taken which led to a major backlash against family planning,
diminishing importance was given to family planning. This decline in support from senior
levels had a dampening effect on a bureaucracy that was previously very committed to
implementing the program. The diminished support was reflected in a leveling off of new
acceptors in the program and in continued high fertility, particularly in the four large north
Indian states.

The current levels of service availability are inconsistent with national demographic goals.
Serious deficiencies exist at all levels of in-service and pre-service training. The current
training system is inadequate to provide a regular supply of qualified service providers and
trainers commensurate with the needs and responsive to the environment for service delivery
in India's complex social and cultural setting. Management and supervision need to be
strengthened at all levels. There is also a recognition that the quality of family planning
services at the health center level is far from satisfactory.

2
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The GOI understands well the shortcomings of the National Family Welfare Program and is
poised to make major improvements. The 1992 Action Plan of the MOHFW calls for
revamping the program. The GOI recognizes that a change in strategy is needed and that the
"tyranny of targets" and the overemphasis on sterilization should be eliminated. The
MOHFW also realizes the importance of quality of care, training, good management and
supervision at all levels, improving method mix, and providing services through varied
governmental and non-governmental channels. The climate is therefore propitious for the
launching of a comprehensive and diversified project such as the IFPS Project.

2. PROJECT STRATEGY AND RATIONALE

2.1 Problem Stntement

Since its inception, the family welfare program of India has emphasized the importance of
reducing the country's high rate of population growth and high level of fertility by making
family planning services widely available and increasing awareness of contraception and of
service availability. Over the past 40 years, the family welfare program has made reasonable
progress in increasing the availability and use of contraception and has undoubtedly
contributed to a reduction in fertility. Unfortunately, these accomplishments have not been
achieved in all regions and states suggesting that program efforts have fallen far short of
their objectives. The fertility levels in the northern states constituting the Hindi-belt (Bihar,
Madhya Pradesh, Uttar Pradesh, and Rajasthan) are substantially above the national levels
and are offsetting fertility decline in other parts of India.

The family welfare program carried out by the MOHFW is almost exclusively a public sector
effort. It has relied heavily on voluntary sterilization to achieve its demographic objectives.
Sterilization in fact provides more than 70 percent of effective contraceptive protection for
Indian couples. Typically those who are sterilized tend to be older, higher parity women
who use contraception only after achieving a relatively high desired family size. With the
exception of the condom and the IUD, other methods that are most suitable for young
couples wanting temporary methods for birth spacing have not been emphasized in the array
of public sector services. The quality of family planning services available through the
public sector is not generally perceived to be high by clients and potential clients. The
program has not emphasized issues of quality (including meeting couples' needs for spacing
and providing a range of methods) in its information and service delivery. Further, too tittle
attention has been given to the interpersonal skilts of providers, a key aspect of good client­
provider interaction. These factors have tended to impair the image of the program with the
likely consequence of dampening demand for services.
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The above notwithstanding, there is good reason to believe that a sizeable unmet demand for
family planning exists in the northern states (see Technical Analysis). Results from the
large-scale 1989 National Family Planning Survey indicate that couples in Uttar Pradesh may
be having more children than they want. The average family size is 5.4 children compared
to an ideal family size of just under 3. Further, among couples saying that they want no
more children, 26 percent are not using family planning. While no information is available
on the percentage of couples wanting to space additional births, it can be assumed that unmet
need for both limiting and spacing is far higher than the 26 percent for limiting future births.
There are also enormous gaps in knowledge of family planning methods. Understanding of
effective spacing methods such as the IUD and the oral contraceptive is very low. Even
among those with some knowledge of particular methods, there is considerable
misunderstanding about side-effects associated with methods. Finally, it is quite evident that
men continue to play an important role in decisions about family size and use of
contraception especially in rural areas. In fact, men report a lower ideal family size than
women. These findings show a great potential for effective information and counseling
programs for both women and men. Such programs should be an integral part of a quality
service delivery program.

The family welfare program has frequently been criticized for being a top-down effort that
does not adequately involve or \.ake into account the needs of local communities and
individual families. Services provided by the program are based in hospitals, urban family
welfare centers, primary health centers (clinics) and sub-centers where there are wide
variations in the quality and availability of services. Far too little effort has been made to
reach out to large segments of the poor urban, peri-urban and rural populations by providing
a wide range of clinical and non-elinical services.

2.2 Project Response

The GOl understands well the shortcomings of the family welfare program and is poised to
make major improvements in how the program is conceived and implemented. IFPS will
serve as a catalyst for the GOI in reorienting and revitalizing the country's family planning
services. First, IFPS is based on a three-point rationale for family planning that
encompasses not only demographic concerns but also those of t~e health and economic
welfare of communities and families. Second, the project will support the application of
program strategies that are derived from successful experience in other countries and that
take into account the needs of communities. Third, the project will promote a balanced
program of services with a range of contraceptive methods appropriate for spacing or
limiting births so that the reproductive needs of all couples can be met. Fourth, the project
will work with the public sector to extend and improve services and with the private sector to
greatly expand private networks for the delivery of high-quality services. The link between
public and private sector delivery will be vital to the project's impl/ementation.
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2.3 Proiect Rationale

The IFPS Project has selected Uttar Pradesh as the primary site and testing ground for
program innovations. With its population of 140 million, U.P. is the largest state in India
and larger than all but six countries in the world. U.P. also is a state with one of the poorest
demographic, social and economic profiles in India. If access to family planning services can
be greatly increased and if couples accept and use contraception on a broad scale in U.P.,
other states including those slow-to-progress may also benefit from the U.P. experience.
Further, only one state has been selected jointly by the GOI and USAID in order to
concentrate project resources so as to have a measurable impact.

A.I.D. is well positioned to assist in reorienting and revitalizing the family welfare program
in lndia. With more than a quarter of a century's experience in family planning assistance to
developing countries, A.I.D. can help introduce or expand various successful approaches that
have either not been tried before in India, have been carried out only on a pilot basis, or
have lacked the comprehensive technical, managerial, a,d material resources to be provided
under the project. Among the lessons learned from A.I.D. 's past work in family planning
are the following:

2.3.1 Lessons Learned

• Broad access to family planning services depends on the involvement of a range of
public and private institutions. Further, such broad involvement permits market
segmentation according to the ability of clients to acquire and pay for services and
enhances the long-term sustainability of service programs.

• Multiple channels of service delivery (hospitals, clinics, household or community­
based distribution, social marketing, commercial retail sales) ensure that all population
groups are served including the hard-ta-reach urban poor and rural populations.

• Good quality of services (including a wide range of quality contraceptive methods and
good counseling) increases acceptance and continued use of contraception.

• A multi-faceted lEe program cml increase the demand for and quality of services and
improve the overall effectiveness of family planning service delivery.

2.312 AII.D. policy and Prioriti.es

A.I.D. 's world-wide population assistance program has three objectives:

encouraging a balance between population growth, economic development, and
available natural resources;
improving the health and survival of mothers and ·offspring by promoting
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adequate birth intervals and childbearing during the safest years for women;
and
safeguarding the rights of individuals to choose the number and spacing of
their children.

These three objectives address economic, health and human rights ratio:,lales for family
planning. These are embraced by the GOI and will be reflected in the refocused orientation
to program implementation embodied in the IFPS Project. A.J.D. priorities for population
assistance are based on an allocation of resources that takes into account the unmet need for
family planning services and is commensurate with the demographic size of countries. Given
its continuing unmet need for family planning and its large size, India, or more specifically
U.P., qualifies as no other country as a priority for A.I.D. assistance.

2.3.3 Other A.I.D. and Donor Assi~

Previous Assistance. The GOI has provided over 90 percent of the financial support for the
national program. However, international donors have played an important role. Donor
assistance has been critical for program i~novations and for leveraging funds. In the early
years, both the Ford and Rockefeller Foundations made important contributions. The major
donors have included the World Bank, United Nations Population Fund (UNFPA), and
USAID.

The World Bank has supported five population projects from 1973-88. These were designed
to reduce fertility and mortality in selected districts in the states of Karnataka, U.P., Andhra
Pradesh, Kerala and West Bengal, and in some major cities. UNFPA has provided
population assistance to the GOI since 1974. The assistance included commodities and
development projects in Bihar, Maharashtra, Rajasthan and Himachal Pradesh. These funds
were used primarily to construct PHCs, SCs and living quarters for staff.

USAID's population assistance to India began in late 1967. Its projects financed the import
of equipment for local production of contraceptives, marketing of condoms and OCs,
strengthening of five central training institutes and 60 state and local ones, improving
expansion of mass education and communication in 50 most populous districts in the country,
supporting biomedical research at the Indian Council of Medical Research (ICMR) and
supporting an MCH program for training traditional birth attendants. No assistance in family
planning was provided between 1973 and 1980 due to an unfavorable political climate. In
1980 a new project was launched to strengthen and expand integrated family planning
services in rural areas in five states. This project ended in 1986.

Ongoing Assistance. USAID's ongoing project, the Family Planning Communications and
Marketing Project, started in 1983 and will'emt in March 1993. This $23 million project·
supports: demographic analysis and training; contraceptive availability by providing U.S.
manufactured Copper T IUDs and promoting 10 :al manufacture and social marketing of
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condoms; lEe programs and pilot programs with the private sector including women's
groups; and various data analysis and research activities. Some elements of this project will
continue with IFPS funding during the early years of the IFPS Project, including technical
assistance to the Registrar General for improving its census operations and data dissemination
and use.

UNFPA's future programs will be aimed at activities such as demographic research and
training, population and environment, urbanization and changing population structures,
research on women in development, and experimental approaches to population education.
More attention will therefore be paid to human resource development rather than
infrastructure strengthening.

The Child Survival and Safe Motherhood Project is a UNICEF/World Bank assisted project
under which all districts in V.P. are involved in an effort to enhance the national MCR
program and to improve the capacity of the maternity care system. Activities include support
for the Universal Immunization Program, strengthening of the diarrheal control program
(including social marketing of oral rehydration ~a1ts through the private sector), control of
acute respiratory infection, and Vitamin A programs to prevent blindness. Also supported
are efforts to improve maternity care (with an emphasis on high-risk pregnancies), and
strengthening obstetric care.

The World Bank's National Family Welfare Training and Systems Development Project was
launched in 1989 in' Andhra Pradesh, Madhya Pradesh and U.P. The project is designed to
strengthen the Directorates of Health and Family Welfare in each state through expansion
and rehabilitation of pre-service training institutions, increasing the involvement of private
practitioners, instituting a training of trainers program, and developing IEC materials. The
Bank's Seventh Population Project (1991-1998) is aimed at assisting the public health systems
of Bihar, Gujarat, Haryana, Jammu/Kashmir and Punjab. The Child Survival and Safe
Motherhood Project (1991-1996) supports the enhancement and expansion of the GOl's MCR
program for all the states and Union Territories.

As the IFPS Project is to contribute substantially to the public sector program in U.P., it is
essential to ensure close coordination and collaboration between the World Bank and USAID
so that duplication of effort is avoided. The IFPS Project wilt coordinate activities with the
World Bank in the areas of ANM training and upgrading of ANM colleges and in the
development of IEC materials. USAID assistance under IFPS is designed to complement
activities supported by the World Bank, providing related but distinctly different and
complementary assistance in areas of training and IEC.

Immediately after signing the Project Agreement, USAID and the DOHFW will hold joint
meetings with the World Bank to assure macro and micro-level coordination of USAID and
World Bank assistance activities.
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3.' PROJECT DESCRIPTION

3.1 Project Goal. Purpose nnd Objectives

The goal of the IFPS Project is to assist the State of Uttar Pradesh in reducing the rate of
population growth to a levI!,} consistent with its social and economic objectives. Implicit in
this long-term goal is the need to lower significa.ntly the level of fertility. Current levels of
fertility in· the northern Hindi-belt states, where 40 percent of the population lives, are close
to the level that existed in India at the time of Independence in 1947. Thus, fertility
reduction in U.P. and, by extension, fertility reduction in the other large north Indian states
is essential if the GOI hopes to achieve its goal of lowering the national rate of population
growth. The benefits associated with a fower rate of population growth will be seen in the
reduced burden on the GOI and GOUP in providing health care, schooling, jobs, and
housing. Savings frol11 slower population growth will enable the GOI to invest more on a
per capita basis in health, education, employment, and housing, thus improving the quality of
the nation's human resources and reinforcing its economic development.

The pm'pose of the IFPS Project is to assist the State of Uttar Pradesh to significantly reduce
the total fertility rate through a comprehensive improvement and expansion of family
planning services. In order to achieve this purpose, the project intends to double the level of
contraceptive prevalence in U.P. (which will mean more than doubling the number of
couples using contraception given the growing base population), thus enabling couples to
achieve l!leir reproductive intentions through use of appropriate methods for spacing or
limiting births. To achieve this purpose, the project has three objectives:

a. Increase access to family planning services by strengthening service delivery in the
public sector and developing or expanding the capacity for service delivery in the
non-governmental sector. Access will also be expanded through hospitals, clinics,
household and community-based distribution, social marketing, and commercial retail
sales so that services will be available to a large proportion of clients living in the
harder-to-rec1ch' rural, poor urban and peri-urban areas.

b. Improve the Quality of family planning services by expanding the choice of
contraceptive methods, improving the technical competence of personnel, ensuring
informed choice through effective counseling, and improving management and follow­
up of client services.

c. Promote family planning by broadening support among leadership groups,
increasing the public's understanding of the health and welfare benefits of family
planning, creating a better image of the program, and providing information (or
advertising in the case of the social marketing program) on the availability of §ervices
and methods. The project will also increase the participation of women in the
implementation of the project at all levels. -
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The three objectives are interrelated; consequently, success 'in one area will be tied to
accomplishments in the other areas.

The IFPS Project's strategy is directed toward improving the delivery 'of family planning
services within the contextof family health and welfare. The GOl's national family welfare
program clearly defines this broader context for service delivery as do many non­
governmental service efforts. The IFPS Project will promote a service orientation to family
planning (FP) as an integral part of maternal and child health (MCH) and wiJI thereby
enhance the value of the family planning services to the community and especially to
younger, lower-parity women. The full spectrum of activities to be supported (potic:',
training, IEC, research, and services) will focus on the health needs of women and children.
For example, training of physicians and auxiliary-nurse midwives will cover the range of
FP/MCH interventions including infection prevention. Primary emphasis wiJI be given to
reducing high-risk births and promoting birth-spacing as well as birth limitation. Breast­
feeding will be' promoted for its health and birth spacing effectiveness. Information on the
advantages and disadvantages of various contraceptive methods wiJI be provided to ensure
that women and couples are US:.lg methods most appropriate for their health and reproductive
needs. A number of operations research studies will involve pregnant,and postpartum
women to increase their use of contraception and to ensure good prenatal, natal, and
postpartum care. While the IFPS Project will not directly fund commodities for specific
MCH interventions (e.g., vaccines, medical kits), it'is anticipated that support from other
donors will be available.

Phnslng or Project Activities. During the early years of the project, activities will be
focused on 32 of the 63 districts -- those believed to have the highest fertility ra.tes." These
will include 8 districts selected for special pilot demonstration projects and related operations
research to t~st innovative service delivery models (see page 29).

Initially, emphasis in the 32 districts will be put on the following project activities:

• trainin~/re-training of ANMs, physicians, & other service providers

• equipping clinical facilities for spacing methods

• identifying NGOs to implement CaD activities

• information, education and commun:cations

• transport, supervision, and MIS systems

.. The OOUP ha.c; identified 32 district'I having an estimated CDR above 39 per 1000 population. Furth;r selection
of 5tart-up dilltrictll will be done jointly by USAID and the GOUP following receipt of di5trict-level results of the 1991
ct=nmlll.
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• contraceptive logistics

• contraceptive social marketing (CSM)

• completing assessments and start-up of pilot demonstration projects in family planning
service delivery and related operations research stlidies.

• replication of successful models starting by the end of the second year.

Project activities will not begin simultaneously in all 32 districts but will be expanded to
them as rapidly as possible. Figure 8 illustrates the pattern of expansion which may evolve
during the first five project years.

SUsfnillnbility. The end-or-project status should be that the GOUP has in place an accessible
and high quality family planning services program in the public sector and that a state-of-the­
art family planning program has been developed in the non-governmental sector (both for­
profit and non-for-profit). The project will assist in maximizing the likelihood of attaining a
sustainable effort, i.e., family planning delivery systems that will continue beyond the life of
the project. Insofar as possible, the project will support activities in the public sector that do
not. involve a financial burden on the state program, e.g., development of curricula and
innovative lEe and training materials on various contraceptive methods, and training of
clinical and non-clinical staff. By having a stront non-governmental component, the project
can help ensure financial sust3inability in such areas as social marketing and for­
profit/employee-based provision of services. The end of project status should be a quality
state-wide family planning service delivery program with considerable private sector
participation that will beable to continue to provide services over the long term. This
objective will be made feasible by the fact that the SOCIETY will be an autonomous body
with the ability to raise funds from other sources. IFPS will also encourage the GOI to
achieve its policy of providing up to 20 percent of the overall family planning budget to
privnte sector family planning activities. This will be done by developing the capacity of
the private sector to carry out effective FP activities and through incremental increases in the
GOl's funding of NGOs (see Section 5).
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Figure 8 - Illustrative Phasing of Project Activities DurIng First Five Years

TOTAL # DISTRICTS INVOLVED
(cumulat:ive)

ACTIVITY PY 1 PY 2 PY 3 PY 4 PY 5

ANMs Trained & Equipped 0 10 30 49 49

Physicians trained, in-service 4 8 24 36 41

CSH activit:ies (private sector) 6 15 40 63 63

Demonstration projects launched 1 3 6 8 8

Replicatio~ of successful models 0 1 5 10 15

IEC materials development 5 32 63 63 63

PHCs upgraded to lllodel centers 3 6 18 27 27

PVC networks providing FP 6 8 10 15 22
services

Logistics management staff 0 7 14 21 28
trained

3.2 Projed· Components

3.2.; Increase Access to Family Planning

Increasing access involves correcting weaknesses in existing family planning delivery systems
and developing additional channels to deliver family planning services. Two principal
sectors wi1t be strengthened in order to achieve the objective of increasing access to family
planning services: the public sector comprising the Family Welfare Directorate of Health and
Family Welfare of Uttar Pradesh, and the non-governmental sector consisting of state-owned
cooperatives and some parastatals, autonomous public enterprises, non-governmental
organizations (NOOs), for-profit industries, private hospitals and practitioners and
commercial social marketing. organizations. These sectors will work collaboratively to
achieve the goals of the IFPS Project.

Several innovative service delivery models will be developed to reach urban, peri-urban and
rural areas with quality famity planning services. Both clinical (sterilization, IUDs, and .
NORPLAN~ when approved) and non-clinical (oral contraceptives, condoms, and
injectables when approved) methods and training will be emphasized. The IFPS Project will
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introduce alternative approaches to service delivery by working initially with a limited
number of districts in order to facilitate the rapid start-up of activities. As results are
demonstrated, successful approaches will be quickly expanded to other districts in U.P.
Since IFPS is a ten-year effort, the project has retained sufficient flexibility to allow for
ongoing project adjustments, refinements, and later, replication and adaptation throughout the
state and in other states.

a. Public Sector

The majority of family planning services in Uttar Pradesh are delivered by the Directorate of
Health and Family Welfare (DOHFW) through its 535 government hospitals, 142 Urban
Family Welfare Centers and Health Posts, 2476 Primary Health Centers, 20,153 Sub­
Centers, 1,555 government dispensaries as of 1989 (Health Information, India, 1989), and a
cadre of outreach workers in the field.

Despite this large infrastructure, the delivery system is inadequate to provide the necessary
services in the state, especially in the rural areas. The ICMR evaluated the quality of famity
welfare services offered at the primary health center level in 19 Indian states. This study,
conducted in 1987-1989, revealed major weaknesses in the system which affect both access
to services and the quality of services. These weaknesses include transportation difficulties,
inadequate supplies and equipment, and the lack of trained personnel.

The plan to improve access to se'wices through the public sector is necessarily related to the
objective of ililproving the' quality of services. IFPS proposes a three-fold strategy: (1) to
assist the DOHFW to create model clinics in medical schools; (2) to assess and strengthen
the ANM in-service training program in order to improve the capacity of ANMs; and (3) to
create and implement CBD/outreach projects to expand access to services. Project activities
to implement these strategies will be initiated in the first quarter in order to provide the
DOHFW with models and early lessons upon which to build expansion efforts in later
phases.

(I) Medical Center Projects

In this project, the Medical Center will be viewed as consisting of the medical college, its
hospital~ and the community it serves. Medical center projects will be developed in urban
and peri-urban areas to expand quality FP/MCH services through medical colleges. Medical
center projects will be implemented first because these centers have the capacity to serve a
huge number of family planning clients and because they playa leadership role in the
establishment of medical practice standards. By working with medical colleges, IFPS will
have the opportunity to address barriers, such as negative attitudes about oral contraceptives
(OCs) and IUDs, which presently impede access to family planning service delivery.

The project will develop an improved clinical training program for medical students and will
upgrade and equip facilities in model clinic sites. Since medical centers are associated with
PHCs for referral purposes, the project will strengthen, upgrade; and equip the entire
network and will develop these model clinics and associated PHes as clinical practice sites.
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The project will work with one or two medical colleges initially (e.g., King George's
Medical College and lawaharlal Nehru College of Medical Sciences), to develop standardized
FP/MCH curriculum and clinical practice guidelines. Master trainers will be developed to
prepare medical students and physicians in clinical skills, contraceptive technology and
effective counseling. The project will provide technical assistance through JHPIEGO as well
as supplies, equipment, training, and IEC materials needed to service the model clinics and
PHCs. These centers will be upgraded and their capacity expanded to serve larger numbers
of family planning clients with the full range of quality family planning services.

After the implementation of the first model clinics, other medical centers will be added
rapidly so that, by the end of year four, all medical centers will have model clinic networks.
These nine medical colleges will then be prepared to train thousands of medical students,
physicians, ANMs, LHVs and others through clinical practice sites throughout the state.

(2) In-Service Training Program for ANMs

The Auxiliary Nurse Midwife (ANM) plays a vital role in the public sector delivery system
as she is the primary health provider in Sub-centers and is the main link to the community.
After 18 months of theoretical pre-service training, the ANM is expected to perform a large
number of tasks related to FP/MCH such as immunizations and ante-natal care. Since in­
service training is also minimal, the majority of ANMs do not have good clinical or
counseling skills.

The IFPS Project will develop and strengthen the in-service training program of ANMs to
improve their clinical and non-clinical skills and prepare them to expand access to services.
The strategy involves re-opening the ANM Colleges (some of which have been closed in
recent years) and providing the technical and financial resources to develop a competency­
based curriculum and training program. The purpose is to develop a statewide training
program which will result in an institutionalized training capacity to generate a continuous
supply of well-trained ANMs.

In the first phase, a training needs assessment of ANMs will be conducted and ANM colleges
surveyed. An estimated ten ANM colleges wHl be re-opened, equipped, and master trainers
prepared by the end of year two.

As in the medical center project, the ANM training project will provide training and
materials, commodities and supplies to ANM trainees who return to their posts. The project
expects to re-open and upgrade most of the 49 ANM colleges and provide in-service training
to I:.e 20,000 ANMs within the first 5 years of project activities.

(3) Service Deliyery Pilot Demonstration Projects
.

IFPS will support the development and implementation of three types of large-scale service
delivery demonstration projects to increase access to quality FP/MCH services. These three
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pilot project types will be targeted at different levels of the service delivery system: (1)
municipal and district hospitals in urban and peri-urban areas; (2) PHCs in peri-urban and
rural areas; and (3) PHCs and SCs in rural areas.

The three project types will be carried out in a total of eight districts as follows: (a) each
type will be done as unipurpose interventions in two separate districts (total of 6 districts);
and (b) in the two remaining districts, all three project types will be combined to measure
their combined impact. Criteria for selection of the demonstration districts include: need as
evidenced by high TFR, geographic diversity, and support for the project by district
administrators. Target districts for these projects will be in or near districts where ANM
training and medical center projects will be implemented to ensure the supply of trained
ANMs and physicians to work in these service delivery projects. When possible, preference
will also be given to districts with the strongest NGO presence. Each district will establish
district-level planning committees to develop implementation plans and to monitor project
results. These committees will include relevant GOUP officials from the block and district
level, and representatives of the NGOs implementing caD activities. Resources will be
available to expand successful activities to other blocks so that the entire district is covered
as quk:kly as possible.

Management and supervision systems, including MIS, will be improved and revised to track
the effectiveness of these models in reaching targeteCl communities. Operations research
stullies will be conducted simultaneously with the demonstration projects to assess their
effectiveness.

Replication. Successful approaches to service delivery will then be incorporated into the
design of other FP program activities and expanded as rapidly as possible to other districts
within U.P. Major lessons learned in these demonstration projects will also be shared with
other states outside of U. P. through technical assistance from the project, the central
MOHFW and the state DOHFW. USAID will provide resources to support the diffusion of
innovations when demonstration models are determined to be effective. It is expected that
both the pilot demonstration projects and their wide-scale replication will be financed through
performance-based disbursement mechanisms. For example, disbursements may be made
against the replication of a successful demonstration model in an additional five districts, then
10, 20, 35, etc. (see Section 4.3).

Demonstration Project Type #1: Urban Outreach/CaD

The urban outreach/CBD demonstration projects will test approaches to urban and peri-urban
populations. The IFPS Project will introduce family planning services door-to-door in densely
populated communities. Health workers from Municipal and District Hospitals, Urban Family
Welfare Centers (UFWC) 'and Health Posts will work with health workers from the community
to promote FP/MCH services, and to provide non-clinical commodities, Clients will be.referred
to Health Posts and UFWC for clinic services. The project will test link,g~s between publk: and
private sectors by using CBD workers from PVOs and other non-governmental sectors.
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Demonstration Project Type #2: PHC1SC Outreach

The pUTpose of these outreach projects is to strengthen the linkage between government
PHCs/SCs and villages. This model will test the effectiveness of using personnel from PHCs
and SCs to extend services to surrounding villages. This approach will utilize existing
government personnel, i.e., ANMs, extension workers, health inspectors and sanitarians to
introduce family planning as part of their regular work routine through door-to-door visits.
During these home visits, these workers will distribute and explain family planning materials
as well as provide condoms and pills and make referrals for clinical methods. Once a client
base is established, depot holders will be established to carry on resupply activities. ANMs
will be responsible for supervising and resupplying depot holders. Emphasis also will be
placed on improving and equipping new health facilities in the rural areas. This model will
also include post-partum family planning services. One idea is to exploit the "birth-risk
approach" in which ANM's specifically target pregnant women for prenatal, natal, and post­
partum services.

Demonstration Project Type #3: cap Rural

The purpose of these mral demonstration projects is to increase access of rural villages to
family planning by utilizing non-government, community-based workers to bridge the gap
between villages and government family welfare activities. NGOs will establish networks of
community-based workers who will educate their peers and distribute pills and condoms on a
door-to-door basis. ANMs witl work closely with NGO supervisors to direct the work in the
field. Fieldworkers will refer clients to government clinics for clinical FP methods, and will
assist in follow-up of these clients. This approach will involve significant public-private
collaboration, particularly in client referral, follow-up, and record-keeping. The
implementing NGO will be responsible for CaD worker selection, training, and monitoring,
working closely with the ANM. NGO supervisors will coordinate field activities
collaboratively with ANMs at the SC level.

h. Non-Governmental Sector

There is an urgent need to build capability in the non-governmental sector for the provision
of high-quality family planning services in order to complement public sector program
efforts. \Vhile NGOs now provide some services, they could be greatly expanded. Although
GOI policy stipulates that lip to 20 percent of the overall budget for family welfare should go
to non-government organizations this is not now happening, due both to the lack of existing
capability and to the rigid requirements for NGOs to obtain public funding.

Community-based, organized caD and other outreach networks are therefore required to
meet the extensive need for family planning services in U.P., particularly in rural and peri-
urban areas. The IFPS Project will therefore build on existing networks such as .
cooperatives, PVOs, employer-based services and autonomous government organizations to
introduce and, expand family planning service delivery.
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The Registered Society (the SOCIETY) will coordinate activities in this sector. It will
develop and fund a wide variety of training, lEe, and family planning service activities to be
carried out by private sector organizatio\~s and autonomous government enterprises (e.g., the
Railways). The SOCIETY will develop funding guidelines for CBD/outreach programs,
standardize service guidelines, issue grants to selected networks, and provide technical
assistance to all grantees. It will finance the establishment of two specialized centers: (1) a
training center with hostel facilities to provide non-clinical and management trdining to all
grantees; and (2) a center to develop and coordinate education and promotion efforts for the
private and public sectors (a more detailed description of the SOCIETY's functions is in the
Implementation Section). Activities will be carried out through the types of networks
described below.

(I) Cooperative Networks

Cooperative networks have long been recognized as potentially strong vehicles for the
promotion and delivery of family welfare services because of their extensive infrastructure at
all levels. Village cooperatives are managed by local committees which are, in turn,
provided technical assistance and supervision from block and district level managers. Some
cooperatives already provide henlth services such as immunization, eye care and medicines
through small medicine shops and dispensaries. .

The largest cooperatives are agricultural cooperatives with a total of 7.2 million members
and a potential outreach of 40 million people. The dairy cooperatives have 450,000
members and a potential reach of five million people. U.P. also has a large network of
sugarcane cooperatives and factories with well developed infrastructures that could be utilized
for the introduction and expansion of family planning programs.

An assessment is currently underway to examine several large-scale economic networks,
including cooperatives. Based on the results of thes~ studies, the IFrS Project will provide
grants and technical assistance to selected large-scale cooperatives. Village health workers
from within the cooperatives will be selected and trained to serve as promotion, education
and distribution agents for CaD programs. A focal point initially will be to work with
women's dairy cooperatives since some of them are already providing immunization and
health services, and members are very interested in adding family planning to their portfolio.
Trained workers will provide condom, OCs and other health commodities such as first-aid
kits, aild make referrals to local PHCs and SCs for clinical contraceptive methods. Points of
contact will be milk stations, in the case of dairy cooperatives, where members drop off their
milk daily and at society meetings of all cooperatives where members learn new skills as
well as discuss business issues.
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(2) PVO Networks

The IFPS Project will work with a variety of PVOs to expand access to clinical and CaD
services. Approximately 400 health-oriented PVOs are active in U.P. Nearly half of these
PVOs are members of the U.P. branch of the Voluntary Health Association (UPVHA). As
an umbrella organization, UPVHA organizes state-level workshops, training of health
workers and managers, and conducts studies on health-related issues. The project will
provide grants, training, technical assistance, and other items as needs determine to such
umbrella organizations, through the SOCIETY, to actively encourage members and non­
members, that have developed service networks, to participate in FP/MCH activities.

Rural development PVOs are traditionally involved in a variety of activities such as non­
formal education, and agricultural extension programs, many of which are committed to
improving the status of women. In addition there are numerous women's organizations at the
village level that could playa key role in working to make the FP/MCH programs more
community-focussed and oriented to the needs of women. The IFPS Project will assist in
integrating family planning service delivery and promotion into general rural development
activities. The SOCIETY will provide grants, training for CaD workers and technical
assistance to these organizations and will help the women's groups in their promotional
activities (see section on Participation of Women, p..49).

(3) Private Practitioner Networks

The Indian Medical Association (IMA) is a large organization with a membership of
approximately 10,000 physicians in U.P. USAID is currently supporting a project to
encourage and train IMA members in the distribution of OCs. The IFPS Project will expand
this program into U.P. In addition, the SOCIETY will provide grants and technical
alisista:tce to selected members of the IMA to establish model private clinics for family
planning service delivery.

The project also recognizes the potential of working with indigenous leaders and health care
workers to promote and provide FP/MCH services. Approximately 70 percent of the
population in U.P. first visits a non-allopathic practitioner for health care. Only if this
approach fails do they go to allopathic health services. The non-allopathic practitioners fall
within the Indian System of Medicine (ISM), of which the Indian Rural Medical Association
(IRMA) is a part. When properly trained, many members of the IRMA are able to provide
clinical family planning methods (including VSC and IUDs), and all could provide some
level of family planning service as well as carry out promotional activities. IFPS will work
with the ISM to develop capabilities in FP service delivery.

A number of community workers such as traditional birth attendants (dais), and traditional
practitioners such as Ayurvedic and Homeopathic healers are functioning well and are
accepted by the communities as health care agents. The IFPS Project will therefore work
with the Indian Rural Medical Association to establish and train networks of these traditional
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practitioners and provide them with technical assistance for the promotion of family planning
and distribution of non-clinical contraceptives. The project will facilitate linkages between
such networks of traditional practitioners and NOO and the commercial social marketing
sector so that the practitioners are supplied with contraceptive commodities to distribute
alongside their other medicines and goods. They will also be trained to make referrals to
PHCs and SCs for clinical methods.

f4l Employer-Based Services

The Government of India and USAID have recognized the importance of the industrial sector
not only bec~us~ it employs large numbers of people, but also because of the potential for a
ripple effect through its services to non-employees in peri-urban and rural areas. The typical
characteristics that make the industrial sector a unique priority for family welfare programs
are: (1) some of the industries have an existing health infrastructure that makes it easier to
either add family welfare services or to expand existing services; (2) the workers are easier
to motivate because of their socioeconomic status and relatively better environment; (3) they
can yield greater return for the investment because of the multiplier effect; and (4) they are
located in the contiguous area where it is easy to contact potential clients and provide
services.

A small number of industries have played a pioneering role in initiating family planning
programs as early as the 1930s. However, since 1970, an increasing number of industrial
houses and public sector corporations have established family welfare programs for the
benefit of their employees either on their own or in cooperation with the central government
and/or leading voluntary organizations of the country. The level of program effort has
varied considerably among the industries that initiated family welfare programs. Common
features of successful programs have been: (1) involvement of top and mid-level management
in the program; (2) involvement of workers for motivational purposes; (3) strong IEC
programs; (4) strong management of the program; and (5) expansion to neighboring villages.

The project's approach will be to support a limited number of inputs and make limited
financial investments in order to stimulate the industrial sector to use its own resources to
support family planning. The principle is to leverage project resources to yield investments
in family planning by industries. The project will use cost-benefit studies to demonstrate to
companies that FP is to their financial advantage as wen as to the health advantage of
workers.

The SOCIETY will issue a grant to another private organization to coordinate and manage
the activities for the employer-based sector. The organization will develop and implement
an action plan for the employer-based sector. Technical assistance will be provided to these
employers to give them the minimum inputs needed to start or expand family planning
services.

An AID-funded assessment of the organized sector is currently underway in U.P. This study
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is mapping the distribution and sizes of the industries in U.P. and collecting information on
the attitudes of employers and employees regarding family planning. The lead organization
will therefore utilize the results of this study and work with apex organizations, such as the
Chambers of Commerce, to identify appropriate organizations for collaboration. Different
approaches will be used based on the identified needs for service delivery and levels of
competence.

• Where the corporation lacks the motivation and involvement of the management in
family planning, the strategy will be directed at a policy level to motivate the top and
mid-level managers, wives of executives and trade union leaders. The project will
use policy tools such as cost-benefit models to show the benefits of family planning.

• Where the commitment of the management is well established, the strategy will focus
on the introduction or expansion of quality family planning service delivery through
different models such as clinic-based services, caD or a combination of both. In
these cases, technical assistance will be provided by the project to present the options
available for service introduction and expansion. The emphasis will be on showing
how to provide family planning services using their own resources.

• Where the program is of poor quality overall, due to reasons described above, and
there is little commitment, the strategy will be to provide assistance for policy support
to convince the management to provide family planning services and for some service
delivery inputs such as training and IEC.

In addition to the above approaches, innovative financing schemes will also be tested.
Intcrest of existing health insurance agencies in extending the benefits to include family
planning will be assessed and utilized as appropriate. The project's role will again be to use
minimal resources to stimulate private investments in family planning services.

(5) Autonomous Public Enterprises

There are several public enterprises in India that have an extensive network of medical and
family welfare programs across the country. These enterprises are managed directly by their
separate ministries, are independent of the state government and their medical systems are
not under the jurisdiction uf the MOHFW. These include the Indian Railways, the
Government Postal System and other central government networks. For example, although
the MOHFW provides funding to the Railway Health Services, the management and use of
these monies are solely in the control of th~ Railway Board. These various networks have
much potential for increasing family planning service delivery. The. project will capitalize on
such existing networks.

As one example, the project will explore the possibility of assisting the Family Welfare
Program of the Indian Railways in U.P., with the assistance of NGOs. The Indian Railways,
the rail transport authority in India, is a unique organization operating the biggest railway in
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the world under a single management structure. The Railwaymen in U.P. number about
320,000 (20 percent of total Indian Railway staff), representing a Railway family of about 2
miJJion. Many are not receiving family welfare services from the Family Welfare Program
due to lack of access and would benefit from improved access to family planning.

IFPS will provide technical assistance to strengthen the Railway Family Welfare Ilrogram
with the collaboration of the Railway Women's Organization. Specific activities will include:

• Strengthening the in-serv'ice clinical and non-clinical training capability within the
Railway system in U.P. An assessment of existing training programs will be
conducted initially, followed by training of a core group of master trainers. These
trainers will then be expected to expand training throughout the Railways with
minimal or no assistance from the project.

• Development of a quality service delivery system through clinic-based outreach and
COD approaches. Outreach workers will be trained from existing Railway staff who
will be supported by trained personnel from the Railway Women's Organizations.
Different models for outreach and eBD may be attempted in various divisions of the
Railways.

• Recommendations will be made for upgrading facilities, MIS and logistics
management, although it is not expected that the project will support these in any
sizable manner.

AU activities in the non-governmental sector will be phased over a ten-year period.
Following initial assessments where necessary, training and other activities will be initiated.
Years 4-10 represent the replication and expansion period when training and service delivery
will be expanded by all the networks described above throughout U.P. and other states.

(6) Contraceptive Social Marketing and Commercial Retail Sales

India was one of the first countries to develop a social marketing program as a major service
delivery mechanism for contraceptives. After 25 years of operation the socially marketed
Nirodh brand of condom provides one third of all condom delivery in India. l~ late 1988,
the GOI launched a social marketing oral contraceptive, the low dose Mala D ""ich now
represents 35 percent of the commercially sold OCs in India. \

\
The basic premise behind the GOI social marketing program has been that the priv~·e sector
could be mobilized to deliver contraceptives in an efficient manner. Government \
communications programs would then develop consumer demand through general fam'~'y

planning communications and specific brand advertising. Basically, the GOI provides ~\

subsidy by purchasing the products (condoms and OCs) frol11 the manufacturers and rese~~,ng
them at a lower price to participating distributors. The recommended profit margins to \
wholesalers and retail outlets are currently set by the government, as is the consumer price.\

\
"
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In the case of the Nirodh condom, a small marketing subsidy is given per piece; in the case
of Mala D the margin to the distributor is considered adequate for additional company
marketing efforts. Currently there are ten major private companies distributing and selling
Nirodh along with their other products and four participating pharmaceutical firms which
have recently pledged to distribute Mal.l D.

The MOHFW spends considerable resources to p~rchase condoms for social marketing.
However, the program has not been as successful as anticipated. In part, this is due to the
variable quality of materials promoted. There is also a concern that the marketing efforts are
not reaching the rural areas where approximately 80 percent of the population resides.

The IFPS Project will promote higher quality products and will intensify promotion and
distribution for the Nirodh Deluxe and Mala D programs in the public sector. In addition the
project will develop sustainable and cost-efficient social marketing channels that can
complement the private sector delivery of temporary contraceptive methods. The project will
structure the program in a way to ensure that there will be a reduced need for continued GOI
and USAID input in the future in the marketing of contraceptives. The major eiements of the
CSM program are:

• Identification and competitive selection of a social marketing project management
firm. Other firms will be sub-contracted as needed and technical assistance will be
provided by USAID-financed cooperating agencies.

• Expansion of the market for the Nirodh Deluxe condom and Mala-D OC down to
towns of 5000 people and increased demand generation through appropriate
advertising and promotion channels.

• Idcntification or development of both a commercially viable brand of condom and OC
at affordable prices, and extension of the market for both down to towns of 5000
people. Demand creation for these brands of condom and OC through appropriate
advertising and promotion channels.

• Development of channels for distribution to rural villages of under 2000 population of
government subsidized as well as commercial condoms and OCs. In particular,
attempts will be made to link traditional practitioners, cooperatives, and NGOs
working in rural areas into the social marketing network on a commercial basis.

• Market rescarch for continued project development.

:L2.2 Improve Quality of Services

The IFPS Project will improve the quality of family planning services by: (a) providiJ}g
informed choice through effective counseling; (b) expanding the choice of contraceptive
methods; (c) improving the technical competence of personnel; (d) upgrading facilities and
equipment; (e) improving follow up and referral of client services; (t) strengthening
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management effectiveness; (g) improving management information systems; and (h)
improving logistics. The various activities designed to increase access to service in both the
governmental and flon-governmental sectors (described in the previous section) will benefit
from these efforts to improve the quality of service deiivery.

Two specialized centers will be established by the SOCIETY that will assist in improving the
quality of family planning information, education and services. One will be a training center
to provide non-clinical and management training for family welfare staff of non-governmental
organizations. The other (described more fully on p.47 in the PEP section) will develop IEC
materials and coordinate all education and promotion efforts across the sectors.

a. Provide Informed Choice Through Effective Counseling

Surveys and interviews have suggested that client satisfaction with family welfare services is
low because clients do not believe that the system is interested in meeting their needs. Given
the limited range of methods, government emphasis on obtaining sterilization, provider
insensitivity to socio-cultural differences among clients, and the lack of counseling and
information for clients, it is not surprising that satisfaction with government services is low.
Some private clinics and NOD service providers, such as the Family Planning Association of
India in Lucknow, appear to have more satisfied clients, in part because staff are motivated
and interested in client needs. CounseHng and a ra~ge of methods are integral parts of their
services.

Since contraception and fertility involve personal decisions for individuals and couples,
services must be'offered with sensitivity and privacy. Counseling is a key component of
quality services because regular contraceptive use is dependent on accurate information
provided through effective pers~nal communication. Clients must be able to make informed
decisions about the method that best suits their reproductive needs, and they must learn to
use the chosen method appropriately. Given the role that men play in making decisions
about contraception and fertility, counseling programs must also address the concerns of men
and provide counseling for men as needed. The GOl's family welfare program must be
strengthened to add this essential componen~.

The project wilt develop training programs in counseling and interpersonal communications
designed for all levels of service delivery personnel within the private and public family
welfare system. The clinical training programs at medical colleges and ANM colleges will
include counseling as a core component. Training programs for non-clinicians will be
developed by an NOO, and courses will be offered to NGOs and other private sector
providers through the Training Center.

The focus of the training programs in counseling is to develop effective listening and
communications skills in order to determine the client's reproductive needs. Training
programs will incorporate participatory learning techniques, such as role playing, to help .
participants develop and practice new skills. The project will also supply trained personnel
with adequate supplies of method-specific materials for client education.
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Through demonstration projects, various methods to encourage informed choice will be
developed and tested, including printed materials, one-to-one and group counseling, and
audio-visual methods. Client feedback systems will be developed to assess the impact of
counseling on client satisfaction, choice of method and continuity of use. Operations
research studies will be designed to assess the impact of informed choice approaches and
methodologies.

b. Expand Choice of Methods

The Indian famitywelfare program relies heavily on sterilization with little effective
emphasis on other methods. Backed by a system of targets and incentives, this program has
achieved considerable success in reaching older, higher parity women. However, the
program has achieved only limited success in reaching younger, low-parity women who
desire to space their children (surveys show that there is a significant unmet demand...see
Technical Analysis section). IUDs, condoms and OCs have been used only by a small
percentage of couples.

Provider bias against oral contraceptives along with misconceptions about, if not outright
opposition to, injectables and other hormonal methods has limited the range of choices for
couples desiring to space their families. Lactating mothers are a group with special need for
effective contraception, but who have no access to appropriate hormonal methods because of
provider misinformation and the unavailability of progestin-only pills in the existing program.

The project will assist the GOUP to develop a more balanced program of temporary methods
to complement the existing program which relies on the permanent method of sterilization.
By emphasizing a range of temporary methods, women and men of varying ages and parities
will be able to meet their reproductive needs and achieve their desired family sizes.

Strntegy. Expanded outreach and caD programs in both the private and public sectors will
increase access to broader method choice, with a special focus on the distribution of non­
clinical methods (eral contraceptives, condoms, and injectables when approvec,available) for
all users. These programs will also increase the number of referrals to public and private
facilities for IUDs, femal e and male sterilization, and other clinical methods such as

.NORPLAN~ as they become available. The project will promote the distribution of
condoms for the primar)" purpose of preventing pregnancies. Secondarily, the distribution of
condoms will also be promoted for STD and HIV prevention. The project will also support
the promotion of high quality condoms as a strategy to increase utilization and effectiveness.

A strong educational program will be developed to address provider and consumer biases
about oral contraceptives and other temporary methods [see section 3.2.3(b)). In-service
training, professional workshops and articles in Hindi and English will be available to
clinicians to update knowledge in contraceptive technology. Pre-service and in-service
training programs will address the issue of method choice, provider bias, and client
misconceptions about various methods.

USAID is currently supporting a project on oral contraceptives with the IMA in Gujarat to
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tmin physicians in pill distribution as part of their private medical piactice. The IFPS
Project will huild on this strategy and train the U.P. members of the IMA on oral
contmceptives. This strategy will be linked to a strong promotional campaign to create
demand through mass media in selected target areas.

The tmining programs for field workers such as VHWs and caD agents in the public and
non-governmental sectors will emphasize method-specific information and address myths and
misinformation about all methods. Competency-based training curricula for these workers
will also be developed to ensure that they provide acr-urate information about method choice.

Client misinformation will be addressed through the combined strategy of: (1) accurate
information and effective counseling by health providers and CaD workers; (2) availability
of appropriate educational materials prepared for a variety of literacy levels; and (3) mass
media promotional campaigns. The combined leffect of a person-to-person approach and
targeted educational materials reinforced by mass media campaigns in selected areas will
result in a growing body of clients who are more aware of the range of method choice.

The sterilization program for men and women will be improved in order to ensure quality
services to those couples desiring a permanent method. As a first step, an assessment of the
current program of male and female sterilization will be conducted to determine the quality
of the service and recommendations made for improvements or changes in the program. A
primary issue will be to assess the appropriateness of promoting minilaparatomy as a leading
technique for female 3terilization.

The contraceptive supply system will be strengthened to ensure the availability of
commodities at all levels of the system. In particular, the project will ensure a continuous
supply of IUDs and regular renewal of equipment and supplies to support an improved and
expanded IUD program. As GOI policy allows, high quality products not currently in use,
such as NORPLANT'D and CuT-380A IUDs, wiII be introduced in selected sites to
demonstrate their efficacy and acceptabiJity and to give providers and clients the opportunity
to compare these and other available methods.

Consistent with GOI policy, high quality products not currently in use in India, will be
introduced carefully and in a phased-in manner in seJected sites to demonstrate the feasibility,
acceptability and effectiveness of these methods all1d to give providers and clients the
opportunity to assess their advantages and disadvantages ~specially in comparison with other
methods.

Prior to U'e introduction of new products, an introduction strategy will be developed and will
address issues such as infrastructure capacity in terms of clinical needs and follow-up,
trainin'~, counseling, supplies and logistics, provide'r and client materials. The introduction
of products such as NORPLANTJP will be consistent with GOI strategy and will focus on: (1)
assessing the suitability of implants for eligible couples in terms of safety, acceptability and
effectiveness; Hnd (2) acquiring experience and establishing infrastructure in preparation for
expanded availability of this method should it be found to appropriate for use in the Indian
context. The NORPLAN~ strategy supported in U.P. under this project will first follow
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the overall GOI plan to introduce the method through medical schools by training doctors and
nurses in counseling, insertion, removal and fonow-up, and'setting up appropriate monitoring
mechanisms. AID/W C.A.s with extensive experience in NORPLAN"f0 introduction (e.g.,
JHPIEGO, AVSC, and/or The Population Council) will provide technical assistance in U.P.
Once the decision by the GOI is taken to permit continued and further expansion of
NORPLAN~ introduction, demonstration projects will be developed to evaluate the
suitabiJity of providing the method through other avenues. Programmatically, it is extremely
important to phase in NORPLAN~ in tandem with overall improvements to be implemented
under the IFPS Project in the clinical, counseling and management structure of the public and
private providers of family planning and MCH services.

Again, consistent with GOI policy, and pending the results of ongoing comparative IUD
tdals supported by the ICMR, consideration will be given to introducing the CuT-380A IUD
in U.P. Although the CuT-200 IUD currently in use in India is a good device, the
superiority of the 380A in terms of greater effectiveness and longer duration (eight years
rather than fOlir years) should render the device more appropriate for use in India than
previously anticipated. A major issue to be addressed under the IFPS Project related to
IUDs, which in part may affect GOI decisions to switch to the 380A device, is IUD
continuation rates. It is anticipated that better training and IEC materials, especially in terms
of counseling and of user-oriented materials, and better efforts to provide clients with other
methods that are appropriate for the needs and short and long-term reproductive intentions,
should result in major improvements in IUD continuation rates in India.

Another method which will be considered for introduction into the public sector program first
is progestin-orily pills for breast-feeding women. Breast-feeding women constitute an
important group of clients with special needs for family planning. Within the context of
improved maternal and child health, family planning service delivery efforts will reach
postpartum women in order to promote optimal breast-feeding for birth spacing and for child
health. In this context, family planning providers and users will be informed of the recently
devised lactational amenorrhea method (LAM) which can provide greater than 98 percent
effectiveness against unplanned pregnancy during the first six months post partum. In
addition, contraceptive counseling will emphasize methods of contraception that are
appropriate for lactating women. Appropriate m~thods are those that do not inhibit breast­
feeding: non-hormonal temporary methods such as IUDs and condoms, progestin-only
hormonal methods such as minipills, injectables and NORPLA~ that do not suppress
lactation and do not pose significant health risks for the mother or baby; and permanent
methods for couples who have achieved their desired family size. The introduction of the
progestin-only pill (used in other countries for lactating women because it has no effect on
the quality and quantity of breast-milk) will be explored.

The project will conduct operations research studies to assess how the expanded range of
methods will affect project performance and client satisfaction.

c. Improve Technical Competence

CHnic-based services are currently the primary channel for family planning services in the
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public and private sectors. Clinic facilities are the primary site for the more effective
methods of contraception, yet many problems impede the clinic-based delivery system. As
discussed previously, one of the major limitations is the lack of well-trained personnel in
health centers and clinics. Pre-service and in-service training is a vital strategy to improve
technical competence in clinical settings.

Strategy. The strategy is to strengthen significantly the clinical practice network, starting
with the medical colleges and ANM training centers (see p.29). Special emphasis will be
given to training women clinicians. The training focus will be designed to strengthen the
clinical and counseling skills of providers and to reorient their thinking and behavior to help
clients achieve their personal reproductive needs. The training strategy will build
institutional capacity so that a core group of master trainers will train other trainers and
thereby replicate efforts across the state. As a result, the training program will be able to
generate a regular supply of proficient family planning service providers and trainers
throughout the state. Training should be provided for male as well as female providers since
some methods (vasectomy and condoms) will be sought and used by male clients.

As described in the earlier discussion of increasillg access" IFPS will develop a master pre­
service clinical training program for medical students, initially at facilities where model
clinics will be developed. The focus of the program will be on developing clinical skills,
counseling and interpersonal communications, contraceptive technology, and linkages
between family planning and MCH. Clinical practicums will be a key aspect of the training
program and training materials, supplies and commodities will be distributed to centers
where participants will be working. This effort will be coordinated closely with training
supported by the World Bank under its India Populat~on Project (IPP-6) to ensure
complementarity.

The plan to re-open ANM training centers for in-service education has already been
described h", section 3.2.1. Model in-service programs will al30 be developed at nursing
collegr;;; to improve the skills of LHVs. As in the physician and ANM strategies, master
LHV trainers in U.P. will be prepared to teach a standardized curriculum. The initial
training will target the districts where the other service delivery projects will be
implemented.. In-service programs will be also developed for private associations such as the
IMA and RMA in order to provide the opportunity for current practitioners to update their
clinical knowledge and skills in family planning on a continuing basis.

d. Upgrade FaciHties and Equipment

The ICMR study referred to in para 3.2.1 (a) found that one of the major weaknesses in the
service delivery system which affected both access to as well as quality of services was
inadequate equipment. IFPS will attempt to address this problem at the service delivery
points with regard to equipment of direct relevance to provision of family planning services.
With regard to developing a clinical training program for medical students, the project will·
upgrade and equip facilities in the model clinic sites, as well as at the associated PHCs which
will serve as clinical practice sites.
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e. Improve Follow Up and Referrals

The management of a quality FP/MCH program must include special emphasis on effective
follow-up systems to ensure client satisfaction and continuity of use. Good follow-up
procedures are critical components of clinic and CaD management and can be used as tools
to assess the effectiveness of referral linkages between community-based and clinic-based
systems.

IFPS will support the development of procedures that encourage client follow-up. An initial
management assessment will target problem areas in referral patterns and make
recommendations for improvements. A reporting system will be developed to track referrals
from CBD to SCs, PHCs and hospitals. As part of the planning for all pilot projects,
follow-up procedures will be assessed and recommendations for improvement proposed.

A community-based strategy for follow-up will be developed to provide support to clients and
reinforce method-specific information. Service delivery project districts will be used as test
sites to determine the most effective approaches to ensure and measure continuity of method
use. Operations research studies will be conducted to determine the relationship between
client satisfaction, foHow-up and continuity of use.

f. Strengthen Management Effectiveness

The project will develop and strengthen management training as a key strategy to improve
quality of services. The Training Center funded by the SOCIETY will offer a range of
management courses prepared for different levels of managers and service providers. These
courses will incorporate the technical aspects of management, such as MIS and finance into
the broader issues of managing family planning programs. A small number of participants
will be selected annually to participate in short-term training opportunities overseas. These
opportunities will contribute to institutional strengthening and professional development
through sharing experiences with managers and leaders from countries around the world.

A special emphasis will be placed on the development of women managers to provide
opportullities to upgrade their skills and to ensure that the needs of women are incorporated
throughout the project. Special courses for women managers, Le., Women-In-Management,
will be offered to public and non-governmental sectors to develop a cadre of women leaders
who can ultimately influence family planning practice and policy at all levels.

g. Improve Management Information System (MIS>

A fundamental requirement of any quality program is a well developed MIS to ensure
monitoring and evaluation of key indicators, and to provide information critical to program
planning. The IFPS Project will, therefore, strengthen MIS activities in each of the project
sectors. The goal is to have an MIS that provides meaningful data in a timely manne.r for.
decision-making at appropriate levels. The MIS should be a vital instrument for management
decision-making. Experience has shown that to be effective atld sustainable, the MIS must
also be simple. A special effort will be made to build a strong, modern MIS within the
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SOCIETY for overall project management.

An assessment of the MIS in the U.P. DOHFW was conducted in 1991. Results of the study
indicate that the existing system works reasonably well, but there are some concerns
regarding the flow of information and application of data. In the existing structure,
information flows well from the district level to the central level. However, there is little
information or feedback that flows back to the district level. Moreover, there is no
systematic effort to utilize the information to improve service delivery.

The IFPS Project will improve and strengthen the existing system in the public sector,
without any major revamping. Initially, improved MIS reports will be tested in service
delivery project districts, followed by expansion across the state. Feedback from all levels of
the service delivery system will be incorporated into the assessment and design of reports and
feedback systems, and training at all levels will facilitate the implementation of revised
systems. Further, some simplification of data gathered at the service level may be tried
given central and state-level support for such alterations. Improvements in the MIS will be
coordinated by the SOCIETY with technical assistance from an AID/W cooperating agency
as needed.

In the private sector, assessments will be conducted of the MIS in private corporations,
NGOs and other organizations selected for support through the project. Following the
assessments, appropriate systems will either be developed or improved. All efforts will be
coordinated by the lead NGO organization in order to ensure the development of a simple
system for private sector organizations which is consistent with the public sector MIS.

h. Improve Logistics

Contraceptives and related family planning equipment and supplies for the governmental,
NGO/CBD and social marketing programs of U.P. are presently procured and distributed
through several interrelated logistics systems. Method-specific targets are set annually for all
methods by the GOI, in collaboration with the state MOHFW, CaD and social marketing
distributors. Based on these targets, the GOl procures the required commodities from local
producers, subsequently issuing them to the various state Central Medical Stores Depots, and
directly to the social marketing distributors who maintain their own logistics systems for
distribution and sales. NGO service providers obtain their supplies from and report directly
to the appropriate state or local facility of the MOHFW.

The private cOlllmercial sector is completely independent of the GOIlMOHFW. This sector
supplies a smal1 portion of the total condoms and IUDs, and a rather larger portion of the
oes, purchased from both local and international sources.

Although there are supply shortages and supply imbalances, these systems in general ensure a
fairly constant supply of commodities for the current program. However, the anticipated "
increase in the volume of services to be provided will require substantial strengthening of the
contraceptive distribution and logistics management systems of the MOHFW, as well as
identification or strengthening of a variety of alternate public and pr'vate sector distribution
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channels.

It is estimated that there are at minimum six million active users of modern family planning
methods in U.P. In order to increase the contraceptive prevalence from the present 27
percent to about 50 percent in 2002, the number of users will have grow to some 15.5
million.

Strategy. The project will strengthen the public sector distribution system to base it more
closely on quantities actually dispensed to beneficiaries. This system will supply the
MOHFW facilities and an expanded network of NGOs and private sector facilities. An
expanded commercial retail sales program will distribute a larger range of contraceptives
through their own, separate distribution system.

In the public sector the project will strengthen the systems at the state, district and PHC
levels:

• At the state level, central and regional depots will be establishen or upgraded by the
GOI/GOUP. Better forecasting procedures will be installed and a statewide policy for
maximum and minimum inventory levels will be set and procedures for allocations
will be based on district requirements and performance.

• At the district and PHC levels, equipment w'nl be supplied and commodity
management and distribution will be streamlined to match consumer demand.
Collaboration with NGOs in the planning and forecasting will be encouraged. More
participatory forecasting models will be developed and tested (boUom-up, not top­
down) and indicators of service provider and supervisor performance will be based on
ability to meet consumer needs rather than solely on method-specific targets.

• The capability of the government's distribution system to supply continuously the
private sector and NGOs will be analyzed; supplemental or alternate distribution
systems will be developed as needed.

The commercial retail sales programs will retain their separate distribution channels. These
systems will be expanded and strengthened.

To implement the strategy a small Logistics Systems Task Force will be established at the
state level. This Task Force will receive technical assistance from private sector Indian
firms and an AID/W Cooperating Agency. In addition to local and expatriate technical
assistance, the project's contribution will be the provision of equipment, dunnage, shelving,
and other appropriate items for depots; vehicles for contraceptive and commodity
distribution; and contraceptive commodities such as CuT-380A IUDS and NORPLA~
(when approved by GOI and until other sources become available such as direct procurement
by the GOr or local production). IFPS will also support in-country and US-based training in
logistics management.
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3.2.3 Promote Family Planning

Demand for family planning is multi-faceted and involves attitudes of leadership groups as
well as the general public. The support of various leadership constituencies is important to
ensure that resources (both human and financial) are available, and that administrative,
regulatory, and legal barriers are removed or do not serve as obstacles to effective program
implementation. Some groups, such as political and opinion leaders and the media, can help
to promote an, appreciation of tile importance of family planning for the health and welfare of
individuals, communities, and the nation. These groups can also help to promote an image
of a program that is providing a needed and quality service. (Obviously, efforts to promote
a better image must be preceded by or go hand-in-hand with real improvements in access and
quality of services.) Demand is also affected by activities that promote knowledge of the
availability of services and particular methods. This involves public education and promotion
efforts and, in the case of social marketing of contraceptives, advertising. Finally, women
who are both program implementers and themselves satisfied users may also influence client
demand. The IFPS Project will address each of these aspects of demand.

3. Policy Support

With technical and other support from appropriate C.A.s, the project will develop a
comprehensive strategy and program of activities to address key leadership groups on a
number of important policy issues. This pro-active 'approach will facilitate the
implementation of the project by anticipating some of the most important policy barriers,
rather than waiting to respond as such problems arise over the course of the project. The
SOCIETY will develop a strategic plan for policy support, identifying key leadership groups,
critical policy issues and barriers, and plan a program of activities to address them. An
overview of these steps follows:

Leadership Groups. The primary groups whose attitudes and/or positions will have
bearing on the project include: the medical profession, women's and community
groups, the public health community, the family welfare bureaucracy, media, political
leaders, executives from industry, the business community, and non-governmental
organizations. Some of these leadership groups are, or could become, both opinion
makers and service providers (e.g., doctors and women's groups).

Policy Issues. A range of issues will impinge on the successful implementation of the
project. These may include:

• Characteristics of the family welfare program such as a centralized structure
that overlooks community and individual concerns, method-specific target
setting, and the medical orientation of management.

• Resistance to state-of-the-art contraceptive technology, and political, legal or
regulatory obstacles to the promotion of particular methods.
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• Poor understanding of and misconceptions about the advantages and
disadvantages of particular contraceptive methods (oral contraceptives
including the progestin-only mini-pill, injectables, CuT-380A IUDs, mini­
laparotomy, and NORPLANTIP).

Activities. The SOCIETY will support the following activities:

• Assessments of the attitudes and positions of the various leadership groups in
order to identify key policy issues. .

• Development of an action plan for policy support activities to address each of
the key policy issues.

• Policy seminars and workshops for leadership groups.

• Training and use of microcomputer-based models and presentations (cost­
benefit, resource aIlocation and policy options, health planning, birth spacing).
These are currently being developed for various states in India with assistance
from the AID/W RAPID project. The IFPS Project will support model
training and applications in Uttar Pra~esh.

• Public affairs program, including the preparation of articles and feature stories
on the IFPS Project's successes. The project will produce press releases and a
quarterly newsletter describing successes and interesting aspects of the
program's implementation.

• Study tours to other countries. Possible sites include: Indonesia for outreach
and record keeping; Bangladesh for the CBD/CSM programs; Morocco for
household-based CBD; Colombia for CBD and sustainability of clinics; and
Mexico for a public insurance program tilat provides family planning to
improve reproductive health of women.

• Dissemination of a newsletter and other important information such as the
English and Hindi versions of Population Reports. In addition, after an initial
testing of their appropriateness in U.P., copies of existing materials may be
used by the project.

The SOCIETY will be assisted in its policy support program by staff working in other
components of the project as appropriate, local institutions, and C.A.s as required.

b. Public Education and Promotion

An India Family Planning Practices Survey conducted in 1989 provided ample evidence of
the need in Uttar Pradesh for public education and information efforts to fill knowledge gaps
and to correct misconceptions about family planning methods. Given the importance of
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reaching the general public, the IFPS Project will develop and support a public education and
promotion (PEP) program. Such efforts have traditionally been an important component of
India's family welfare program. In recent years, the IEC and demand generating activities
have focused more on middle-class segments of the population. There is clearly a need to
refocus the PEP effort to reach poorer segments of the population including illiterates who
live in rural and peri-urban areas. Further, given the important role men play in making
decisions about contraception and family planning, special efforts should be made to address
men, either as clients or as the partners of female clients.

The PEP program will develop a comprehensive strategy for the education and promotion
efforts supported by the project to ensure a consistent theme about-FP/MCH services and to
reinforce the activities across sectors. Messages of many different types of media will stress
the benefits of FP/MCH services for mothers and children. This means combining PEP
efforts for the spectrum of maternal and child health care (ante-, delivery, post-natal care,
family planning for mothers, and infant and child care interventions such as immunization,
nutrition, and oral rehydration therapy).

As mentioned previollsly, a lead organization (sllch as Literacy House) will be selected as a
center to develop and coordinate all education (lEe) and promotion efforts across the sectors
(public and non-governmental). The lead organization will receive bilateral funds in this
program area and also non-financial inputs. It will provide grants, monitor progress and
ensure fiscal accounlc1bility of other organizations. it will also fund and carry out its own
program of PEP activities.

Initial activities of the PEP program will include conducting studies to assess the varying
ethnic, cultural and geographic characteristics of potential audiences. Small surveys or in­
depth interviews may be conducted to determine husband-wife communication patterns,
clients' perceptions of the family planning and the family welfare program, communication
network patterns at the village level and values and lifestyles of the target audience. In
addition, some studies will be conducted of communications organizations to assess lEe
standards, capabilities in IEC planning, monitoring and evaluation, institutional relationships,
and cost-effectiveness.

The development of the PEP program will be geared to improvements in the access to and
quality of family planning services. Given the importance of improving the image of the
family welfare program, it is essential that project activities not stimulate demand for new
and higher quality services before they are actually in place.

The project will support a range of activities to implement the PEP program as follows:

• A series of workshops and symposia will be conducted for strategy development and
materials development with various public and private sector organizations involved in
the IFPS Project.

• A materials and information resource center will be established at the lead IEC
organiZation. The resource center may be equipped with PopHne on CD-ROM as
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well as hard copy of various publications and materials. The center will serve as the
repository for IEC materials (old and new) and other population information for
providers, trainees, journalists, and the public more generally. Additional materials
and information resource centers will be set up in V:lrious locations, e.g., medical
colleges and ANM training centers to facilitate access to the materials.

• Educational print materials will be designed and produced for use by field workers
and clients. These will include manuals, flip charts, posters, and booklets. Materials
produced by the program will be distributed to public and private FP/MCH programs
ensuring that all field staff have ample supplies of materials. An assessment may need
to be carried out to determine how best to get the materials into and used by the
various groups. These materials will be used to promote expanded choice of methods
(p. 38) in both clinical and non-clinical (especially for counseling and interpersonal
communications) and training programs (see p. 41). An assessment may need to be
carried out to determine how best to get the materials to and used by the various
groups of providers in both the public and non-governmental sectors on a continuing
basis.

• Other materials will be produced for use in literacy training and other formal and
non-formal education programs that are managed by LH. Radio, puppet shows, and
other folk media will play an integral part in, the PEP program.

• Training of Trainers (TOT) in IEC will be conducted for public and private sector
groups.

• Various campaigns to promote family planning will be conducted through public and
private sector organizations and NGOs such as IMA, LH, VHAI, MOHFWand
others. Health providers will be featured through the mass media with the conscious
effort at improving their status and image in the community.

• Mass media activities will be undertaken possibly including the development of radio
and television programs, motivational docudramas, animated films, and folk media
festivals.

• The use and effectiveness of the lEe materials and the communications strategies will
be monitored and evaluated on an ongoing basis in conjunction with the overall
research and evaluation component of the IFPS Project.

Depending upon the strength of the lead and other PEP grantees, investments will be made in
organizational development and institution building to strengthen the IEC capabilities of
NGOs, private practitioners' groups, and cooperatives. Institution building will take the
form of support for staffing, training, and equipment. Technical assistance wiII be provided
by JHU/PCS for institutional development of various groups involved in major IEC work and
in all aspects of the IEC process including research and impact evaluation.

A PEP advisory group wiJI be created by the government of U.P. to assist the PEP center in
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coordinating lEe activities across sectors and supported by different donors. This group will
review annual work plans and ensure that the materials developed by the program are
consistent with the program directions. The GOUP will be encouraged to establish an lEe
Directorate to enhance the status and role of lEe in family welfare activities, and to facilitate
closer coordination among the service-providing agencies.

c. Participation of Women

The very traditional nature of Indian society has greatly affected women's social status and
the roles they are able to play in the lives of families and villages. The early age of
marriage (despite a minimum legal age of 18 years), low literacy, son preference, limited
opportunities for paid employment, and low economic status combine to keep fertility high
and limit women's contribution to Indian development.

Indian women"s access to basic goods and services, productive assets, labor markets, even
the right to sell their own labor, is contingent in a way that men's is not. This contingency
is part of the social construction of gender ih India. It is embedded in the interlocking
religious, economic and kinship structures which combine to define the social domains of
males and females. Women's association with reproduction and family grounds them in the
private "inside" sphere, while men interact with the markets, governments, and courts in the
public "outside" sphere. Women's links with the "outside" are mediated by male relatives.
The strength of the inside/outside dichotomy is greater in northern India than in the south.
There is a strong connection between a woman's access to the outside, particularly to
independent income, and her control over the utilization of family resources on the inside.
In fact, along with education, the ability to earn and control income appears to be one of the
most powerful determinants of women's status in the family.

In order to achieve the desired fertility decline in U.P., attention will therefore be paid to
some of the root causes of high fertility. The project will contribute to women's knowledge
of the advantages and disadvantages of various methods of contraception, and their .
understanding of the health benefits of family planning, and thus increase the level of
informed choice. It will also seek to enhance the status of women by increasing their
decision-making abilities about the number and spacing of children, increasing their access to
family planning information and services, and enhancing their employment opportunities in
family planning programs. Through the promotion of women's groups and organizations, the
project will indirectly promote female literacy, address the issue of the girl child, and help to
enhance their economic opportunities. The project also seeks to professionalize women
family planning workers in order to provide positive role models in the community and
encourage women to seek work opportunities in the field of family planning at all levels.

Surveys of W\,lmen NGOs in U.P. have revealed that only a handful of women are currently
providing family planning services. Most of the groups identified are active in some aspect
of primary health care and are interested in adding family planning to their activities (see .
NGO section for a detailed description). •

Keeping the above factors in mind, the project will support a number of activities to enhance
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women's participation in family planning. Preparatory activities that will be implemented
over the first few years of the project are as follows: .

• A selected number of women from the NOOs and the government will be trained each
year in CEDPA's Women in Management and Institution building workshops in
Washington D.C. and India. This group will include trainers at state-level training
institutes.

• A women's advisory group will be formed from the network of CEDPA trainees.
This group will then help plan activities under the IFPS Project designed to enhance
women's participation.

• A state-level training module on family planning will be developed which will include
gender issues adapted to the context of U.P. This will be used in training sessions for
MOHFW and NGO staff.

• Prerana, a Delhi-based NGO providing training to other NGOs and women's groups,
will be funded to provide technical assistance and training to NGOs, and establish
linkages with existing training organizations to develop district and community level
training. '

• Two or three other selected women NOOs will receive institutional strengthening to
improve existing service delivery or add family planning activities to their portfolio.

• Operations research will be initiated to determine the effectiveness of women caD
workers ~d whether training the wives of male caD workers increases family
planning acceptance.

• The project will support activities aimed at using Mahila Swasthya Sangh (MSS) and
Link Women (LW) organizations more effectively in the promotion of family
planning. The MSS scheme has over 1500 organized units in U.P. as of March 1992,
while Link Women units will be active in 17 U.P. districts by the end of 1992. Both
are grassroots efforts to enhance women's knowledge of and participation in health
and family welfare programs.

Starting around year three, the project will support various activities designed to
institutionalize efforts begun in the early years. The activities will include:

• The state-level training workshops conducted for policymakers, district magistrates,
and other key leadership groups using the gender training module. One key topic to
be covered in the training of policymakers and family planning managers will.be the
critical role of ANMs. The policymakers and managers would be better able to
appreciate the need to enhance the ANMs status to make-these workers more
effective.
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.• Training of women in management conducted annually in-country.

• Professional associations of women managers, service providers, and trainers created;
a program of activities developed and carried out (such as annual award presentations)
to promote women's support for and .involvement in family planning.

• The infrastructure of women's development agencies strengthened and effective
education on women's participation in society, group formation and mobilization
conducted to enable them to expand their information services andlor service delivery.

• A study carried out to develop indicators of women's participation in family planning
(at all levels including policy, management, provider, and client). These indicators
will then be used to track the project's experience in involving women and the
possible impact of their involvement on program implementation (e.g., are female
providers more effective in certain instances than male providers?) and on themselves.
One type of indicator would be need~d to assess changes in the status of female
providers, such as the ANMs.

The results of the above activities will be the increased involvement of women leaders at the
community, district and state levels in all phases of planning and implementation of the
project. In addition, there will be an increased number of women in management levels of
existing NODs and public sector programs, an increased number of women's NODs, an
increased number of women participating in grass roots women's organizations and, finally,
an enhanced status of ANMs and an increase in their credibility as front-line family planning
promoters.

3.2.4 Research and Evaluation (R&El

The project will support a program of research, monitoring, evaluation, and dissemination in
order to assist' the various public and private service delivery entities under the IFPS.
Through technical assistance, studies and research projects, the research and evaluation

.(R&E) program will:

• Provide baseline information on the state of service delivery (in terms of provider
staff and facilities) and on the attitudes and practices of clients;

• Assist service delivery entities to develop and use monitoring :;ystems for program
outputs and performance (see p. 43 for MIS discussion);

• Monitor changes in service delivery systems or parts thereof (training, IEC, logistics,
service delivery and MIS) and also changes in use of FP/MCH services; and

• Evaluate the IFPS's impact.

The project will support the development of a centralized R&E capacity. A lead R&E
institute will be selected to plan and coordinate the research program in close collaboration
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with the other principal implementing entities of the IFPS. A centralized approach will be
taken given the level of technical skills needed to plan and conduct a quality research.
program and given that the other implementing entities will already be heavily burdened with
an array of tasks directly related to service delivery. Efforts wiU be made over the course of
the project, principal1y through staff training, to build some R&E capacity in all project
components.

The lead R&E institute will provide technical assistance to the other principal implementing
groups in setting up monitoring systems and in planning and conducting operations research.
Subcontracts, or other appropriate contractual instruments, wi11 be given to a number of
research institutions (and to individual researchers) to help carry out the various aspects of
the research program. Beside issuing and monitoring these grants, the institute's staff will
also conduct a number of studies. Tne lead institute will plan and carry out a dissemination
program to ensure that results are applied throughout Uttar Pradesh and in the other north
Indian states. The lead institute will produce research reports, summary research notes on
results, and a quarterly newsletter to publicize research results. Seminars and workshops
will be held to present results to a variety of key groups including central and state
government officials, press, and other components of the IFPS Project.

While the primary geographic focus of the IFPS Project is Uttar Pradesh, it is anticipated
that numerous opportunities wiU be created to transfer successful project experiences to other
parts of India, primarily the other large northern states. To ensure diffusion of project
innovations, technical assistance will be provided by the relevant service delivery entities and
by AID/W cooperating agencies in order to replicate successful service delivery models and
program innovations (e.g., improved training curriculum and IEC materials) in other
geographic areas. Replication of successful experience to other states in India will also be
accomplished with local-cost support from central and state governments and assistance from
indigenous and AID/W-funded organizations.

Various methodologies will be used in carrying out research such as diagnostic studies and
situational analyses; baseline, KAP, household and service facility surveys; focus groups, in­
depth interviews, and observational studies; operations research on demonstration projects;
and quasi-experimental studies. The program will support the following types of research:

.. ,Diagnostic studies of various aspects of service deU"ery systems (public and private).
For e~ample, an assessment of the existing service statistics may be conducted as a
first step in designing an operations research study to test improvements in data
collection and used (including feedback of data to various staff levels).

• Operations research on pilot or demonstration projects to assess the effectiveness and
impact of IFPS inputs (training, IEC, elc.) on delivery of FP/MCH services by
various public and private entities.
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• Quasi-experimental studies to assess effectiveness or· impact. of different approaches.
Numerous topics will be considered for study. Some possibilities include:

I.'J Testing different ways of assessing the performance of providers that involved
developing new performance indicators in place of the current system of
targets and incentives.

c Assessing different IEC approaches to create awareness and demand for
spacing methods. .

c Assessing alternative ways to bring villagers to services or vice versa (mobile
clinics).

• Large-scale surveys to assess the impactof the IFPS. The 1992 National Family
Health Survey t currently being carried out in India, will provide baseline information.

The project will support two other large-scale surveys in PY 5 and PY 10. The rust will be
conducted in the four north Indian states, and the second will be another national survey.
Each consists of a household and a community survey. The household survey provides
informalion on contraceptive prevalence, method mi?C, source of services, and fertility levels
as well as health information on children. The community survey provides information on
the actual state of FP/MCH service availability. These surveys and other special studies will
also.be used to assess the impact of IFPS on women's status through their use of
contraceptives and their involvement in FP/MCH programs.

The lead R&E institute will either have or will set up an office in Lucknow near the
SOCIETY's training and IEC centers to facilitate collaboration among the implementing
entities. A Technical Advisory Group (TAG) may be created to provide technical guidance
and to review annual research plans if needed. The TAG could include staff/researchers with
FP/MCH program experience from the GOI, academic and research institutions, and USAID.

The IFPS Project will support strengthening the lead R&E institute as appropriate so that it
will be able to carry out the planned research program. This support may consist of funding
for personnel (full-time, part-time interviewers, and consultants), training, equipment
including computers for data analysis and desk-top publishing, carrying out studies, and
disseminating results. Further, the lead institute will receive substantial technical assistance
from a Cooperating· Agency. The Population Council will play a major lole in providing
such technical support.
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4. Project Management and Implementation

....._-
4.1 Qrganizntiollal Arrangements

4, I, I Steering Committee

To provide overall policy, financia; and implementation directives, and to provide a
mechanism for open and continuous dialogue among the GOI, the GOUP and USAID, a
national level Steering COimllittee will be constituted under the Chairmanship of the
Secretary of Family Welfare of the Ministry of Health and Family Welfare (MOHFW). The
Steering Committee will include representation from, inter alia:

Chairman: Secretary of Family Welfare, MOHFW

Member Secretary: Joint Secretary for Family Welfare, MOHFW

Joint Secretary for Finance. MOHFW

Designate of the Ministry of Finance

Chief Secretarj, GOUP

Secretal}'/Principal Secretary of Health, GOUP

Mission Director, USAID

This committee will meet at least once a year or as frequently as needed to help ensure
achievement of project objectives by establishing policies, consistent with this Agreement, for
the implementation of the project. Special invitations will be extended to representatives of
other GOI Ministries (e,g, Ministry of Women and Child Development, Ministry of
Education) as relevant issues to those Ministries arise for consideration.

4,1.21 Implementing Society

The project will be implemented through a society registered in the Uttar Pradesh. The
Society will be officially named when registered but will be referred to in this Project Paper
as the SOC~ETY, Initial disbursements for the SOCIETY will be conditioned on the
SOCIETY being registered as an autonomous society. The autonomy of this organization
and the technical caliber of its personnel are critical to the successful implementation of the
Project. The SOCIETY will establish its own personnel and procurement procedures and
have the authority to manage its own budget and to disburse funds to government and non-

• governmental institutions in support of project objectives. The SOCIETY will be registered
and operational as soon as possible after the signing of the Project Agreement.
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4.1.3 Goyemine Body

The SOCIETY will have a Governing Body to provide strategic and programmatic direction.
in such areas as the development of personnel and procurement policies and the review

4 Of-"
technical strategies for project activities. The Governing Body will review and approve
annual implementation plans which will include the use of Indian and foreign consultants and
the use of foreign exchange and local currency budgets for the project. The Governing Body
will operate under the broad policy directives outlined by the Steering Committee. The
Governing Body will be chaired by the Chief Secretary of Uttar Pradesh and will include.
but will not be limited to, the following members:

Chairman: Chief Se:rct:iry of Uttar Pradesh

Vice Chairman: Secretary/Principal Secretary of Health, GOUP

Member Secretary: Executive Director/Chief Executive

MOHFW designate

Director for Health, Population and Nutrition, USAID

Prominent Corporate Representative

Prominent Media Representative

Representatives of Non-Governmental Organizations (NGO)

The Corporate, Media and NGO representatives, included on the Governing Body to ensure
that project objectives regarding public-private partnerships and the state-of-the-art use of
communication are appropriately addressed within the context of Uttar Pradesh communities,
will be named by the Chairman of the Governing Body and appointed upon the approval of
the other members.

As thle Governing Body will provide a mechanism for dialogue with officials, departments
and organizations within the public and private sectors at the state and district level. the
Chairman may invite representatives from other government agencies, NGOs, academia or
other professions to participate in Governing Body meetings as observers as the need arises.

The Governing Body will meet semiannually (every six months), or as frequently as
necessary, to ensure achievement of project objectives. The Governing Body will appoint a
Secretariat (discussed below) to implement the project•
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4.1.4 Secretariat

Day-to-day management of the project will be provided by a Secretariat consisting 0(a..!1...
Executive Director and staff. As the implementation arm of the SOCIETY, the Secretariat
will have two main functions: program and financial management, including the
disbursement of funds for NGO activities. To undertake these functions a cadre of
professional technical and administrative staff, and support personnel, will be employed by
the SOCIETY. The Executive Director will provide overall direction to the professional staff
in the implementation of the project and coordination with the Governing Body and USAID.
The project management and financing functions include all those activities which must be
undertaken to implement and accomplish the objectives of the project. These include, but are
not limited to: development of annual workplans, the design of subprojects, selection of
implementing organizations, awarding contracts and grants for subprojects, disbursing funds,
auditing, monitoring progress and reporting and disseminating results.

The Secretariat will be led by the Executive Director with a staff that covers key areas
relevant to project implementation, including program management, finance, training,
communication, NGOs, and research and evaluation.

The Executive Director and the key administrative and technical staff will be recruited and
their appointments approved by the SOCIETY's Governing Body. It is imperative that these
key staff positions be held by professionals with demonstrated experience that is directly
applicable to their responsibilities under the project.,

~ Liaison Office

USAID will establish a Liaison Office initially in New Delhi with the intention of relocating
in Lucknow at a later date. The Liaison Office will coordinate closely with the Government
of India, the Government of U.P. and the Society for smooth implementation of the project
and flow of funds. It may also provide technical assistance for the project with the approval
of the Central Steering Committee. USAID officials and consultants will visit Lucknow for
this purpose as and when necessary. The possibility of transferring the Liaison Office to
Lucknow will be reviewed after the project is functioning effectively. The USAID Liaison
Offi~e will include an expatriate director, expatriate and Indian technical advisors, and Indian
support staff.

4.1.6 AID Cooperating Agencies

The AID/W financed CAs will provide technical assistance and other support as required to
get the project underway. During the first year until the SOCIETY is established, such
assistance may be provided either directly by CAs or through the Liaison Office with the
approval of the Central Steering Committee.
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4.2 Stnrt-up of the Project; Operntion of the SOCIETY.

To facilitate the start-up of the project, the conditions precedent (CPs) to disbursement of the
A.I.D. financing will be set forth in the Project Agreement as follows: • ~ - .

1. CPs to First Disbursement. The ProAg will require that the GOI provide (a)
the designation of the GOl's representative and (b) verification of the creation
of the National Steering Committee. When the CPs have been met, USAID
may, proceed to contract di~ect1y for the services of a contraceptive social
marketing organization. USAID will also begin working with the organizers of
the SOCIETY to get it underway.

2. CPs to Additional Disbursements. These will call for the legal establishment
of the SOCIETY and for assurances that it has, in its structure, the Governing
Body, comprised of representatives of the GOI, GOUP, USAID, the corporate
sector, the media and non-governmental organizations and a Secretariat made
up of the principal managers of the SOCIETY, including an Executive
Director. Additionally, the CPs will call for (a) a description of the
SOCIETY's personnel and procurement procedures; (b) assurance that the
SOCIETY has authority to receive funds from external donors and from public
and private sources within India; (c) assurance that it has authority to draw up
and implement its own budget and establish its own salary and benefit
structure; Cd) assurance af its authority to extend grants to public and private
organizations and to enter into contracts without a requirement for government
approval (other than by government representatives on the SOCIETY's
Governing Body), and (e) asurance of its authority to employ, retain or dismiss
personnel from its own staff. Finally the GOI will confirm that it has
established and agrees to maintain for the life of the project a separate account
and budget line item for the project in the Ministry of Health and Family
Welfare.

Fulfillment of the CPs to Additional Disbursement will constitute achievement of the first
performance benchmark under the project (see later discussion on concerning performance­
base~ disbursements).

In order to ease the SOCIETY's management start-up, various alternatives may be pursued
for staff recruitment. For example, selected highly qualified GOUP officers may be deputed
for varying periods of time. Additionally, staffing for particular program functions may be
obtained through contracts with outside organizations.

If the SOCIETY should take longer than the anticipated four to six months to begin making
its first program grants, USAID may seek Steering Committee approval for the A.I.D. CAs
to provide direct grants to enable critical NGO activities under the project to begin operation
quickly. Of particular importance in this regard are the IEC and training center elements and
the initial FP service delivery functions.
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The establishment of the SOCIETY and its efficient management of the IFPS Project
resources are viewed as critical elements in giving the family planning program in U.P. new
impetus and effectiveness.' It is expected to be a faster and administratively simpler
mechanism for administering funds in family planning activities. The SOCIETY, whed-lris
fully organized and staffed and has gained administrative experience, is expected to be able
to move more rapidly than would be the case if other mechanisms were used. ,1Moreover, by
establishing an autonomous society with authority to solicit and accept funds from outside
India, the SOCIETY offers the promise of sustaining family planning services beyond the
project life. Nonetheless, it has to be recognized that the SOCIETY's role will be a new one
in India and conceivably it could encounter unforeseen difficulties which might make it
difficult or impossible for it to carry out the functions assigned to it. Should such ~ situation
arise, other implementation options will need to be considered. Such alternative methods
might include returning to more traditional methods of project implementation such as direct
A.I.D. grants and contracts and working more directly with the GOUP. Any such
implementation plan revision, however, would be agreed to by the GOI and A.J.D.

Figure 9 below provides an overall view of the IFPS organization and management structure•
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4.3 Perfonllallce-based Disbursement

It is expected that approximately 70% of the $225 million A.I.D. bilateral assistance
contribution to the project will be disbursed through performance-based disbursement (PHD)
mechanisms. Use of the PBD system in the IFPS Project will be governed by'the following:

1. The degree to which the PBD method can be used as a means to contribute directly to
the attainment of project objectives (by focusing more attention and effort on project
outcomes rather than inpu\s);

2. Negotiated agreement with the host governments on specific performance benchmarks
(points of progress toward project objectives) based on detailed implementation plans
to be developed for major project components; and

3. Setting the benchmarks at leveb of accomplishment which are achievable but not
unambitious.

Performance-based disbursement was selectc;d as the appropriate mechanism for this project
because of the critical need to create an autonomous and sustainable society. To this end,
the PBD mechanism will require the SOCIETY to establish its own internal programmatic,
administrative and financial mechanisms for achieving project objectives. This in tum will
stimulate the achievement of maximum operational efficiency in a shorter period of time than
traditional disbursement mechanisms in which A.I.D. and/or contractors perform a
significant percentage of these functions with the intention of gradually institutionalizing
them. The PBD mechanism also provides for institutionalization of these functions but does
so in a shorter time period by providing a direct financial incentive to the institution to
perform at greater levels of efficiency sooner that is traditionally the case under standard
A.I.D. implementation and disbursement mechanisms.

paD benchmarks will be established in conjunction with detailed implementation plans that
will be collaboratively developed by USAID, the GOUP and the SOCIETY. The
coll~boratively developed benchmarks will be documented in countersigned Project
Impiementation Letters. Benchmarks will be established for the achievement of important
project milestones that indicate significant accomplishment of activities that directly relate to
the accomplishment of project purpose and objecHves. Benchmarks will be limited in
numbers and indicative of s;gnificant accomplishments.

The amount payable for reaching each benchmark will be arrived at based on the value that
benchmark has in achi~ving project objectives. Benchmarks will be established with a
specified validity period (12-24 months in most cases) and will be reviewed, revised and/or
dropped if not met within that period.
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Selection of PBD beJ)chmarks wiJl be reflective of the GOI-GOUP-USAID shared vision as
to what is the desired "En~-of-Project-Status" (EOPS). For the IFPS Project the desired
objectives are depicted diagrammatically on the following page in Figure 10 to provide a
broad overview of what the project is seeking to achieve. ~- ..- .

The shadow boxes represent line functions. Single-line boxes at the bollom represent
essential staff functions. Together, these contribute to attainment of the outcomes at the top
of the page.
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illustrative Use of PBD for PI'ivnte Sector POl1ion

Objective. IFPS assistance in the private sector is designed to accomplish the followi~g~- ,
objectives (outcomes):

• to develop private sector capacity to deliver high quality family planning services in a
manner complementary to those provided by the public sector;

• to demonstrate the feasibility and effectiveness of public-private sector partnerships in
the provision of family planning services; ,"

• to demonstrate the efficacy of making investments in the private sector for family
planning services delivery, and to encourage incrementally greater government
investment in the private sector;

• to increase the private sector share of family planning service delivery, helping to: (1)
relieve some of the burden borne by the public sector; (2) improve the overall image
of family planning; and (3) reinforce a segmented market of clients seeking family
planning services, spanning the range from free services to heavily subsidized services
to partially subsidized services to full commercial services.

The road to achieving these desired outcomes is long, and strewn with significant
waypoiiltr: verifiable accomplishments which can be construed to be particularly
meaningrulln the Journey towards full attainment of desired outcomes. It is the
identification of these waypoints .- and the crafting of their description _. which is at the
heart of planning for performance-based disbursements, since these waypoints represent
benchmarks against which real progress can be measured and monies will be released.

What is empathetically not intended, here, is to trivialize either the benchmarks (e.g., by
choosing simple but relatively meaningless ones) or the process itself (e.g., by
choosing too many benchmarks to be dealt with on a practical basis).

What is intended, by contrast, is to structure paD as a effective tool for project management
with emphasis on accountability for achieving specific project outcomes. Properly done, this
should serve to simplify rather than complicate project implementation.

Development or Benchmarks. To implement project activities in the private sector
(exclusive of CSM/CRS), an approach has been chosen which is believed to be least-cost and

, - w8ypoints is a term borrowt=d from the field of marine, land, and aeronautical navigation. Waypoints are
fielected geographic points, usually named, which serve as reference points through which one passes eo-route to the ftnal
destination. They are used extensively in modern elllctronic navigation, often accompanied by a continuous readout of
course. distance, and time to the next waYJloint. This naviglltional concept seems appropriate to help explain the meaniD&
of perrormance benchmarks as used in this project.
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highest potential payoff. That approach involves the establishment of a new parastatal
(SOCIETY) in Uttar P~desh. This organization will be provided both funding and technical
assistance to build its capacity to serve as a principal channel for funds golmg to private
sector family planning programs. To be effective, this organization must have technicat-;- .
administrative, managerial, and financial capacities commensurate with the job of running a
grants program which may involve $5-15 million Per annum. Gearing up to run such a
program -- and to ensure the integrity and effectiveness of that program ..- will be a major
undertaking, requiring substantial technical as well as financial support.

There are three principal components to the private sector effort which the SOCIETY will be
expected to develop and, thus, three streams of activity. These are:

• family planning services, provided through a variety of NGOs:, cooperatives,
women's groups, employers (including some public sector enterprises), and in
association with the GOUP public sector program;

• infonnation, education, and communications services, covering the gamut from
client and provider materials to the mass media, and including both public and private
sector utilization; and

• training sel'vices, required to develop the human capacities of supported NGOs and
employers to deliver high-quality family planning services.

With this in mind, and remembering the overall objectives for the private sector program as
outlined above, an attempt has been made to identify significant benchmarks which could
serve as indicators of real progress, and against which USAID disbursements might be made.
These are shown below in Figure 11. '
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IFPS PIlCJ(CT. IllUSTUTlvt IEIICHMAIlIUIIC FOIl llQN.eovtll_IITAl SECTOIl ACTIVITIES

ILLUSTRATIVE BENCHMARKS
~

t"

SOCIETY
L_l C""rter

St.,f II.crvlt.d
Proc..dures in place (or
IWlrdl"9 grlnts to NCOs

I I
ClIAltT AWARot:D TO LEAD NCO fiVE ClIAMTS AWARD£D fOR ClIAMT AWARDED TO LUD NCO

IIISTiTUTlON FOR IEC FP SEIIVICE DElIVERV TRAININC INSTITUTION

I I I I
D£TAllED I[C PlAIt I lUIIER Of EUGIBLE I ........,. of P,.lvlt. I S Of DOHfW tllJDC[T ot:TAILED TRAINING PlAIt

ot:VElOPED AMD APPROVED COUPLES RECUVIIIC FP OrgAnlZltlons Providing PROVIDED TD NON-COVT. DEVELOPED & APPROVED
SERVICES fRON IICOs fP S.,.vlc.s ORGAMI ZATIONS

I I I I
INITiAl lEe ACTIVITI£S X.V lUIIEA Of t:lICIBl[ I.V 1IuIIb... of Prlvlte X.V " or DOItfW BUOCET TAAINIIIC ACTIVITIES

CQNCLIJl)[D IN 10 DISl1UCTS COUPLES RECUVIIIC fP Org&nlu~lons Providing PROVIDED TO NON-COVT. CQNCLUD£D fOR fiRST 10
& IHPACT ASSESSMENT IlOIIE SERVICES FROM NCDs fP Servlc.. ORGAM IZATlONS INSTI TUTIONS & 1Illl1·

I I
flCATlOHS III BEHAVIOR

I I ASSESSED

TARGET AUDI[NC£ fOR I[C hV.Z lUII£R Of £lICIBLE I.V.Z IIll11ber of Private hV.ZS Of DOHfW BUllCET
ACTIVITIES HAS IIlllIFI[D COUPLES RECEIVIIIC fP OrgAnlZltlons ProvIding PROVIDED TO NON-COVT.

ATT I TUot:SI8£IIAV1011 SERVIC£S '"0M NCDs fP Services ORCAN IZAT IONS

I fP SERVICE PROVIDERS

I I
ARE EXTENDING QUALITY

Prlvlte Sector fP CARE TO THUR CLIENTS
Providers Are Clvl"9

Cost.Eff.c:tI.... QuAlity
SerVices to l Coupl..

I
A Susliinable Syst.
E"tau for Provlsfon
of fP Services Iy
Non·Co...r_nt Orgs.

SIFPSA.DWC
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Public Sector Program. The main objectives of the public sector program are similar in
many ways to those of ~he private sector cpmponent. They include:

• tl> develop a strengthened capacity to deliver high quality family planning servicesln
u cost-effective and sustainable manner.

• to increase the knowledge attitudes and practices (KAP) of service providers to ensure
choice and quality in the family planning program.

• to promote favorable attitudes and knowledge of modern contraceptives throughout the
state. .

• to develop the capacity for measuring the performance of the family planning program
and to use this information to improve ongoing programs.

Illustrative benchmarks for the public sector program are shown in Figure 12.
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PdlSfC.1lWC

UPS PIlOJfCT, ILlIlS1JlATlV£ I£IICHMMICING f~ ......11: S[CTlIt ACTIVITIES

I """""no< ......-. I
I

Pi.... Developed & Approved for !CAP Incre..e. A.ong Providers. Plan. Developed r. Approved
• service ProvlcMr Tr.I"lng Unrs••nd C....r.l Popul.Uon for pilot _nSlr.UoM
• Logistics
• "IS I I

I Tr.lnlng Concluded. AI1
Incre.sed Nuaber of Couples Necesury [I_nts In Pl.ce

Tr.lnlng C_Iuded and Results Covered by Q\oallly FP services
Assessed In X Districts, Modi-
fla\loM Hade to Currlcul_ I
.nd PracU~ .s Indlc"ted

further !CAP Incre..es Aooong Rosults Assessed and

I Providers. Users ••nd C....r.l First o-onstr.Uon Projects
Population Replicated In X Districts

Tr.II,lng. Logistics. HIS
kllvtt las btended to
Total of X Districts

I
Creatly I nc:re..ed NuoIber of Itore Repllatlon of Successful
Couples Covered by Qu.llty _Is. eoverlng All 63

fP Services Districts 1/1 UtUr Pradesh
Logistics, HIS activities .nd
bUllslOll to Cover AlI 63 !District. In U.P., [OPS: Quality FP servlus

Extended to Cover AI1 63 Dbt.
User. Incre..e to 15 "1111011.
ICAP Incre.sed: :>9ClS Ie_Ie.
of Modern Methods • favorable
AUltuM. T_.rds F..I1,. ReplIatiOll of Succassful
PlannIng and Towards fUll,. Models OUtside the Stat.
PI.nnlng Pro9r~. of Uttar Pradesh Underw.,.
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4.4 p'4osine Pion ..---

•

Figures 13 through 19 on the following pages contain detailed information on the phasing-in
of project activities by type of activity and by number of districts to be covered.

It should be noted that these details are ILLUSTRATIVE ONLY: the actual devolutiNl of
project activities will depend upon the establishment of detailed implementation plans for
each activity, jointly approved by the GOUP and USAID.
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I. PUBLIC SECTOR

otnP'J1'S YEAR I YEAR 2 YEAR 3 YEAR 4 YEAR 5 YEAR 6 YEAR 7 YEAR I YEAR 9 YEAR 10 TOTALS

. PU8UC SECI'OR TRAINING -
.

I. Number of medical collc,CI cCldCn 1·2 2-3 2·3 1·3 0 0 0 0 0 0 6-11
aacaccI
(DiIcricts) (1·2) (2.3) (2·3) (1·3) (6-11)

2. Number of medical colic,.. celllCn I 1 3 3 0 0 0 0 0 0 9
upJndcd to model clink'
(Districts) (I) (2) (3) (3) (9)

3. Number of mailer trainen (clinically) 4-10 4-8 4-8 4-8 4-8 -1-8 4-8 4-8 4-8 4-8 4Mo
trained
(DiIlriCll) (I) (2) (3) (3) (4) (4) (4) (4) (4) (4) (33)
Number of trainers (ciinicaUy) trained 6-11 11-24 18-36 18-36 4 4 4 4 4 . 4 54-131
(Districts) (1-4) (4-8) (4-12) (4-12) (14-36)

4. Number ofphysicians trained 35 200 400 400 515 530 530 530 530 530 4210
(pI'C-scrvice) (Disuicts) •

S. Number of physicians trained
(IB-scrvice) 200 480 800 1100 1160 1224 1224 1224 1224 1224 9860
(Districts) (4) (8) (12) (12) (S) (S) (S) (S) (S) (2) (63)

6. Number of ANM collcges UlCsscd 10-15 10-15 10-15 10-15 40-60
(Districts) (I0-1S) (10-15) (10-15) (IO-IS) 0 0 0 0 0 (4O-M)

7. Number of AJIIM collcgcs upgraded 0 10 10 19 49
(Districts) (10) (20) (19) 0 0 0 0 0 (49)

8. Number of mallen trained for ANM 4-10 4-8 4-8 4-8 0 0 0 0 0 16-31
col1cgcs
(Duarlcts) (I) (2) (3) (3) .. .. .. .. 4 (9)
Nurnbcr of lrainers lrained for ANM 6-12 12·24 18-36 18·36 54-108
colleges
(DiIlricts) (2-4) (4-8) (4-12) (4-12) (14-36)

9. Number of ANMIILHWIIOthcn trained 0 720 1100 1440 1500 1836 1836 1836 1836 I4.040
(IIHCrvice)
(DistriClI) <0> (12) (12) (12) (S) (S) (S) (S) (5) , (63)

10. Number ofcurricula developcd 1 2 2 2 0 0 0 0 0 8

1

i
4

54

I I I' , I I



PUBLIC SECTOR SERVICES YEAR I YEAR 2 YEAR 3 ~EAR" YEARS YEAR 6
.
YEAR 7 YEAR. a YEAR 9 YEAR 10 TOTAL

II. Number of PHC. (Iuadacd 10 IDCdiRI 3 6 9 9 0 0 0 0 0 17
collcp.) uppadcd 10 model ca&en

(Dillricta) (3) (6) (9) (9) (27)-
12. Plana roc- pilol ouuachICBD pnIjccta 2 .. 6 8 a

developed· .
.

(DiJlricta) (2) (4) (6) (I') (8)

13. Pilot outreaehICBD projecta atablilbcd 1 2 .. 4 .-
(Districta) (I) (3) (6) (8) (8)

14. Outreach worters trained for piJola 100 400 800 1200 2500
(Districta) (I) (3) (6) (8) (8)

15. Expansion Pbns developed I 5 10 15 20 27 38 50 63 63
(Districts) (I) (5) (10) (IS) (20) (27) (38) (SO) (63) (63)

16. Outreach worters trained for expansion + + + + + + + + +
(Districta) (5) (10) (IS) (20) (27) (38) (SO) (63) (63)

17. MIS System~cd I 2 4 6 10 15 25 40 SO 63 63
(I) (3) (6) (8) (IS) (20) (27) (38) (50) (63) (63) •

11. Plans developed for diffiasioal I I .. 3 4 8 10 15 15.
replication outside Ullar PracJcah (..) (..) (..) (..) (..) (..) C-.,
(Districts)

figure 13

• includCl urban, pcri-urban. aod aunI modela; include. R&E Ictiviliea to moeasure impact
•• 10 be dclCl'I1Iiftcd (dcpeDda 0Il1UCCCS1 of model. and their replication in Up)
+ depend. OIl mocIcl(.) sclCC1Cd fOC' expaaaionlrcpliCition

l,
.I

I
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II. SfRENGTHENING CONfRACEPflVE LOGISTICS

OUTPUTS \'EAR YEAR_ YEAR \'EAR \'EAR YEAR YEAR YEAR YEAR YEAR TOTAL

• 2 3 .. 5 6 7 8 9 10

PUBUC SECTOR
I. Cc-m fro(urcmclll ProcCA I
Improved

2. ProdUCI Spccirtcalionl Upgraded I

3. Lucknow Central Store Esublisbedl I
):quipped

4. District Sloru Repaired!E4uippecl- 3(3) 4(4) 7(7) 7(7) 7(7) 7(7) 7(7) 7(7) 7(7) 7(7) 63

S. Stale Logistic:s Mit fro(edurel 1
Developed

6. Stale LogisticI StaffTrained 10 10

7. District ~Uticl Mit Procedure. I
~velopcd

8. Additional Distriet Staff RecNilCd

9. District Logistie. StaffTraincd- 35(7) 35(7) 35(7) 35(7) 35(7) 35(7) 35(7) 35(7) 35(7) 315

to. Districl Logistics Rcfnsbcr 3.5(1) 3.5(1) 70(14) 70(14) 105(21) 105(21) 140(28) 560
Training·

II. PHCIRFWIUCISC ~stics I
Procedures Developed

12. PHCIRFWIUCJSC Logistics Staff 2.27.5(1) 2,27.5(1) 2,27.5(1) 2,27.5(1) 2,273(1) 2,27.5(1) 2,27.5(1) 2,27.5(1) 2,275(1) 20,47.5
Trained

13. PHClRFWIUCl5C Refresher 2,27.5(1) 2,27.5(7) ...,.5.50 4,S.50 6,82.5 6,82.5 9,100 36,400
Training· (14) (14) (21) (21) (28)

NOS-COVERNMENTAL SECTOR
14. Loaistics Manaac_1Il Staff 70(7) 70(7) 70(7) 7O(i) 70(7) 70(7) 70(7) 70(7) 70(7) 630
Trained·

IS. Logistics Manaaement Refresher 70(7) 70(7) 140(14) 140(14) 210(21) 210(21) 280(28) 1,120
Trai~

F"qpare .4.
·N.B.: ScbcduIc to be coasillClIl wilb JRPIEGO II'aiDina ICbeduJe
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m. NON-GOVE:_ ~NTAL SECTOR

OUTPUTS YEAR 1 YEAR 2 YEAR 3 YEAR 4 YEARS YEARS YEAR 7 YEAR 8 YEAR' YEAR 10
lTOTALSI

S£RVlCfS -
1. Coopefativa. 100 121 300 141 600 lin 1.000 181 2.~ (121 4.000 1201 8.000 1301 14.000 1401 14.000 1401 14.000 1401

•• ViI8Qe caoperatiw.
(cumuI.t1wl

2. PVO Networit
•. PVO', 30 50 75 100 125 125 125 125 125 125
b. Vibgee lc:umulatMtl 1.500 16) 2.200 18) 3.000 1101 3.700 (151 8.000 1221 13.500 1281 19.000 1351 23.000 140' 2~.000 1401 23.000 140)

3. Women', Group.
l.lInIice).. .0 VilIacIea IcumulatMtl 50121 150 141 250161 550 lSI 1.000 nOI 1.500 1141 2.500 1221 4.000 130) 5.500 1351

4. Women'. Group.
ISlromotion onIyJ
•• Vlllegea Icumulativel 50 (21 100 131 200 (41 300 16) 500 181 750 nOI 1.000 1141 2.000 1201 3.000 (251

5. Company b••ed
•• N~rof~.m.. 2 10 25 50 100 150 200 200 200 200

lc:umulatMtJ
b: Outreach worte.. 20 60 100 200 350 500 600 600 600 600

6. Autonomou. Public
Enterprise•
•• Number of enterpri... 1 2 3 4 .. 4 4 .. .. ..
b. Outre.c:h worken 20 100 200 400 500 500 500 500 500 500

7. Humber of privata 0 140 220 220 220 220 800 800 800 800
practitioners tBined

8. ProjectCKI new acceptors 24.000 70.250 147.250 253.000 446.750 781.000 1.298.250 2.044.000 2.920.250 4.090.750
of Family Planning
(cumulatMt)

- TRAINING
9. Cumuletiw Number of 1.600 2.550 3.750 4.950 10.5~ 18.500 28.500 39.500 41.000 42.500

C80 worken tBined

10. CumuIatiw number of
OutreKh worite.. '"' 160 300 600 8SO 1.000 700 700 700 700

trained
,

". Cumulatfw number of
,

manage,. trained
(women and rnenJ 40 75 150 200 325 400 500 550 600 600

12. TOT Intetpenonal/ 1 151 3151 3151 1 lSI 1 lSI 11251
CouNeling

•
13. TOT/C80 (cunUtiw1 10 (41 25 (6) 40 (101 50 (201 60 (30) 75 (401 85 (501 100 1601 110 1031 120 1831

FIg_ 161S1ertWJ.
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m. NON-GOVERNMENTAL SECfOR (Cont.)

OUTPUTS YEAR 1 \VA2 VEAR3 VEAR4 YEARS VEAR6 VEAR7 VEARS YEARS VEAR10
ITOTALSI

TRAINING
14. No. of _men managen 10161 20 110) 301251 40 1301 50 1351 601401 70lSOI 801601 901631 100 1631

trained 0_.....

(c:urnulMiwJ

15. NoIof_'.
oralnizationa mengthened 10161 10 (2) 25141 65(8) 125 1101 200 (12) 300 (20) 500 1301 1000 (40) - 1500 ISO)
lcumulatiw)

1e. No. of lender
-t.hopal....w-- he~
public 6 private 2111 614' . 30 1251 501451 70 (63) 751631 77(63) .79(63) 80(63)
Icumul.tive) ;

Figunl 16 Pal! portlonl.

'.,.

~

1
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IV. INFORMATION-EDUCATION-COMMUNICATIONS

t'

OUTPUTS YEAR YEAR YEAR YEAR YEAR YEAR YE,\R YEAR YEAR YEAR TOTAL
1 - 2 3 .. 5 6 7 8 9 10 TRAlSED

MATERIALS DEVELOPME\'T " -
TRAINING

I. Tar IEC SlraleJ>' Development 2 (S) 2 (5) 2 (5) 2 (5) 10 (20)

2. Tar lEe MalCriaI Development 2 (5) 2 (5) 2 (5) 2 (5) 2 (5) 2 (5) 2 (5) 2 (S) 2 (S) 2 {S) 20 (SO)

3. Annual Slale LeveJ IEC Symposium 3 (2) 3 (8) 3(8} 3(8) 3 (8) 3 (8) 3 (8) 3 (S) 3 (4) 3 (4) 30 (63)

4. District lEe PJaJllling 3 (5) 3 (5) 3 (6) 6 (8) 6 (8) 6 (8) 6 (8) 3 (5) 3 (5) 3 (5) 42 (63)
~.

5. IEC Materials Development I (2) I (8) I (8) I (8) I (8) 1(8) I (8) I (S) I (4) 1(4) 10 (63)

6. IEC Moniloring" EVlluation Workshop I (2) I (8) I (8) I (8) I (8) I (8) I (8) I (5) I (4) I (4) 10 (63)

PRINT MATERIALS
PROVIDERS

_.-

7. Service Provider Manuals 50K(32) 50K(3I} 200K(63)

8. Slicbn, Flyen, elc. IOm(32) IOm(3I) 2Om(63)

9. Small F'N Flip Charts 200K(32) 200K 4OOK(63)
(31)

10. TORAN SOOK(32) SOOK Im(63)
(31)

CUENTS

II. Posten I25K(6) I25K(6} 12SK(6) 12SK(6) I25K I25K(6) 115K 125K 12SK 12SK 1.25m(63)
(32) (6) (1) (1) (1)

12. Method Spccir~ Booklets Sm(32) Sm(3l} 1Om(63}

13. SPiCing Method Flyen 12.5m 112.5m 25m(63)
(32) (32)

14. BiUboarda 30(6) 30(6) 20(6) 20(6) 20(6) 20(6) 20(7} 20(7} 20(7} 200(63)
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MASS !\IEDIA
15. ".,rHour R.ldio rro,nma 100(6) 100(6) 100(6) 100(6) 100(6) 100(6) 100(6) iOO('7) 100(7) 100('7) 100(63)

16. OlIo Milulc Radio SpocI 15(6) 25(6) 25(6) 15(6) 25(6) 25(6) 25(6) 25(7) 2S(7)~~ 25(7) 250(63)

17. 20 Miaute TdcvilioD Propama 6(6) 6(6) 6(6) 6(6) 6(6) 6(6) 6(6) 6(7) 6(7) 6(7) 60(63)

11.10 Mi..... MOlivaiionai Do:udI1lm8 2(6) - 2(6) 2(6) 2(6) 2(6) 2(6) 2(6) 2(7) 2(7) 2(7) 20(63)

19. 20 Miaute ADimated Film Serie. 1(10) 7(10) 3(3) 3(3)
.

14(32)

20. 6 Future PiIoc 1(8) 1(8) 1(8} 1(1) 4{J2)
._;:~,J.'::;,

11. Mobile filmlV'tdcoSbowingl 12K(6) 12K(6) 12K(6) 12K(6) 12K(6) 12K(6) 12K(6) 12K(7) 12K(7}- 12K(7) 120K(63)
-0,

22. Folk Media Fellivals 5(6) 5(6) 5(6} 5(6) 5(6) 5(6) 5(6) 5(7) 5(7) 5(7) 50(63)

COMMtJNICAnONS CAMPAIGNS ,-

23. Indian Medical Association 5(16) 5(16) 5(11) 5(10) 5(10) 25(63)

24. Litcl'Ky Heuse 5(16) 5(16) 5(11) 5(10) " 10(63)

25. VoJuntary Hcallh Association or India 6(6) 6(6) 6(6) 6(6) 6(6) 6(6) 6(6) 6(7) 6(7)~:' - 6(7) 60(63)

26. Other NGCh 2(16) 2(16) 2(11) 2(10) 2(10) 10(63)
'.

27. SLlle MOHFW S(S} 5(15) 32(32) 45(45) 45(45) 45(45) 45(45) 63(63) 63(63) ': 63(63) 421(63)

28. Formative Rcsean:h 5(6) 5(6) 5(6) 5(6) 5(6) 5(6) 5(6) S(7) 5(7) 5(7) 50(63)

Fagure 16 (last portion).
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v. CONTRACEPI1VE SOCIAL MARKETING

OUTPUTS YEAR YEAR YEAR YEAR \'EAR YEAR YEAR YEAR YEAR YEAR TOTAL
1 Z 3 .. 5 6 7 8 9 10

I. Number or 3 1 I I 3 1 NA(·) NA (.) NA(·) NA(·) 21 +
CSM (6) (15) (40) (63) (63) (63) (63) (63) (63) (63) (63)
SubcOlllraeu
Isaucd

2. Nwnbcror 5,000 15,000 20,000 15,000 30,000 35,000 40,000 40,000 40,000 40,000 40,000
CSMOutIcts (6) (IS) (40) (63) (63) (63) (63) (6J) (63) (63) (63)
Eslablished-

3. Numbcror 0 22,000,000 30,000,000 40,000,000 50,000,000 65,000,000 70,000,000 75,000,000 75,000,00 75,000,000 75,000,000
Condoms Sold (6) (IS) (40) (63) (63) (63) (63) (63) (63) (63) (63)

4. Numbcror 0 500,000 1,500,000 2,500,000 3,500,000 5,000,000 5,800.000 6,800,000 8,000,000 9,200,000 9,200,000
OCaSoid (6) (6) (IS) (63) (63) (63) (63) (63) (63) (63) (63)
(Cycles)

F"JgUre 17

(-) "Ibe IIUl1Ibuof wbcOlllrac:ts let in !be Iut rour yean will be delcmUncd by the succeu and ILaIUS or prior conlrllcts
(••) 'Ihue are cslimalcS oaty. M yet there hal been DO delenninatioo of how many outlets will be necessary.
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VI. POLICY SUPPORT

OUTPUTS ....EAR ....EAR YEAR YEAR \'EAR YEAR YEAR YEAR YEAR YEAR TOTAL
1 2 3 .. 5 6 7 8 9 10

I. PoIil:Y Seminan and WOfbhops 2(2) 4(4) 4(6) 4(8) 4(8) 5(8) 5(8) 28(43)

2. Training and Use of Policy Models 2(2) 3(4) 3(6) 4(8) 4(10) 4(10) 20(40)

3. Public: Aff~in Media Outreach 4(10) 4(15) 4(20) 4(63) 4(63) 4(63) 4(63) 4(63) 4(63) 4(63) 40(63)

4. Press Releases 4(10) 4(15) 4(20) 6(63) 6(63) 6(63) 6(63) 6(63) 6(63) 6(63) 54(63)

5. StudyToun 2(2) 2(4) 2(6) 2(8) 2(63) 2(63) 2(63) 2(63) 2(63) ~'63) 20(20)

6. Dissemination via Newsleucr 4(20) 4(20) 4(23) 4(63) 4(63) 4(63) 4(63} 4(63) 4(63) 4(63) 40(63)

7. India VCniODS Pop Rcpons 5(20) 5(20) 5(23) 5(63) 5(63) 5(63) 5(63) 5(63) 5(63) 5(63) 50(63)

I. Adaplion of PRB Malerial. 1(20) )(20) )(23) )(63) )(63) )(63) )(63) )(63) )(63) )(63) 10(63)

F"JI1Ire 18
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VII. RESEARCH AND EVALUATION

OUTrUTS YEAR YEAR YEAR YEAR YEAR \'EAR YEAR YEAR YEAR YEAR TOTAL
1 2 3 4 5 6 7 8 9 10 TRAINED

I. Dia~Studies 2(2} 2(4) 3(6} 3(6} 10(18}

2. Baseline Swveys 2(2) 2(4) 3(6) 3(6) 10(18)

3. Operations RescaRb SWdies 2(4) 2(6) 3(8) 3(8) 10(26)

4. Special Studies 00 WomeD's Issues 1(4) 3(6) 3(6) 2(6) I(G} 10(28)

S. TraininJ Worbbcps, Monitoring eft 2(4) 4(4) 4(6) 6(8) 6(8) 8(10) 30(40)
Evaluation SYllems

6. RescaRb eft Materials CcnlcnlPOP 2(6) 2(6) 2(6) 2(6) 2(6) 2(6) 2(6) 2(7) 2(7) 2(7) 20(63)
CD-Rom

7. Large Scalc Survcys 1(63) 1(63) 2(63)

8. Disseminalion Seminar and 3(4) 5(6) S(8) 5(10) 6(10) 6(10) 30(48)
Workshops

9. Research Reports 2(63) 2(63) 2(63) 4(63) 4(63) 4(63) 4(63) 4(63) 4(63) 30(63)

10. Research Notes 2(63) 6(63) 6(63) 6(63) 6(63) 6(63) 6(63) 6(63) 6(63) SO(6J)

II. NCWIIeacr 4(63) -i(63) 4(63) 4(63) 4(63) 4(63) 4(63) 4(63) . 4(63) 36(63)

F"apre 19
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5. COST ESTIMATE AND FINANCIAL PLAN
.....~.

The following assumptions govern the project budget as presented herein.

• The IFPS Project Agreement will obligate funds from USAID/New Delhi's bilateral
assistance program for India for the majority of in-country costs for the public and
non-government sectors.

• The Office of Population (AID/Washington) will support in-country costs related to
the provision of technical assistance, e.g., office rental~ locally-procured supplies and
equipment, local staff and consultants, and transport). On an exceptional basis, only
as approved by the Steering Committee, C.A.s may also provide direct funding for
IFPS program activities, especially in the early years of the project to facilitate rapid
start-up and implementation of agreed-upon activities.

• USAID/New Delhi's financing of in-country costs will include:

o performance based disbursement to the SOCIETY for meeting agrer.d upon
performance benchmarks for public sector activities, NGO and employer-based
activities, and research and evaluation activities; and

o with Steering Committee approval, a direct USAID contract with an
indigenous Indian management firm to serve as the lead organization for CSM.
activities.

• The relative proportion of A.I.D. funds flowing through the SOCIETY to public
versus non-governmental institutions will depend on their absorptive capacity, i.~.,

their ability to use project resources effectively in the delivery of family planning
services. While there is no fixed formula for determining this proportion, analyses of
the costs of proposed activities indicate that more than 50 percent of overall funding
is likely to be apportioned to activities in public institutions. The project will retain
flexibility to shift resources from areas that are not progressing well to other

I more promising areas of opportunity.

• AID/Washington contributions will be provided primarily through five U.S.
organizations (CAs) with which it has direct contracts (Annex II.C) (JHPIEGO,
CEDPA, JHU/PCS, SOMARC, and the Population Council). This assistance will be
supplemented by other C.A.s as needed (e.g., OPTIONS, PROFIT, BUCEN, and the '
EWPI). With GOI approval, AID/Washington will also directly finance the
procurement of U.S. source contraceptives (NORPLA~, and Cu 380A IUDs if
necessary), and medical kits for minilap and IUD insertion. .

•
• All IFPS Project support will be provided under the principles of ensuring

additionality and flexibility In financing, i.e., IFPS funds will be additjonal to
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YQIIGOUP funding for family welfare activities.

Host Country Contribution. A principal objective of the IFPS Project is to restructure the
overall family planning effort in U.P. in both the public and private sectors. The A.I.D.
resources will be used to advance family planning in both sectors, in an attempt to provide'
greater momentum and scope. Private sector activities in family planning for the U.P. are
numerous but difficult to quantify. In the public sector, the GOI and GOUP expended for
family welfare (family planning) in U.P. the equivalent of $47.9 million exclusive of a small
amount for medically-terminated pregnancies in the government's fiscal year 1990-91. All
elements of the U.P. family welfare budget (except abortion) are absolutely critical to the
success of IFPS in U.P.because the project is designed to be supplemental to the U.P. family
welfare budget. Therefore, the project considers the U.P. family welfare budget to be the
critical Host Country Contribution to the project. Without that contribution, the project
could not achieve its planned objectives. The figure in the U.P. family welfare budget for
fiscal year 1990-91 multiplied by ten (for the ten-year LOP), with a nominal reduction for
expected exchange rate fluctuations, has been used as the basis for the $400 million host
country contribution for the IFPS Project. To assure that the project does not undermine the
GOI-GOUP financial commitment to family planning in Uttar Pradesh, a provision of the
Project Agreement will record the two governments' agreement to maintaining family
planning expenditures at levels equal to, or greater than, the 1990-91 level, ~xclusive of the
A.I.D. funds for the IFPS Project.

Release of A.I.p. Funds. As the project proceeds, a major share of the A.I.D. funding will
be tied to the achievement of m~tually-agreed performance benchmarks. As the benchmarks .
are reached, funds will be released to the SOCIETY for public and non-governmental sector
activities and for research and evaluation (R & E). One exception to this procedure will be
that with the approval of the National Steering Committee, USAID will contract directly with
a local management firm to serve as the lead contraceptive social marketing organization. In
general, fund releases will be governed by the provisions of the Project Agreement and the
review and approval of implementation plans and reports of benchmark accomplishment by
the SOCIETY's Governing Body.

In addition to the funds released directly by USAID for the project, goods and services for
IFPS will be provided using AID/Washington funds for purposes such as contraceptives not
available in India, medical kits, computers, and other commodities not locally available.
ConslJltant services also will be provided with the AID/Washington assistance.

Life of Project Costs. Overall A.I.D. costs of the IFPS Project are expected to be $325
million (approximately Rs. 9.1 billion at the current exchange rate of Rs. 28 per U.S. dollar)
for the ten-year project period. This total A.I.D. commitment for the project will call for an
annual investment of approximately $32.5 million ($22.5 million from the bilateral program
and $10 million from A.I.D./Washington) for the next ten years. Actual obligations and
disbursements will likely vary significantly from the $32.5 million average, as well as from
the levels shown in the financial projections presented h~rein .
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FINANCIAL PLAN

The following sheets contain summary information on the financing of IFPS Project activities.
More detailed information is contained in the Financial Analysis Annex. I

Also included are charts ~.nd graphs showing the overall financing arrangements and summary
costs over the ten-year life-or-project.

For tile public sector, tbe NGO/Employer sector Qlld for research and evaluation activitl«:s.
funds will be released incrementally to the SOCIETY. based upon attainment or agreed
milestones and accomplishments (performance-based disbursement).

For CSl\f activities, USAID will contract directly wHh an indigenous management firm to serve
as the lead CSM organization, and to subcontract with other indigenous organizations for
relevant portions of the CSM program.
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IFPS FINANCIAL PLAN - SUMMARY COST ESTIMATES

. OVERALL

Table: 2. Summary Budget by Major Category and Year
3. Grand Total Budget by Category and Ye2r
4. GrnJ'K1 TotIl BOOget by CafcgOl)' and Olplilation (USAID, AIDIW, and C.A.s)
5. Total USAID Budget by Category and Year
6. Total AID/W Budget Including All C.A.s and AID/W Direct Costs

GRAPIIS AND CHARTS •J

•

Figure: 20. (Chart) Financing Arrangements for All Project Elements
21. (Graph) IFPS Costs by Organization
22. (Graph) IFPS Cost Breakdown by Sector
23. -:'Graph) IFPS Cost Breakdown by Sector and Year
24. (Graph) Local Costs Breakdown by Sector
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* Dollar costs shown are for evaluation only. Audits are included In local costs.

68 l

~ 'I II , II I ,

I' I II II'





•
TAL E <f



•
J,"Ai ~ 5



•
TABLE 6



•

flCIIlI 10
If" f'tIOoXCT. fllWo'CllC "M!CI,.lITS fOlt AU. NQ,lI[CT lLPCII1S

(Il1QJDlliC CoOIICtU' CGmlIIUTIClII)

T:A.

SdIcoiltrael..

1

Contrac&

J
CSM Load ClrpnlzaUOIl

I ODor CSM ft~ I
1
I

T.A. plus
1..ltad

1I••urda I [ ... l ...U_
DI..I.IOIl

suLco..&ran.
L.IOU-IIU DrpllluU_ I

1Io1.-f'_-Prof'I&
Or'pnlzatl_

....1...te-f'_.......,11.
ClrplllzaU_

RGISTtJl[O SOCIETY

I
Gr.nU

t
l""'--I-rc-(.,-,tno-.-)-I
I Tralol.. (an t,rpaa) I
I 'MIlLY PWIUIC sov,cul

PVOa

I lICiOJ&plo,.r Dl....I_ I

I • bpan.l.. I

DI.....1.

fI IIIllC 1;.:."'.:..... _

I • o-...&ruICIII/tR

I a Mlldlcal c:.n_

I • T~d:ll", - .11 &11'"

I a 1"'1......1.

I · Tr....~-----,I

g PreJK& .-& .
CIOI ... ----~. , I L

CapIUHuU.. a i

(1)

• Suff

a ,..el1t~t..n"'t~

• Tr.na~

a Log"~I"

• e-tnc:eptI ....

I fslplo1"r·..... I'r'ogr.-I _tarl.' a tr.lI,l",

tl I
I Pub1le • ...s ........te

a Log"Uca t

T.l. plu.

I • FoHey IIIIU.U".• I _tarlal allll trallll",

T.A. plus _tar~a' ....
tr.lol", •••I.lance

I(...I[CIQ. pcs. a ou.- C.A•••••pproprl.te)1 rCfIlIIM'CSIOPTIIlIISJPIlOfIT1 I POIIlJUTlClII CllUIICIL I I SOMMC I,
POOl Of AIDjV·fllWaD COOPOATIIC M:OlCIU (C.A•• ) WILL 1'1IO'I10[ TtOIIlW, ASSIST~ (ToA.) NlD 01lI0l T1PU fIF SUPPOIlT AS IlEQUllIm•.

I • lral.l", I
COlEe I
I • MIS I

I i 1:CU'(iin,o;" ....~ ' .... ·11 Pub1le Saetor DI..I.I.. Il"

~

IOtlV a Mill. of ....,tIl 011II '."y ...".... CiOI a c:ov&. of Illd.. CI:U'. I:ovt. of Uttar Praclnh ~ a Dper.u_ .....rd1

•1
IlfW • Dlr. of '."1' ...".... I

fllWlal.DlG

73

I '" , ' I'" 1 [I [I I '1'1" "I I "III 'I I I 1
'" I

II ., ·'11 II I r 1 II I'

I
I , I . I' I I" 1 •



~-- - I

I . IFPS COSTS BY ORGANIZATION
. IN NIILLIONS OF DOLLARS

USAIO (5225)

I Total <.; $325 Million Over 10 Years I
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IFPS COST BREAK,u ,', . BY SECTOR
(in millions ~ __: ~ Jars)

I Total = $325 Million Over 10 Years I
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IFPS COST BR1 _ .,' BY SECTOR & YEAR
(in : li: .D: lS of dollars)
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LOCAL COSTS . 'I, (DOWN BY SECTOR
(in rl iOi is of dollars)

I Total = $234 Million ·1

'..------ l//
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METHODS OF IMPLEMENTATION AND FINANCING

(ILLUSTRATIVE TABLE)

IFPS SOCIETY

Implementation
Method

Project Implementation
Letters

Method of
Financing

Performance Based
Disbursement

Approximate
CGst

_ Public Sector Activities -do- -do-
_ NGO & Employer-based activities -do- -do-
_ Training -do- -do-
_ Equipment -do- -do-

Subtotal $156,085,000

_ Lead Research & Evaluation -do- Direct Payment $ 21,652,000
Organization

Contraceptive Social Marketing AID Direct Contract Direct Payment $ 42,213,000

Evaluation and Audit AID Direct Direct Payment $ 950,000

Audits of SOCIETY HC Contract He Reimbursement $ 500,000

FIGURE 2S
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6. Evaluation and Audit Plan

A. Project Evaluation. Three project evaluations are envisaged over the ten-year life
of this project, to take place in years four, seven, and ten. A revision of the project's
numeric targets will take place at the end of the tirst year, based on the availability of
reliable demographic data from a national survey now underway. The three A.LD.
evaluations, to be conducted by an outside team consisting of AID/W personnel plus
contractors, will benefit both from the availability of better survey data and from early
results from the extensive research and evaluation activities built-into the project, which are
designed to measure the impact of alternative approaches to family planning service delivery.
A total of $450,000 has been budgeted for the three eva'uations.

B. Auditing. Three of the four project components, namely those involving the public
sector, the non-governmental sector and research and evaluation, will be imptemented
through the SOCIETY. Funds for these components will be released to the SOCIETY upon
satisfaction of agreed upon benchmarks to be set forth in a of letter from A.tD. and
countersigned by the SOCIETY. The SOCIETY will be required to maintain accounting
books, records, and systems in accordance with generally accepted accounting principles
prevailing in India and these will be viewed for their adequacy at the start of project
implementation. In arJdition, the SOCIETY will be required to have annual audits made by
the Comptroller & Auditor General of India or independent CPA firms to review the
adequacy of accounting records and accuracy of financial statements, and to determine if the
funds disbursed by the SOCIETY were used for meeting the projrct objectives. The audits
will also review the SOCIETY's procedures to assess the adequacy of financial systems and
controls of organizations to which it provides contracts and grants under the project and a
limited te:"~inr; of these organizations' financial accounts. Copies of the audit reports will be
provided to USAID. An amount of $50,000 per year will be provided in the SOCIETY
budget tor such annual audits, the tirst of which will be made in the second year of its
operations.

The fourth project component, contraceptive sodal marketing, will be implemented through a
direct contract between USAID and a private sector organization. The audit needs for ~his

activity will be assessed based on the type of contract awarded. For instance, if a fixed price
contract is awarded, there will be no need for audits. However, if it is a cost reimbursement
contract, annual audit will be required and funds therefor will be provided in the contract.

7. SUMMARIES OF PROJECT ANALYSLd

7.1 Technical Analysis Summary

Although the Indian State of Uttar Pradesh with a population of 140 million is larger than all but
six countries in the world, USAID has over two decades of experience in assisting cmmtry
programs of roughly similar size. In some of these, dramatic successes have taken place. Thus
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the IFPS Project should be taken in context and, if convenient, thought of as another large­
country program.

U.P. is India's largest state in terms of population; in geographic size, it is roughly comparable
to H1C State of Colorado. It is also one of the 1110st underdeveloped areas of the country, on
virtually all demographic, economic, and social indices. Most 73 percent of the population lives
in two of the five regions: the Eastern and Western Regions. These two regions comprise 40
of U.P. 's 63 districts.

Fertility rates are generally high throughout the state, but appear to vary markedly from district
to district. Available census, survey, and administratively-derived data do not agree on either
the level of fertility or the use of contraceptive methods. A comparison of crude birthrates, total
fertiHty rates, and contraceptive prevalence rates found very low correlations among the various
district-level and state-level estimates. It is believed that the National Family Health Survey,
now underway, will yield reliable estimates which can be used for program planning (and re­
planning) by the summer of 1993.

Despite the absence of reliable estimates of fertility and contraceptive practice, there is good
reason to believe that a substantial demand for modern contraceptive methods, especially non­
terminal methods, does in fact exist. For purposes of this analysis, a special study was made
of results in U. P. of the (believed to be reliable) large-scale 1989 National Family Planning
Practices Survey. It was found that dcsired family size is less than three children while actual
size is 5.4. Twenty-six percent of couples who desire no more children are not using a family
planning method. Fifty-five percent of couples have never lIsed a family planning method.
These data, together with what is known of the deficiencies in services provided heretofore by
the famity welfare program in U.P., suggest that there is a large built-in demand for family
planning which could be tapped by the IFPS Project.

The Technical Analysis examines the three principal IFPS strategies: those to increase access,
those to impl'ove quality, and those to 11I'omote family planning.

With respect to access, it concludes that:

• "There is every reason to expect that [strategies chosen to increase access in the public
sector] can be effective in the Indian context";

• "In U.P it remains to be seen how fully the private sector can be made to contribute to
the overal1 success of family planning. IFPS has adopted technical and managerial
strategies which seem appropriate to put the private sector to the test"; and

• "Based on experience to date, USAID believes that the CSM program is one of the IFPS
Project components most ready to proceed immediately upon signing the Project
Agreement. The chosen strategy appears to be appropriate, and affords many
opportunities for innovation and strengthening during the project out-years."
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With respect to quality of sel'Vice5, it concludes that:

• ".. .it is difficult to predict how successful IFPS may be in achieving the goal of
improving the quality of services across-the-board. However, there are specific strategies
and program activities within the project which are aimed at achieving each of the above­
listed elements of high-quality family planning servicesII .

With respect to p.·omoting family planning, it concludes that:

• IIIf all the above-cited activities are successful, as they have been elsewhere, they will
undoubtedly lead to a major shift in support for family planning, including at the
grassroots. "

A sub-purpose of the IFPS Project is to develop family planning service delivery activities which
will be widely replicated in the large northern states and elsewhere in India. While it is too
early to predict how quickly or how extensively this might take place, there are precedents
elsewhere as well as in India to suggest that the GOI might be eager to adopt and to diffuse
successful approaches to family planning. In part, the success of replication efforts will depend
ori the continued employment of key personnel who have experienced and managed the initial
change.

The overall conclusion of the Technical Analysis is that "The IFPS Project is technically sound
as presently conceived..... (and it) embodies strategies and resources appropriate to the chosen
objectives of expanding access, improving quality, and promoting family planning". It is further
suggested that at the end of the first project year it will be necessary to reassess the demographic
targets of IFPS, based on information from the 1992 National Family Health Survey and on the
first full year of project activities.

7.2 Institutional Analysis Sunlllllll'y

The IFPS Project will collaborate with various Indian public and private sector institutions. The
institutional capability of these organizations is therefore relevant to the success of the project.
Although a detailed analysis will be conducted of each institution's capacity to contribute to the
project, a preliminary analysis shows that both the public and private sectors can" be assisted
successfully to expand their family planning service delivery. I

The V.P. public health system and public enterprises: The health systems of the V.P. DOHFW
and other public enterprises such as the Indian Railways, have vast and complex infrastructures.
The health networks are well established and have the capacity to reach a large number of
people. The infrastructures consist of hospitals, health centers of various types, small
dispensaries, and health posts. Logistics systems and MIS are also in place, for the most part.
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Although the manpower of the public health system and the Railway health system seems to be
impressive, i~ is still inadequate to serve the vast population of the state and the large number
of Railway employees. Inadequate staffing patterns are therefore a major constraint to effective
family planning service delivery. In addition, training programs for staff are poorly designed,
and in some cases, not in operation at the present time. Motivation of staff and quality of
services provided are very poor. Facilities and equipment in many of the health centers are
substandard or absent. The image of family planning providers is poor due to the focus of the
program on sterilization and the target-oriented approach of the providers. There is a lack of
an appropriate method-mix at all levels. In spite of these drawbacks it is essential for the IFPS
Project to collaborate with the public sector in order to have a significant impact on the TFR of
U.P.

The non-governmental sector: The family welfare programs of private corporations, PVOs, and
parastatal organizations are, on the whole, not well established and represent a very small
fraction of the total family planning service delivery in U. P. Nevertheless, this sector has great
potential for expansion and can be utilized prolitably by the IFPS Project.

The strengths of the non-governmental sector are: they have greater access to rural and peri­
urban areas as many of them are grassroots organizations and present in the villages and peri­
urban areas; some of them (such as the cooperatives) have large, well established networks that
are currently being utilized for other purposes and could be used to introduce family planning
services; the credibility of these organizations is good among villagers and employees; some of
the organizations are currently offering MCH services and it would be relatively easy to add
family planning services.

The weaknesses of this sector include: the majority of the organizations will require extensive
training and technical assistance to establish and expand family planning services; management
staff need to be motivated to add family planning to their current programs; existing services are
of poor quality and programs lack effective monitoring and MIS systems. The IFPS Project will
attempt to rectify these drawbacks to expand family planning service delivery in U.P. through
this sector.
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7.3 Financial Analysis Summm'Y

The financial analysis assesses:

• the overall financial sour:dness of the project's approach, and the extent to which project
resources will be used cost-effectively;

• the flow of project resources, including the mechanisms for funds disbursement, cost
estimates, and contributions of centrally-funded projects and the GOI;

• the financial management capacity of implementing agencies; and

• long-term prospects for project activities to become institutionally and financially
sustainable.

The analysis concludes that among the possible alternatives for achieving project objectives, the
IFPS Project has chosen a "least-cost" approach. The project will, insofar as possible, build
upon existing structures and capacities, thus maximizing the effect of investments at the margin.
This appears to be the case even with respect to institution-building activities for the lead R&E
organization and for the SOCIETY, since these capacities do not now exist in the form required
for successful implementation of the project.

The analysis details the flow of A.J.D. resources totaling $325 million over the LOP, and
estimates the GOI/GOUP contribution at some $400 million, mostly in-kind. It projects an
increase in the cost per family planning user (from $4-5 to $8-(0) by the end of the project due
to the increased emphasis on spacing methods and FP promotion noting, however, that the cost
increase will be associated with large payoffs to the government which will far exceed the
expected cost increases.

With respect to the financial management capacity of implementing agencies, the analysis
concludes that there is reason to believe that both the public and private sector entities to be
involved in project implementation (not including the SOCIETY which does not now exist) have
the requisite capacity to manage A.I.D. finances. Several examples are cited.

In regard to sustainability, the analysis outlines strategies in both the public and private sectors.
It concludes that sustainability will depend on: (a) increased government investment in family
planning, coupled with increased emphasis on cost-recovery; (b) successful implementation of
cost-recovery schemes in the private/NGO sector; (c) degree of success in building family
planning into the private/commercial and public enterprise sector; and (d) an increase in the
demand for family planning services....all of which are specifically included in the IFPS Project
strategy.
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7.4 Sorial SOllndn('ss :md Gender Analysis SlIl1ll1ll1rv .

Socio-Cultural Context and Issues. In U.P. as elsewhere, the practice of family planning is
constrained by a lack of knowledge and awareness of modem methods, traditional attitudes
favoring large families, and poor access, particularly of women, to health and family planning
services. Underlying these proximate determinants are several social and economic factors, the
most important among them being illiteracy, poverty and a low status of women.

The project directly addresses the proximate determinants mentioned above by undertaking
Information, Education and Communication (lEe) activities to increase knowledge and
awareness of modern contraceptive methods. By offering high quality and personalized
counseling, it aims to modify traditional altitudes. And by expanding the reach of family
planning services and their quality (including the range of method choice available) it tackles the
most important problem of families' and women's access. The project does not address basic
problems such as illiteracy and poverty except through its support of the efforts of non­
governmental organizations involved in 'integrated' activities including non-formal education and
income-generation. However, issues of women's status will be addressed on a somewhat larger
scale by the project through its encouragement of women's group formation and the participation
of women at all levels of project implementation. Intended to empower women to gain better
knowledge and access to health and family welfare (HFW) services and to improve other aspects
of their lives, these groups will be catalyzed by both the private and the public sectors involved
in the project. Indeed, this approach promises to be one of the most important for creating a
widespread climate of family planning acceptance and practice in U.P. The adoption of family
planning, in turn, is expected to improve the quality of women's lives and those of their families
by reducing their heavy reproductive and child-care burden, enabling them to participate to a
greater extent in economic activity.

Beneficiaries. The project also addresses other problems in the social landscape of U. P. such
as caste and community factors through its strategies of increasing access and information and
improving quality. In the past, low caste, minority, tribal, and illiterate groups have benefitted
less from HFW services because of social 'distance' from service providers and inadequate
efforts to provide them the relevant knowledge and counseling. These issues will be addressed
by appropriate training of service providers and the expanded reach and choice of family
planning methods.

It is expected that families and women from all socio-economic strata will benefit from the
project. In general, a 'segmented market' approach is envisioned in which those who can afford
to pay for services and contraceptives will utilize private and commercial channels, while those
who cannot afford these will be reached by the subsidized or completely free services provided
by the government. The dislribution of private and public services is, in fact, consistent with this
vision - government :;ervices reach into villages ami slums where the poorest reside whereas
private providers are clustered in towns as well as villages. The commercial social marketing
activities will reach into towns and larger villages only and not into smaller poorer villages.
Employer-based services will cater primarily to the belter-off, organized sector and to a limited
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extent to other groups through outreach services. Other non-governmental organizations will
address a wide range of socio-economic groups including some of the poorest.

Distribution of Project Benefits. Thus, project benefits are expected to be distributed equitably
across social and economic groups. The project recognizes that fertility decisions in the Indian
(U.P.) household are dominated by husbands and parents-in-law and involve young women to
a lesser extent. Thus, while strengthening women's abilities to participate in such decision­
making, the project also addresses men through IEC strategies and by increasing their access to
condoms and vasectomy.

Participatton. The Indian government is committed to a broad-based, secular and voluntary
approach to family-planning. The implementation structure of the project envisions the
participation of officials of the Gal and GOUP in policy-making and planning throughout the
project. Other participants in these processes will include representatives of NGOs, industries,
social marketing firms, and technical advisory/research organizations. Government and non­
government workers at all levels will be involved in the implementation of the project and will
have opportunities to influence the activities of the project during their training and service
delivery activities. The ultimate beneficiaries of the project will participate through groups
formed at the local level and as CnD workers. Indeed, the success of the project is synonymous
with their participation as users of HF\V services.

Feasibility. As the project builds on existing HFW service delivery channels in the public
sector, and on organizational forms in the private sector, its activities are entirely feasible. The
project will directly address constraints on the 'supply side' by improving provider attitudes
through training, as well as improving the facilities and conditions in which providers work.
The project will also address provider and 'opinion-maker' biases towards some contraceptive
methods (e.g., OCs and other hormonal methods) by introducing these methods only in
circumstances providing full knowledge to providers, users, and the public and where high
technical competence is ensured.

The main challenges to the success of the project lie in changing traditional behaviors while their
underlying factors are not addressed. However, there is evidence from small projects in India,
the experience of some other Indian states, and f~om countries around the world that improving
knowledge of family planning and access to services can encourage and assist even traditional
families to space a,nd limit the number of their children.

Impact. Besides increasing family planning acceptance in U.P. and thereby decreasing fertility,
the project is expected to improve the delivery of family planning services by enhancing quality
of care, expanding the choice of methods, developing innovative methods, and expanding the
range of 'actors' involved in family planning service delivery. Increasing the 'positive'
experience of those who come forward for FP services can go a long way to spreading demand
for - and consequent utilization of - contraception. All these efforts can be expected to have an
impact beyond the Ii fe of the project and beyond the boundaries of U. P. The keen interest of the
GOI in this project will ensure these processes. The project also provides for the diffusion of
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innovation to other states of India. Replication is made possible by the fact that the project is
building on existing delivery systems and organizational forms.

7.5 El'onomic Analysis SUI11I11:ll-y

The economic analysis attempts to estimate the benefits of IFPS investment in family plan~ing

based on reduced public sector expenditures for health and education. In so doing, oniy a
frnctioll of total benefits are measured. The analysis is also hampered by a lack of up-ta-date
and comprehensive data on education and health costs in U.P.

Three demographic models are developed based on assumptions of continued high fertility,
moderate fertility decline, and rapid fertility decline for the years 1991 to 2026. Next, costs are
estimated on a "per user" basis for family planning, education, and MeH services. These costs
are then applied to the estimated number of users of these services over time for e.1ch of the
three demographic scenarios_ Differences between the scenarios represent the stream of costs
and the stream of benefits expressed in terms of savings in the public education and MeH
sectors.

The annual added recurrent costs of family planning grow to $22 million by 2COI and to $60
million by 2026. The corresponding savings for these years grow to $26 million and $992
million, respectively. The rapid expansion of savings after the first ten years is due to the age­
related delay in the fuIJ effect of fertility change in these two service sectors.

The IRR for the stream of savings and costs observed over this 35-year period is .34 percent.
This means that one would have to discount future benefits by more than 34 percent annua))y
for the investment in family planning not to be cost-beneficial. lienee, the return 011 \

investment ill rmnily Ilhmnillg in U.I). is cXh·cmcly favo.-nblc.
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5C(2) - ABDISTANCB CUECXLIST

l,i~tad below are statutory criteria
nppl1cllbla to the assistance resources
.thcmnr.lvas, rnthor t.han to t.he eligibility of a
country to raceive assistance. This section is
dJvld(!d int.o t.hree parts. Part.A includes
criteria npplicnble to both Development
h~sJstan~e nlld Economic Support Fund resources.
Pnrt 11 il1cludes crit.eria applicable only to
lJr.valCJpm('nt 1\osiFJtance resources. Part C
ll1cluI1('& crIteria applicable only to Economic
r.UppOI· t rUIll)n. .

e. •..
\:'~ '., '

I :
I'~t··i, '.
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t t
. ~.

'j"

CHOSS nl-:rr.ltlmCE: IS COUU'I'RY CIIECKLIST UP TO
u/\'rE?

I.. .
I.' ,
I,...
(.,.... '.
: J.:

~~ .

(a) No effect
~b) No effect
c) Cooperatives will be asked to

participate in family planning
promotion under the project. , .

m
No effect .."
No ef,fect t
No effect

....
j;
I.'

" .

'"

The project will have 1ittl e effect .:.
on U.S. private trade and invest- '\'"
mente It will enlist a number of Ii
private U.S. research institutions, Pi '
however, as cooperative agencies, fro
in the A.I.'D. population program. C'· :

I"
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'I':~. "

::. I."
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l. ~ODt countit DQvelopmont Bfforta
(F'I\A t:rc. (jOl(a»: Information and
t:onclunionn on vhether assistance will
ol1coul'nge of,forts of the country to:
(0) illcrenoo the flow of international
trndc; (b) Coster private initiative and

.c:ompc\:ltlon; (c) encourage development and
\lse of coopl'ratives, credit unions, and

, Guvill':ls and loan associations;
(d) discourage monopolistic practices; (e)
improvc technIcal efficiency of industry,
ng-=-J.culture, and commerce; and (f)
nlrengtheu Cree labor unions.

, ". u.s. Private Trade and Investment
;" (FhA Scc. GOl (b» : Information and
cOhcluslonn on how assistance will
encournge U.s. private trade and
investment abroad and encourage private
U.S. pnrtlcJpatlon in foreign assistance
progrnms (inclUding use of private trade
channqls and the services of U.S. privcte
(!JlterIJrlsQ) •

h. CU11'r.ltl1\ 1\I'I'IIICADLE TO DOTII DEVELOPMENT
hSSlS'J'J\UCE Aim ECOItO~IIC SUPPORT FUNDS
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. .
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~. c""~roDDlonal "o~lflcatiob

n. Oonoral roqulroMont (F~ 1991
""pl'uln'IDtions 1\cl: SOOD. 523 bnd 5911
Ff\f\ Unu. G3~h)1 If money is to be
ob1J'lntcd lor, 0)) activity not previously
juntJtlcd to congress or for an amount in
QKCOnn or nmoun~ provlouslY justified to
conrJr~nD, hno Congress been properly
notll!od (\lhloS9 the hotificotion
roq\'l romont has been waived because of
r:mLJatnlltln1 l'isk to huma.n health or
wcl!nrQ)?

,b. Notioe of new account
obllyn\:lon (tY 1991 AppropriatIons Act
Gec. 51~)i If fund9 ore being obligated
under nn nl,propriation account to Which
thoy wnre not:. approprioted, hbS the
Jrrco1t.Jnnt: Coll!lulted with .and provided a ,
Wt 1tl l"n :)UrttlflcDtion to the lIouse and
fhmnto Approprintlol19 committees ond has
fluch obll.CJntlon been pUbject to regular
notl r 1(:n\;101l procedures?

, I

u. Cash trannforo and
"o"~roJoot noctor ftoslohfthoo (FY 1991
.l\JlJlruprlntJol1n hct Bec. 575(b)(3»1 If
fumln nro to be mode nvniloble in thl! form
or cnnh tl'l\hnfor or honprojcct seotor
nnnJ n':nllcD, ,hnd the congressional notice
llluluciad 0 dotollod description of how the
fUllllu \0;111 lIe \!tle(1, wit.h II discussion of I

U.S. Jut.crcnt.s t.o be served end n
lIonol:Jp\:1011 of DllY ecol1omic poolicy
tafOl'ln9 to bo promoted?

~. Ehqinoorlnqand Finanoial Plans
, (tA~ nee. (,11(0»1 Prior to an obligation

,~, . 111 ('Kcenn of $500,000, will there be: (a)
r.llyluoerlny, rlnonclnl or other plans
I1cconnnry l:o carry out the assistance, ahd
(b) 1\ rnhnbl1nbly firm estimate of the co~t
ta tho u.n. of the assist.anco?. ,

!J. IJngiulativG 1\otion (FAA Sec.
r.l1(n)(2))1 If legiblativG oction 10
J·cIJu.lrod wI thIn reoipient. country with
rcnJl~ct t.o nn obligation in excess of
,$500,000, whnt in t.ho bosis for b
l~enntJllnblo Dxpect.ation that such act.ion
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wIll bn COIII1Jlo\:etl in tlnlB to p.erml t
unllOr ly nCcoIRI.liohmollt of the purpose of
tho nr.nln\:nnco1

fj. lfl\ I:dr nasourooo, (FAA Seo. G11 (b) ,
ty l!J!Jl 1\1'ln:olJrintlons 1\ct. Soc. 501)! If
lu'oJm;\: In lor wnter or water-related land
rr.no\ln:c countructlon, hllVe benefits and t

c:on\:1\ boon OtJlnputed to t.he extellt
l.thCt; lcablo ill occ\lrdnl1ce with the
lJdmd Vlcn, ntnndords, alld prooedures
ant:nhU[lhod IJursuilnt to tho Watcr
Hcr-OUl'OOD 1'1nl1l11ng 1\ct (4\2 U.S.C. 1962, !di
nr..IJ. )1 (Boo 1\.1.D~ lIandbook 3 for
cl\lldnl1ncn. )
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7. Cftnh Trans for and Doctor
1\nolnl:.nnoo try 1991 1\pproprintions 1\ct
tlnc. !J'/!i (b),) I IHl! cash transfer or
1lI>II1U'ujl1c\: nector assistance be 1n11intailled
In h 11l'I»O 1"1\ I: 0 bccount lind 110t commingled
w1th Ill: Icr {Untls (unless such reqll1rernontd
hrc wn 1Velt by COJlgres~ionnl flotice for
Ilonprojcr:;t Doctor,a!;slstance)~'

O. cnpital A9DiBt~noo (FhA Sec.
~11(~»): IC ,project is capital assistance
tr.,.9Lt conlltruction), and total U.S.
I,nnln\: nncn [or i \:. will exceed $1 million,
linn HJnalvi. lJlroctor'certified ahdIt"" I 01101 1\rnilstant1\dmillistrntor taken
Illt:cJ uOlloJdoration tho country's
crlJl"l,J.lity ,t.o maintain, bud utilize the
IJtDJrlJ1; ortoct:lvely?

9. tt\ll~ipl0 country Ob~oDl:iv8D (FAA
Occ. ,;OJ (n) ) : Inforrnntion and conolusions
on whothl'r lJrojects will encourage ~ffort:s

," or th..3 co\tlltry tOI (a) increase the flow
or Jht~ruhtloul\l trade; (b) foster privbte I
Inl tJnt1vQ "lid oompetition; (e) encourage :
~cvQloprnont ftnd use of Cooperatives, 1

cretJit Ulllol1o, and savings and 10ah " "
n~oociatloI1D; (el) discourage Inonopolistio '
,prnc~lconl (0) ilDprove technical
e(Cic!oncy of industry, agriculture ond
commtn'cel bud (f) strengthen free labor
unlonn.
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o. noolplont contribut:iono
U'I\1\ flnen. G12 (b), G:J6 (h» I l>escrlba
"l:r.pn \:nkc:m t~o tlesurothot, to the lnoxlmum
,''Ch,lIl: IJor~nlhle, tho country is ;' •
r,mfll:r Jhll~J lit) 10~nl currencies to meet: tho
~un\: o[ tonttnct:unl nnel other services,
nlll} f.otolyll curtencics owned by the U. S.
ntc u\:.ll.17,cd In lieu of dollars.
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10. U.O. Privato Trado (Fhh Sec.
r,Ul (l.t»: Jllrormatlon nml cOl1clusions on
how I'l'ujccl-, will cncourbgo u.s., privnte
h'ntlt' "',tl Investment:. abrood nnd encourage
"dvnl'n U.l~. rHlrt:.lclVQ\:::lon in foreign
nl10J n t-.nl1co I)rogrnmd (including use of
pl'!vn (',n t.rnl1o chol1llelB" and the services of
\I.U. I'rlvn\:1l cnt.crprJ,oe).

,II. ,Loual CurronoioD

... '

, iI' ~:
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See Paragraph 2 above·
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!he' project is an addition to India I S', '1" "

ongoing Family Welfare Program. ,In I ~ ,; "

1991, the GOl allocated the equivalent •.:',
of $228 mi.l1 ion for family welfare .' .1':,
nation-wide, 'of, which $4~ million ~eht; ~,'
to the'state of Uttar Pradesh~ To~al"'I'
expenditures in U.P. in 1991' totalled"
$4(4 mill ion., Over the 'ten year terrn'j If

o . ,the project the GOI is expectdd to I I

provide atleast $'400 million on 'irl-kin~ ,
basis for .family ~lanning in addition I
to "the $325 mill ion ,AID will spend,' :
for the project. . I

I '

NO ,;:

N/A

,
"

; ,..
. ;.:..,.

'-..

b. U.O,"Own'od Curroncy (FAA
Ut'c. fi)~(d)) I Does the U.S. own excess "
forc J~JI\ c,\Il'roncy of thc country' and, If
no, whnt ,nrrnngcments have beeh made for
JtG rr.lonno1 '

c. Soparato hocount (FY 1991
l\ppruprlntloils Act:. Se~. 575). If
nosJnl:.nllcc Is furnished to n foreign
~ovol'Hmcnt:'"utlder brrnngement:.s which result
1n tho genQtQtion of locnl curreholeol

• (1) 1100'1\.1.0. (£1)
I: utJ\lll'tHl Uin t 10Cb1 currencies be
~~punltnd III n ncpnrnte account
Iln\:nbllchotl by the 't'eoiplent government,
(h) cmtcrctl into on bgreement with that
tJovotumcnt l)tovIdilic;J tha nmount:. of 100n1,

,,' t:\Irtal1clcn \:.0 be gCllcrated nnd the t.erms
hntl t:ol1dl tluluJ Ullder which tho ourtellolell
~o tl~podltbd ~bY bo utilized, Qnd (0)
tn;t:nbliohed by bgreamellt tho '
l'Onl)0l\blbll1tic9 of A.1. U. nnd that.
(jovothtnoul': t:o Inon! tor blld bccount for
dOll~[11t.fj into bnd dlsbutGemant.s from t.he

,tJoJ)nrht.n boooulll':7

"I,

!

. :

, "
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(2) Will such local
cur rt'IIC Jon, or an equivalent amount of
JoenJ. curroncies, be used only to carry
out: tho purposos of the 01\ or ESF chapters
or tIm FM (depending' on ,which chapter is
the nourco of ·the Dssistance) or for the
ndminlotrot:ive requirements of t.he united
stnton Gov~rnmentl

(J) lias 1\.1.0. t.aken 1111
"1'111°(11": Int~o ote-po t.o onsure that: the
tHl\l1 "1\1011\: ,,[ locol currenoies disbursed
[nlln tho nl!lliu:nte nccount ore used for the
ntJl'f!od Il\Il"llUC:los?

(11) IC nsslstollce is
\:1H"mlnll \:~t1 \:0 n COUll try , will nny
\Ilu~nC"lIl1tJl!rf!d lmlnnco9 of, funds remninillg,
111 n Helmrn \:0 nocoullt be disposed of for
Ilm~IJCHII)[1 'nytood to by tho reoipient
tjClVOl"IUncl1l: hilt) the United states
(Jove 1"1 lin0 11 I:1

.'1'-. ' ,Traeto nODtJ;'iot.loh9

o.Ourplun Commodltlo9 (FY 1991
1\pprolJrlntlol1s hct Sec. 521 (a)): If
hfHllnl:nl1CC is' Cor the product.ion of ony
c:onllnoltl ty for export, is the commodity
)Jke1y to lili In surplus 011 world markets
nt Um U 11I11 the rosul t.ing productive
l.:nlJi1td l:y IJl!Clllnen opcrnt.ive, Dnd is such
nnnlnl:nlll.:n l'lkely to cn':l90 subst.antiaol
Jldm'y \:0, U.(1. IJrotlUcers of t.he same,
"1InU"1" or cOlnpot:.ing commodity?

b. ToxtlloB (Laut.onborg
~mondmoht) (FY 1991 1\ppropriat.ions hct

° Sec, U21(c)) r Will t.he assistance' (except:
,', (or I'rogrntnn in caribbean basin Initlat!vQ

counlloloR ullth!r U. S. '1'or!ff Schedule
nfjecUon nU7," which llllow9 reduced
t:nr 1r (n Oil I'I"t:.icles assembled abroad from ".
u, n°, -Inndo component:.s) be used directly to
IJrOcUtn r.oaolbill t.y studies,
IHocCC'nnlbl111:y Gt.udles, or project.
Inoor J Jon or llotential investment:. In, or to
nnolD\: l;hc nnt:abl1shinent of facilit.ies
nlll!cJ r lcn11 y tJenignE!l.l for, tho JnanufaotUre
[or flHIJorl:. \:0 t.ho Unlt:etJ St.ates or to
thl rtl COUlltl"Y mnrkets in tJirect:.
cOlnll~t:H,lon with u.s. exports, of'

, ,

N/A

"01 ,_._-_....

" ,
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\:t!)(tJJurt, nl,pnrol, footwear, hnndbngs,
Clot: ~,uot1n (ouch os wnllel:s or coin purses
\Jorn 1)11 tho porson), \lork gloves or
) nn thlll" wonl' ing apparel?

13. Tropical Forosl:o (FY 1991
"PIlL"(l l11'intJclIJo 1\ct SOO. 533 (c) (3»: Will
rumJn he uneel for nny.progrnm, project or
,,,;Uv.ll'y wh.loll would (0) result in any
ft.1 \fIlH.1 cnllt: 10GI1 oC troplcnl forosts, or

, (h) Jllvolvu Jl1dus\t'ial timber e3Ctract!oll
I" 111: ,I IIlnl~Y I~tolllcQl Corest nreas?

I~. ~vo ~DoiD~Bnco

h. ~uditing and rogiotration
(F'V 1!J91 "1'IJ1'opriatiolls 1\ct Sec. 537)1 If
n:lldul'nnco .In being mnde avnilable to a
I'VO, linn ,l:hnt orgnnization provided upon,
\'. Ilnnl Y l"cq\lIWt: any document, file, or
t f.!l:nnl m!CtHWnl'y to the nulli ting
1'r.!'1\1.II'I~lnontl1 of 1\.1.0., and is the PVO
,'clJlnl(1ro~ \.I1\:h 1\.1.0:1 ,

, '
b. Funding DourOOD (F~ '1991

"pprul'l-lntJlJllo I\e\:, Tit1.e II, ullder
h~r\C\JI1tJ "1'l'ivnte alld Voluntory
lJrqnllh~ht:Jcll1BlIJr If assistance is to be
'nndn l:tJ a Unitod States I'VO (other than a
t.:o0l'cH'"Hva llQvelopment orgnnizatioh),
doc" it: obtaIn at lebst 20 percen\: of its
l:otnl nnllun 1 !undlng for interllCltlonal
I\<.:\: lvitloo ·(tom Dources other thbn the
\Jill ted stn':os Government?

1!j. I'rojoct J\groolnont DocWl1ontation
(S\:n\:o 1\ulhorlzatlon Sec. 139 (os
1lltcl'lJtotlJ(l by conCerence report): Jlas'

." ctluUtmotion of the dbte of signing of the
projectoyroement, including the amount
involvad, .boen cabled to state LIT and
1\.1.0. LEG within 60 days of the

. ngrQcment1n ontry into force with respeot"
to' t.hQ Un~\:ed states, ond has the full
to)ct. of tho ogreement been pouched to
thonn onmD offices? _(SOQ IIbndbook 3,
f\1 1IH!1ll1 J)C GG for ogrooments covered by this
.'rovJnion) • ... ".

NO

N/A

NIA

The confirmation of signing of
the project agreement wi 11 be.
cabled as reqUired:

The fuil!' text of the agreement
will be pouched tQ the offices
as requ1red. ':':-

I'
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Yes

I
To the extent practicabl~metric'

f
easurements \'1111 be usee! in all .

procurements. grants and other acti­
vities under ,the project. .

I
I

: t·:

~
:. :'

, " :: .. '

· . ;', .

his Project is a major population'!
ndertaking directed at'problems in .

one highly populated Indian state. . .'
Regional and multilateral organizations j.
are also providing assistance for . I:'

j
"dialS population program but on a',.
road national basis or for other .' .
pecific'purP9ses • I.

I, • ,i:
, . ,

,I,

,. ·'·:1,
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Hi. IIn~tia ny.tom (omnibud tl'rndo Dlld
l·,ulIl',.I: I I:lvollunn l\ct: of 19UO Sec. !jiG", Db
J Ill.nll'l"nl:.ml hy conference! roport:, nmond!tlcj
'h~':d,~ cUllvlll:nlon 1\et: of 1975 Gec. 2, Dnd
'UI 1l"l'lf1InOlll:od throagh 1\.I.ll. polIcy) 1
""(," tlln nnlllnt:onco nctivity use the
",,,td tl nynl:llln of m~tsuramen\: in i\:s

1
II'(lC\Il'111llp.nt:rl, grnnul .Dnd other
o,""""II"-I~f1.htad Dcl vitias, axcept: \:0 the

I,·)(II·lll: t:hnt: '"ueh uoe Is imprDctical or is
.1 Ib'J Y t~u CI\\lne sigll1ficbl1t: iner flciel1ciod
lll~ )0I1!1 of lnl1rkot.s to Ullil:.etl St:nt.eD tirms?
I\tl! bill k IUIl'ohnsa9 aounlly to be hmde in
ll,,!tl" h:, nllll nra congloncnl:s, SUbassemblies,
nllil nl~n,l-rnhl"Jcatcd materials 1:0 be
nilI'd r I (!tl J II me tr Ie ulIlt:n whell
(!COIIOJnJ cally ovni1D1Jle onel technicol1y
ndl!flunl:e1 ' wJ 11 1\.1.0. specificnl:iolls use
1"0':1'.1 e \I11J\:n of measure from t.he earliest
lu'wJl'nmmntJ c stDgQS, olnl Crom t.he enrliest:·
tlu,,:ulnt·nl:.nt.lon of t.hl! bssist.QIlCe processed
(rcu' ('KomI'10, projet\: lJalJers) involving
Cf\lnut:lrJnhln nlcnsu~meut:D (length, breb,
VUI\ll"ll, tii'Jlhl!ity, maps OUtt weigh\:),
thl'()U~lh . tho' lmplcmc.,\:n\:.loll s\:ngo7'

Jl. WDmen in Dovolopment (FY 1991
1\l'l l l'l.l l'dnt:llmn 1\ct, 'l'itln II, under
hl',,,J III') "HUII"'II hi l>tlvol01'1ntml:") I will
hnl1ln':hllcll 'hl] doslCj11cd [10 l:hnt \:he
1"!I'c,·nl'.nyn .ot woman lH\r\:ioipont.s will bo
dmnolllll:rnhJy lncroB'!Qd1

.. "

..
,In. ' ItO\llOhlll and Ilult:llat:oral

~nnln~fthco (t1\A Sec. 209)1 Is.bssis\:once
InOl'Q I;\£[ic1011\:1y bid orrecl:ivclY provided
thro\llt" rC,'tJitmnl or mult:iln\:eral
or9DII l.n\:lcJIIlJ7 If so, why is Dssistance
1I0t fill l,rovided1 ]IICormnt.lon and

•i cOllcl\101011r1 011 whetlor nnsistollce will
rl1coutnyo c.Jnvoloping count.ries t.o
coop('tnl:o In rcgicmnl dovQlopmoll\:
I'togrhlna.

",: I.
'"oj
, :

, I
'.;

"',

". ' .. ~..
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19. Abortions (FY 1991
1\(lproprintions Act, Title II, under
I,,:~nding "Population, OA, II and Sec. 525):

D. Will.•ssistance be made
nvnilnblo to any organization or program
which, 00 determined by the President,
GUJlports or participates in the management
or a program of coercive abortion or
i~voluntnry sterilization?

b. will any funds be used to
lobby Cor abortion?

20. Cooperatives (FAA Sec. 111):
Will n~slstnnce help develop cooperatives,
cspecinlly by technicnl assistance, to
nsnist rural and urban poor to help
themselves toward a better life?

21. U.S.-owned Foreign currenoies

a. Use of currencies (FAA Sees.
6]~(b), 6)6(h); FY 1991 Appropriations Act
Sees. 501,' 509): • Describe steps taken to
n"nuro·thnt, to the maximum extent
ponsiblo, foreign currencies owned by the
U.H. nrc utilized in lieu of dollars to
m~nt tllO cost of contractual and other
G('J~Vi cr.G.

b. Release of ourrenoies (FAA
Sec. G12(d»; Does the U.S. own excess'
foreign currency df the country and, if
so, whot: nrrangements have been made for
its release? .

22. Procurenent

a. Small business (FAA Sec.
602(0»: Are there arrangements to permit
U.s. small business to participate
~quitably in the furnishing of commodi~ies
nud services financed? "

. ,b. U.S. proourement (FAA Sec.
6(14 (n» : wIll all procurement be from the ..
U.S. except as ptherwise determined by the
rrcside~t or detirmined under delegation
Crom 111m?

No

No

Cooperatives which reach '"
rural and urban poor will be
asked to participate in •.•.
family planning promotion"
under the project.

See para 11.a above

t..

No

Yes

Yes

,'j'

" : '.
i.
l

, !', ,..
I

, ..
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u. Harina inOUrfthOO (FhA Sec.
riU~ (11» I J[ tho CoolH!rotlng country
d,Inel JlIIlllhlon ngall10t mnr111Q 111sural1cQ
1!UIIII'I\ II ,I ~" r1\l~hor izott t.o do business, lal tha
U. f; ., wJ11 commotll t10d' bo 1llsul:etl in the
UII) lr.t.I flt:l\h'n oc;Joinst marl.,o risk with
"\It~h n cUlnJu\I,y?

d. "on-U.D~ ftqrlcul~ur~l
I'tc)o"tnrnnll~ (toM Soc. GO" (e» : If
Jlun-ll. fJ. tu'ocUl'cmont of ngr lcu1l;urnl
t~lllnI1l1l,11ty Ut" lJroduct thoreof Is to bo
, JIlUIlUlHI, JII thoro proviuloll oCJnlnst such
"I'Ill"U'I!mn,,\: whon tho domol1t:lc prico of
""ell t:lIllllnml.lt:y Is lean thnn parity?
(1:)(cl'1'1: lOll whoro cOlnmodi ty f ilmnced could
II(I\: 1'('n"ollnh1y be lJrocured in U.s.)

,n. Conotruotlon or onglneoring
rUll'vIa"n (1:"/\1\ Sec. GO" (g» : will '
t:urllttl'\Jctlnll or engineering services be
I'I'Ol:\II'Cll CI'oln fIrms of advanced developing
e:mlJlt:l'lcn WhIch nre O'thorwise eligible
\11111('1', cOllh 9ril bud .which have tit.tnihed 8
e:l1I1llm\:J ~J vn copilbilH:y in international
Inlll'k"\:n Ju OIl!! of theDe ,orens? (Exception
lOl,' thoBe cnuntries which receive direct
l'r,:ulIlJlnlc """iatnnco under the FhA nnd
(It'l'Inl\:. Unl\!nd Dtatoo [l1:lno to compete for
l~ulIlI ,: I \Ie: t.l em or Oll~hloer il1g Berv iceo
rJI1I11JC7CH,1 (rcim oouintanco progrnmo of those
t~u\I"ll'len. )

, ,
, (. Clugo proforonco o:11pp!nq

(rl\/\ flau. GO]». 10 tho shipping excludod
(roln ComlJUI\l1co with tho requirement:. in
hoc\:Jull 901(b) of thf:l Merchant: HnrinG J\t3t:.
oC 19:JG, an nmondetl, that at leDs\:.
tio ,u~l:celtt ot tho gross tonnage "r

" t:olnlntutJ tl~n (computed oopnrately for, dry
built c~nrrlotrJ, dry corgo liners, ond
tnuJH'.'n) r 1I,nllcctl Dhn11 be trollsportod on
I,dvn~nly owned U.S. flag commarcial
vcnr.1l"ln to tho @xtcu\:. nuch vesseln oro ..
,nvn~lnblc, at [oirand rcaDonnble ratoo?

g. Toobnionl nooiotanoe
tr/\I\ (:ce. G21 (0» .:. If technicnl
nnnlnl:nnca 10 financed, will such
,,"oJ"\:nl1ca bo furniohed by private
OI1t:t'I pr inn 011 D contract boois t.o the

.. ,fulln"t:. C)(\:.O~It. practioable? Wlll the

•
•

.... ~. '.. .,,~:.

N/A

N/A

No

No

" ,

Yes. Yes.,
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Yes

See para 16 above
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r ru:.t J III ron "lid resources of other Federal
""""d '-n 1'0 "til!zed, ",hen they nra
l'iu·l:h.'ulnt'JV DUl\:llble, 'lot competitive
\lIt.h ".-Ivn':.) cmt.crprioo, nnd mnda
"v"tJ"hll! without \lI1tluo inl:.or[erenco wit.h
,1"""1" l; I u IU'uy l'omul

h. U.Il. alr'ol\rr!oru
(1 •• l:.,-i, .."l:JUl1l\l hlr TrtUlbl,ort.atlon Fair
CClInllrt: I \:1 Vel llrncticoB hct., 197") 1 If air
lrn'"'I,,'rl:nt:.!t1l1 or Jlcrsond or, prollOrt.y io
r.l"""l:'~d 011 tjrnlll: bilBio, will u.s.
(:nl:)' I N'n lto "neel to tho extent: Duch
"ra'vh!fl h', nvni lablo?

1. Tormlha~lon tor convonionco
t,r \1.11. (1ovorumont: (ry 1991 hllpropribt.iolllJ
l\l!\: flt-':. !jO~) I It tho U"s. Govornment. in
" )1111'\)' t:t, n controct. for ,procurelnent.,
llr,.,,, 1.111' ('cml:l'nct. contnl.. n provision
""UI"I' 17. JlIy \:orlnillill::lon of nuch cont.rbct.
(Ul' UII! cutlvr.l1iel1eo of. t.ho United St.nt.Qd?

. , :). Conoultill'1 oQrvlooD ,
(rY HI91·I\I'''l'oprint.loIlS 1\et. Soc. 52")1 If
Iwnlnl:n"cC' In [or cOlloult:ing Derviee
t.hl·tHl~lh 11l:uuurcmnnt contract. pursuant to 5
u.n.c. JIU9, nre eont:rnet: expenditures l\
Inn\:\:f.'I' u{ ImhUe record nnd nvollbble for
Il\thllu 11l111'twl:loll (uilless otherwiso
I,rov lth~rl by Inw or Executive order) 1

,k~' Hotrla oonvorolon
(UIn" I hun 'l'rnllo Dnel Compet.! t.lveness het. of
l!JOn, no In\:crpreted by conference report,
nlnl'ltdlll(j HQl:rio convcrDiol1 l\ct. of 1975
noe. '-, naul h[1 implemented t.hrough h.I.D.
lll)l1cy) I 1.100[1 tho o!JDlstDtlca pro9rllIR una,

; lho llinl:r 1(~ nyo\:om or Inotlsuremellt. in ltd

l
,rOC\lI'",nOIl~n, gront:.Dl Dnd ol:her
"'n lllnl1n-J:nl"t.oll act. vit.Jes, oxcepl: tb t.hb '

C,'Xt:Qllt thnt nUeh Uso lu i11l11ract:ical or ilt ,
likely ~o oftUno significbnt ineffioiehciG~
ur lU1I1J or mnrkato to Unitad stntas firtns?
l\to bulk I'UrehnDoD Udu.blly t.o bo mbde in
Inotrl", nllli nro cOl1lponolttlJ, bubDoIJernbliad,
nlttl nnlni-fnln'!ont.etl.mol:orinld t.o be
1I11l~,:J r1011 111 tnot:r Ie un! t.D when
ncolluIl\lcnl.ly bvolloble ancl technically
n~t!qu"l:nl will 1\.l.U. opecifient.ion9 Ud9
Il1c\:r 112 \1111 l:o of mOil Duro trom the enrliest:,
l,roCJI·/Unlnol',.lo Ot.090B, and [roln t.he earliest.

/'
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llocullumtal:.lon of the assIstance proceEDes
(Cor ~xDmplc, project papers) involvl~
fJUl1l1t I r Inble mensurements (length, arm,
volumQ, cnpacity, moss and weight) ,
t:.hrouqh tho implementation stage?

1. competitive Seleotion
~rocoduroo (Fhh Sec. 601(e»: will t:m
ntt!'llnl:nnco utill:te competitive selectmn
I'roct'durcn for the awnrdlng of contrndls,
(,xct'pt wJU!I'O applicable procurement rtiles
nllow ol:.hcrwise1

n. capital project (FhA Sec
r,Ul (el»: :1 ( cnpital (.~~..!., cons\:ruc\:lsm)
Jl!'OJ,·cl:., w,lIl U.S. engineering and
11n1(('rmlol11l1 services be used?

h. Construction cont:ract. (El1\
n~c, Gl1(c»: If contracts for
c::ol1struct!ulI nre to be fInanced, wIll they
1Ir. Ie'\.: on' ~ competl,ti~e basis to maxlwJn
~x\:.cnt. prnc:ticable1

c. Largo projocto,
congronniollnl approval (FAA Sec, 620(}tJ):
JC {or cOl1u\:.ruction of productive
IHltel"pr Iso, wIll aggregate value of
nnnlnt:nnco \:.0 be rurnished by the u.S. not
~xe~C!",t $luu'tnl111ol1 (except for produdlve,
t'1I~('I'prl"cn in Egypt thot were descritad
111 tht! cony.rcGs!onal rrescntation), or
docn hnninl:nnce have the express apprcwal
or cnngrcno?

24. U.D. ~u4itnigbto (FAA Sec.
:101 (el) ) : J f fund io estnblished solelJ by

.' u, r.. cOl1tr Jbutiono and ndminist:.ered by an
iut,cl'nntlonnl organization, docs '
COlnl)trol1el" General havo audit rights1

~, ,

Yes. \"

N/A

N/A

: ....

...,

. . . t :::
-, t·.,

It
. !,

: .'.

'j',. -
" ,

:
....

I
" r

I
,I

",

'"

•I
I
1i .
!
"..

, ..

'""5. CommuniDt hooiotanco (t-hh Sm.
G'-lJ (11)'. Up arrangements exis\: to ihsu:e
that Un! tctl States foreign aid is not ased
in n mal1n!Jr Which, contrary to the bed
into1'oots of the Unit:ed states, promobts
or anoisto the foreign aid project:.s or
nctivities of t.he COhUnuniot-bloc
countries?

'"

Yes

"

·" :., "

t· ...
~.,' .

"

• I
. :

i'"
~':

00:'.

".".

'-. -,
..... ~ '.

..~:.... .;,.,,'

, "
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26. .lllrcotioB

n. Caob roimburoomonto (FAA
naco "OJ) I Will arrangements preclude use
tIl r Jnnnci ucJ to make' reimbursements, in
the for", or chell payments, to persons
\lhonn 1111 t:i t drug crops are ernd1cnted?

b. ~DBiDtanco to narcotics
trllcrickorn (FAA Sec. ~07): Will
nrl"nlltjamantB take "a1l reasonable steps"
to tll'~clude Use of financing to or through
1tllUvltlunln or entities which we know or
hnvc rannon to believe have either: (1)
b~cl1 convicted of a violation of any law
or 1"r.Cj\llntlon of the United states or a
CUl'e fgn C(HlI1try reIn tillg to narcotics (or
othel" controlled SUbstances); or (2) been
nn illicJt trn[{lcker in, or otherwise
JI1volvetl In the illicit trnfUcJdng of"
nny ,mch controlled substance?

27. _Expropriation and Land Roform
(FI\I\ Hec., 620(9» I will assls,tance
'preclude tise of firlancing to compensate
own~r.n Cor expropriated or Ilationalized
prolmrty, except. to compensnte foreign
nDtlul1hlo in accordance with a land reform
proCjl:,t\ln certified by the President?

,
20. Polico and prisons (FAA Sec.

660): will assistance preclUde use of ,
[llhlll~lI1Y \:.0' provide training, ndvice, or
any Cinancinl support Cor polIce, prisons,
or other law enforcement forces, except
Cor nnrcotir:s programs?

29. ct~ Act!vitioD (FAA Sec. 662)1
wIll n9s1otnnce preclude Use of financing

'Cor CIA activities?

30. Hotor VehlaloD (FAA Sec.
6JG(1»t will asslst.ance prec1udo Use of,
!ini\J1cing lor purchase, sale, long-term

. l~l\!1~, C!)(cho.nge or guaranty of the sale of
'motor vehicles manUfactured outside U.S.,

uI11l'IJS n waiver is obtained?- -

~~..'

r'

Yes

Yes

" ,

.. Yes

'" Yes

Yes

!' Yes

,",

"

",

': '.

I
1-
:'

.....
;~ ,

"

.'.. i:
"i'

1\

"t···.
',.'

Ii," L ,

It ', I
. ~.

.. :
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31. Hilitary Personnel (FY 1991
1\ppl"ol'riations Act Sec. 503): will
nssiatnnca preclude use of financing to
pay pensions, annuities, retirement pay,
or ndjusted servicec'ompensation for prior
or current military personnel?

32.· payment of U.N. Assessments (FY
1991 Appropriations Act Sec. 505): Will
nnsistnnce preclude use of financing to
pay U.II. assessments, arrearages or dues?

3J. MUltilateral organization
Lending (FY 1991 Appropriations Act Sec.
50G): will assistance preclude use of
(inilflcdng to carry out provisions of FAA
ceetJcm 209 (d) (transfer of FAA funds to
mUltllntera~ organizations for lending)?

34. Export of Nuc]~ar Resources (FY
1991 Appropriations Act Sec. 510): Will
nssistnnce preclude use of financing to
rinnncc the export of nuclear equipment,
fuel,. or .1:echnology?

35. Ropression of population (FY
1991 Appropriations Act Sec. 511): will
nssistnnce preclude use of financing for
the purpose of aIdIng the efforts of the
CJovl.!rument or such country to repress the
legltJmnte rights of the popUlation of
Rueh t:ountry contrary to the Universal
l'~~l:trJtion of lIuman RIghts?

3G. pUblicity or Propoganda (FY 1991
Appropriations Act Sec. 516): will
nsslstnnc~ be used for pUblicity or
propngondn purposes designed to support or

~dercnt le91~lation pending before
Conqrrss, to influence in any way the
outcome of ft polItical election in the
unitecl States, or for any pUblicity or
propngnnda purposes not authorized by
congress?

.'.

".

Yes

Yes

Yes

Yes

Yes

No

. ' .

.....
I

, .
~: ,

."



Il.

1\.
' ..

- 14 -
I'

31. Harino Insuranco (FY 1991
~pproprlDtlonn Act Sec. 563): will any
h.I.D. contrnct and solicitation, and

'nubcon':t"ncl: olltered into under such
nontl"nct, include a clause requiring that:
U. s. Innr Ino ihsurance companies have a
{air opportunity to bid for marine
il1surnl1ce whel1 such insurance is neceSSilt'y
or nppropr.\Dte?

JU. nxchango for Prohibito~ Act (FY
3991 hpprollrintions Act Sec. 569): will
I\IIY nnr.docnJlco be provided to any foreign
~JCJvC'!rlllnrmt (including ony instrumentality
en" ngnncy thereof), foreign person, or'
UlIl tt'll m:nl:r.n 'person in exchongo for that

;' r(.rcd~ln tjovr'rllment or person undertaking
1 1\11)' ne.:l: hill which is, if carried out by the

\l1I1l:c" GtD\:t'£1 Government, n United States
ureJcJnl Ol~. omployee, expressly prohibited
hy (\ IJnwinJon of United ,states law?

CU1'J'I~IUh l\N'J.,tC1\DLE Tc:J DEVELOPMENT
}\(;Sl S'J'hUCE, (lilLY • •

1. ~gricultural Exports (Dumpors
1\mont1Jn~llt) (FY 1991 1\ppropriations Act
UnCI !ii!l(b)., DS interpreted by conference

·rcport: (or original enactment): If
nl1oio\:nnce, is for agricultural development
I\cLJvltlcs (npecifically, any testing or •
b.·cr.d Ing (cnnlblli ty study, v~riety
JInJll'ovcment 'or introduction, consultancy,
pUbl.ie:ntlon, conference, or training), are
nuch nctivitiesl (1) specifically and
prlnclpnlly designed to increase ~

. ,09ric\l1 turol exports by the host country'
.I to n country other than the United states,

whoro the export would lead to direct:
co~patition Inthat third country with
Qxpor~o of a similar commodity grown or \,
producad in the United States, and can the'
nctivlties reasonably be expected to cause
GUbntnhtial injury to u.s. exporters of a
nlmllnr agricultural commodity; or (2) in
nUPPol't or research that: is intended
primarIly to benefi£'U.s. producers?

'"

Yes.

No

N/A

'", .

" ,

" .
" '

I
I

I
i -

I
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• ··o:! ~ ; ~ t '
•... :.: ~'// ' •• I

....' .' •• 1.1 '. !.,'" .. ' r.l
. :,~':,:~<""7' q~I'

:"<." ..~.':. ~;'

=--

'..

.' ,
" .'.J

..

Yes

. No

"

:..
"

Thieproject is directed at the con.- ~:.
tinuing high rate of fertility i~ one' '~L
of: India's most populous states. It . ::1
bUJlds .on Indian intel1ectualre'sQurce '~i
in estibl'ishing more active and·more 'II
research driven programs to comb~t., ;
rapid population growth... '. ::\

• I :: : . ',' '.' ~ ,

'.' ;;
.i

i
I

" .
: ". . "~llH1iq ~nou!J .Neods and Rosourcos
;':"~F/\/\ Sec. 201(b»:. Describe extent to

..::.which the' nctivity' recogilizes the
',:. :'.: pnrtlculat needs, desires, and capacities

.: '.!of the p'eople of the country; utilizes the
.:, :··.·,country' 9 intellectual; resources to .

.' .:..;. :'~:enco\,rnge' institutionaf 'development; and
.::; Gupports civic education and training in

:'..: : skill G· reguired for effective:
".~ .,~ pnrticHpation '·in tJovernmental and
~ .. ,' . :- poli\:lcinl l>rocesses esseilt:ial to .
.: .' oelr··govorl1m~Jlt•.

". to ••

..... '. 2.' 'I'iod hid crodito (FY 1991
. /\pproprlntlolls 1\ct, Title 'II, under

:~ . ;"; hentll I1g "Economic support Fund"): will DA
::.~. CumIn be' \lnad for tied aid credits?

.':-t .:..... : • . , •
• • 'l .. ,

. :,' .;; :J. J\llpropriato Tocbnoloqy (FAA Sec.
:: ': ·107): ' 19 npaclal emphasis placed 011 use
':""~:'·.'.of t\llpropria te technology (defined .as
~; 'relatively smaller, cost-saving, .

-. ;~.~I.~,lnbo.l"-using technologi~s that are
:.';'"::: tjcl1crnlly )nost npproprinte for the Glnall
.' ·forma, smnll businesses, and smnll incomes
': ~ of' the PO~I:)? '.

._~.:

The Project gives reasonable pr,omise
." 5. Economio J;>ovolopment (FAA Sec. of 's·lowing '. population growth in 'a, :~.;
":', .';'101 (i\): . Does t.he· nctivity give .highly populous state. The results ,',:;
": '.': rCi\sUlHlblc··prbmise. of contributing to the \oIi11 yield major savings in expendi~ :'i'

. :.: :,.: dcvclopmcmt ~f economic resources, or to ture for education, 'healthand other
•.: 'the iucrcnGe' of producti'Ve capacities and I programs. . .' ...

,//':'.: s~lr-sustnfn-1ng economic' growth?
,;:,,: • I • • (a) Through the Project,. the reach.·of, '

: .;~,"'''.: .' G.' spooial Developmont Emphasos (FAA existing population control prpgrams.
"~,:".' 'j'.' SecD. 102 (b), 113, 291 (a»: Describe . wi 1.1 be substantially 'exte~de~ a~d ....
. "~'" .... extent to Which act!vity will: (a) . thereby bring such services .to more':
... ' '., .'oCfcctively involve the poor in .. . of those .who are poor and or in rur.al:
~.:;. .... development by ext.ending access to economy areas:!' . "..: .,'
'.:::.:;~~." at local lovel, increasing lobor-intensive (b) It will ,involve democratic; .pri~ate
.:}.' pro~\lct.ion Dnd the use' of nppropriate .and local governmen.tal instit.ut..lons· in

~'. '. i...technol"ogy, .dispersing. investment from the: national popul ation c~ntrol:.effo~t.
............. cit:lcs to emaIl towns and rural areas, DlJd. (c) It \t!i1l support Ind~a.s ong~1n~~!,.

I, ,,0:':.: insuring wide participation of the poor in populatlon .control pr~gram.. .: '.. '.
::..;, ):tho uanerlts of development on a sustained (d) The smaller familleswhich ~hould"

..>:;.' :',·'.bnnlc, usiug appropriate u.s. .res,u1t from the Project Will. e{la~le,
~.I.: IJ1~\:ltutionC!' (b). encournge democratio women to plan ~ more.act~ve role .. : .

'.' :;., ., '. ~i ... , in development an~ improve their .' ,
::.:,;' :;:·..pr va \:0 and local.·t;Jovernmental heal th. status. .' ': ... "

..,:: .....:~.....1l1stl tutlol1s; (c) support. the self-help I •.•.••• .,!.

."> '·;:·".'efror\:s or developing countries; (d) ., .' ..:~:.,' .; .r. .~ .. ,promote the participation of w.omen in the " . . .. : .~~

. ;of develo )lng countries , :'.'
• • t.I '.
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nlltl th" improvement of women's status; and
. (0) ut.lllzc nnd encourage regional

eoopcl"ntlon by developing countries.

7. noolpiont couhtry contribution
(fA1\ Sees. 110, 12-!(d»: will the
recipient country provide at least 25
.lorecllt of tho costs of the program,
1)J~o:Jcct, or nctivity with respect to which
tho n""intonco Is to be rurnished" (or is
the lntter coot-sharing requirement being
wnlvc~ for n "relatively least developed"
country)?

o. Donor it to Poor Majority (FAA '
Sec. lZ0(b» t 'If the activity attempts to
Incronr.e tho institutional capabilities of
illolvntc orgl1nlzations or the government of
the country, or if it att"empts to
ntlmnln\:c ncientific and technological
rOGenrch, hno it been designed and will it
bn monitored to ensure that the ultimate
bel1crlc1o~lcn nre the poor majority?. ,. " .

9. 1\bort:loJ19 (Fl\1\ Sec. lO"(f); FY
1991 I\Pllroprlntions I\ct, Title II, under
hC!l\tl1ll~' "l'c).)ulatlon, 01\, II. and Sec. 535):

n. I\re any of the funds to be
\Jnf.'d [010 tho l'erformance of abortions as a
mnthOll uC fnlnily plnnninc;l or to motivate
01" co~l:cc nllY perDon to practice
nhol'tluI1n1 '.

(e) little or no effect

Yes

Yes

No,.,

. '

.~ .
, , I

r
j

.. I
'I I

i

I
I

I
I

,
I

• I,
!

, "

b. I\re ony of ' the funds to be
ur.ml tt) po:' Cor the performance of
Jllvoluutnry nt:erilization os a method of
I.nml1y (>It\11n1119 or to coerce or provide "
1'I1y Cillnncinl incentive to any person to
Ul1dOlo CjCJ Dtoriliza~ions? " ,

c. I\ro bny of tile funds to be
modo nvnllablo to any orgonization or
proqrnlR \o1hlch, as determined by the
l'tas!dcl\t, ouppor\:!: or pnrticipntes in the
mnnhqt'mout of n program of coercive
nbprtloh or involuntar~ sterilization?

.....- .

, "

"

No

No

." .

:
!

'o\n~ 1.-"
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d. Will funds be made available
only t.o voluntary family planning projects
which orCar, either directly or through
raCarrnl to, or infor~ation about access
to a broad range of family planning
IncthocJs and services? .

c. In awarding grants for
un turnl fam Uy planning, will any
npplicnnt be discriminated against because
oC Guch npplicant's religious or
cOIlr.cJentJous commitment to offer only
nnturnl farnUy planning?

C. Are any of the funds to be
used Lo pay lor any biomedical research
which relates, in whole or in part, to
mathol1n or, or the performance of,
nbortJons or involuntary sterilization as
n menns or family planning?

g. Ar~ ~ny of the funds to be
mnda nvoilnble to any organization if the
I'racldcnb certifies.•that the use of these
lunds by such organization would violate
nny or the'above provisions related to
nbortions and involuntary-sterilization?

10. Contract ~wardB (FAA Sec.
G01(c»: Will the project utilize

. competitive selection procedures for the
'. nwnrding of contracts, except where

npplicable procurement rules allow
otherwise?

11. ·Di.advaDtag~4 Enterprises (FY
1991 Appropriations Act Sec. 567): What
portion of.the funds will be available ­

.' onlI {or activities of economically and
... no'c 8l1y disadvantaged enterprises,

historically black colleges and
universities, colleges and universities
having a student body in which more than
40 percent of the students are Hispanic
Americans, and private and voluntary
~rganlzationswhich are controlled by
individuals Who are black Americans,
lUspnnic Americansj,-or Native Americans,
or who are economically or socially
disndvantaged (inclUding women)?

Yes

I

No

'.
No .. ., ..

No

Yes-,,

A specific portion of Project funds
has not been set aside for disadvan­
taged enterprises. Hoever, if any
contract for services in excess of
$500,000 is to be financed under
the Project, the USAID Mis~ion will
ensure that.. such contract contains

"a requirement for 10% of the contract
to be sub-contracted to disadvantaged
enterprises unless AID regulations
prov'ide otherwise. .

..,
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12. Dialogical Diversity (FAA Sec.
119(9): will the assistance: (0) support
train.lng and education efforts which
improve the capacity ,of recipient
count,rics to. prevent loss of biological
~iverBlty; (b) be provided under a
long-term Dgreement in which the recipient
country agrees to protect ecosystems or
other wIldlife habitats; (c) support
efforts to identify and survey ecosystems
in r~cipicnt countries worthy of
prot~ction; or (d) by any direct or
indirect ~eans significantly degrade
national parks or similar protected areas
or introduce exotic plants or animals into
such nrean?

13. Tropical Forosts (FAA Sec. 118;
FY 1991 Appropriations Act Sec. 533(c)-(e)
& (9»:

n. A.I.D. RegUlation 161 Does
the ilssist:nnce comply with the
('nvirollmc'utal procedures set forth in
A.I.O. Regulation 16?

b. conservation: Does the
nssiotancc place a high priority on
cOllst'rvation and sustainable management of
tropical forests? specifically, does the
nsslotance, to the fullest extent
(easible: (1) stress the importance of
consrrvlng ahd sustainably managing forest
resources; (2) support activIties which
offer employment and 'income alternatives
to those who otherwise would cause
destruction and loss of forests, and help
countries identify and implement '

~, alternativcs to colonizing forested areas;
(3) Gupport training programs, educational
cr(orts, and the establishment or
strcngthe,nlng of institutions to improve
rorest management; (4) help end
destructive slash-and-burn agriCUlture by
~upp'orting stable and productive farming
practices, (5) help conserve forests
which have not yet been degraded by
helping to increase production on lands
alrendy cleared or degraded; (6) conserve
!oreGtcd watersheds and rehabilitate those
whJch have been deforested; (7) support
traIning, research, and other actions

.t

"

~.

NfA

Yes

NfA

."'~" .

' ..

" ..",

,t·

• ..•• ~~! .• '._-••



-.- 19 -. "..

.'

which lead to sustainable and more
env ironmentally sound practices fox' timber
harvcnting, removal, and processing; (8)
nupport rc~enrch to expand knowledge of
tropical forests and identify alternatives
which will prevent fqrest destruction,
loss, or degradation;' (9) conserve
biological diversity in forest areas by
supporting efforts to identify, establish,
and mnintain a representative network of
protected tropical forest ecosystems on a
worldwide basis, by making the
cstnbllshmont of protected areas a
cont.lJtion of support for activities
Involving forest clearance or degradation,
om) by helping to identify tropical forest
ecosyntems and species in need of
protection nud establish and maintain
appropriate protected areas; (10) seek to
incrense the awareness of u.s. Government
agencies and other donors of the immediate
nnd long-term value of tropical forests;
(11) utilize the resources and abilities
of all relevant U.S. government agencies;
(12) bebnsed upon careful analysis of the
n1torlla tives availb.ble to achieve the best
nur.t:nJnnbla use of the land; and (13)
take full account of the environmental
Impacts of the proposed activities on
biological diversity?

c. Forest dogradation: will
nq~h:t:1flC"e be used for: (1) the
procurement or use of logging equipment, , I

unleG!1 an environmental assessment
Indicntes that all timber harvesting
operatlonn involved will be conducted in
on environmentally sound manner and that
the prollO!1(!d activity will produce
ponJtivo oconomic benefits and sustainable

~' forest management systems; (2) actions
which will' significantly degrade national'
parks or similar protected areas which
contain tropical forests, or introduce
exotic: plnnts or animals into such areas; '.
(J) activities which would result in the
conversion of forest lands to the rearing
of IJvestock; (4) the construction,
upgrading, or maintenance of roads
(inclUding temporary haul roads for
loggIng or other extractive industries)
Which pass. through relatively undergraded

, N/A•

"I,., ,

." ...... " ~
• I' • .'.

',-:1 .', ...,.-. ".,.: .
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(vr~st Inn~9; (5) the colonization of
rClr~~t: lan~n; or (6) the construction of

j. clnm!l tJr othl'r water control structures
wldeh flood relatively undergraded forest
lill1cJS, unlc[1s with respect to each such
nc:tJ vJty nn environmental assessment
.IlIdlcntes that the activity will
t:ontr Jbute nignificantly and directly to
Jmproving the livelihood of the rural poor
nlld wIll be conducted in an
f!nvironmen~nlly sound manner which
O\lPPOl'ts suntainable development?

d. sustainable forestryl If
n!lsJsl:nnce relates to tropical forests,
wIll project. assist countries in

'clnvclnpJng n systematic analysis of the
nppropriote,use of their total tropical
forest resources, with the goal of
clnvcloplng l1 national program for
D\lstnJnnbl~ forestry?

c. Environmonta1 impact
statemontsl Will funds be made availabl~
in accordance with p.rovisions of FAA
snction 117(c) and applicable A.I.D.
regulntionn requiring an environmental
impact statement for activities

'significantly affecting the environment?

14. Energy (FY 1991 Appropriations
Act Sec. 533(c»: If assistance relates

. l;.u el1(!rgy, w.ill such assistance focus on:
(n) cnd-use energy efficiency, least-cost
energy planning, and renewable energy
resources, ond (b) the key countries where
ossistance would have the greatest impact
on reducing emissions from greenhouse
gnses?

15. SUb-Sabaran Africa Assistance
(FY 1991 Appropriations Act Sec. 562,
adding a new FAA chapter 10 (FAA Sec.
496»: If assistance will come from the '.
Sub-Snhnran AfrIca DA account, is it: (a)
to be used to help the poor majority in
SlIb-saharan AfrIca through a process of
long-term development and economio growth
that J.s equitable, participatory,
cmvironmentnlly sustainable, and
self-reliant; (b) to be used to promote
sustained economic growth, encourage

NfA

"Yes

t.
t

NfA

N/A

••,

.... '

.' ._- ..", .-:.... ".



,
I'r i vn t.~ Gect:or development:, promote
illtJivJllunl initiatives, nnd help to
'reduct! the role of centrnl
governments in areas more appropriate
Cor th~ privat.e sector; ,(c) to be
provilled in n manner t.hat takes into ,
(lccount, during the planning process,
the locnl-lovel perspectives of t,he
rUfol nnd urbnn poor, 'inclUding
women, through close consultation
wJ th 1\(1"1cnn, united stat.es and other
l'Vos thn t: hnvQ demonstrated
crCectlveneDD in the promotion of
'local grasnroots activities on behalf
()f IOJlg-term development in
Hub-Snhnnm 1\Crica; (d) to be
Jn,plCln~l1tetl in a maImer that requires
locnl people, inclUding women, to be
closely conSUlted and involved, if
the n!Hdsti\I1Ce hos a locol focus;
'(0) boll1g used primarily to promote
reform of critical sectornl economic

, IlolJcilHI, - or \:0 support the critical
:' "octot pr'lorities of ,agricultural,
produe:tion nntl tlDtural resources,
hr.m I th, vol ulltnry family planning
norvJc~o, ~ducntion, and ,income
~fon~rntlnCJ opportunities; and (f) to
ho provided In 0 manner thot, if
policy reCorms ore to be effected,
contnJm~ provisions to protect

• Vtl lllP,rnbl f! yr'oups and the environment:
from poonlblb negative consequences
or tho reCorms?

lG. Vobt-for-Nat.uro Excbango (FAA
ficc., ,,(,)! 'If project will finance a
dnbt-ror-nature lxchange, describe how the

....C')(clmnge will'support protection of l (a)
: t.he world' 0 oceans and atmosphere, (b)

nnlmnl nlltl plant species, and (c) parks
nntl rt'oorvcnl or describe how the exchange
wIll ~romotQI (d) naturol resource ' .
rnnnngt'lnollt, (e) local conservation

. J1ro'iJrnm~, (f) conservntion training
ptogrnmG, (g) public commitment to
consorvotiol1, (h) land and ecosystem
mnnngr.metlt,. nnd (i) -regenerative
nppronchcB in forming, forestry, fishing,
Dl1tlwntershod management..

'.
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(1) The family planning activities
under .this project will reach out to
the poor by providing services closer
to their homes. Smaller 'i~:;lilies

among the poor will enable th~m to
participate more fully in dev~lopment.

"',.
, ......
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17. Doobligation/Reobligation
(rY 1991 Appropriations Act Sec. 515): If
c)r:mb/reob authority is sought to be
cxcl"c.1ocd In the provision of DA
nnnh;t:.ol1ce, ore the funds being obligated
Cor the same general purpose, and for
countries within the same region as
orIginally obligated, and have the House
hud Scnnte Appropriations Committees been
properly notified?

10. Loans

D. Repayment capacity (FAA Sec.
J22(b»: Information and conclusion on
cnpncity of ,the country to repay the loan
nt Q r~'lsonnble rate of interest.

h. , Long-rango plans (FAA Sec.
1~2(b»: Uoes the activity give
l"cnsol1nble promise of assisting long-range
pinns nnd programs designed to develop
r.col1omic resources and increase productive
cnpacltle~? ~,

.
c. Interest rate (FAA Sec.

,122(b»: IC development loan is repayable
in dollars, is interest rate at'least 2
pt'rccnt per annum during a grace period
which is not to exceed ten years, and at
least 3 percent per annum thereafter?

d.· Exports to unite~ states
(FAA f,cc. G20(d»: If assista~ce is for
nny productive enterprise which will
compete with u.S. enterprises, is there an
agreement by the recipient country to
prevent export to the U.S. of more than 20

~pC'rccnt of the enterprise's annual
, production during the life of the loan, or

hns the requirement to enter into such an
ngrcement been waived by the President
becaunc of a national security interest? ~

. 19. Dovelopment Objeotives (FAA
S~CD: 102(b), 111, 113, 291(a»: Extent
to \oIhlch bctivity will: (1) effectively
involve tho poor in-development, by
oxpnnding access to economy at local
level, increasing labor-intensive
production nnd the use of appropriate
tochnology, spreading investment out from

"

Yes

N/A

'.

~~, .,

"
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I
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cltl~u to ~mall towns and rural areas, and
J Ilsur Jn'1 whIe participation of the poor in
the br.n(!CJta or development on a sustained
bi\sJr.;, \ls1119 the appropriate u.s.
Jnstl t\Jt:ioli9; (2) help. develop
coopcrntives, ~specially by technical
nn~lGtnnce, to assist rural and urban poor
to help themselves toward better life, and
otherwille encourage democratic private and
] ocnl (Jovernmentol institutions; (3)
"upport the self-help efforts of
l1r.velopingcountriesi (4) promote the
participntion of women in the national
C'collom.les of developing countries and the
Jmprovcment: of women's status; and (5)
utili 7.0 nilll encourage regional cooperation
hy developing countries?

,"0. ~griculture, Rural Development
ftn~ Nutrition, and Agricultural Research
(FAA r.ecs. 103 and 10JA):

n. nural poor an~ small
Carmornl ~lr assistance is being made

" nvnilnblc for agriculture, rural .
~eveloprnent or nutrition, describe extent
to whJch activity is specifically designed
to incrense productivity and income of
rurnl poori or if assistance is being
mnde nvnilnhle for agricultural research,
has account: been taken of the needs of
r.mnll fnrmers, and extensive use of field

: t('st1119 to adapt basic research to local
conditions shall be made.

b. Nutrition: Describe extent
to which o09istance is used in
coordination with efforts carried out
under FM Sf!ction 104 (Population and

:'Jlralth) to help improve nutrition of the
prople or d~veloping countries through
cncoul'agement of increased production of
crops with greater nutritional value;
improvement of planning, research, and
education with respect to nutrition,
port.ipulnrly with reference to improvement.
nlld expanded use of indigenously produced
roo~stuffs; and the undertaking of pilot
OI~ ~eJnonstrntion programs explicitly
ntldrensing t:he problem of malnutrition of
Jloor nnd vulnerable people.

(2)Existing cooperative organizations
will be enlisted to ~xpand the reach
of family planning activities, ..
thereby helping the rural and urban
poor;' (3) the project will build up­
on existing family planning efforts
with the objective of improving their·
quality and increasing general
access to such services; (4) the
role of women in family planning
will be emphasized in promotio~al
activities; '(5) the Indian famlly
planning program has benefited
from such experience in other
countries. In turn, Indials:
experi ence may 1ead to changes ~~ ~ '.
elsewhere in the region.

I

"
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c. Food Doourityl Describe

cx\:.cnt to which activity increases
nntIon"l food sccurity by improving food
pollclcG and management ond by
ntrengt:henil1g nDtional.f~od reserves, with
IJilrtic:ulnr concern for the needs of the
»oor, through measures encourag'ing
domestic production, building national
food rcserves, expanding available storoge
rncllities, reducing post harvest food
IOGsen, and improving food distribution.

"

, I
~1. Population and lloa1th (F1\A Secs. Population/Family Planning s rvices I

101\ (b) nnd (c»: If assistance is being will be made' available under the . I
tnnL1l:! nvoilnblp for pop\ilntion or health Project through· the existin \ health I
nc\:.l v.l t il:!rI, tlescr ihe extent to which ,iietwork of cooperatives. private"· .
net Iv.H.y mnphnslzes low-cost, ihtegrated medi ~al practitioners. ,employers. I • I

I.lcllvf~ry nys\:.eins ror health, nutrition and pubhc enterprises and GovernmeRt:--, I
(Dm 11 Y 1>1nlln1l1g for the' poorest people, operated public medi cal cente~f' sub-
wIth )>l\rticulnr attention to the needs of centers and cl i ni cs in urban, eri - I
mothC'l"!1 om) young childrEm, using urban and rural areas. Conmerc al '
pnrnlnr.tJlcn 1 nnd Duxi liary medical di stributors of contracept1ves\\d~l LI
11l:!rsonnel, clinics and health posts, be invol ved as well. The Project wil 1
commercial distributi6n system~, and other extend the reach of the existing system
mode~ ,of 'community' butrench. , seeking out those el ements of .the. '

population. notably the poore~tcpiogle.
,,'-. r.chioa tlon and, Uuman nODourC09 whose access to family wel fart! servi-

lJovolopmont:. (Fl\l\ Sec. 105): If nssistance ces has .been 1imited heretofore. '
J!l bl~ lng motIe ovailoble for educa\:ion, Paramedical and auxil iary medical
Il\lhlJ d "dud nintration, or human resource personnel will- receive further
dcv~lollmenl:, describe (0) extent to which training v.Q~er the Project and play
nctl v1ty r; l·.rengthens nonformlll education, active ro1es •.

• mnkon formnl.cducatlon more relevant,
nspccinlly.[or rural families' and urbnn
poor, and ntrengthens manogement
copnbllity of institutions enabling the
poor \:0 pnrticlpate in development; and
(b) cxtel1t: to Which assistance provides

.' ndvnncetl cduca\:ion nnd training of people
~ or developing countries in such

dlnclplinoh os are required for planning
nm.l implementation of pUblic nnd private
~ovclopment activities.

,'..
- "3. Enorgy, Privato Voluntary

~r9ftnlzfttlonD, and Selootod Dovolopmont
~ctlvlt:.ioD (F1\J\ Sec. lOG): If nssis\:ance
.tn bol119 mode nvaila6lo for energy,
prlvnto voluntary organizations, nnd
Dolccted development problems, describe

'oxtcn\: to which activity is: .

.11 •

N/A

-.
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n. concerned with 'data
collrction and analy~is, the training of
~tll]nd personnel, research on and

:c.1cvc)opmcnt of suitable energy sources,
ilntl pIlot projects to test new methods of
(1ncrtJY production; and facilitative of
rt'!lcarch 011 and development and use of
nmnll-ocn]o, decentralized, renewable
p.11p.r~,y sources for 'rural areas,
C1nllhnG i z! ng development of energy
rC50urces which are environmentally
nccr.ptnblc and require minimum' capital
i IlVC? n \:mcll t:;

b. concerned with technical
cooprrntJoll nnd development, especially
with U.S. private and voluntary, or
rCfJiclllnl ond international development,
oq1ill11?oa t Ions;

c. research'into, and
cvn]untion of, economic development
procnssen., nnd technJaques;

"

d. reconstruction after natural
or nlilllmnl1e disaster aqd programs of
disor-ter preparedness;

c. for special development
problems, nnd to eriable proper utilization
of In[ro!;t:"ructure and related projects
[\lntled with earlier u.s. assistance;..

t I

.. ,

" .

...

.
i
I

I
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!
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f. for urb~n development,
eapccinlly small, labor-intensive
cntr.rprines, market:ing systems for small
producers, and financial or other
institutions to help urban poor
participate:!n economic and social
development.

<.
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t:ltl'J'Jm I A AI'I'JJICl\DLE TO ECONOHIC SUPPORT
1,'UtrU[1 OIlIJY

N/A

1. Economic and ·Political otability
(1"1\A :;ec. 531 (a) ): will this assistanqe
1)I'omotc economic and political stability?
'1'0 \:1m mnx11n\1tn exten\: feasible, is this
,u;nlo\:ilnce. consisten\: with the policy
d1 rnc\:1ons, purposes, and programs of Part
1 0 ( \:he F'1\1\.1

'-. Military PurpoDoD (F'hl\. Sec.
!i:J 1 ((') ) : WIII this nssistancc be used for
ml1Jtnry or paramilitary purposes?

J. commodity GrantD/Soparato
J\cco\ll1t:n (fAA Sec. G09): If commodities
nt-e to he (jr.-nnted so that sale prl')ceeds
\01111 ncerue \:.0 the recipient country, have
!:pcc: J" 1 1\ccount (counterpart) arrangements
Jmcn mol1e? (For FY 1991, this provision
In I'Hlpnrscdnd by the separate aeco'Jnt
rF!l)uJ t'cmentn of FY 19~1 1\ppropx:iations Act
nF!C. !:i75(a), see Sec. 575(a) (5).) .

~. Gnl1oration and U90 or Locnl
currnllcion (Fl\1\. Sec. 5Ji(d»: will ESF
(umln l""de nvnilable Cor commodity import
prorJrnlns Ol~ other program assistance be
\I!~cll 1:0 genorn te local currencies? I f so,
w, tIn t J (!lll::t. 50 percen\: of such local
l:\Il"rr.m: Jnn bt! nvailnblc to support
IIctlvJ\:l~n consistent with the objectives
u[ F1\1\ r;cc:t:lol1s 10J thro\J(jh lOG? (For FY
1991, thin provision is supersedec:' by the
"~p"rnte ilCcount requirements of FY 1991
1\PPI:o(lr iat:ions he\: Sec. 575 (a), SHe Sec •

. 575(0)(5).),

!i. Cnnh Trlltlotot' noquiromotlto (FY
1991 I\ppropr io tions 1\ct; '1'i tie II, under
hc:ulJ lICj "J~conomlc Support Fund," Dnd Sec. "
575(h)). If nssistance is in the form of
,\ en r.h· t r" 11nrcr :

n. Deparate account I Are n1l
r;uch cmsh pnyments"~o be maintained by the
country in n separate Dccount and not to
bo cOIRlninglcd with ony other funds?

'"

t'

., ,, ,

.. ~ - '.!~_ •.• ~ •. --_ .. ,
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b. Local curroncio9: . ''lill all
1C'cn 1 r:urrt'ncles that may be generated
wJ til r \lmln provIded as a cash transfer to
1:\I(;h n country also be deposited in a
r.l'ccdnl ncc:ollllti Dnd has· 1\.1.0. entered
IlIt:o nil l'lgrp.f!InQl1t with that government
r;rtt:.111IJ forth the amount of the local
C:\II' n-,,,.. .l r.r. l:o be genera ted, the terms and
c:nlHlll. 'OlHl under which they are' to be
1I!~f!,l, "tltl l:hn responsibilities of 1\.1.0.
illlll '-hll t: glJv~rnlnent to monitor and account
1',"'" dC'ponl tr:1 nntl disbursements?

c. U.D.·Governmont uso of local
,mrrrmc!cn: will all such local
C'Ul" rnl\l.: j ('n n1so be used in accordance with
1·'/\1\ !;"r.~t: Jon 609, which requires such local
':llI.... n'''.~.1 rn Jo be made available to the
U.f.. t1tlvrrnl1lnnt ns the U.S. oetermines

" tlrr:('nim t'y [ell" tho requirements or the U.' S.
c:cIVC'l"'"11nnt, nml which requires the
n'lnnl mIn '" \.(1 be used ror programs ogreed
':(1 hy the \1. S. Goverlll'lent to carry out the
I'urpoflr.on ior which new funos authorized by
t:llo 1~J\1\ would themselves be available?

d. congressional notico: lias
cC:1I19re-nn rr.l:el ved prlor not!r lcation
ptovitt.lng .In l1etal1 how the Cunds will be
\I~('tl, incl\lcUng the U.S. interests thot
\.IJ] J he nC!l"v.el1 by the ossistonce, and, os
nppl"Opr Jntf"!, the economic policy reforms
lll., l wI 1.1 1.H!. promoted by the cash transfer
nns.l G\:nl1ce?

."

.. ~.

tJHJ\ F'1'1m :Gel Ll': Ellonnold: 5/17/91: 2169J .".
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ACnDtJ ~'E»:>RANDUM FOR TIfE ASIA ENVIRONNENTAL OFFICER

Through: Steven P. HI nt>: - Ac tl 09 DIrector. USAI D/lndl. ",d:t.. /?~.
From: John Grayzel~USAIO/Ne~ Delhi Environmental Officor

Action: To approvQ a Categorical Exclusion from Environmental
Procedures for USAID/lndia's Innovations in Family Pl~nntng Services
Project (386-0527).
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ANNEX I. D.

June 25. 1992

lISR IlJ 1I~1J IFI

UNJ1'ED STATES AGENCY for INTERNATIONAl, DEVELOPMENT

HIIW DJlUIf, INDIA

·",
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'1' ", JUt.. ill 'S~ 1~:l~\ ;4... ..
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nackgr'ound: The Innovations in Family Planning Services Project is
1"fended to assist the Goyernment of India· and the Government of U~tar
Pradesh in reorienting and~~evftalizi"g its family planning program. The
purpose of the project is. to signffi cantly reduce f~rt1li t"y rates 1n
UttAr Pradesh by doubling the level,of contraceptive use. special
~mphasfs wfll be placed on the usa of temporAry modern contraceptivo
methods by younger ~omen experiencing fewer pregnancies and penManent
contraceptive methods by couphs who have alreadY achieved their desired
~aTI1~eil~~vlcl~~ f~?i~~t~~~'~gfQhU~qORI(!}·6yr.fS~~1Y"p9~fin~ngtUe~O~!~¥j
and (3) promoting family planning thrpugh Influencing policymakers.
service providers and clients,

sectfon 22 of the CFR, Part 216.2(G) (2) (vii) fdentifies projects
Involving nutrition. health care or population And family planning'" ,
services as ones which are cAtegorf cally excl uded frOm an Clivi ronmental
examination, assessment or impact statement, excert to the extant that
any actfvity (for example~ construction of faci 1tfes, water supply
systems. wute wAter trutment, etc.) may directly affect the
g~YU~n~Rn~"'e Ill'1 p~R~~nt r~h11f,!n~ng~e~Gt~~1tf~~t~~Qt.fn~\~g ~a~~g~~tcal
Exclusion. ' ':, ' " ,.

Recommendation: That you sign below indicating your ~pproval of, a
Categorical Exclusion for the project. "

Approved/Disapprove~

AS[A{~t;t o?A~{f~·.:· .

i _
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CONDITIONS PRECEDENT AND COVENANTS.

A. Conditions Precedent: The Project agreement is expected to provide:

1. First Disbursement. Prior to the first disbursement under the Grant, or
to the issuance by A.I.D. of documentation pursuant to which
disbursement will be made, the Grantee will, except as the Parties may
otherwise agaree in writing, furnish to A.I.D. in form and substance
satisfactory to A.I.D.:

(a) A statement of the name(s) of the person(s) holding or acting in
the office(s) of the Grantee specified in Section 8.2, and of any
additional representatives, together with a specimen signature of
each person specified in such statement; and

(b) A letter certifying that the Grantee has created a national steering
committee consisting of representatives of the Government of
India (GOI), Government of Uttar Pradesh (GOUP) and
U.S.A.I.D., which committee will have authority to provide
overall direction for, and make policy decisions with regard to the
project.

2. Additional Disbursements. Prior to disbursements to the autonomous
society discussed below, the Grantee will, except as the Parties may
otherwise agree in writing, furnish to A.I.D. in form and substance
satisfactory to A. I.D.:

(a) A letter certifying that the Grantee has created an autonomous
society to carry out project management functions, and that the
structure of the Society includes (1) a Governing Body with
representatives from the GOI, the GOUP, USAID, the corporate
sector, the media and non-governmental organizations, and (2) a
Secretariat.

(b) The memorandum of association and charter for the autonomous
society, and such other documents as necessary to describe the
Society's detailed personnel and procurement policies and
procedures.

, 't .. ",.
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(c) A letter from the Grantee certifying that the autonomous society
has authority to accept contributions from external donors and
from public and private sources within India; authority to draw up
and implement its own budget and establish its own salary and
benefit structure; authority to extend grants to public and private
organizations and to enter into contracts without a requirement for
governmental approval (other than by government representatives
on the Society's Governing Body); and authority to employ, retain
or dismiss personnel for or from the Society's staff.

(d) A letter confirming that th~ Grantee has established and agrees to
maintain for the life of the project a separate account and budget
line item for the project in the Ministry of Health and Family
Welfare.

B. The Project Agreement shall contain the following covenants:

1. Evaluations. Within eighteen (18) months of the date of this
Agreement, the Grantee will establish a monitoring and evaluation
program which will be financed as part of the Project. Except as the
Parties may otherwise agree in writing, this program will include an
annual review of the project over the life of the project besides in-depth
mid-term evaluations and a final evaluation at the end of the Project.
The monitoring and evaluation program will include:

(a) An evaluation of progress towards attainment of the objectives of
the Project;

(b) Identification and evaluation of problem areas or constraints which
may inhibit such attainment;

(c) Assessment of how such information may be used to help
overcome such problems or constraints; and

(d) Evaluation, to the degree feasible, of the overall development
impact of the project.

2. Grantee's Expenditures for Family Planning. For the term of the
project, the Grantee agrees to maintain Gal and GOUP expenditures for
family planning in the State of Uttar Pradesh at levels equal to, or
greater than, GOI and GOUP expenditures for such purposes in GOI
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Fiscal Year 1990-91, said levels exclusive of disbursements to the
SOCIETY from the new separate account to be established in the
Ministry of Health and Family Welfare. Amounts budgeted for and
disbursed to the SOCIETY from the new separate account will be
additional to the GOI and GOUP budgetary expenditure levels referred to
above.

3. Reportin~ of Grantee's Project Contribution. The Grantee agrees to
furnish to A.J.D. in writing, annually during the life of the project a
report of the Grantee's contribution (in cash and in kind) which is
provided pursuant to Section 3.2. The format and content of such report
will be mutually agreed to in a Project Implementation Letter.

4. Prohibition on Abortion Uelated Activities. None of the funds made
available under this Agreement may be used to finance any costs relating
to (a) performance of abortion as a method of family planning, (b)
motivation or coercion of any person to undergo abortion, (c) biomedical
research which relates, in whole or in part, to methods of, or the
performance of, abortion as a method of family planning, or (d) active
promotion of abortion as a method of family planning.

5. Trninine;. The Grantee agrees to make all training under the Project
available without discrimination on the basis of gender.

6. Post-TrnininJ: A~reel11ent. The Grantee agrees to make every effort to
require that each person trained under the Project shall work in activities
related to the Project or in activities approved for financing under the
Project, in India, for not less than three times the length of his or her
training.
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IFPS PROJECf LOGICAl... FRAMEWORK

INDICATORS (OVls) I DATA SOURCES (MOVs) I MAJOR ASSUMPTIONS
II

lGOM.: To reduce the rate of ~puIation I RNI decreases from2.5 to less than 2 by National Family Health SUrvey IFPS successfully implemented. Results
Igrowth in UttarPradeshto achieve . the year 2002- Reports from RegistrarGeneral are of magnitude antici~ed.
greaterconsistencywith thesocialrl

Total Fertility Rate (TFR) reduced from
Consistent SL'PPOrt for Pprovided by

economic goals of that State. GOI/GOUP. including budgetary
5.4 to under4.0 by 2002 support.

Provision of FP selVices leads to lower
ferltlitv and ooouJation Qrowth rates.

~PURPOSE: To assist the Indian CPR increasesfrom VOAJ to 50% by National FamilyHealth SUrvey Outputs achieved as planned.
state of UttarPradesh to 20m. including largenumber of Rer:rts from RegistrarGeneral Significant (active or latent) demand

~ significantly reduce the total yoooger.lower-p~women Users MI reports (client record system) for FP selVices exists in both urban
fertility rate through a Increase from 6.0 mOllon to 15.5million and rural areas. NGO. parastataJ. and

! comprehensive improvement and by 2002. public-sectorprograms proceed as
expansion of family planning selVices.

8demonstration projects completedand
planned.

replicated elsewhere in 10013. . The GOUP and GOI will replicate
successtuJ FP deliverysystem models.

I (CONTINUED NEXT PAGE)
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OUTPUTS

(1) Public and private FP service
points exoanded (staffed, equipped
and regularsupplies)

(a) public service points increased
(clinical and non-clinical)

(b) private service points increased
(clinical and non-clinical) ,

(c) social marketing outlets increased :
(d) pilot demonstration projects done

and reDlicatedin U.P.
(e) number Of W':>i1len's organizations

&women managers providing I
FP services increased .

(2) Public and private institutions
providing high quality services

Ii (a) lEe - client and service provider
,i infonnation materials; IEC
Ii training for service providers
: and promoters.

11 (b) TRAINING - curricula prepared
Ii and adopted; m~er trainer
Ii fX>?1 trained; service providers

trcuned.
(c) Q.INICAl..INONQ.INICAl.

SERVICE SITES - preceptors I
trained; service sites used as
models. .

(d) lOGISTlCS/MIS - contraceptives I
available at service points; MIS i

1\· established; regular reports I
I. produced; reports used for I
i decisionmaking.
I (3) Demand generated I
i (a) POLICY SUPPORT - strengthened!
,! support of key groups i
: (b) IEC - campaigns (traditional and !

t Illa$ media) I!(4i Research and evaluation completed i
i. a ASSESSMENTS of svc systems i
I bl O.R. STIJDIES w/demo projects I
I; c RESULTS DISSEMINATED !
1 i. I

~ ~ Io

(1) FP SERVICE EXPANSION: The
quality of family planning service
deliveryimproVed in all the
existing 24,326 public service
points. 40,000 CSM outlets
established.
MODEL SERVICE SITES: 9 major
clinical centers established
(staff trained, facility equipped,
supplies available, quality
standards of care met).
(2) TRAINING: 8curriculadeveloped
(service providers, TOT, FP motivators);
112mastertrainers trained;

28,242 clinical service providers trained;
43,000 outreach and ceo workers
trained; 20,000 proprietors ofCSM outlets
trained; 40,000 other staff trained/supervi-'
sors,managers, CSM outlet managers, etc.
(3) IEC: 120,000 mobilefilmMdeo

showings. 500 mass media programs
spots, articles, and inserts
(newspaper), billboards, etc.; 58 million
copies of pnnted materials for clients and
service providers; 40 specialized IEC
workshops to strengthen specific IEC
skills.
(4) lOGISTlCS/MIS adequate supplies of

contraceptives available at all service
points; MIS designed and implemented;
monthly reports produced on acceptors,
users, contraceptive distribution; arnJaI
workplans produced using MIS data
(5) DEMAND GENERATION: 576 mass

media campaigns conducted; 5 new
policies adopted (betterservices and
socio-economic Incentives); POlICY:
28 seminars; 20 study tours; newsletter;
newspaper articles produced
(6) R&E: 2 National Family Health

SUiveys completed; 10 diagnostic
studies; 10 majorO.R./demonstration
projects; 30 workshops; 30 seminars; 30
research reports; 50 research notes; 36
issues of research newsletter.

(private and Public Sectors)

(1) FP SERVICE EXPANSION
Data on number of sites collected
and analyzed byVPfPJ-i p:rsomel
quarterly; FP service statistics
from all service providers;
evaluation documents; survey
data on availability and use;
interviews.
IEC: copes of IEC products
(matenals, articles, etc.); financial

records and training statistics.
USAlD, GOUP and Cf:!s' records.
1RAINING: training statistics,
V/JE/J.H and USAID records; records
from NGOS, GOUP, parastatals, etc.
lOGISTlCS/MIS: VPfM-i, public
sector, CA, and USAID data
(2) DEMAND: USAlD and VPf/J.H
records

(3) RESEARCH and EVAlUATION
contractor and USAlD data

1'\rtrtt.l\ .. J.. 1'\.

Page 2 of 3

NGOs VAFAH idea works in Indian
setting. Curricula development takes
place early in Plme 1. Training pr~ram
gets underwayearly. Common trailllng
methodologies, materials
employed. Coordination with
other donors and MOH occurs. IFPS is
succesSul in MIS efforts to standarcflZe
and simplify reporting procedures. !

SERVICE POINTS in-country training 1\.

program gets underway~ planned and is
effective. No severe obstacles on I
equipment orsupplies. Effective
working links can be developeclbetween
publiC and private FP service delivery
Institutions. CSM private sector
prosram launched early in project
paned. Significant demand for FP
services exists and numerous
agencies are desirous (and can II
be made capable) of meeting 1·,1

that demand.

GRANTS MECHANISM VAFAH formulall
works in Indian context.
Personnel are recruited and
trained. Grants program is
effectivelyadministered. No
unpenetrablepolicy or
administrative barriers raised
during project implementation.
Grant proposaJs can be
generatedin atimely manner.



INPUTS

! (1) PERSONNEL
; technical assistance
r local staff and consultants
I. (2) LOCAl COSTS*
~ public sector
I! private sector

i: ~ CONlRACEPTlVESI 4 VEHIClES**
! 5 OTHER COMMOOmES***
II 6 CONTINGENCIES, INFlATION

GOI/GOllP/NGOJPrivate sector
Contribution

*includi~ support for:
; - Institutional development

- policy development
- training
-lEe
- service delivery
- operations research
- logistics management
- monitoring andevaluation

** all types: 4-Ytt1eeJ and 2-wheel
motorized and bicycles

*** medical kits, examining tables, IEC
MIS, etc.

~

(SEE DETAILED BUDGETESTlMAlES)

USAlD, GOUP, CA, and NGO
records

, J

, :X ,A.
'agie 3 o·~ 3:

IFPS approved and implementedas
planned. No serious impediments to
obtaining qualifiedcontractors on
schedule. Contractors perfonn
as expected.

Mechanisms for grants approval and
administration are perfected and
functioning early in project period.

Ii

I:
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1. Project Management Completed by
Year I Ouarter

I. IFPS Project authorized July USAID

2. Project Agreement signed and Aug. USAID/GOI
first year funds obligated

3. PILHI signed Sept. USAID

4. Establish IFPS Steering Committee Sept. GOI

5. Establish Liaison Office Oct. USAID/CEDPA

6. Draft SOCIETY Memorandum of Association Sept. GOI

7. Register SOCIETY Sept. GOIlUSAID

8. Establish SOCIETY Governing Board Steer. Comm.

9. Hire SOCIETY Executive Director (ED) 2 GOVERNING BOARD

10. Hire SOCIETY Technical Directors (TO) 2 GOVERNING BOARD

11. Establish paD benchmarks for Year 1 2 USAID/GOIlGOUP

12. Establish SOCIETY Office Site 3 SOCIETY

13. Hire Support Staff for SOCIETY 3 GOVERNING BOARD

14. Develop Financial/administrative systems 3 GOVERNING BOARD
for SOCIETY

15. Review project targets and revise 4 USAID/SOCIETYICAs
based on survey data

16. Approve Annual Work Plan 4 Steer. Comln.



1.

2.

3.

4.

1.

3.

4.

5.

6.

1.

2.

3.

L. Project Management
Year 2

Bi-annual review implementation
status of all sectors

Approve Annual Work Plan

Technical Advisory Group meeting

Conduct Leadership Seminars

Year 3

Bi-annual review implementation
status of all sectors

Approve Annual Work Plan

Technical Advisory Group meetings

Conduct Leadership Seminars

Assessment of Project design and
Accomplishments

Redesign project as appropriate

lL. NOD/EMPLOYER
Year 1

Proposals developed for Pilot Projects

3-4 NGO Pilot Grants funded

RFP for Training Center/hostel
(institutional grant #1)

2

3

3

ANNEX 11.8
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Steer. Comm.

Steer. Comm.

GOVERNING BOARD

CEDPA/TC

Steer. Comm.

Steer. Comln.

TAG

CEDPA/TC

Steer. Comm.

USAID/GDIIGOUP/SOCIETY

SOCIETY

SOCIETY

SOCIETY

4. Proposals developed for IMA, Railways

5. Grants awarded to IMA, Railways

3 SOCIETY

3 SOCIETY

~

\rtfJ
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6. NGO Grants systems developed 3 SOCIETY

7. Hire, train NGO staff 3 SOCIETY

8. Women's Advisory Group developed 4 SOCIETY

9. Participants selected for inter- 4 SOCIEIYISteer. COl11m.
national training (5 weeks)

10. Develop T. A., monitori ng systems 4 SOCIETY
to grantees

11. Grants solicitation process initiated: 4 SOCIETY
Recruitment plan developed
Orientation Workshops
Site Visit to organization
T.A. in project desing

12. First Annual Work Plan submitted 4 SOCIETY

Year 2

1. Grants solicitation process SOCIETY

2. 6-8 Service Grants funded SOCIETY

3. Establish Regional Office for TA/train SOCIETY

4. Conduct Women's Leadership seminars SOCIETY

5. Review implementation statlls of grants SOCIETY

6. Submit Annual Workplan SOCIETY

7. Select participants for inter- SOCIEfY/Steer. Comm.
national training

Year 3

1. Grants solicitation process SOCIETY

2. Fund 15-20 Service grants SOCIETY

..... ~, ,
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3. Evaluate results of pilot projects SOCIETY

4. Fund 1-2 Expansion grants SOCIETY

5. Establish Regional Office #2, 3 SOCIETY

6. Review implementation status of grants GOVERNING BOARD

7. Submit Annual Work Plan SOCIETY

8. Review NGO, private sector status, GOVERNING BOARD/Steer. Comlll.
accomplishments, design

9. Select participants for inter- SOCIETY
national training

lJ.h Training Center/Hostel
Year I

I. Preparation of training/hostel 4 SOCIETY
facilities, equipment procured

Year 2

I. .Curriculum developed for Counseling TC/SOCIETY

2. Curriculum developed for Management 2 TC/SOCIETY
and Women-In-Management

3. Training of Trainers begins TC/SOCIETY

4. 3 groups trained in above curriculum 2 TC/SOCIETY

5. 6 workshops each conducted in 2-4 TC/SOCIETY
Counseling, Management and WIM

6. Develop training capacity in TC/SOCIETY
regional office #1

7. Develop Gender Workshop for Public/ TC/SOCIETY/CEDPA
private sector managers, leaders
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Year 3

1. 12 workshops each conducted in 1-4 TC
Counselling, Management and WIM

2. Develop training capacity in TC/SOCIETY
regional office 2, 3

3. Assess results of training program TC/SOCIETY/CEDPA

4. Conduct 6 Gender Workshops in other TC/CEDPA
sectors

IV. Public Sector
Year I

1. Assess clinical and PHC services in 2 KGMC/JHPIEGO
medical college and associated PHCs

2. Assess in-service training needs of ANMs 2 ANMC/JHPIEGO

3. Order commodities, equipment 2 JHPIEGO

4. Sector 10 ANM colleges for training 2 DOHFWIJHPIEGO
activities and assess equipment needs

5. Develop standardized clinical FP 3 KGMC/JHPIEGO
guidelines

6. Assess training skills and needs of 4 KGMC/JHPIEGO
medical collegelANM staff

1'. Develop curriculum for clinicall 4 KGMC/JHPIEGO
counseling training including
training materials

8. Train 25 master physician trainers 4 KGMC/JHPIEGO
on clinical/non-clinical and
establish clinical practicllum

\1A
. ,." .
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9. Develop training program for ANMs 4 ANMC/JHPIEGO
on clinical/counseling skills

10. Develop 50 master ANM trainers 4 ANMC/JHPIEGO

II. Select districts for public sector 3 USAID/SOCIETY/
models, develop district planning comlll. Steer.Camm.

12. Assess needs in model districts and 4 DistrictslSOCIEfYICAS
design demonstration model

13. Assess MIS and make recommendations 4 JSIIDOFW/SOCIETY
for new reporting applications

14. Assess needs of logistics/commodities 4 JSIIDOFW/SOCIETY
storage system and develop warehousing
plan

Year 2

1. Implement I model clinic/3 PHCs KGMCIJHPIEGO

2. Develop first model clinic/PHC as KGMCIJHPIEGO
clinical training site for pre-service
physicians

3. Conduct training of Trainers on master KGMCIJHPIEGO
curriculum

4. 25 master physician trainers train KGMC
1250 physicians

5. 50 Master ANM trainers train 5000 ANMs ANMC

6. Provide training materials, equipment, TrainInstn
commodities to trained staff PCS/JHPIEGO

7. Implement plan for FP rotations KGMCIJHPIEGO
at pre-service for physicians

8. Select and prepare 10 more ANM colleges DOFWIJHPIEGO
to open as training sites

~
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9. Select and prepare 3 more medical KGMC/JHPIEGO
colleges to develop as model clinics Medical Colleges

10. Trainers train 1250 physicians Med Center

11. Trainers 5000 ANMs ANMC

12. Implement district demonstration models TA/districts
Sites equipped, staff trained
monitoring systems, referrals
linkages developed

13. Develop follow-up systems and referrals TAldistricts
mechanisms in demonstration districts

14. Design and conduct Operations Research DOHFW/SOCIEfYIPC

15. Implement plan to improve MIS TA/DOHFW
reporting and feedback to districts

16. Professional seminars with physicians DOHFW/JHPIEGO
on contraceptive update

17. Annual Meeting wi international speakers IMA/Med.Colleges

18. Nominate persons to Infection prevention SteerComm.lJHPIEGO
training (9 mo degree program overseas)

19. Observational study tour #1 for physicians JHPIEGO

20. Annual Work Plan submitted Med.CollegelJHPIEGO

21. Professional Seminars on clinical updates IMNJHPIEGO/DOFW

Year 3

1. Expand model clinics into 5 medical JHPIEGO/Med.Colleges
colleges and related 3 PHCs

2. Expand in-service training program in ANMC/JHPIEGO
10 more ANM colleges
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3. Monitor referral linkages in demon- KGMC/JHPIEGO
stration districts

..
4. Two persons to Infection control programs in US SleerColTIm./JHPIEGO

5. Observational study tour #2 JHPIEGO

6. Assess the progress of project to date JHPIEGOISEC

7. Annual Work Plan submitted DOHFW/JHPlEGO

Y... Information Education Communications
Year I

1. Establish IEC capability within Society 3 SOCIETY/PCS

2. Conduct surveys to determine client, 1-4 SOCIETY
provider, public target needs/themes
for educational materials

3. Develop collaborative plan with NGOs, 3 SOCIETY
DOHFW to design materials/messages

4. Establish Media Materials center 3 SOCIETY

5. Develop IEC Advisory Group 3 SOCIETY

6. Develop print materials plan, targets 4 SOCIETY
and schedule

7. Develop plan for use of mass media 4 SOCIETY
and other strategies

8. Submit Annual Work Plan 4 SOCIETY

9. Develop and disseminate 4 SOCIETY
Hindi version of Population Reports
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Year 2

1. Make subgrants to other NGOs to assist SOCIETY
in print materials development

2. Develop materials for key target populations SOCIETY
including client, provider, public, method
specific guides, flipcharts, posters, booklets

3. Conduct TOT for public/private sector to SOCIETY
use materials

4. Develop and implement dissemination plan SOCIETY

5. Test first promotional campaign to support SOCIETY
model programs or other upgraded services
in demonstration districts

6. Produce radio spots to support CSM or other SOCIETY
specific project activities

7. Conduct folk media festival SOCIETY

8. Statewide media conference SOCIETY

9. Submit Annual Work Plan SOCIETY

10. Select participants for international SOCIETY
training

Year 3

1. Complete development of print materials SOCIETY/Grantees
for clients, providers

2. Launch promotional campaign consistent SOCIETY/Grantees
with service quality improvements

3. Produce additional mass media spots SOCIETY/Grantees
based on market research/targetting
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4. Develop institutional campaign for IMA or SOCIEfY/GRANTEES
other institutions ready for promotion

5. Expand mass media activities based on SOCIErY/GRANTEFS
experience and market research/targets

6. Statewise media conference/media awards SOCIErY/GRANTEES

7. Select participants for international SOCIErY/GRANTEES
training

8. Submit Annual Work Plan SOCIErY/GRANTEES

9. Assess the accomplishments of projects SOCIErY/GRANfEESI
to date Steer. Comm.

VI. Private Sector Service Delivery
Year 1

A:. NGO/Cooperatives

1. Implement 3-4 pilot NGO/cooperative 3 SOCIETY
projects

2. Technical assistance to implement grants 3 SOCIETY

3. Develop standardized monitoring, reporting, 4 SOCIETY
logistics, CBD guidelines

4. Design Operations Research studies for 3 SOCIETY
CBD midels

5. Conduct Training of Trainers 3 SOCIETY/CEDPA

6. Train grantee managers and field staff 3 SOCIETY/TC

7. Provide equipment, commodities as needed 3 SOCIETY

B. Employer-based Sector

1. Assess FW programs in 5 corporations in UP 3 SOCIETY
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2. Companies selected based on results of 4 SOCIETY
pre-project survey

3. RAPID model developed and presented to 4 SOCIETY/TA
5 target companies

4. Train master trainers for clinical and 4 SOCIETY/TC
non-clinical service delivery

5. Give grants to equip clinics as needed 4 SOCIETY/TA

6. Implement outreach program in companies 4 SOCIETY/TA

~ Railways

1. Assess family welfare program ill one 3 RRITA
zonal railway

2. Training of Trainers from railways centers 4 Training TA
(clinical and outreach)

3. Management training for RR womens' 4 RR/TC
organization

4. Policy seminar for senior RR executives 3 RR/TA

5. Monitoring, logistics, MIS establ ished 4 RR/TA
for RR

I2.s. Indian Medical Association ClMAl

1. Develop 10 IMA model clinics 4 IMA/TA

2. Develop materials 4 IMA/SOCIETY

3. Develop training program to pr01l110te 3 IMA/TA
oral contraceptives through IMA

4. Training master trainers from IMA 4 TCIIMA
for clinical and non-clinical service JHPIEGO



Year 2

&. NOOs. Cooperatives
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1.

2.

3.

4.

1.

2.

3.

4.

5.

1.

2.

3.

4.

5.

Implement 6-8 Service Grants

Technical assistance, monitoring, logistics

Training of trainers from new NOOs

Training of managers and field staff

!h Employer-based sector

Expanded employer based clinics/outreach
to villages surrounding companies

Select 10 more corporaUons for development

RAPID presentations to 10 companies

Train master trainers in new companies

Implement outreach program in new companies

~l. RAILWAYS

Assess second zonal RR FW program

Training of Trainers for 2nd zonal RR
(clinical and outreach)

Management training for RR women's
organii:ation

Policy seminar for senior RR executives

Train 200 RR outreach workers

SOCIETY/Grantee

SOCIETYfCEDPA

TC

Grantee/TA

SOCIETY/TA

SOCIETY

SOCIETY/TA

SOCIETY/TA

SOCIETY/Companies

RR/TA

Training

RR/TC

RR/TA

RR/TC

6. Outreach program implemented in second RR

.......1



1.

2.

3.

4.

5.

1.

2.

3.

4.

1.

2.

3.

1.

2.

Develop 20 IMA model clinics

Provide materials

Develop training program to promote
oral contraceptives through IMA

Train IMA members (100/trainer - 1,000)

Implement plan to link with CSM

Year 3

A. NOOs. Cooperatives

Implement 15-20 Service Grants

Technical assistance, monitoring
logistics, service guidelines

Implement 1-2 Service Expansion Grants

Technical assistance, monitorinng,
logistics, service guidelines

I:h Employ,er-based programs

Expand employer-based models to 10
new companies

RAPID presentations to 10 companies

Implement training and outreach programs

b Railways

Expand olltreach in zonal RR #1, 2

Assess third zonal RR FW program

'c~r" ',"
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IMA/TA

IECNGO

IMA/TA

TC/IMA
JHPIEGO

Contractor/
IMA

SOCIETY/Grantee

SOCIETY/CEDPA

SOCIETY/Grantee

SOCIETY/CEDPA

Private/SOCIETY

Private/SOCIETY

Private/SOCIETY

RR/SOCIETY

RR/SOCIETY



3.

4.

1.

2.

3.

4.

5.

Training of Trainers for 3rd zonal RR

Train 200 RR outreach workers and
implemented outreach program

VII. Contraceptive Social Marketing
Year 1

Establish office for TA within CSM/NGO

Conduct market research for project
development

Finalize CSM strategy and design components

RFPs to develop and market condoms/OCs

Subcontracts signed

Year 2

3

2

3

4

4
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RRISOCIETYITC

RRISOCIETY

SOM

SOM/Contr

SOM/Contr

Contr

Contr

1. Implement project

Year 3

VIII Research and Evaluation
Year 1

1. Establish R&E Division within SIFPSA SOCIETY/TA k.
2. Design OR and quasi-experimental studies 3 SOCIETY/TA

for private sector service delivery

3. Design new performance indicators for 4 SOCIETY/TA
project impact

4. Design OR and quasi-experimental studies 4 SOCIETY/TA
for public sector demonstration models

5. Collect baseline data for private/public 4 SOCIETY/TA
sectors

~
-
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6. Technical assistance to public sector for 4 SOCIETY/TA
monitoring systems/evaluation systems

Year 2

1. Technical assistance to public sector for SOCIETY/TA
monitoring/evaluation systems

2. Design OR studies to assess IEC approaches to SOCIETY/PCS
create awareness

3. Conduct studies in private and public sectors SOCIETY/TA

4. Conduct workshops on OR methodology for SOCIETY/TA
public/private sector institutions

Year 3

1. Analyze results of initial studies 011 SOCIETY/TA
service delivery models

2. Disseminate results of studies to all sectors SOCIETY

3. Technical assistance to grantees to SOCIETY
incorporate lessons learned from OR
in service delivery expansion

4. Conduct follow-lIp workshops to expand SOCIETY
institutional capacity to develop own OR studies

IX, Logistics, MIS. Commodities
Year I

1. Analyze survey results of public sector MIS 2 DOHFW/TA

2. Develop plan to improve and apply MIS 3 DOHFW/TA
reports and improve information flow

3. Assess MIS needs in private sector grantees 4 SOCIETY/GrantecsITA

..~,.
"'~ll' .
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l.

2.

3.

Year 2

Develop plan to develop or improve private
sector MIS

Implement MIS improvement plans in public
and private sectors

Train managers to utilize MIS reports

. ,", ·-:~1~~i;· ,0(' I'"
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SOCiEfYIGrantecsITA

SOCIEfYIDOHfWlfA
Grantees

SOCIEfY/DOHfWlfA
Grantees

\\f
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INNOVATIONS IN FAMILY PLAHNING SERVICES PROJECT

COOPERATING AGENCIES

CENTRE rOR DEVELOPMENT AND POPULATION ACTIVITIES CEDPA

JOHNS HOPKINS UNIVERSITY

JHPIEGO

In the past 15 years CEOPA has trained over 3000 leaders in 100 countries
around the world to be better managers of family planning programs. CEOPA
directs its efforts specifically at ensuring that women's concerns and skills
are incorporated in the design and management of family planning service
delivery projects. placing particular emphasis on assuring quality of medical
services. follow-up mechanisms. information education, counseling. and
strengthening the sustainabi1ity of in-country institutions.

The Johns Hopkins Program for International
Education in Reproductive Health

JHPIEGO works closely with developing country medical and nursing schools
to incorporate family planning into their curricula. JHPIEGO trains
developing country physicians, nurses, midwives, and medical
administrators in family planning through a network of local and regional
training centers in an effort to strengthen the links between training and
service delivery and encourage self-sufficiency through the
institutionalization of training for medical. nursing and midwifery
schools.

JHU/PCS Johns Hopkins University/Population Communication
Services

JHU/PCS provides country-specific assistance in: 1) identification of
communication needs of family planning programs; 2) marketing and audience
surveys; and 3) design. implementation and assessment of activities.
These activities include,small-scale studies for testing effective
communication methods and large-scale communications campaigns;
development. pretesting and revision of materials and methods; evaluation
of effectiveness of communications programs; and exchange and adaptation
of methods and materials among countr.ies.

JOHN SNOW, INC.

JSI/FPlM john Snow. Incr/Family Planning logistics Management

JSI/FPlM works to improve the capability of LOC public and private sector
organizations to: 1) manage and implement more effective and efficient
contraceptive logistics systems; 2) institutionalize the capacity of
family planning programs to forecast their contraceptive requirements; 3)
develop the capacity of family planning programs to implement sound
quality assurance programs; and 4) implement and maintain A.I.D.'s
commodities MIS (management information system) which tracks the
procuring, shipping, storing and financing of A.I.D.-supplied
contraceptives.
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SOMARC Contraceptive Social Marketing
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SOMARC utilizes the techniques and resources of commercial enterprises to
increase the availability and use of contraceptives. This is achieved
mainly through: 1) using commercial distribution channels to increase
modern-method contraceptive prevalence rates; 2) design and implement
cost-recovery and self sufficiency plans for projects; 3) maximize the use
of alternative sources of commodities; 4) increase the knowledge and
correct use of contraceptives; 5) develop innovative promotion and
advertising techniques; and 6) enhance local marketing and management
skills.

OPTIONS Options for Population Policy

OPTIONS works to assist developing countries in formulating and
implementing population policies that increase access to and use of
voluntary family planning services and to encourage the mobilization of
national resources to support the expansion of family planning service
delivery.

THE POPULATION COUNCIL

The Population Council's project in Operations Research (OR) works to improve,
through OR and technical assistance, the quality, accessibility, and
cost-effectiveness of family planning and maternal child health delivery
systems; and to strengthen institutional capabilities to use OR as a
management tool to diagnose and solve service delivery problems.

u.s. BUREAU OF THE CENSUS BUCEN

BUCEN provides assistance to strengthen the capability of developing countries
to process, evaluate and analyze demographic and family planning data as well
as other social and economic data. Support in these areas is provided mainly
through: workshops and technical consultations; development and
dissemination of software packages and instructional materials for taking
censuses and surveys; and on-going contact and support for users of BUCEN
software packages.

EAST-WEST POPULATION INSTITUTE EHPI

EHPI provides assistance to strengthen the capacity of institutions in the
Asia-Pacific region to analyze and utilize demographic and family planning
data in population policy and family planning program applications. Support
in these areas is provided mainly through: technical assistance, including
research, design and data analysis; training; collaborative research; and
dissemination through conferences and publications.

4824R/2
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ANNEX UI.A. TECHNICAL ANALYSIS

OVERVIE\V Only six countries in the world have populations greuter than the lndiun
state of Uttar Pradesh (China, 1.2 billion; India, 860 million; United States, 252 million;
Indonesia, 181 million; Brazil, 153 million; and the new Russiall Federatioll, 150 million).
Uttar Pradesh is more populous than Japan, Nigeria, Pakistan, Bangladesh, or Mexico
(Fig. I). It is this population of some 140 million persons which will be targeted almost
exclusively by the IFPS project. The scale of the problem to be addressed by this
project, in sheer numbers, is immense.

WORLD'S MOST POPUlDUS COUNTRIES
UTIAR PRADESH COMPARED (1991)

OlttA

flOlA

U1UED SlAlES

tlDOt.tSIA

BRAZl

IlUSSWI rED.

(unAl! PRADtSH)

JAPAtI

UC£RtA

IlJIlGlADESlI

PAKISTAN

MCXICO

0 200 400 600 800

Population in Millions
1000 1200

Figure 1 - state of uttar Pradesh Compared to World's
Most Populous Nations

While the numbers are in one sense staggering, in another they seem quite manageable.
One can think of U.P. as simply another country. A.I.D. has decades of experience in
assisting country progrmTIs of roughly similar size. Indonesia, Brazil, and Bangladesh are
examples of programs which have received large-scale, sustained population support from
A.I.D. over the years. It is encouraging to know, also, that these very large programs
have achieved measurable and sometimes dramatic successes. Yet this optimism must be
tempered by the realization that large country programs such as Pakistan and the
Philippines have achieved far less than hoped for. The IFPS Project will attempt to
build upon successful experiences, in India and elsewhere, while managing to avoid the
technical and -. more often -- bureaucratic tmps which have undermined well-intentioned
programs in the past.

\~
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The IFPS Pl'Oject purpose is to assist the state of Vttar Pradesh to significantly reduce
the total fertility rate through a comprehensive improvement and expansion of family
planning services. This is to be achieved through three key strategies: '

• increasing real access to family planning services;
• improving the quality of services provided; and
• promoting family planning use.

A subpurpose of the project is to demonstrate successful urban and rural family planning
delivery models for wide replication throughout the state of V.P. and elsewhere in India.
For this purpose, substantial support will be given to research and evaluation activities to
document successful delivery systems, and to measure the degree of their impact.

DEMOGRAPHIC AND CONTRACEPTIVE PROFILE OF UTTAR PRADESH (U.I'.)

With an overall population estimated at well over 142 million (1992), V.P. is the largest
state in India. This population lives in an area the size of Colorado. Only twenty
percent of the population is classed as urban. Though population concentrations occur
in several large citics (Allahabad, Lucknow, etc.), most people live in the rural areas
and smaller towns where access is comparatively more difficult tlmn in the urban
centers. Males outnumbc." females (882 females per 1000 males). Literacy is very low in
general (33.8 %) and abysmal among females (20.9 %). Infant mortality is high, with
13% of infants failing to reach their first birthday. Health care is spotty (despite the
mther extensive public health infrustructure), with most families coming into contact with
traditional healers and other service providers far more than with the "modern" health
system. As might be inferred from the above, V.P. ranks relatively low on virtually all
socia-economic indicators. Per capita income is just over one-third that of India as a
whole. Female participation in the work force is very low (5.4%) as is female age at
marriage (16.7).

V.P. is divided adminir,trnth'ely into five regions and 63 districts. Most of the population
(73 %) is to be found in the Eastern Region and the Western Region. Only four percent
of the total population lives in the Hill Region, where population dcnsity is very low
(115 persons per square kilometer). However, there are numerous districts where
densities well above 500 are found. While there is considerable ethnic diversity in
V.P.' s population, Hindi is almost universally understood. Hindus represent the largest
group by far (83.3%), with Muslims representing only 15.9% of the total population of
the state. Animism is prevalent as well, particularly among the hill tribes (unscheduled
castes).

Table 1 presents a summary of the population of V.P., along with selected dCl110gmphic
. indicators as reported by the GOI Hnd GOUP.
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lADLE 1: • UTTAR I'RADESII STAlE - BASiC DEHOGRIIPIIIC INDlcArORS (pngo 1 0' 2)

MTA SOURCES: 1991 ond 1981 Census of Indio, Uttar Prodesh (eols. 3,4,5,6,1,16)
Evo\. & Intelligence Dlv., HOII&FIl Hew Delhi (cols. 8,9,10)
DIE Cell, Dlrectorntc or F.\l.U.P., lucknow <cols. 11,12,13, " •• 15)

(1) (2) (3) (I,) (5) (6) (7) (0) (9) (10) (11) (12) (13) (1'.) (15) (16)
EGlON DistRICT POP 1981-91 DENSITY SEX IIREA COR TFR IHR CPR VSC IUD CON PILL AGE AT

1991 GRO\ltn sq.km. RAllO sq.km. HARR.
(0005) (Yo> FIOOOH (OOOs)

estern Ghozlnblld 2760 1,9.5 1062 835 2.6 '.0.5 6.7 114 34.9 20.2 11.1 2.7 0.9 0.0
estern Hcerut 3400 23.0 970 837 7.9 37.3 4.7 122 0.0 22.7 10.2 0.0 1.2 10.5
utcrn Huznffnrnognr 2830 26.0 700 861 4.0 38.7 '••9 106 34.4 19.6 11 .5 2.6 0.7 10.5
cstcrn Horodabod 4110 30.6 689 852 6.0 42.5 5.1 126 33.7 10.4 11.0 3.3 0.9 18.4 .
cstcrn Borcilly 2820 24.2 685 Dlt3 '•• 1 39.8 5.3 146 32.0 1:7.0 11.0 2.0 1.0 17.6
cstern Agrn 2700 19.8 672 632 '•.0 '.1.1 4.2 115 39.1 21.6 12.6 3.9 1.0 10.1
!!Stern Allgorh 3300 28.0 657 6'.'. 5.0 40.6 4.8 129 29.5 15.5 9.9 3.1 0.0 17.9
estern Bulondshohor 28'.0 20.5 653 660 4.4 40.6 5.3 127 31.4 16.9 '0.9 2.8 0.8 17.9
estcrn Flrozobnd 1530 21.6 649 632 2.3 0.0 0.0 0 26.8 1'••1 8.9 2.5 0.7 0.0
cstern Rnrrpur 1500 27.1 633 867 2.t. '.3.6 5.5 158 39.4 22.5 13.4 2.7 0.0 14.1
cstern Forukhobod 2'.30 24.7 569 939 '•. 3 39.5 '•• 2 122 33.1 17.8 11.7 2.0 0.8 17.1
cstcrn Sohornnpur 2300 26.2 563 860 '•.0 39.2 4.2 96 30.3 17.3 9.6 2.7 0.7 18.5
'cstern /Iarldwor 1120 26.1 563 845 1.9 0.0 0.0 0 28.4 15.1 9.3 3.1 t .0 0.0
'estern I Bljnor 2440 26.9 519 813 4.1 43.0 5.2 120 • 35.4 19.9 11.9 2.0 0.8 19.0
'estern Hothuro 1920 23.3 505 819 3.8 30.5 4.5 122 31.9 17.3 10.B 3.1 0.9 17.3
'estern Etoh 2240 20.5 504 829 4.t. 39.7 4.7 110 30.9 17.3 10.0 2.0 0.7 17.1
'estern Etowoh 2130 22.1 .492 836 4.3 38.0 4.6 117 32.9 16.9 10.7 2.5 0.9 17.0
'estern Holnpurl 1310 23.0 473 843 2.8 39.5 4.8 121 30.3 17.1 9.6 2.6 0.8 16.9
lestern Oodoun 2440 23.7 472 911 5.2 41.1 5.7 155 31.3 17.9 9.7 2.7 0.9 16.8
'estern Shojnhonpur 1980 20.3 433 018 1,.6 40.4 5.3 167 28.2 11,.9 9.6 2.9 0.8 16.7
'estern Plllbhlt 1280 26.7 365 851 3.5 39.9 4.8 147 31.1 16.9 10.7 2.0 0.7 17.1..-........ ~ ..... _.. -.. _-_ ........•........-.....•.... .........•.......•............ - ..... - •....•.•.•...•.•..•...•.••.•.••••
!estern ALL 49380 25.5 601 844 82.2 40.3 4.9 129 32.1 18.0 10.5 3.0 0.8 11.5
.•.•.•....................•••.•.•.•............................•...........................•....•.•.•.•.•....•.•. -- ........•.

lilt Dehradun 1010 33.2 329 851 3.1 33.7 3.2 67 39.9 27.2 9.3 2.5 0.9 20.2
III I Nalnltol 1560 37.0 229 874 6.8 37.4 4.2 93 43.6 29.4 10.2 3.1 0.8 18.9
lilt At mora 820 B.8 153 1106 5.4 36.1 4.2 92 37.5 24.3 9.3 3.0 0.9 17.8
lilt lchr Igorhwo\ 580 15.6 130 1073 4.4 41.2 5.0 99 34.3 22.3 0.7 2.5 0.8 17.4
lilt PourICorh'lo\ 670 6.0 123 1112 5.4 36.9 4.3 94 36.2 23.2 10.3 2.0 0.5 18.6
1It1 PI thorog,,..h 560 13.9 63 1031 6.9 35.0 3.9 91 43.3 30.2 9.5 2.9 0.7 17.7
lilt Chomol! 440 18.2 48 1059 9.1 3~.9 4.7 97 44.0 30.4 10.2 2.1, 1.0 17.5
lilt Uttorll:oshl 240 24.5 30 928 9.0 33.5 't .0 101 49.1 34.5 10.6 2.7 1.2 17.2
.•.••.•..•.•••.•.•..•...............•..••................................•...•......................•.•.•••.•.•.•..•..•..•.••
IIll ALL 50DO 21.1 115 971. 51.1 36.8 4.2 90 40.3 27.1 9.1 2.7 0.0 18.2
.~........-•••..•.•..••....... _......._...........•............•-.-._.-.- ... _.... _.•....... _.. _.. -.. ~....... ..................'
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ANNEX III.A.

Fcrtility ratcs nre generully high (TFR 5.4 amI CDR 35), while use of modcl'l1
contraccpth'c mcthods is correspondingly low (believed to be around 27% at present).
However, there is much uncertainty regarding the accuracy and utility of currently
available demographic measures within the state. Depending upon the source, total
fertility rutes (TFR) range from 4.5 to 6.0. while estimates of current contraceptive
prevalence range from 27 percent of married women of reproductive age (MWRA) to
over 33%. Most distressing. perhaps. is the absence of correlation amongst the various
estimates of the crude birthrate. the total fertility rate, and the contraceptive prevalence
rute (see Figure 2). Correlation rates (r2

) of .30•.35, and .14 were found when the
various estimates were compared.

Comparison of District C8R~ TFR~ & CPR

Uttar Pradesh~ 1981

70r------------------------,

60I---II-----'I----------~t_------_l

50t--t--I-t-+-o\f-l-l~-____,'-t_----_f__i_------_i

30 t---~-----''''I-_'rl_:v--_v_---=-<--::''-------+_n---_1

Olstr lets

Figure 2 - CBR, TFR, CPR Compared

In generul, Ministry of Health estimates of current contruceptive prevalence are
considerubly higher lImn other estimates. As these are derived from a client record
system in an administrative environment which places considerable pressure on providers
to nchieve numeric targets, it is perhnps to be expected that these estimates are
optimistic. Figures 3 and 4 present a graphic comparison between MOH estimates of
TFR in 1981 and those generated by the Indian Institute of Health Management
Research (Jaipur) based on the 1981 Census of India.

Furthcr complications. Discrepnncies between fertility amI contmceptive practice levels
are not the only data and programmatic problems. Recent studies and the Mal-I' sown
statistics show that sterilizations are going down (see Figure 6). It has been reported
that statistics on spacing methods (IUD, pill, condom) are often inflated, sometimes by
nearly 100%.
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ANNEX III.A.

DISTRICT-LEVEL COMPARISON OF 1981 TFR

CMOH/EID V5. I IHMR/CENSUS81 DATA)

=

9.--------------------.
71---~11--

6

5

II
~ 4

3

o
1 3 :; 7 9 11 13 1:; 17 19 21 23 2:; 27

2 4 6 9 10 12 14 16 19 20 22 24 26

DISTAICT tU,IlEA

~Wj
I.lCW EID

IIIf,R

Figure 3 - TFR Comparison for District #1 through #27

DISTRICT-LEVEL COMPARISON OF 1981 TFR
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Figure 4 - TFR Comparison for District #28 through #57
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ANNEX III.A,

Clearly, the direction of the family planning effort in Uttar Prndesh is not known with
certainty, but appears to be going awry. The GOI and the GOUP, to their substantial
credit, have recognized this problem ami are determined to do something about it. This
appears to be the principal reason for their solicitation of USAID support.

Dcmand for modcl'll contraception, If U lilization rates are stalled or are indeed
declining, as some suggest, where then is, the evidence of an existing demand for modern
contraceptives? This is particularly germane since the IFPS Project is structured on the
premise that a substantial unmet demand does in fact exist. Data from the large-scale
National Family Planning Survey (1989) suggest that there is a realunmet demand in
U.P. Desired f<Unily size is just under 3 children (while actual family size is 5.4), and 26
percent of couples who report tlmt they want no more children are not using any family
planning method. Fifty-five percent of couples have never used a family planning
method. While not available from these survey data, there are undoubtedly many
candidates for spacing methods to delay the next birth. The national family health
survey scheduled later this year will provide addition•.1I evidence of the unmet demand.
The survey should also proviue the most reliable estimates to date concerning certain
key demographic measures (including TFR) and contraceptive utilization.

Designers of the IFpS Project base their belief of a large unmet demand not only on
survey data, but also on knowledge gained through international experience over several
decades and on what is known of the character of the family planning program in U.P.
It is the general experience that a substantial unmet demand exists wherever a choice or
quality FP scrvices is not readily available to potential users. This is very likely the case
in U.P. where the program to date has focused almost exclusively on a single terminal
method (sterilization), anu where outreach services have not been organized to
effectively place services within easy reach of clients. In addition, there have been
serious deficiencies in the quantity and quality of training (e.g., only 6% of ANMs are
trained to insert IUDs), in the range of contraceptives offered, and in the logistics system
which hilS sometimes resulted in stock outages. The program has been driven by a
strong system of rewards and s~lI1ctions built mostly on target achievement. This Ims
often undermined efforts to improve the quality of services as well as attempts to
monitor real achievements through the statistical reporting system (since actual
performance falls far short of reported achievement). Additionally, serious problems
have been experienced in funding of the program, with the GaUl' sometimes running
out of funds to carryon program activities.

Taken together, the above factors suggest strongly that the program has not been able to
recruit and to retain substantial Ilumbers of new clients in recent years. The corollary
suggestion is that large numbers of potential clients remain unserved, thus there is in fact
a large unmet demand. Further evidencc of demand may be inferred from the
apparently real variations in levels of fertility by geogmphy, variations too great to be
explained except by access to contraception.

7



All available data sources, while they may not agree on absolute levels, have in common
a wide variation in estimated fertility levels amongst the various districts in U.P.
District-level TFR estimates range from a low of 2.9 to a high of 6.7. Similar variations
occur in estimates of the crude birthrate (CBR). The IIHMR in Jaipur has mapped
these geographic variations (Map 1)
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ANNEX III.A.

Family Plnnning Service Statistics. Information on new acceptors ami current users of .
modern contraception methods in Uttar Pradesh comes principally from the Ministry of
Health I s Family Welfare Directorate in Lucknow. It is here that data are collected
from various service-rendering facilities, and compared against estahlished targets by
method. Available survey data (from the 1989 National Family Planning Survey)
contrast significantly with official statistics, providing reason to believe that the actual
number of new acceptors and current users is smaller than the official data would
suggest. It is anticipated that the National Family Welfare Survey will by summer of
1993 provide more reliable baseline data on the use of contraceptives in U.P. Fieldwork
is due to begin in November of 1992; preliminary analyses should be available by the
following spring. Of particular intere!;t among the various measures to be covered by the
survey is the percentage of target couples who wish to delay the next birth by at least two
years (they are potential acceptors of spacing methods) as well as those who wish to have
no more children (they heing c~lI1didates for terminal methods as well as spacing
methods in the event they do not \vish to usc VSC).

Official FP service statistics and targets for the past five years are presented in Figures 5
nnd Gon the next page. Several ohservations seem to follow from the data:

for 3 of the 5 progrmn years, targets were "exceeded"

• sterilization (YSC) rates are declining, especially during the last 2 years

ornls represent only a very smull percentage of total acceptors (the potential for
this method is large)

• while condom use appears to be growing, it is extremely difficult to verify actual
condom distribution or use

overall, reported "new ncceptors" in 1990-91 total nearly 4 million, or two-thirds
of estimated total users

• IUD acceptance rates as shown in the official statistics appear to be very high,
given the snmll percenwge of providers trained in IUD insertion, and available
survey data which estimate IUD lise as under 1% of MWRA.

It is probably not lIseful to attempt a mure detailed analysis of family planning program
acceptors and users as the present numbers are of uncertuin reliability. However, it
would be useful -- following examination of survey data in early 1993 -- to formulate
small-scale intensive research efforts to better estimate key program factors such as
client continuation rates by method, quality of counseling related to client choice of
methods and continuation, etc. The survey data should also facilitate a re-examination
of the overall demographic targets of the IFPS project, with adjustments lip or down as
indicated.

9

L
I

. "',r···



ANNEX 111./\.

EVALUATION OF PROJECT STRATEGIES

STRATEGIES TO INCREASE ACCESS. The IFPS Project aims at increasing access to
family planning services by:

• expanding the numbers and geogruphic distrihution of clinical FP service­
providing facilities; and

• expanding the numher and size of outreach networks providing non-clinical FP
services in small towns, villages, and at the doorstep.

These strategies will involve all sectors: public, parustatal, NOO, and private-for-profit
institutions. Since it is the public sector which by far has the greatest potential for
service delivery, this will be examined first.

The public sector infrastructure ill U.P. is extensive, comprising the following pertinent
categories:

• 13
• 63
• 267
• 3639
• 907
• 20153
• 223
• 9
• 7
• 229
• 313
• 23000+
• 55
• 2
• 46
• 4
• 56
• 8

Divisions
Districts
Urban Centers
Primary Health Centers (PHCs)
RFW Main Centers
Subcenters
Post-partulll Centers
Medical Colleges
RI-IFW Training Centers
Upgraded PHCs
ICDS Projects
Auxiliary Nurse Midwives
Rural Female Hospitals
Regional MCH Centers
ANM Training Centers
Health Visitor Truining Schools
Laproscopic Tnlining Centers
Recanalization Service Centers

Potcntial foa' FI) Service Dclivcry. While the public health infrastructure is extensive, its
potential for delivery of family planning services has just begun to be tapped. Only 6%
of ANMs are trained to insert IUDs. Only 60% of facilities provide any FP services.
Outreach is not carried out on a systematic basis (often due to poor supervision, lack of
supplies and equipment, lack of transport, task overloading for some workers, etc.).
Regular in-service training is not curried out. No training has been given to service
providers in advanced techniques of counseling and interpersonal communications
(especially for spacing methods). Field workers and clinic workers lack adequate IEC
materials to use in counseling, and client lEe materials to reinforce messages.

10
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ANNEX II loA.

Budgetary and financial constraints lead to occasional stock outages und other
disruptions to service delivery (e.g., unavailability of travel allowances and per diem
(TA/DA) for training or for outreach, lack of POL or funds for vehicle maintemmce,
etc.). Despite these problems. the tremendous potential of the puhlic health system
remains. The challenge to the IFPS Project will be to find ways to energize the system:
through training and retraining, provision of equipment and supplies, transport, IEC
materials, and financial resources for program activities. Specific uctivities have been
identified in the project puper (detailed in the various annexes) which aim at correcting
or minimizing the above-cited problems. JI-IPIEGO and one or more C.A.s, for.
example, will ussist in a major effort to train physicians, ANMs, and other key service
providers in all 9 medical colleges, the 46 ANM training centers, and other selected
institutions. The objective of this critic;,l1 training effort will be not only to impurt
technical skills in the various family planning methods, but to improve: (1) the ability of
service providers to give quality counseling to their clients; (2) the tarnished image of the
family planning program; and (3) client continuation rates. In terms of uccess, the result
of this training effort will be to greatly increase the percentage of trained and equipped
service providers within the public health system, as well as the percentage of public
health facilities offering a range of f;,ullily planning services.

Similarly, intensification and expansion of outreach efforts will be cmried out in selected
demonstration districts. Models Imve been developed to test outreach effectiveness of
several categories of workers (ANMs, I-1Ws, VI-IWs) in providing non-clinical services at
the village level. If, as has occurred in other countries, effective outreach programs can
be developed and demonstrated, it is anticipated that these will be replicated throughout
V.P. and elsewhere in India as applicable.

' .. "

The Rnihrdjs nnd Other Go\'ernll1cnt EntcI'J)I'ises. IFPS proposes to increase access to
family planning services by working through one or more large government enterprises.
The Indian Railway system is enormous, reaching deep into urban and rural areas ucross
the country. This system is relatively self-contained and autonomous providing, among
other things, its employees and their families with comprehensive health services. The
quality of care in Railwny fncilities is generally regarded as being considerably above that
available in the public health system. Facilities are availnble to non-Railway families as
well.

IFPS proposes to consider this (and sfmilar enterprises) in the same manner as it will
other large empl()yers in the private sector. The plan is to provide minimal assistance
(training, some equipment, IEC materials) sufficient to permit these enterprises to
initiate or expand the provision of high-quality family planning services to the millions of
families they serve. It is thought that these me among the most easily sustainable
programs, since the Railways and other such public enterprises are already providing
comprehensive health services for their employees. While employer-based programs
have not met with much recent success, it is believed that there remains great potenti~ll,

particularly muong the public sector enterprises.
In sum, the strategies presented for increasing ncccss in the public sectol' appear to be
targeted appropriately on the major problem areas. The approaches chC?sen are in
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accord with successful international experience. There is every reason to expect they call
be effective in the Indiun context.

Non-government ScctOI·. Strutegies to increuse access in the non-government sector me
necessarily more diverse, following the pattern of the sector itself. There arc few lurge
networks of NGOs and PYOs in U.P. Rather there are thousands of small orgunizations
having small catchment areas. This is true both of the voluntary and non-profit sector as
well as the private-for-profit sector where there are few really large employers. The
Family Planning Association of India has achieved good success in providing quality
family planning services in the private sector. Expansion of FPAI activities would be
desirable, but currently there are legal constraints on A.I.D. assistance to that institution.
Nevertheless, FPAI has proven that FP services can he provided by the private sector in
a manner which is attractive to the general public (some large FPAI clinics are
reportedly bursting at the seams with client demand).

WhHe the GOI has adopted a target of 20% of the family welfure budget to support nOIl­
governmental organizations providing family planning services, this has not been easily
implemented. Only about 2% of the budget now goes to NODs, largely because: (I)
there has been no systematic effort to develop the capacity of the private sector to carry
out large-scale family planning activities; and (2) government funding regulations and
procedures are so burdensome as to frighten off potential NOD applicants for
government support. These two constraints will be addressed in the IFPS Project by: (1)
developing private sector capacity through technical and financial support from the
Society; and (2) encouragement of increased GOI/GOUP support to NGOs, perhaps
through matching formulas and 1'130.

To tap the potential of the private sector, IFPS proposes to initiate a small grants
program through a lead indigenous institution, reaching out initially to the few large
networks which do exist (e.g., the milk cooperatives). These grants will provide funding,
technical assistnnce, commodities, and related support to non-government institutions
wishing to develop and/or expand family planning s~rvices. In part these activities will
focus on larger employers, helping them to build quality family planning services into
their existing health services for employees and their families.

The stwtegy of concentration on both public and privute sector channels for service
delivery makes good logical and programmatic sense. Private channels can be used to
supplement and reinforce services available from the public health system. They can
also reach into the privute-for-profit sector, where investments in relatively more self­
sustainable programs can be made. The difficulty comes in trying to coordinate a wide
range of actions across Iitemlly hundreds of institutions, each having its individual
character. There are numerous examples, however, where such an approach has been
quite successful, even under adverse circulTIstunces. In Haiti, for example, umbrella
NGO organizations coordinate a huge number of member NGOs that provide family
planning services. Approximately $5 million per year in USAID assistance moves
through this mechanism. Madagascar Ims developed a similar mechanism to channel
grant monies to the NGO sector for family planning service delivery. And, in Latin
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America, NGOs h~lve carried the lion's share of the burden for family planning service
delivery for many years.

In Uttar Pntdesh it remains to be seen how fully the private sector can be made to
contribute toward the overall success of family planning. IFPS has adopted technical and
managerial strategies which seem appropriate to put the private sector to the test.
Contraceptive Social Marketing (CSM). The CSM strategy in the IFPS Project is to
build upon the existing (government) social marketing system, while launching a
complementary effort in the private sector. India has a long experience with social
marketing, and has had substantial success in marketing condoms and oral contraceptives
(see details in CSM annex). However, marketing efforts do not reach far into the rurnl
areas where most of the population of U.P. resides. The GOI program has also heen in
part restrained by the variable quality of products promoted.

The IFPS Project will promote higher quality products, and will intensify promotion and
distribution of the Nirodh Deluxe condol1l and the Mala D oral contraceptive in the
public sector. In the private sector, IFPS will foster a CSM progntm using commercially
viable brands of condoms and orals which reaches down to towns of SOOO persons and,
hopefully, to smaller villages. An objective of this effort is to reduce the need for
continued Gal and USAID inputs in future marketing of contraceptives..

Based on experience to date, USAID believes that the CSM program is one of the IFPS
Project components most ready to proceed immediately upon signing the Project
Agreement. The chosen strategy appears to be appropriate, and affords many
opportunities for innovation and strengthening during the project out years.

13
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STRATEGIES TO IMPROVE THE QUALITY OF FAMILY PLANNING SERVICES

Improving the quality as well as the quantify or family planning services is crucial to the
success of IFPS objectives. The concept of high (IUulity services has several dimensions:

• a range of choices of contraceptive methods must be available to the prospective
client;

only high-quality contraceptives should be promoted (those with a proven track
record of effectiveness and quality control in manufacture);

• providers must be well trained in the methods they offer, und must be well
equipped to carry out both clinical and nonclinical work;

providers should be skilled in client counseling, to ensure that clients me well­
informed regarding their options, and to improve contilillation rates;

• good client counseling implies the ready availability and employment of
infornmtion, education, and communications nmteriuls to inform and to reinforce
client knowledge; and

for high-quality services to be provided over time, it is imperative to have
functioning supervision, logistics, MIS, amI pre- and in-service training systems.

Improvement of the quality of FP services will be one of the toughest technical problems
IFPS will have to face. The program has for nearly 40 years been providing limited and
sometimes indifferent FP services. Wlmt IFPS is proposing to do is to completely turn
around these well entrenched behaviors, and to build a new spirit of community service
where little has existed in the pust. This may be somewhat easier to do in the private
sector where activities often will be starting from scratch. In the public sector, however,
one can confidently predict the need for extraordinary measures and perseverance if the
new behaviors are to be solidly.institutiomllized.

At this point it is difficult to predict how successful IFPS may be in achieving the goal of
improving the quality of services across-the-board. However, there are specific strategies
and program activities within the project which are aimed at achieving each of the
above-listed elements of "high-quality FP services".

Breast-feeding is one example. Studies h..lve shown that hreast-feeding programs have a
mensurable impact on nmternul and child health. The influence of breust-feeding on
lowering fertility is \vell known. Breast-feeding is a natural resource thut is highly cost­
effective for public health programs. The health benefits are high in comparison to the
low demands on public health resources. Rese:lrch has repeatedly shown that fewer
infants die whenbreust-fed because hreast-feeding protects infants from diarrhea and
common life-threatening infectious diseases. It also promotes growth and development
by providing the infant with all the nutrients and fluids required in the first six months of
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life. Further, it may reduce the risk of post-partum hemorrhage and is associated with
lower risks of ovarian and breast cancer.

For family planning programs, the fertility-suppressing quality of breust-feeding provides
an option for an expanded program. In 1988 the I3ellagio Consensus Conference
proposed guidelines that formed the basis for the luctationul umenorrhea method (LAM)
as a method of family planning. Based on clinical data, it was agreed at the conference
that a mother who is fully or nearly fully breast-feeding her infant and win remains
amenorrheic has less than a two percent chance of pregnancy during the first six months
post partum. In India, where most women breast-feed for at least a year and where
there may be some resistance to modern methods of family planning, LAM could be
promoted as an interim method of birth spacing. ANMs and other service providers
could be trained to present bre~lst-feeding as a an effective family planning technology
during the first six months post partum, instructing mothers in breast-feeding techniqucs
which arc most effective in maximizing infant well-being and in avoiding unwanted
pregnancy.

STRATEGIES TO PROMOTE FAMILY PLANNING

The preceding strategies to improve acccss and qunlity of family planning services are
important ingredients in the promotion of family planning. The availability of high­
quality services as a result of IFPS-supported activities will contribute directly, it is
believed, to changing public :lttitudes towards the program from indifference or disdain
to a more positive condition. The growing pool of satisfied contraceptive users will
comprise a positive dynamic among families and friends. This is perhaps the most
important, though not only, component of promoting family planning over the long-term.

Additionally, selected policy and public education activities are planned. IFPS will seek
to have the GOI modify the current system of new acceptor targets. The present system
seems to result in numerous problems both among service provitlers (focus on numerical
achievement, not quality; falsification of records; etc.) and among both clients and
potential clients who view the progrmn asdel110graphically driven, of poor quality, and
not relevant to their health needs. Thus, modificntion of the targct systcm is crucinl to
the iml)J'O\'Cmcnt of thc imagc of thc FP ()l'Ogrmn, including sclf-imagc.

Another dimension to be adllressed is that of public perception of family planning itself,
as distinct from that of the family planning program. lEe efforts will be directed,

. through the mass media and otherwi!ie, to foster a change in public attitudes toward the
concepts of birth spncing lind birth Iimitntion, particularly as these relate to family
health anti welfare. The health advantages (to mothers anti their offspring) of family
planning are not immediately apparent to the general public, but are real and c~m be
convincing if properly presented. With the new emphasis on SI)ncing mcthods ns wcll ns
stcrilizntion, these he:llth messages become relevant whereas before they would have
heen largely moot.
Finally, in the effort to promote family planning IFPS will undertake a series of activities
aimed at the Icadcrshi.) Ic\'cls in V.P. These policy-related actions will be directed at •
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several levels toward those who shape IIOlicy and 11Ublic opinion. Mechanisms will
include seminars and workshops, study tours, and targeted information dissemination,
(e.g., of survey and OR findings, technical materials such as Populatio/l RepOlts, etc.).

If all the ~lbove·cited activities are successful, as they have been elsewhere, they will
undoubtedly lead to a major shift in support for family planning, including at the
grassroots.

16
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ASSESSMENT OF PROJECT IMPACT

Achicving dcmographic hugcts. IFPS aims at uoubling the (rate of) use of modern
contruceptive methods (orals, IUDs, condoms, YSC, Norplant, etc.) from approximately
27% in 1989 to 50% by 2002. The llullIbcl' of USCI'S is expectetl to increase from 6
million to over 15 million. These figures are generally consistent with a reduction of the
total fertility rate (TFR) from 5.4 to 4.0 during the same period (see TARGET analysis
by Stover, 4/10/92). During this same period, the total number of married women of
reproductive age (MWRA) will increase from 24 million in 1992 to over 31 million by
2002. Thus, a doubling of the contraceptive prevalence rate (CPR) involves increasing
the number of continuing users by 2.6 times! Figurc 7 shows these trends graphically.
The assumption is that by the end of the project there will be an equal number of users
and non-users (target couples).
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Fiqure 7 - Illustrat1ve Evolution of Users, Non-users, and
MWRA During IFPS Project

Achieving thesedemogruphic targets will he very difficult, but not impossible (Stover,
4/10/92). Howc\,el', it should be rcmcmbcl'cd that data uscd in calculating the abovc
scenario are not fully rcliable. The actual level of CPR may be somewhat higher or
lower that the 27% used above. Better estimates will have to await results of the
national survey next yem.
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In accord with survey results, targcts will be reset tOWflo:'dS the end of the first project
year. Once the targets are recalculated (spring-summer 1993), IFpS will have a clearer
iden of the scnle and pace of activities required to achieve the desired TFR of 4.0 by
2002. Plans for demonstration projects and their replication can then be modified
accordingly, and more realistically given the first full year of project activities.
Two major surveys are built into the project (Year 5 ami Year 10). These me designed
to yield reliable data which can be used to measure progress ami to assist in re-directing
future activities.

Rcplicating IFPS Successe~. A subpurpose of the project is to develop FP service
delivery activities which will be widely replicated in the large northern states, and
elsewhere in India. Strategies to achieve this outcome involve: (I) developing and
demonstrating programs which are truly replicable (in terms of cost, sustainability, etc.);
(2) documenting the process and disseminating the results widely; and (3) assisting the
Gal/GaUl' financially and through technical assistance to begin the replication process.
This laller assistance will be through perlonnnncc-bascd progrnlllllling.

While it is too emly to pre<.lict how widely the successful results will he replicated, there
are precedents which suggest that the Gal will quirkly adopt progrmn strategies which it
sees as likely to improve the overall impact of the national family planning program.
Good intentions aside, however, experience elsewhere has shown repeatedly that the
successful replication of FP program activities is highly dcpcndcnt on thc continued
cmployment of key personnel who ha,'c experienccd and managcd the original changc.
This is a critical factor which must be taken into account by IFPS ami its GOI/GOUP
collaborators.

Strengthcning trust and collaboration between Indian and U.S. institutions is an
important project objective. Not only will this help to ensure technical ~nd

programmatic competency in the family plmming area, but important spinoffs can be
anticipated with respect to other current and future projects. The strength of these
relationships will be influenced by the degree of succcss achieved in this project as well
as other human and institutional factors.

CONCLUSION

The IFPS Project is technically SOUI1<.1 as presently conceived, based Oil currently
available information. It embodies strutegies ami resources appropriate to the chosen
objectives of expanding access, improving (IUnlity, and Ill"Omoting family planning.

Reassessment of demogl'allhic targcts will be needed by the end of the first project year.
Although the numbers might change ... even considerably ... the strategies as laid out in
the Project Paper will in all likelihood continue to be appropriate, though perhaps with
minor modifications and mid-course progmm corrections.
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Anllex III. B. Ilist Uut ional Analysis

During the course of the project USAID will be collaborating with several public and private
Indian institutions. The organizational structure and functional capacity of these indigenous
institutions are, therefore, relevant to the success of the project.

The Public Health System: The family planning infrastructure in the public health system is
vast and complex. The Ministry of Health and Family Welfare (MOHFW) is headed by a
minister and secretaries. A vast array of other functionaries operate under these persons at
the central office in New Delhi. At the state level, in U.P., a similar array of officials
represent various offices of the state government. One unit of the state government is the
State Health Office operated by the Director General (DG). One of the 8 directors under the
DG is in charge of family planning.

The urban health service system includes general and specialty hospitals and maternity
hospitals with 30 beds as the norm. In addition, urban areas have Urban Family Welfare
Centers(UFWCs) which are out-patient facilities with a doctor, 4 ANMs and 2 LHVs, and
Health Posts (HPs) which are also out-patient facilities located almost exclusively in slums.
These HPs are staffed by a Lady Doctor, 2 LHVs and a public health nurse. There are
about 534 government hospitals in U.P.

The rural health system includes: Community Health Centers with I superintendent, I
surgeon, I pediatrician, I radiologist, I lady doctor, 1 X-Ray technician, 2 laboratory
technicians, 3 staff nurses, 4 LHVs, 2 ANMs, 2 health inspectors and 8-10 basic health
workers; Primary Health Centers (PHCs) with 2 doctors, 4 LHVs, 2 ANMs, I laboratory
technician, I extension educator, I sanitarian, 2 health inspectors and 8-10 basic health
workers.

There are 1555 government dispensaries, 142 CHCs, 2476 PHCs and 20,153 SCs in U.P. as
of 1989. (Health Information India, 1989). The referral system works upwards from the SCs
to the CHCs. There are 2263 doctors, 259 Nurse Midwives, 23,645 Female Health Workers
(ANMs), 11,363 Male Health Workers, 1026 Block Extension Educators, 3567 male Health
Assistants and 3068 female Health Assistants in U.P. (Health Information, MOHFW, 1990).

The strengths of the public health system are: the infrastructure is vast and has the potential
to reach very large numbers of people; MIS, logistics and management systems are in place;
training institutions are present; being a government institution, it has the complete support
of central and state governments. The weaknesses of the system are: in spite of the large
inftastructure the number of clients per PHC or SC is too large for efficient service delivery;
training programs are very poorly designed and, in some cases, not in operation at the
present time; motivation of staff is very poor; quality of services is poor; in many SCs and
PHCs facilities and equipment are sub-standard or missing; the image of family planning
providers is very poor due to the skewed focus of the program on sterilization and the target-
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oriented approach of providers; there is a lack of an appropriate method-mix at every level of
service delivery. In spite of these drawbacks it is essential for the IFPS project to work with
the public sector in order to have a significant impact on the TFR of U.P.

The Railway Health System: Family health care programs were initiated for all the railway
staff members and their families in the 1950s and extended in the 1960s. The Railways own
114 hospitals, 62 family welfare centers, 38 subcenters and 668 health units across the
country. Of the nine zones that the day-to-day administration of the Indian Railways is
divided into, D.P. is served mostly by 3 zonal railways, Northern, North-Eastern and
Central.

At the apex of the health services is the health directorate in Delhi, under the administrative
control of the Medical Superintendent (MS) and is headed by the DO (RHS) and assisted by
the Executive Director (Health) and Director (Health and Family Welfare). Each zone is
headed by the Chief Medical Officer (CMO), who is assisted by the Dy.CMO/Technical
advisor, Dy.CMO/Health and Dy.CMO/Family Welfare. There are a series of staff below
these officials. Each zone has its own central hospital, followed by divisional hospitals and
under the divisional hospitals are a series of sub-divisional hospitals, polyclinics, health units
and dispensaries. All methods of contraception are provided at the hospitals. At the lower
levels some of the clinical methods are absent.

The strengths of the Railway Family Welfare program are: As in the case of the public
health system the Railway Health System has a vast infrastructure; facilities and equipment
are usually far better than in the public health system; management, MIS and logistics
systems are in place; the system has the potential to reach over two million people and can
be expanded further. The weaknesses of the system are: all the facilities are understaffed;
quality of training and services are marginally better than in the state health system but
require extensive upgrading; method-mix is poor and emphasis has been solely on
sterilization. However, in spite of these drawbacks, the Railway Health Service provides a
unique opportunity to expand family planning service delivery in U.P.

Dairy Cooperatives: The dairy cooperatives were established to facilitate the marketing of
milk by local farmers. Broadly, all the districts in U.P. may be divided into two categories:
Operation Flood Districts, where the milk cooperatives come under the control of the State
Milk Union Cooperative Federation Limited (SMUCFL), and Non-operation Flood districts
under the Dairy Development Department of the state. The SMUCFL is governed by a
chairman an(l board of directors elected by the affiliated district milk unions. The district
Milk Unions Cooperatives have a similar structure and supervise the village milk cooperative

.societies comprising of at least 30 members each.- The structure of the Non-operation flood
unions is similar to the other category. There are 51 milk unions in V.P. with 34 districts
under Operation Flood and the remaining under Non-operation Flood. The two together
have 19,698 milk societies with a membership of about 1,900,000. The potential outreach of
this network is about five million people.

"
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The strengths of these dairy cooperatives are: they are successful grassroots organiL1tions
with a remarkable ability to organize local farmers; they are particularly well suited to
support CBD activities; community participation is an average 30% of all village households
and non-members are allowed to market their milk through the society outlets; most village
cooperatives are managed by local committees and have a small building and at least one
paid staff member; there are Women's Dairy Cooperatives now in 5 districts of U.P. which
would enable the project to target rural women. The weaknesses of this network are: they
do not currently provide family planning services and would require assistance to set up
family planning activities.

Agl'icnltnral CQopf.'l'aUves: The Primary Agricultural Cooperative Societies (PACS) are
also established at the village level. They supply agricultural inputs, provide short-term
loans to farmers and supply consumer items to members and non-members through their fair­
price shop system. A minimum of 30 members are required to form a cooperative society.
The PACS are coordinated by the Secretary/Manager at the lowest level, the Assistant
Registrar's office at the District level, the Joint Registrar at the Divisional level and the
Registrar Cooperative at the state level. There are 8146 registered PACS in U.P. with a
total membership of about 7 million and with an estimated outreach to about 40 million
people.
The strengths of the PACS are: 90-95 percent of the societies own their own premises; some
of the PACS in western districts of D.P. have a good infrastructure and provide MCH
services and even family welfare services; the estimated reach of the PACS is very large;
they are good grassroots organizations and have access to rural D.P. The weaknesses of the
PACS are: there is a wide variation in the management capabilities and efficiency of PACS
across districts; they are not as well organized as the dairy cooperatives; aithough some
PACS currently provide family welfare services, quality of services are questionable and a
majority of the PACS would need extensive training and technical assistance to set up family
welfare programs. The PACS, however, present a good channel for the extension of family
planning at the village level ttl a large number of people.

Sugm'cane Societies at the viilage level: Sugarcane societies are mainly entrusted with
marketing sugarcane, providing agricultural inputs for sugarcane production and short-term
loans for farmers. The senior sugarcane development inspector is the chief executive at the
society level. He reports to the sugarcane union federation at the state level. Besides the
chief executive there are supervisors and other staff at the society level. Each society covers
50-200 villages.

The strengths of the sugarcane societies are: sugarcane societies in U.P. have their own
buildings, a staff strength of 50-200 and an annual turnover of 25 lakhs to one crore; some
of the societies have Ayurvedic dispensaries; the sugarcane factories which belong to the
societies have their own health units with medical and paramedical staff and some of these
factories provide family planning services to their employees and neighboring villages. The
weaknesses of thl:'se societies are: most of the societies are in financial trouble; many of
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them would require extensive technical assistance to set up family welfare programs. In spite
of the problems these societies and factories present another important network for the
expansion of family planning service delivery due to their infrastructure and manpower.

Bhara' Heavy Elec'riruls Limi.ed (BIIEL): One of the branches of RHEL, a large public
sector corporation, is situated in I~dridwar, V.P. It specializes in the manufacture of power
generation equipment. It has a 200-bed hospital that currently provides curative, preventive
and promotional services to the 12,251 employees and their families and to two neighboring
villages. Family Welfare is part of the MCH program of the Medical Department. There is
a special cell under the Chief Medical Officer for implementing family planning programs.
There is a part-time OB/GYN, a full-time Public Hcallh Visitor, a full-lime mcdico-sf'cial
worker and an accountant attached to this cell. All me~hods of contraception are available.
The curative services of the Medical Department are of ·-Iery high quality.

The strengths of their family welfare program are: an existing infrastructure; the good
c~edibility of the curative services which will make it easier to prolnote family planning;
extension of services to villages. The weaknesses are: lack of involvement and commitment
at top and mid-level management; lack of involvement of workers in the planning process;
limited, poor quality lEe; lack of an effective monitoring system. In spite of these failings
this institution provides ample opportunity for USAlD to improve and expand high quality
family planning serv ices.

•!indus'"" AerolUm.icsLhnited (HAL): The Lucknow branch of HAL has 3855 employp.es
with an annual budget of 300 lakhs, of which nearly 100 lakhs is spent on medical and
family welfare programs. HAL is a public sector corporation and manufactures aircraft
equipment for the Indian Air Force. It has a dispensary with 6 permanent doctors, 15 part"
time doctors and 15 paramedical staff. Apart from the doctors at the dispensary, there are a
team of doctor~ working in various parts of the city to cater to the medical needs of the HAL
staff who live outside the premises of the HAL colony.

All methods of contraception, except sterilization, are provided by the dispensary. The
strengths of the program are: the size of the medical and para-medical staff is large; the
doctor have established a good rapport with the employees and are trusted. The weaknesses
of the program are: lack of sterilization services in spite of available medical staff; lack of
outrea"I' to non-employees in spite of a large numher of medical and para-medical staff;
management and trade-unions are not involve,\ ':1 the planning and management of the
program; there is complete absence of an lEe program. It is obviolJS that HAL presents a
unique opporH1nity for the expansion of quality services to a large number of clients in urban
and peri-urban Lucknow.

Bujnj Hindus.unLimited (BilL): is situated in the Kheri District of U.P. It is a leading
private sugarcane manufacturer with 1745 ~mployees. It has a hospital that !,rovides medical
and family planning services to it~ employees and to 1300 villages on a periodic outrec1ch
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basis (through camps). The contraceptive services provided are VSC, condoms and OCs.
The strengths of the program are: a strong rural development component; good credibility
with workers; special training for motivators; a reasonably strong lEe program; and special
emphasis on women for er;ucational and motivational purposes. The weaknesses are: lack of
coordination in the IEC activities; lack of involvement of top-level management and trade
unions; absence of a monitoring system and an incomplete method-mix. BHL could be
assisted to improve and expand its services to a larger number of people in a systematic
manner.

The Indian Medical Association ClMA}: The IMA is a voluntary 0Q~anization with a
membership of about 83,000 physicians across the country. It has /,219 members and 138
branches in U.P. The affairs of the IMA are managed by the elected members of the Central
Council and the Working Committee. It has a number of Standing Committees which are
entrusted with specified objectives. Each state and local branch holds regular scientific and
medical meetings and elects its Office Bearers once a year. The IMA has many activities
include publishing a scientific journal, prov;~ling continuing education for its members
through its academic wings, organizing stud/ tours, holding conferences etc. In addition the
IMA and its branches ha.. :;- been running many community service projects. A number of
branches have established family welfare centers, immunizaHon centers, ambulance services,
blood banks, etc. This organization will therefore playa major role in establishing model
clinics in the private sector and for the expansion of service delivery through private
practitioners.

lJ!eracy House (Lnl~ is a ~30 established and managed by the India Literacy Board, in
Lucknow, V.P. It has been .dentified as the NGO to lead all IEC activities for the project,
with techniral assistance from JHU/PCS. It has extensive experience in the field of
education and promotion. The principal functions of LH are preparation of teaching/learning
materials, preparation of training materials, support to continuing education programs,
preparation of mass media programs of functional literacy, motivation and environment
building for Adult Education, multi-media work including traditional and folk-media,
management training programs for educators, management of field programs, evaluation of
and research in teaching/learning materials and learning impact and production/dissemination
of information on Adult Education. It has a history of collaboration with many governmental
and non-governmental institutions. It has been a participant in varied field programs such as
the ICDS project and the Women Welfare Extension Program. It has some Balwadis and
Mahila Mandals under its jurisdiction. LH therefore seems well placed to be the lead lEe
NGO for the project.

Vohmtary Health Association of India (VilA)): is a leading health NGD in India, with its
headquarters in New Delhi. The public policy unit of VHAI is involved in the prevention
and control of communicable diseases such as Kala-Azar, and AIDS. VHAI works closely
with drug and health action groups, and with a variety of international donors on issues such
~s maternal and child health, pesticide control etc. VHAI has a training unit that has been

I..
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responding to the growing needs for creating health awareness among diverse groups by
training health workers, non-health groups, school children, etc.

It holds a series of Training of Trainers workshops every year for planning and management,
monitoring and evaluation etc. It offers diploma courses in Community Health Management.
The Documentation Center of VHAI has a collection of 8000 books, 600 journals and
newsletters and 400 other materials. This center organize~ exhibitions and fairs to raise
public awareness about health issues and is also responsible for advocacy functions to bring
the issues to the attention of policy makers. or the total income of the VHAI (Rs.
148,59,340), last year, 53 percent was from foreign grants, 12 percent was from Indian
grants, 32 percent was publication income and 3 percent was other income. Production of
materials accounted for 39 percent of expenditures, personnel costs were 24 percent,
workshops and meetings accounted for 14 percent, administration was 12.6 percent, grants
and scholarships were 6 percent and library purchases and travel accounted for 4.4 percent of
all txpenses.

VHAI has a number of branches in the various states. The UPVHA has offices in Lucknow,
Varanasi and Dehradun. There are a total of 9 program staff and 10 supporting staff!n the
UPVHA. All three offices have been very active over the last few years in training
programs and in awareness raising campaigns. They are not currently involved in family
planning servicl.";. delivery. Their activities have been restricted to family life education and
promotion of family planning. The project will utilize the existing network of UPVHA to
promote family planning service delivery in the NOD sector, and in the process, strengthen
the institutional capability of the UPVHA.

King George's Mec!icnl College (KGMC): The college was founded in 1911 and was
administered by the state government until 1922. The college is currently administered by
.the Lucknow University and is financed by the Government through grants to the University.

The college has both undergraduate ~lnd post-graduate programs in medicine. The teaching is
done through lectures, demonstrations and clinical rounds. There are approximate.ly 200
undergraduate students admitt~d every year to the program. Four hospitals are attached to
the medical coliege. In addition the Rural Health Training Center in Sarojini Nagar,
Lucknow, is administered by the University and is used as a field practice site for the
students. This center covers a population of 100,000 people. There are 4 hostels for the
students and a large library with 17,110 books and 9,034 journals. The project witl develop
the KGMC into a model training center for clinical training in family planning service
delivery.
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ANNEX III.C. FINANCIAL ANALYSIS

The purpose of this financial analysis is to assess:

• The overall financial soundness of the project's approach, and the extent to which
project resources will be IIsed cost-effectively;

:.

• The flow of project resources including the mechanisms for funds disbursement, cost
estimates, and contrihutions of centrally-funded projects and the GOI;

• The financial management capacity of implementing agencies; and

• Long·term prospects for project activities to become institutionally and financially
sustainable.

I. Overall Cost-EiTcctivcllcss or 1)l'ojcct Apln-onch

The IFPS Project adopts a "least cost" approach to its implementation. That is, of the
possible alternatives for achieving project objectives, those chosen represent the most cost­
effective approaches, to the extent thut this could be determined. Three of the project's
four main ("~mponents (public sector, NGOs,' ami commercial private sector) represent
marginal investments in existing systems and networks. For example, the public sector
delivery system (sub-centers, primary health centers and heaith manpower) 'is extensive, and
project activities will focus on improving the quality of services delivered and, by doing so,
promoting service utilization. Among non-governmental organizations, m1:k cooperatives,
employers and other existing networks will be utilized to distribute information and
contraceptives. Thus, the majority of project funds wi!: be expended on activities carried
out through infrastructures and organizations already providing services 01' distributing
family planning or other kinds of commodities.

There is one major exception, however. The State IFPS Project implementing organization
(the Sodety) is to be established in U.P. as a new society. The Society is the principal
means of ~hanneling IFPS support for both public sector and private sector activities
(exceptingCSM which will be under a direct USAIDcontract). This organization will play
a pivotul role in channeling technical assistance and funding to a wide variety of public and
priv~lte sector organizations. It will receive intensive support during the early yeurs of its
existence from CEDPA und other C.A.s as needed.

The IFPS Project is one of the largest biluteral population efforts ever undertaken by A.I.D.
Its intent is to have a mttior iLnpact on the rate of population growth and health status in
Uttar Pradesh. As such, the project needs to take a comprehensive approach over its ten­
year life by utilizing allmujor channels which cun be effectively mobilized to achieve project
objectives. This comprehensive approach balances pnJJect investments between the public
and private sectors.
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The public sector is represented by the State Directorate of Health and Family Welfare
(DOHFW) which has more than 3,000 Primary Health Centers and 20,000 Sub-centers
throughout U.P. Surveys show that these facilities have enormous unused capacity which
can be tapped through the types of marginal inputs presented in the project description.
The addition of better staff training, commodities management and quality, a wider range
of contraceptives, und strellgthened supervision can increase the effectiveness of the public
family planning system at low relative cost. At the same time, if the project is successful in
its public sector activities, expanded family planning services will be institutionalized in the
DOHFW by the end of the project with most costs being borne by the Central and State
governments. Finally, as U.P. is one of the poorest states in India, it will be many years
before millions of its iower income couptes can afford to pay for family planning services.
Therefore, achieving project objectives necessarily requires investment in the public sector
which will be the only feasible source for family planning for ~, large portion of the
population.

The project's non-governmental activities will take place with both the commercial sectors
including employers and private practitioners, and non-profit groups. This strategy is cost­
effective because like the public sector, the private sector offers solid opportunities to tap
into existing service and distribution networks through investments at the margin. The
commercial private sector including private medical pructitioners offers the best possibilities
for financial sustainability. The majority of expenditures on health care in U.P. occur in the
commercial private sector through out-of-pocket and third party payments (mainly
employers, e: 'r directly or through Employees State Insurance). If sufficient demand can
be generated by project activities. social marketing and other private distribution approaches
such as employer-based services will produce the first significant private financing of family
planning in the state.

In countries with low prevalence, and a mixed record in the public sector, NGOs have often
played a catalytic role in stimulating demand and widening the acceptance of various f~imily

planning methods. The more than 400 NGOs :n U.P. offer an opportunity to utilize another
possibly potent channel for achieving project objectives. Many of these NGGs are
functioning orgunizations which have the capability of promoting and providing family
planning services with the types of inputs envisioned by the IFPS Project.

Of the' four project components t the research and evaluation activity will least take
advantage of existing structures and capacities. The project will assist a local organ:'l.tion
to build up its capacity to perform the required research and evaluation activities pl"nned
in the scope of work. Whereas this may require substantial building of organizational
capacity, the outputs of this activity will have a major influence on. improving cost­
effectiveness as the results of policy, operations, and survey research ~~,:-e fed back into the
implementation components.

2
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At present, more than 90 percent of family planning services are financed and provided
directly by the central and state governments. The cost per family planning user is very low
by any world or Asian standard at about $4.00 - 5.00. The principal reason for the low cost
is the preponderance of sterilizations which represent a one-time cost, and the relative lack
of temporary (supply) method use which represents higher average annual costs. In the first
several years of the project, costs per user will necessarily increase to absorb the costs
associated with attracting new users, improving delivery systems, and greater proportions of
temporary method use. It is not unlikely, therefore, that costs per user will be in the $8.00·
-$10.00 range at the end of the project. As the previous economic analysis demonstrates,
increasing costs of family planning will have large payoffs for U.P. in terms of reduced
population growth rates and better health status.

Among the project's research and evaluation activities will be an attempt to truck and
analyze change in costs per user and/or per CYP. Over time, this analysis of cost­
effectiveness will be used to guide decisions about where to invest project resources.

II. Flow of Project Resources

Over the ten-year life of the IFPS Project, approximately $325 millioll will be disbursed by
USAID/Delhi and AID/W. USAID/Delhi will contribute 69 percent of this amount,
primarily in fUllding local costs of public and private sector activities. A large portion of the
local costs allocated to the public sector and to the private sector will be handled through
performnnce-based disbursements, based on achievement of specific performance targets or
other program benchmarks.

AID/W will contr' Jte 31 percent of all project costs. The AID/W contribution will come
indirectly through centrally-funded cooperating agencies (about 26 percent), and directly in
the form of contraceptive commodities and medical equipment (about 4 percent).

Inputs and Budget Estimates

In developing budget estimates, unit costs b~lsed on current U.S. and local prices, and recent
USAID/Delhi project experience were used for long- and short-term personnel salaries,
travel, contraceptives, training, grants and other inputs. Cooperating agencies were asked
to estimate inputs over the life of the project, and then to apply standard unit costs to arrive
at budget estimates. The budget estimates are summarized in Tables A and B. Cost data
arc disaggregated into projected expenditures by each type and source in Tables 1-20
(attached).

Mode of Payment

Public sector and non-governmental sector activities, excepting CSM, will be funded through
performance based disbursement to the Society which will itself he capitalized by USAID
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1\NNEX III. C .'

through the MOHFW upon its establishment as a viable organization. USAID will contract
directly with a local firm to serve ~lS the lead organization for CSM activities. This
organization will subcontract with other local firms to carry out the CSM program.
Research and evaluation activities will be also be funded through the Society, and through
contracts with local research organizations (supported by technical assistance from the
Population Council -- AID/W-funded). The Society will contract with a lead R&E
organization to manage mostR&E activities, which will in turn subcontract for some
research, and will itself conduct some R&E activities. Technical assistance will be provided
through centrally-funded projects carried out by AID/W-funded cooperating agencies.
Contraceptive commodities and equipment will he provided directly by AID/W.

Host-Country Contribution

In its Fiscal Year 1990-9 I. the GOI expended the equivalent of $51.3 million (Rs. 1.483
billion) for the family welfare prognlm in U.P. Excluding amounts for medical termination
of pregnancies. the balance was $47.9 million. This figure. multiplied by ten and nominally
reduced for expected exchange rate fluctuations. has been used as the b~lSis for the host
country contribution level of $400 million over the ten yems of the IFPS Project. All
elements of the V.P. fumily welfure budget (except abortion) are critical to the success of
IFPS because the project is designed to be supplemental to the items funded in the U.P.
budget. Thus the V.P. budget for family welfare (excluding abortion) is the crucial I-lost
Country Contribution to the project. Continued support by the GOI/GOUP at or above the
1990-91 level is considered critical to the achievement of project objectives. The Project
Agreement will commit the GOI and GOUP to maintaining such levels. exclusive of the
support AID will provide under the project.

Host Country contributions will be accounted for through systematic tracking and recording
procedures in USAID. An annual report on the GOI contribution. in cash and in kind, will
be required by the Project Agreement. We have examined the V.P. reporting mechanisms
for this I-lost Country Contribution and are satisfied that they meet with reporting
requirel.Jents. The form ami content of the report will be agreed to in a Project
Implementation Letter.

Private Sector and Employer-Based

The Society will act as an umbrella funding organization and will manage a large portfolio
of private sector grants totaling approximately $150 million over the life-of-project.
Capitalized through performance-based disbursements (PBD). the Society will disburse funds
for institutional development grants and family pbnning service grants, with technical
assistance provided by CEDPA and others.

4
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ANNEX III.C.

Management capacity, including ability to meet A.I.D.'s financial mmmgement standards,
will be a primary consideration in establishing the Society, and will receive a great deal of
attention from CEDPA and other C.A.s. The new organization will be required to ensure
that the public and private sector entities receiving support under the project meet project
needs for accountability and proper financial management. Guidelines will be set up by the
Society, with USAID technical assistance. The USAID controller will carry out appropriate
assessments to ensure this condition is mel.

Through the first and second Private Voluntmy Organiz;1tion for Health (PVOI-l-I & -II)
Projects, USAID/Delhi has acquired considerable experience in assessing and monitoring
the finances and accounting practices of NOOs providing health and family planning services
in India. Under the PVOH-I Project (1983-87), 31 NOOs were subject to the following
procedures: an appraisal visit by an independent Certified Public Accountant (CPA) to
assess financial management capabilities and practices; quarterly finuncial and performance
monitoring reports; and, annual audits by a CPA. In 1988, the financial monitoring
procedures were evaluated by an independent accounting firm and were found to be
"generally satisfactory"l. Under the PVOI-I-1I Project, currently underway, it is expected
that some 40 NOOs will be financially monitored and managed using this approach. The
value of individual grants provided under PVOH-I and -II have ranged from $200,000 to
about $1 million.

Among the PVOs in 17 states supported under PVOH-I and -II, six huve been in Uttar
Pradesh. These have included private educational institutions and health service providers.
USAID/Delhi has found that these U.P. PVOs, which are similar to organizations that will
be supported through the Society grants, have been capable of following the financial
accounting guidelines established by the GOI and USAID.

Lead Research und Evaluation OrganizSltion

.' '_ private Indian research organization, operating under a grant from the Society and with
technical assistance from the Population Council (AID/W-funded), will serve as the lead
research and evaluation institution, ussisting service-delivery components of the project to
undertake operatiolls research and such other research and evaluation activities as are
required to measure progress and identify problem areas in service delivery. The activities
supported under the lead R&Eorganization will account for approximately seven percent
of total expenditures. It is anticipated that the organization will both carry out its own
research and evaluation activities, and provide grants to other organizations for operations
research and related activities.

A.F. Fcrguson &. Co., Report on Rcview of Financial Monitoring Systcms Under PVOH I. report
prcpared for USAIDllndiil. Deccl11her Il)~~,
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ANNEX III.C.

In addition to technical capacity, management abilities (including competence in meeting
the Society's financial management standards) will be a primary selection criterion for the
lead R&E organization. The lead R&E organization will be required to ensure that the
research entities receiving subgrants also conform to these standards. This will be done
through the direct financial management TA to be provided by the Society and the
Population Council.

Contraceptive Social Marketing Organization

Contraceptive social marketing (CSM) activities will he managed through a contmct between
USAID/Delhi and a private Imlian organization, selected through a competitive process.
This activity wil~ be approved by fh:. Society prior to issuance of the contract. A series of
subcontracts will be negotiated by tIl: organization to handle the marketing and distribution
of condoms and oral contraceptives. CSM activities will account for approximately 15
percent of project expenditures.

USAID/Delhi has recent experience in overseeing and monitoring financial management
aspects of CSM activities carried out hy a U.S. and local contractor. In 1989, the
USA~D/Delhi Controller's Office revi~wed the financial management of both Population
Services International (PSI) in the U.S. and the PSI affiliate organization in India. The
review was carried out to: (1) ascertain whether costs reimbursed by USAID to the grantee
were eligible; (2) determine the adequacy and effectiveness of internal controls and payment
procedures employed by the grantee in financial management of the grant; and (3) ensure
compliance with other provisions of the grant agreement. In short, the review was designed
to determine whether PSI and its Indian affiliate were complying with all AID financial
management guidelines.

The review found that PSI/I systems anl1 internal controls were Ugenerally sound and in
conformity with practice followed by other professional marketing orgallizations.u2 This
indicatec;; that Inl1ian marketing organizations are able to co:nply with USAID standards.
This capacity will be sought in the CSM contractor under the IFPS Project.

IV. Sustninnbility

Because income anl1 demund for family plmming mnong the majority of the V.P. population
are so low, it is anticipated that much of the initial expansion in service provision
undertaken in this project will be partially subsidized. Despite low income levels, however,
tho _ project design includes major efforts to develop family planni ng services that will
ultimately be fully paid for by users and the government.

=

2 Ofliccof thc Cuntrollcr, USAID/llllli:I, "P:lYl11cnt Vcrilicatiun of Pppulatiun Services International
Grunt." Finuncial Rcview and Analysis Divisiun Internal Review Report #90·2. Deccmbcr 22, 1989.
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ANNEX III.C.

Puhlic sector: The Government of Uttar Pradesh recognizes, as many governments in the
world have, that when lhe demand for family planning rises, it may be necessary to test and
implement cost recovery programs. The GOI has already introduced cost recovery into its
national program through social marketing. During the life of the IFPS Project, the GOUP
is expected to undertake efforts to charge fees to higher income clients with the (lhjective
of generating program revenues, and shifting higher income clients to the private sector.
It is anticipated that improvements in the quality of services offered thi'Ough the public
sector (alongwith lEe activities) will lead to increased demand and thus open the potential
for recovering some costs. In addition, sustainahility will be sought through greater
government financial commitments to the family welfare program. At present, the state
government contributes only a small share of the U.P. family welfare budget. The increase
in family planning use envisioned by this project will ultimately require larger investments
by both state and central governments.

In addition to cost recovery plans and increased government expenditures, the project will
foster financial sustainability in two other ways. First, the anticipated rise in the utilization
of public sector services will lower unit costs for family planning through increased public
sector efficiency. The assumption here is that lower unit costs will enhance prospects fol'
a sustainable public program by reducing the financial burden on the public budget.
Further, the Project and GOUP strategy to shift a large proportion of users to the private
sector will also reduce budgetary requirements of the public sector.

Non-Governmental Organizations: NGOs will be supported and strengthened through one
of the project's main components. While NGOs rarely operate without subsidies, tI~~ NOOs
receiving grants and technical assistance through the IFPS Project will be assisted in
broadening their base of financial support. This will be achieved by increasing the flow of
GOI and GOUP funds to NGOs, and by assisting NGOs to attract additional contributions
from the community. In addition, the project will encourage and directly assist NGOs to
experiment with and implement cost recovery activities within their programs. By the end
of project, then, it is expected that NGG beneficiaries of the IFPS Project will have
substantially improved their financial positions and their long-term sustainability hy
diversifying their sources of income.

CQmmercinl Private Sector: One of the main rationales for expanding family phll1ning
services through the private sector is to develop financially sustainable fnmily planning I
services.. All of the proposed project approaches for working with the commercial private

. sector aim to achieve high levels of cost recovery. Pust A.I.D. experience in u other
countries and in India has shown that the proposed IFPS approaches can be successful if
carefully designed and monitored. In the social marketing component, it is anticipated that
consumers will initially pay a part of the total costs, but that by project end, higher demand
and higher quality of products will result in a fimmcially self-sustaining social marketing
program.
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ANNEX III.C.

SimilurlYt private employers muy initially receive subsidized inputs such as training and
commodities. Howevert once employers have established family welfare services and
recognize their value both from humunitarian and economic perspectivest they will be
expected to puy for the services as they alreudy do in many purts of India. Public sector
companiesand government-sponsored cooperatives will be included in !his activity and will
also be expected to eventually finance services out of operating expenses.

FinallYt the project will mount a major effort to irl:;,)rporate private medical practitioners
into the effort to increase access to and raise demand for family planning services. At
presentt the large majority of health care expenditures in V.P. occur with private
practitioners who represent the principul source of medicul care for more than 80 percent
of the population. All of this health care iSt of courset paid for out-of-pocket by consumers
and is by definition financially self-sufficient. The project intends that these private
practitioners become major providers of family planning services (muinly supply methods)
and information. If successfult thousands of private providers will he prescribing and selling
contraceptives by the end of the project.

As the Society becomes well established and begins to demonstrate its prowess in managing
resources for family planning service deve)opmentt one can reasonably expect that the Galt
the GOUPt and other donors will become interested in utilizing this channel. It is therefore
likely that the Society will survive even after the termination of A.I.D. assistance.

The above assessments of fimll1cial sustainability are dependent on assumptions about rising
demand for family planning servicest and the long-term commitment to the family welfare
program by the state government of V.P. The project contains several activities specifically
designeuto raise demand for servicest along with a policy component which will continually
raise awareness abollt the value of project activities.

•
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ANNEX III.C.

TABLE A: SUMMARY COST ESTIMATE AND FINANCIAL PLAN (USAID/DELHI, AID/W AND HOST COUNTRY
CONTRIBUTIONS)

ELEMENTS FX LIC TOTAL

Contraceptives and Equipment 34,305 0 34,305

Management and Technical Assistance 52,225 233,920 286,145

Evaluations and Audits (A.I.D.) 450 500 950
:'

Contingency and Inflation @ 5% 3,600 0 3,600

SUBTOTAL 90,580 234,420 325,000

Host country Contribution 0 400,000 400,000
(* = in kind)

TOTAL 90,580 634,420 725,000

~~

~

(Budget detail is provided in Table 1)
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TABLE B:

ANNEX I:tJ: .C.

SUMMARY COST ESTIMATE AL~ FINANCIAL PLAN (USAID/Delbi ONLY)

..

ELEMENTS FX LC TOTAL

contraceptives and Equipment 0 0 0

Management and Technical Assistance 0 220,450 220,450

Evaluations and Audits 450 500 950

contingency and Inflation @ 5% 3,600 0 3,600

TOTAr" 4,050 220,950 225,000

(Budget detail is provided in Table 1, IFPS Project Budget Summary, Years 1-10) .

.~
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ANNEX III.C.

TABLE C: MODE OF PAYMENT FOR IFPS PROJECT

IMPLEMENTING AGENCY

Government of V.P.

Socie\y

NOOs

CSM

Lead R&E organi~ation

MODE OF PAYMENT

Direct payments from the Society
(capitalized by USAID/Delhi)

Emlbling grants (tranched rOD)

Grunts from the Soceity

Contract with USAID/Delhi

Society Contract

,.

-' .

NOTE: Additional inputs of technical assistance will be provided through centrally-funded
(contracted) projects; contraceptive comlllodities and equipment will be provided directly
by AID/W.
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INl'PDDCCTICN

PLEASE RFAD THIS FIRST!!!

IEPS is a ~lex and ambitious undert:aki.I)g. Part of its canplexity derives fmn the
involvenent of mmerous Cooperating Agencies (C.A.s) financed directly by AID/Washir.gt,OIl,
not by USAID/De1hi•.

'!he attached tables show cost estiItates by each participating C.A. and by AID/W for direct
costs su.~ as contraceptives and medical equitm=nt. TO UND~'D THESE TABLES, Tf..'O THINGS
ARE Rf)JJIRED: .

(1) . understand that each AID/W tabl~ is paired with a USAID/Delili. table, Le.,
the JHPIEG) C.A. table should be read in conjunct:i.on with the USt'JD/Delhi.
Cl.inica1 Traininq table, and. the CEDPA C.A. table should be read in c:cn­

junction with the USAID Private Sector table (dotted lines) •

(2) the attached }xA,get or;gani.zation chart should be studied ccu:efully to see
heM the inlividJm1 .tables are gJ:CUpEd under each of the 'C«> subtotal tables
(AID!W and OSAID/Delhi), which lead to the grand total tables (Tables 1, 2, and
3) •
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SUMMARY 8Y MAJOR CATEGORY ONLY FINANCIAL PLAN: PAGE 1 OF 20

IFPS PROJECT BUDGET SUMMARY (in u.S. SOOOs)
YEARS 1 THROUGH 10

ALL YEARS
PROJECT YEAR (SOOOs)

2 3 4 5 6 7 8 9 10 ........

A. u.S. DOLLAR COSTS

- U.S. Personnel and Administration 3,416 3,871 3,932 3,611 2,898 2,460 2,449 2,407 2,384 2,290 29,718

Contraceptives (u.S. Source) 966 1,052 1,640 1,502 1,851 2,254 2,756 3,234 3,835 4,510 23,600

Other Commodities (u.S. Source) 593 282 1,105 1,299 1,314 1,479 1,364 1,379 1,429 461 10,705

Participant (International) Training 280 780 636 573 412 394 385 352 289 296 4,397

Other Direct and Indirect Costs 2,257 2,251 2,456 2,310 1,763 1,398 1,398 1,425 1,455 1,396 18,110

Evaluation and Audit* 0 0 a 150 0 0 150 0 0 150 450

Contingency and Inflation (;5%) 0 300 325 350 375 400 425 450 475 500 3,600

SUBTOTAL: U.S. DOLLAR COSTS 7,512 8,536 10,094 9,795 8,613 8,385 8,927 9,248 9,868 9.604 90,580

B. LOCAL COSTS (L/C) 13,895 18,474 17,831 19,441 25,317 24,023 24,335 27,465 27,759 35,882 234,420

GRANO TOTAL DOLLARS + LIC 21,407 27,009 27,924 29,236 33,929 32,408 33,262 36,713 37,627 45,486 325,000

* Dollar costs shown are for evaluation only. Audits are included in local costs.
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GRAND TOTAL (USAIO/DELHI + AID/Y COSTS) FINANCIAL PLAN - PAGE 2 of 20

IFPS PROJECT BUDGET - SUMMARY (in U.S. SOOOs)
YEARS 1 THROUGH 10

ALL YEARS
PROJECT YEAR (SOOOS)

2 3 4 5 6 7 8 9 10 ..........

u.~. t~G·!E~_~ ~~~~~~~Et ~ ......1' 9!3 Ill? ~~.J. 798 743 588 615 645 675 587 7,360.....' ---
(salary plus fringe)

U.S. CONSULTANTS ( pm) 1,047 1,381 1,367 1,204 886 740 701 620 596 588 9,130
TRAVEL ~ ~ER~IEM 903 1,062 1,021 914 62Z 518 493 475 417 388 6,813
HOME OFFI~~ STAfF 483 586 660 695 647 614 640 667 696 727 6,415
CONTRACEPTI,~S (U.S.) 966 1,052 1,640 1,502 1,851 2,254 2,756 3,234 3,835 4,510 23,600
MEDICAL EQUIPMENT (U.S.) 0 0 800 1,000 1,050 1,160 1,195 1,245 1,295 345 8,090
OTHER COMMODITIES (U.S.) 593 282 305 299 264 319 169 134 134 116 2,615
VEHICLES (U.S.) 0 0 0 0 0 0 0 0 0 0 0
PARTICIPANT TRAINING ( pm)* 280 780 636 57.3 412 394 385 352 289 296 4,397
LOCAL COSTS

Training/workshops/seminars 515 1,707 1,972 2,280 1,966 2,090 2,015 1,913 1,889 2,028 18,375
Local procurement** 1,268 1,084 1,108 1,102 1,026 970 875 890 888 865 10,076
Local-hire staff ( pm) 749 852 860 904 805 802 806 811 815 800 8,204
Local-hire consultants ( pm) 395 427 452 452 476 346 361 351 326 322 3,908
Vehicles/maintenance/POL 9~ 147 153 159 174 230 155 160 165 171 2,498
Institutional grants (program) 2,307 5,093 3,403 4,199 5,478 5,085 4,425 4,717 4,585 4,511 43,803
Pilot FP service grants 2,729 3,581 3,841 2,346 a 0 a 0 0 a 12,497
FP service expansion grants a 0 0 2,000 6,392 8,706 10,056 13,356 14,434 14,732 69,676
Research/evaluation grants 300 1,125 1,575 1,575 4,575 1,375 1,325 950 650 8,652 22,102
CSM/CRS contracts 4,546 4,358 4,367 4,324 4,325 4,319 4,217 4,217 3,907 3,701 42,281
Audits 50 50 50 50 50 50 50 50 50 50 500

OTHER DIRECT C<>STS 1,117 1,108 1,225 1,191 794 561 573 591 611 637 8,409
OTHER INDIRECT COSTS 1,140 1,143 1,231 1,119 969 837 825 834 844 759 9,701
EVALUATION AND AUDIT (A.I.O.) 50 50 50 200 50 50 200 50 50 200 950
CONTINGENCY & INFLATION • 5% 0 300 325 350 375 400 425 450 475 500 3,600

TOTALS 21,407 27,009 27,924 29,236 33,929 32,408 33,262 36,713 37,627 45,486 325,000

* includes long-term, short-term, study tours
** includes office rental, equipment, maintenance, utilities, other commodities
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GRANO TOTAL BY CATEGORY AND ORGANIZATION FINANCIAL PLAN - PAGE 3 of 20 .

IFPS PROJECT BUDGET - SUMMARY (in U.S. SOOOs)
YEARS 1 THROUGH 10

USAID/ AID/W C.A. C.A. C.A. C.A. C.A. C.A. C.A. AID/W GRANO
DELHI DIRECT JHPIEGO CEDPA JHU/PCS SOHARC POPCOUNCIL JSI/FPLM OTHERS TOTAL TOTAL

<Training) (NGO) (IEC) (CSM) (R&E) (Logistics) (Mise)
U.S. LONG-TERM PERSONNEL ( pm) 0 2,716 360 1,975 423 0 0 0 1,887 7,360 7,360

(salary plus fringe)
U.S. CONSULTANTS ( pm) 0 0 1,005 1,004 2,675 1,073 1,710 552 1,111 9,130 9,130
TRAVEL &PEROIEM 0 0 2,397 1,601 970 1,145 0 700 0 6,813 6,813
HOME OFFICE STAFF 0 0 3,692 1,455 850 142 0 276 0 6,415 6,415
CONTRACEPTIVES (U.S.) 0 23,570 30 0 0 0 0 0 0 23,600 23,600
MEDICAL EQUIPMENT (U.S.) 0 7,850 240 0 0 0 0 0 0 8,090 8,090
OTHER COHHOOITIES (U.S.) 0 0 481 107 255 0 1,157 95 520 2,615 2,615
VEHICLES (U.S.) 0 0 0 0 0 0 0 0 0 0 0
PARTICIPA~T TRAINING ( pm)" 0 0 970 1.258 423 0 315 581 850 4.397 4,397
LOCAL COSTS

Training/workshops/seminars 16,312 0 958 0 0 280 100 0 725 2,063 18,375
Local procurement.... 6,576 0 99 970 11 76 2,018 326 0 3,500 10,076
L~al-hire staff ( pm) 4,732 0 142 793 920 114 1,100 403 0 3,472 8,204
Local-hire consultants ( pm) 250 0 0 18 1,960 404 551 0 n5 3,658 3,908
Vehicles/maintenance/POL 2,239 0 17 76 0 6 64 96 0 259 2,498
Institutional grants (program) 43,803 0 0 0 0 0 0 0 0 0 43,803
Pilot FP service grants 12,497 0 0 0 0 0 0 0 0 0 12,497
FP service expansion grants 69,676 0 0 0 0 0 0 0 0 0 69,676
Research/evaluation grants 21,652 0 300 0 0 0 0 0 150 450 22,102
CSM/CRS contracts 42,213 0 0 0 0 68 0 0 0 68 42,281
Audits 500 0 0 0 0 0 0 0 0 0 500

OTHER DIRECT COSTS 0 1,810 1,334 1,391 1,043 950 0 623 1,258 8,409 8,409
OTHER INDIRECT COSTS 0 0 2,390 4,084 2,660 278 0 289 0 9,701 9,701
EVALUATION AND AUDIT (A.I.D.) 950 0 0 0 0 0 0 0 0 0 950
CONTINGENCY & INFLATION. 5% 3,600 0 0 0 0 0 0 0 0 0 3,600

TOTALS 225,000 35,946 14,415 14,732 12,190 4,536 7,015 3,941 7,225 100,000 325,000

* includes long-term, short-term, study tours

** includes office rental, equipment, maintenance, utilities, other commodities

~
~
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TOTAL USAID/DELHI COSTS FINANCIAL PLAN • PAGE 4 of 20

IFPS PROJECT BUDGET - SUMMARY (in U.S. SOOOs)
YEARS 1 THROUGH 10

ALL YEARS
PROJECT YEAR (SOOOS)

2 3 4 5 6 7 8 9 10 ..........

U.S. LONG· TERM PERSONNEL ( pII) 0 0 a 0 0 0 0 0 0 a a
(salary plus fringe)

U.S. CONSULTANTS ( pm) 0 0 0 0 0 0 0 0 0 0 0
TRAVEL & PERDIEH 0 0 0 0 0 0 0 0 0 0 0
HOME OFFICE STAFF 0 0 0 0 0 0 0 0 0 0 0
CONTRACEPTIVES (U.S.) 0 0 0 0 0 0 0 0 0 0 0
MEOICAL EQUIPMENT (U.S.) 0 0 0 0 0 0 0 0 0 0 0
OTHER COMMODITIES (U.S.) 0 0 0 0 0 0 0 0 0 0 0
VEHICLES (U.S.) 0 0 0 0 0 0 0 0 0 0 0
PARTICIPANT TRAINING ( pII)* 0 0 0 0 0 0 0 0 0 0 0
LOCAL COSTS

Training/workshops/seminars 255 884 1,802 2,130 1,816 1,990 1,890 1,798 1,804 1,945 16,312
Local procurement** 658 730 730 738 nz 676 580 582 580 580 6,576
Local-hire staff ( pm) 169 493 493 511 511 511 511 511 511 511 4,732
Local-hire consultants ( pm) 25 25 25 25 25 25 25 25 25 25 250
Vehicles/maintenance/POL 886 120 124 129 162 218 142 147 152 159 2,239
Institutional grants (program) 2,307 5,093 3,403 4,199 5,478 5,085 4,425 4,717 4,585 4,511 43,803
Pilot FP service grants 2,729 3,581 3,841 2,346 0 0 0 0 ° ° 12,497
FP service expansion grants 0 0 0 2,000 6,392 8,706 10,056 13,356 14,434 14,732 69,676
Research/evaluation grants 300 800 1,550 1,550 4,550 1,350 1,300 950 650 8,652 21,652
CSM/CRS contracts 4,490 4,352 4,361 4,324 4,3'!5 4,319 4,217 4,217 3,907 3,701 42,213
Audit:. 50 50 50 50 50 50 50 50 50 50 500

OTHER DIRECT COSTS 0 0 0 0 0 0 0 0 0 0 0
OTHER INDIRECT COSTS 0 0 0 0 0 0 0 0 0 0 0
EVALUATION AND AUDIT (A.I.D.)*** 50 50 50 200 50 50 200 50 50 200 950
CONTINGENCY &INFLATION Q 5% 0 300 325 350 375 400 425 450 475 500 3,600

TOTALS 11,919 16,478 16,754 18,552 24,456 23,380 23,821 26,853 27,223 35,564 225,000

--
* includes long-tenn, short-tenn, study tours
** includes office rental, equipment, maintenance, utilities, other commodities

/' *** includes U.S. dollar costs (for evaluation) and local currency costs for audits

~



USAID/DElHI DIRECT COSTS FOR: FINANCIAL PLAN - PACE 5 of 20
Core F'I1ding

• Public Sector FP Pilots &Expansion
• AID Evaluation &Audit YEARS 1 THROUGH 10
• Contingency &Inflation ALL YEARS

PROJECT YEAR (SOOOS)
2 3 4 5 6 7 8 9 10 ..........

u.S. LONG-TERM PERSONNEL 0
(salary plus fringe)

u.S_ COHSULTANTS ( pm) 0

TRAVEL &PERDIEM 0
HOME OFFICE STAFF 0
CONTRACEPTIVES (U.S.) 0
MEDICAL EQUIPMENT (U.S.) 0
OTHER COMMODITIES (U.S.) 0
VEHICLES (U.S.) 0

PARTICIPANT TRAINING ( pm)* 0
LOCAL COSTS

Training/workshops/seminars 0
Local procurement** 0
Local-hire staff ( pm) 0
Local-hire consultants ( pm) 0
Vehicles/maintenance/POL 0

Institutional grants (program)*" 1,254 909 904 954 954 1,104 904 904 904 904 9,695
Pilot FP service grants 1,000 2,000 2,000 5,000
FP service expansion grants 2,000 3,000 4,000 5,000 7,000 7,953 8,000 36,953
Research/evaluation grants a
CSM/CRS contracts 0

Auc:li ts 50 50 50 50 50 50 50 50 50 50 500
OTHER DIRECT COSTS 0
OTHER INDIRECT COSTS 0

EVALUATION AND AUDIT (A.I.D.)**** 50 50 50 200 50 50 200 50 50 ZOO 950
CONTINGENCY &INFLATION i 5% 300 325 350 375 400 4Z5 450 475 500 3,600

TOTALS 2,354 3,309 3,329 3,554 4,429 5,604 6,579 8,454 9,432 9,654 56,698

* includes long-term, short-term, study tours ** incluc:les office rental, equipment, maintenance, utilities, other commodities
*** SIFPSA Core F'I1ding (Sl million per year) plus Other C.A_-related activities (e.g., policy)

~ **** Incluc:les U.S. Dollar costs for evaluation and local currency costs for auc:lits_

~~
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CLINICAL TRAINING - USAID/DELHI COSTS FINANCIAL PLAN - PAGE 6 of 20

IFPS PROJECT BUDGET - SUMMARY (in u.S. SOOOs)
YEARS 1 THROUGH 10

ALL YEARS
PROJECT YEAR (SOOOS)

2 3 4 5 6 7 8 9 10 .•....••..

u.S. LONG-TERM PERSONNEL ( pn) 0 0 0 0 0 0 0 0 0 0 0
(salary plus fringe)

u.S. CONSULTANTS ( pn) 0 0 0 0 0 0 0 0 0 0 0
TRAVEL &PERDIEM 0 0 0 0 0 0 0 0 0 0 0
HOME OFFICE COSTS 0 0 0 0 0 0 0 0 0 0 0
CONTRACEPTIVES (U.S.) 0 0 0 0 0 0 0 0 0 0 Il
MEDICAL EOUIPMENT (U.S.) 0 0 0 0 0 0 0 0 0 0 0
OTHER COMMODITIES (U.S.) 0 0 0 0 0 0 0 0 0 0 0
VEHICLES (U.S.) 0 0 0 0 0 0 0 0 0 0 0
PARTICIPANT TRAINING ( pill). 0 0 0 0 0 0 0 0 0 0 0
LOCAL COSTS

Training/workshops/seminars 0 242 1,130 1,265 957 1,004 903 834 840 804 7,979
Local procurement·· 0 203 203 211 195 72 53 55 53 53 1,098
Local-hire staff ( pm) 0 324 324 342 342 342 342 342 342 342 3,042
Local-hire consultants ( pn) 0 0 0 0 0 0 0 0 0 0 0
Vehicles/maintenance/POL 0 2 2 2 10 12 2 2 2 2 36
Institutional grants (program) 0 350 780 1,100 1,165 1,242 1,292 1,294 1,349 1,407 9,979
Pilot FP service grants 0 0 0 0 0 0 0 0 0 0 0
FP service expansion grants 0 0 0 0 0 0 0 0 0 0 0
Research/evaluation grants 0 250 700 600 600 400 150 0 0 0 2,700
CSM/CRS contracts 0 0 0 0 0 0 0 0 0 0 0
Audits 0 0 0 0 0 0 0 0 0 0 0

OTHER DIRECT COSTS 0 0 0 0 0 0 0 0 0 0 0
OTHER INDIRECT COSTS 0 0 0 0 0 0 0 0 0 0 0
EVALUATION AND AUDIT (A.I.D.) 0 0 0 0 0 0 0 0 0 0 0
CONTINGENCY & INFLATION iil S1 0 0 0 0 0 0 0 0 0 0 0

TOTALS 0 1,371 3,139 3,520 3,269 3,072 2,742 2,527 2,586 2,608 24,834

• includes long-term, short-term, study tours
•• includes office rental, equipment, lIllIintenance, utilities, other cCllllllOdities

/p
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PRIVATE SECTOR AND EMPLOYER-BASED ACTIVITIES - USAID/DELHI COSTS FINANCIAL PLAN - PAGE 7 of 20

IFPS PROJECT BUDGET - SUMMARY (in U.S. SOOOs)
YEARS 1 THROUGH 10

ALL YEARS
PROJECT YEAR (SOOOS)

2 3 4 5 6 7 8 9 10 .•.•..•...

U.S. LONG-TERM PERSONNEL ( pm) a 0 0 0 0 0 0 0 0 0 0
(salary plus fringe)

U.S. CONSULTANTS ( pm) 0 0 0 0 0 o . 0 0 0 0 0
TRAVEL &PERDIEM 0 0 0 0 0 0 0 0 0 0 0
HOME OFFICE STAFF 0 0 0 0 0 0 0 0 0 0 0
CONTRACEPTIVES (U.S.) 0 0 0 0 0 0 0 0 0 0 0
~£DlCAL EOUIPMENT (U.S.) 0 0 0 0 0 0 0 0 0 0 0
OTHER COMMODITIES (U.S.) 0 a 0 0 0 0 0 0 0 0 0
VEHICLES (U.S.) 0 0 0 0 0 0 0 0 0 0 0
PARTICIPANT TRAINING ( pm). 0 0 0 0 0 0 0 0 (I 0 0
LOCAL COSTS

Training/workshops/seminars 0 0 0 0 0 0 0 0 0 0 0
local procurement*· a a a 0 0 0 0 0 0 0 0
Local-hire staff ( pII) 0 0 0 0 0 0 0 0 0 0 0
Local·~ire consultants ( pII) 0 0 0 0 a a 0 0 0 0 0
Vehicles/maintenance/POL 0 0 0 0 0 0 0 0 0 0 0
Institutional grants (program) 300 400 500 700 800 900 1,000 1,000 1,000 900 7,500
Pilot FP service grants 1,729 1,581 1,841 2,346 0 0 0 0 a 0 7,497
FP service expansion grants 0 0 0 0 3,392 4,706 5,056 6,356 6,481 6,732 32,723
Research/evaluation grants 0 0 0 0 0 0 0 0 0 0 0
CSH/CRS contracts 0 0 0 0 0 0 0 0 0 0 0
Audits ~ 0 0 0 0 0 0 0 0 0 0 0

OTHER DIRECT COSTS 0 0 0 0 0 0 0 0 0 0 0
OTHER INDIRECT COSTS 0 0 0 0 0 0 0 0 0 0 0
EVALUATION AND AlOIT (A.I.D.) 0 0 0 0 0 0 0 0 0 0 0
CONTINGENCY & INFLATION a 5% 0 0 0 0 0 0 0 0 0 0 0

TOTALS 2,029 1,981 2,341 3,046 4,192 5,606 6,056 7,356 7,481 7,632 47,720

- includes long-tel'll, short-term, study tours

-- includes office rental, equipment, maintenance, util ities, other cOlllllOClities
~

~



••
i;j
5£1l. , I

IEC &COUNSELING TRAINING - USAIO/OELHI COSTS FINANCIAL PLAN - PAGE 8 of 20

IFPS PROJECT BUDGET - SUMMARY (in u.s. SOOOs)
YEARS 1 THROUGH 10

ALL YEARS
PROJECT YEAR (SOOOS)

2 3 4 5 6 7 8 9 10 ..........

u.s. LONG-TERM PERSONNEL ( pm) 0 0 0 0 0 0 0 0 0 0 0
(salary plus fringe)

u.S. CONSULTANTS ( pm) 0 0 0 0 0 0 0 0 0 0 0
TRAVEL &PERCIEH 0 0 0 0 0 0 0 0 0 0 0
HOME OFFICE STAFF 0 0 0 0 0 0 0 0 0 0 0
CONTRACEPTIVES (u.S.) 0 0 0 0 0 0 0 0 0 0 0
MEDICAL EQUIPMENT (u.S.) 0 0 0 0 0 0 0 0 0 0 0
OTHER COHHODITIES (U.S., 0 0 0 0 0 0 0 0 0 0 0
VEHICLES (U.S.) 0 0 0 0 0 0 0 0 0 0 0
PARTICIPANT TRAINING ( pm)* 0 0 0 0 0 0 0 0 0 0 0
LOCAL COSTS

Training/workshops/seminars 240 465 495 516 510 465 465 270 270 273 3,969
Local procurement** 10 0 0 0 0 10 0 0 0 0 20
Local-hire staff ( pm) 0 0 0 0 0 0 0 0 0 0 0
Local-hire consultants ( pm) 0 0 0 0 0 0 0 0 0 0 0
Vehicles/maintenance/POL 205 25 25 25 25 25 25 25 25 25 430
Institutional grants (program) 703 3,374 1,144 1,370 2,484 1,764 1,154 1,444 1,2n 1,242 15,951
Pilot FP service grants 0 0 0 0 0 0 0 0 0 0 0
FP service expansion grants 0 0 0 0 0 0 0 0 0 0 0
Research/evaluation grants 0 0 0 0 0 0 0 0 0 0 0
CSM/CRS contracts 0 0 0 0 0 0 0 0 0 0 0
Audits 0 0 - 0 0 0 0 0 0 0 0

OTHER DIRECT COSTS 0 0 . 0 0 0 0 0 0 0 0
OTHER INDIRECT COSTS 0 0 0 0 0 0 0 0 0 0 0
EVALUATION AND AUC1T (A.I.D.) 0 0 0 0 0 0 0 0 0 0 0
CONTINGENCY ~ INFLATION • 5% 0 0 0 0 0 0 0 0 0 0 0

TOTALS 1,158 3,864 1,664 1,911 3,019 2,264 1,644 1,739 1,567 1,540 20,370

* includes long-term, short-term, study tours
** includes office rental, equipment, maintenance, utfl ities, other coamocliti.es

/~
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CSH/CRS - USAIO/OELHI COSTS FINANCIAL PLAN - PAGE 9 of 20

IFPS PROJECT BUDGET· SUMMARY (in u.s. SOOOs)
YEARS 1 THROUGH 10

ALL YEARS
PROJECT YEAR (SOOOS)

2 3 4 5 6 7 8 9 10 ..........

u.S. LONG-TERM PERSONNEL ( pm) 0 0 0 0 0 0 0 0 0 0 0
(salary plus fringe)

u.S. CONSULTANTS ( pm) 0 0 0 0 0 0 0 0 0 0 0
TRAVEL &PERDIEH 0 0 0 0 0 0 0 0 0 0 0
HOME OFFICE STAFF 0 0 0 0 0 0 0 0 0 0 0
CONTRACEPTIVES (U.S.)· 0 0 0 0 0 0 0 0 0 0 0
MEDICAL EQUIPMENT (U.S.) 0 0 0 0 0 0 0 0 0 0 0
OTHER COHHOOITIES (U.S.) 0 0 0 0 0 0 0 0 0 0 0
'..EHIClES (U.S.) 0 0 0 0 0 0 0 0 0 0 0
PARTICIPANT TRAINING ( pm)* 0 0 0 0 0 0 0 0 0 0 0
LOCAL COSTS 0 0 0 0 0 0 0 0 0 0 0

Training/workshops/seminars 0 0 0 0 0 0 0 0 0 0 0
Local procurement** 0 0 0 0 0 0 0 0 0 0 0
local-hire staff ( pm) 0 0 0 0 0 0 0 0 0 0 0
Local'hire consultants ( FXD) 0 0 0 0 0 0 0 0 0 0 0
Vehicles/maintenance/POL 0 0 0 0 0 0 0 0 0 0 0
Institutional grants (program) 0 0 0 0 0 0 0 0 0 0 0
Pilot FP service grants 0 0 0 0 0 0 0 0 0 0 0
FP service expansion grants 0 0 0 0 0 0 0 0 0 0 0
Research/evaluation grants 0 0 0 0 0 0 0 0 0 0 0
CSH/CRS contracts 4,490 4,352 4,361 4,324 4,325 4,319 4,217 4,217 3,907 3,701 42,213
Audits T:OO- 0 0 0 0 0 0 0 0 0 0 0

OTHER DIRECT COSTS 0 0 0 0 0 0 0 0 0 0 0
OTHER INDIRECT COSTS 0 0 0 0 0 0 0 0 0 0 0
EVALUATIOH AND AUDIT (A.I.D.) 0 0 0 0 0 0 0 0 0 0 0
CONTINGENCY & INFLATION • 5~ 0 0 0 0 0 0 0 0 0 0 0

TOTALS 4,490 4,352 4,361 4,324 4,325 4,319 4,217 4,217 3,907 3,701 42,213

* includes long-tenn, short-tena, Study tours

*"* includes office rental, equipment, maintenance, utilities, other Commodities
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LOGISTICS • USAID/DELHI COSTS FINANCIAL PLAN • PAGE 10 of 20

IFPS PROJECT BUDGET - SUMMARY (in U.S. SOOOs)
YEARS 1 THROUGH 10- ALL YEARS

PROJECT YEAR (SOOOS)
2 3 4 5 6 7 8 9 10 •.........

U.S. LONG-TERM PERSONNEL ( pm) 0 0 0 0 0 0 0 0 0 0 0
(salary plus fringe)

U.S. CONSULTANTS ( pm) 0 0 0 0 0 0 0 0 0 0 0
TRAVEL & PERDIEH 0 0 0 0 0 0 0 0 0 0 0
HOME OFFICE STAFF 0 0 0 0 0 0 0 0 0 0 0
CONTRACEPTIVES (U.S.) 0 0 0 0 0 0 0 0 0 0 0
MEDICAL EQUIPMENT (U.S.) 0 0 0 0 0 0 0 0 0 0 0
OTHER COMMODITIES (U.S.) 0 0 0 0 () 0 0 0 0 0 0
VEHICLES (U.S.) 0 0 0 0 0 0 0 0 0 0 0
PARTICIPANT TRAINING ( pm). 0 0 0 0 0 0 0 0 0 0 0
LOCAL COSTS 0 0 0 0 0 0 0 0 0 0

Training/workshops/seminars 15 177 177 349 349 521 522 694 694 866 4,364
Local procurement** 648 527 527 527 527 594 527 527 527 527 5,458
Local-hire staff ( pm) 169 169 169 169 169 169 169 169 169 169 1,690
Local-hire consultants ( pm) 25 25 25 25 25 25 25 25 25 2~ 250
Vehicles/maintenance/POL 681 93 97 102 127 181 115 120 125 132 1,7T.5
Institutional grants (program) 0 0 0 0 0 0 0 0 0 0 0
Pilot FP service grants 0 0 0 0 0 0 0 0 0 0 0
FP service expansion grants 0 0 0 0 0 0 0 0 0 0 0
Research/evaluation grants 0 0 0 0 0 0 0 0 0 0 0
CSH/CRS contracts 0 0 0 0 0 0 0 0 0 0 0
Audits 0 0 0 0 0 0 0 0 0 0 0

OTHER DIRECT COSTS 0 0 0 0 0 0 0 0 0 0 0
OTHER INDIRECT COSTS 0 0 0 0 0 0 0 0 0 0 0
EVALUATION AND AUDIT (A.I.D.) 0 0 0 0 0 0 0 0 0 0 0
CONTINGENCY &INFLATION ; 5% 0 0 0 0 0 0 0 0 0 0 0

TOTALS 1,538 991 995 1,ln 1,197 1,490 1,358 1,535 1,540 1,719 13,535

--• includes long-term, short-tenn, study tours
** includes office rental, equipment, maintenance, util iti.es, other cOlllllOdities

/
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RESEARCH &EVALUATION - USAID/DELHI COSTS

IFPS PROJECT BUDCET - SUMMARY (in U.S. SOOOs)
YEARS 1 THROUGH 10

•• II

FINANCIAL PLAN - PAGE 11 of 20

.1

3,950

u.S. LONG-TERM PERSONNEL ( pm)
(salary plus fringe)

u.S. CONSULTANTS ( pm)
TRAVEL &PERDIEM
HOME OFFICE STAFF
CONTRACEPTIVES (U.S.)
MEDICAL EQUIPMENT (U.S.)
OTHER COHHOOITIES (U.S.)
VEHICLES (U.S.)
PARTICIPANT TRAINING ( pm)*
LOCAL COSTS

Training/workshops/seminars
Local procurement**
Local-hire staff ( pm)
Local-hire consultants ( pm)
Vehicles/maintenance/POL
Institutional grants (program)
Pilot FP service grants
FP service expansion grants
Research/evaluation grants
CSM/CRS contracts
Audits :',

OTHER DIRECT COSTS
OTHER INDIRECT COSTS
EVALUATION AND AUDIT (A.I.D.)
CONTINGENCY &INFLATION a 5%

50

300

2

60

550

3

75

850

PROJECT YEAR
4 5

75

950

75

6

75

/950

7

75

1,150

8

75

950

9

60

650

10

58

8,652

ALL YEi\RS

(SOOOS)

o

o
o
o
o
o
o
o
o

o
o
o
o
o

678
o
o

18,952
o
o
o
o
o
o

TOTALS 350 610 925 1,025 4,025 1,025 1,225 1,025 710 8,710 19,630

~

* includes long-term, short-term, study tours
** includes ofHce re.1t3l, equipment, maintenance, utilities, other conmodities
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AID/W DIRECT COSTS FINANCIAL 'PLAN - PAGE 13 of 20

IFPS PROJECT BUDGET - SUMMARY (in u.S. SOOOs)
YEARS 1 THROUGH 10

ALL YEARS
PROJECT YEAR (SOOOS)

2 3 4 5 6 7 8 9 10 ...._----.

u.S. LONG-TERM PERSONNEL (180 pm)*** 300 315 331 347 365 191 201 211 222 233 2,716
(salary plus fringe)

u.S. CONSULTANTS ( pm) 0
TRAVEL &PERDIEM 0
HOME OFFICE STAFF 0
CONTRACEPTIVES (U.S.) 936 1,052 1,640 1,502 1,851 2,254 2,756 3,234 3,835 4,510 23,570
MEDICAL EQUIPMENT (U.S.) 800 1,000 1,050 1,100 1,150 1,200 1,250 300 7,850
OTHER COHHODITIES (U.S.) 0
VEHICLES (U.S.) 0

PARTICIPANT TRAINING ( pm)* 0
LOCAL COSTS

Training/workshops/seminars 0

Loca~ procurement** 0
Local-hire staff ( pm) 0
Local-hire consultants ( pili) 0

," Vehicles/maintenance/POL 0
Institutional grants (program) 0
Pilot FP service grants 0

FP service expansion grants 0
Research/evaluation grants 0
CSM/CRS contracts 0

Audits . 0
OTHER DIRECT COSTS 200 210 221 232 243 128 134 141 148 155 1,810
OTHER INDIRECT COSTS 0
EVALUATION AND AUDIT (A.I.D.) 0
CONTINGENCY &INFLATION ~ 5% 0

TOTALS 1,436 1,577 2,991 3,081 3,509 3,673 4,241 4,786 5,454 5,198 35,946

:4 * includes long-term, short-tena, study tours

** includes office rental, equipment, maintenance, utilities, other commodities
*** contract Chief-of-Party for Lucknow Liaison Office + contracting officer for 5 years USAID Contracts Office

.~,
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** includes office rental, equipment, maintenance, utilities, other commodities

ill .1

CEDPA - C.A. COSTS (AID/~) FINANCIAL PLAN • PAGE 15 of 20

IFPS PROJECT BUDGET· SUMMARY (in u.S. SOOOs)
YEARS 1 THROUGH 10

ALL YEARS
PROJECT YEAR (SOOOS)

2 3 4 5 6 7 8 9 10 •.•..•....

U.S. LONG-TERM PERSONNEL ( pm) 364 215 230 155 166 175 183 193 202 92 1,975
(salary plus fringe)

u.S. CONSULTANTS ( pm) 136 133 126 126 110 74 69 73 77 80 1,004
TRAVEL &PERDIEM 180 169 166 175 171 148 140 147 149 156 1,601
HOME OFFICE STAFF 141 150 150 165 173 122 128 135 142 149 1,455
CONTRACEPTIVES (U.S.) 0 0 a 0 0 a a a a a 0
MEOICAL EQUIPMENT (U.s.) 0 (j a 0 a a 0 a 0 0 a
OTHER COMMODITIES (U.S.) 107 0 0 a 0 a a a a a 107
VEHICLES (U.S.) 0 0 a 0 a 0 0 a 0 0 0
PARTICIPANT TRAINING ( pm). 100 105 110 116 121 128 134 141 148 155 1,258
LOCAl. COSTS

Training/workshops/seminars a a ° a a 0 0 0 0 0 0
Local procurement·· 146 76 82 86 90 94 95 108 108 85 970
Local-hire staff ( pm) 111 49 52 74 77 81 85 90 94 80 793
Local-hire consultants ( pm) 18 0 0 0 0 0 0 0 0 a 18
Vehicles/maintenance/POL 29 4 5 5 5 5 6 6 6 5 76
Institutional grants (program) 0 0 a a a a 0 a a a a
Pilot FP service grants 0 ° 0 0 0 0 a 0 0 a 0
FP serv'~e expansion grants 0 0 ° a a a 0 a a a °Research/evaluation grants 0 a 0 a a a a a ° 0 a
CSIl/CRS contracts 0 0 a 0 0 0 a 0 a 0 0
Audits 0 0 ° 0 ° 0 0 0 0 0 a

OTHER DIRECT COSTS 255 170 146 129 112 109 108 113 119 130 1,391
OTHER INDIRECT COSTS 558 396 413 398 420 362 380 399 419 339 4,084
EVALUATION ANO AUDIT (A.I.O.) 0 0 0 0 0 0 0 0 ° a a
CONTINGENCY &INFLATION a 5% 0 0 0 0 0 a 0 0 ° 0 °

TOTALS 2,145 1,467 1,480 1,429 1,445 1,298 1,328 1,405 1,464 1,271 14,732

* includes long-tem, short-term, study tours
•• includes office rental, equipment, maintenance, utilities, other commodities

~
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JHU·PCS • C.A. COSTS (AID/W) FINANCIAL PLAN - PAGE 16 of 20

IFPS PROJECT BUDGET - SUMMARY On U.S. SOOOs)
YEARS 1 THROUGH 10

ALL YEARS
PROJECT YEAR ($0005)

2 3 4 5 6 7 8 9 10 ........ --

u.s. LONG-TERM PERSONNEL ( pm) 71 71 7t 30 30 30 30 30 30 30 423
~ (salary plus fri~e)

u.S. CONSULTANTS ( pm) 276 276 276 276 276 259 259 259 259 259 2,675
TRAVEL &PERDIE" 125 125 125 100 100 79 79 79 79 79 970
HOME OFFICE STAFF 85 85 85 85 85 85 85 85 85 85 850
COHTRACEPTI YES (U.S.) 0 0 0 0 0 0 0 0 0 0 0
MEDICAL EQUIPMENT (U.S.) 0 0 0 0 0 0 0 0 0 0 0
OTHER COMMODITIES (U.S.) 45 31 14 14 14 81 14 14 14 14 255
VEHICLES (U.S.) 0 0 0 0 0 0 0 0 0 0 0
PARTICIPANT TRAINING ( pm). 50 45 41 41 41 41 41 41 41 41 423
LOCAL COSTS

Training/workshops/seminars 0 0 0 0 0 0 0 0 0 0 0
Local procurement*· 11 0 0 0 0 0 0 0 0 0 11

J Local-hire staff ( pm) 92 92 92 92 92 92 92 92 92 92 920'!

Local-hire consultants ( pm) 196 196 196 196 196 196 196 196 196 196 1,960
Vehicles/maintenance/POL 0 0 0 0 0 0 0 0 0 0 0
Institutional grants (program) 0 0 0 0 0 0 0 0 0 0 0
Pilot FP service grants 0 0 0 0 0 0 0 0 0 0 0
FP service expansion grants 0 0 0 0 0 0 0 0 0 0 0
Research/evaluation grants 0 0 0 0 0 0 0 0 0 0 0
CSH/CRS contracts 0 0 0 0 0 0 0 0 0 0 0
Audits -.. 0 0 0 0 0 0 0 0 0 0 0

OTHER DIRECT COSTS 150 108 148 91 91 91 91 91 91 91 1,043
OTHER INDIRECT COSTS 302 286 298 262 262 250 250 250 250 250 2,660
EVALUATION AND AUDIT (A.I.D.) 0 0 0 0 0 0 0 0 0 0 0
CONTINGENCY & INFLATION a 5~ 0 0 0 0 0 0 0 0 0 0 0

.~

TOTALS 1,403 1,315 1,346 1,187 1,187 1,204 1,137 1,137 1,137 1,137 12,190

• includes long· term, short· term, study tours
~-
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IFPS PROJECT BUDGET - SUMMARY (in u.s. SOOOs)
YEARS 1 THROUGH 10

ALL YE4RS
PROJECT YEAR (SOOOS ..

2 3 4 5 6 7 8 9 1a ------- .. -

U.S_ LONG-TERM PERSONNEL ( po) 0 0 0 0 0 0 0 0 0 0 0
(salary plus fringe)

U.s. CONSULTANTS ( po) 193 185 137 103 75 76 76 76 76 76 t,073
TRAVEL &PERDIEH 233 213 186 85 71 71 71 72 72 71 1,145
HOME OFFICE STAFF 14 14 14 14 15 14 14 14 14 15 142
CONTRACEPTIVES (U.S.) 0 a 0 0 0 0 0 0 0 0 0
MEDICAL EQUIPMENT (U.s.) 0 0 0 0 0 0 0 0 0 0 a
OTHER COMMODITIES (u.s.) 0 0 a a 0 0 a a a a a
VEHICLES (u.s.) 0 0 0 a a a a 0 a a 0
PARTICIPANT TRAINING ( pm)* a 0 0 0 0 0 0 0 0 a 0
LOCAL caSTS

Traini~/workshops/seminars 60 60 60 50 50 0 0 0 0 0 280
Local procurement*· 23 13 13 13 14 0 0 0 0 0 76
Local-hire staff ( pm) 15 15 15 15 15 8 8 8 8 7 114
Local·hire consultants ( pm) 81 81 81 81 80 0 0 0 0 0 404

~ Vehicles/maintenance/POL 4 1 1 1 1 0 0 0 0 0 6
Institutional grants (program) 0 0 0 a 0 0 0 0 0 0 a
Pilot FP service grants 0 0 0 0 0 0 0 0 0 0 0
FP service expansion grants 0 0 0 0 0 0 0 0 0 0 0
Research/evaluation grants 0 0 0 0 0 0 0 0 0 0 0
CSM/CRS contracts 56 6 6 0 0 0 0 0 0 0 68
Audits 0 0 0 0 0 0 0 0 0 0 0

OTHER DIRECT COSTS 125 125 125 125 75 75 75 75 75 75 950
OTHER INDIRECT COSTS 52 48 43 32 26 15 15 15 16 16 278
EVALUATION AND AUDIT (A.I.D.) 0 0 0 0 0 0 0 0 0 0 0
CONTINGENCY & INFLATION i 5X 0 0 0 0 a a a 0 0 0 0

TOTALS 856 761 681 519 422 259 259 260 261 260 4,536

• includ~s long-term, short-term. study tours

** includes office rental. equipment, ~3intenance. utilities. other commodities

~
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IFPS PROJECT BUDGET - SUMMARY (in u.S. SOOOs)
YEARS 1 THROUGH 10

ALL YEARS
PROJECT YEAR (SOO05)

2 3 4 5 6 7 8 9 10 ..... _- ...

u.S. LONG-TERM PERSONNEL ( pn) 0 0 0 0 0 0 0 0 0 0 0
(salary plus fringe)

u.S. CONSULTANTS ( pm) 114 191 128 119 0 0 0 0 0 0 552
TRAVEL &PEROIEM 176 191 164 169 0 0 0 0 0 0 700
HOME OFFICE STAFF 64 67 71 74 0 0 0 I) 0 0 276
CONTRACEPTIVES (U.S.) 0 0 0 0 0 0 0 0 a 0 0
MEDICAL EQUIPMENT (U.S.) 0 0 0 0 0 0 0 0 0 0 0
OTHER COMMODITIES (U.S.) 50 15 15 15 0 0 0 0 0 0 95
VEHICLES (U.S.) 0 0 0 0 0 0 0 0 0 0 0

4 PARTICIPANT TRAINING ( pm)* 100 255 110 116 0 0 0 0 0 0 581
LOCAL COSTS 0 0 0 0 0 0 0 0 0 0

Training/workshops/seminars 0 0 0 0 0 0 0 0 0 0 0
Local procurement** 131 65 65 65 0 0 0 0 0 0 326
Local-hire staff ( pm) 110 93 98 102 0 0 0 0 0 0 403
Local-hire consultants ( pn) 0 0 0 0 0 0 0 0 0 0 0
Vehicles/maintenance/POL 45 16 17 18 0 0 0 0 0 0 96
Institutional grants (program) 0 0 0 0 0 0 0 0 0 0 0
Pilot FP service grants 0 0 0 0 0 0 0 0 0 0 0
FP service expansion grants 0 0 0 0 0 0 0 0 0 0 0
Research/evaluation grants 0 0 0 0 0 0 0 0 0 0 0
CSM/CRS contracts 0 0 0 0 0 0 0 0 0 0 0
Audits 0 0 0 0 0 0 0 0 0 0 a

OTHER DIRECT COSTS 183 138 132 170 0 a 0 0 a 0 623
OTHER INDIRECT COSTS n 78 65 69 0 0 0 0 a 0 289
EVALUATION AND AUDIT (A.I.D.) 0 0 0 0 0 0 0 0 0 0 a
CONTINGENCY &INFLATION w5X 0 0 0 0 0 0 I) 0 0 0 0

TOTALS 1,050 1,109 865 917 0 0 0 0 0 0 3,941

* includes long-term, short-term, study tours

** includes office rental, equipment, maintenance, utilities, other commodities

/;;..:.,
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IFPS PROJECT BUDGET • SUMMARY (in u.s. SOOOS)
YEARS 1 THROUGH 10

ALL YEARS
PROJECT YEAR (SOOOS)

2 3 4 5 6 7 8 9 10 ...........

U.S. LONG-TERM PERSONNEL ( pm) 0 0 0 0 0 0 a a a a 0
(salary plus fringe)

U.S. CONSULTANTS ( pm) 100 200 300 285 200 150 150 125 100 100 1,710
TRAVEL &PERDIEM a a 0 a 0 0 0 0 0 0 0
HOHE OffICE STAfF 0 0 0 0 0 0 0 0 0 0 0
CONTRACEPTIVES (u.S.) 0 0 0 0 0 0 0 0 0 0 0
MEDICAL EQUIPMENT (u.s.) 0 0 0 0 0 0 0 0 0 0 0
OTHER COMMODITIES (u.S.) 75 125 150 150 125 125 125 100 100 82 1,157
VEHICLES (u.S.) 0 0 0 0 0 0 0 0 0 0 0
PARTICIPANT TRAINING ( pm). 30 50 100 50 50 25 10 0 0 0 315
LOCAL COSTS 0 0 0 0 0 0 0 0 0 0

Training/workshops/seminars 10 10 10 10 10 10 10 10 10 10 100
Local procurement·· 200 200 218 200 200 200 200 200 200 200 2,018
Local-hire staff ( pm) 110 110 110 110 110 110 110 110 110 110 1,100
Local-hire consultants ( pm) 50 75 75 75 100 50 40 30 30 26 551
Vehicles/maintenance/POL 5 6 6 6 6 7 7 7 7 7 64
Institutional grants (program) 0 0 0 0 0 0 0 0 0 0 0
Pilot FP service grants 0 0 0 0 0 0 0 0 0 0 0
FP service expansion grants 0 0 0 0 0 0 0 0 0 0 0
Research/evaluation grants 0 0 0 0 0 0 a 0 0 0 0
CSH/CRS contracts 0 0 0 0 0 0 0 0 0 0 0
Audits 0 0 0 0 0 0 0 0 0 0 0

OTHER DIRECT COSTS 0 0 0 0 0 0 0 0 0 0 0
OTHER INDIRECT COSTS 0 0 0 0 0 0 0 0 0 0 0
EVALUATION AND AUDIT (A.I.D.) 0 0 0 0 0 0 0 0 0 0 0
CONTINGENCY & INFLATION; 5% 0 0 0 0 0 0 0 0 0 0 0

TOTALS 580 n6 969 886 801 6n 652 582 557 535 7,015

* includes long-term, short-tenn, study tours

** includes office rental, equipnent, maintenance, util ities, other cOlllllOCli ties

~.,
/""
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IFPS PROJECT BUDGET - SUMMARY (in u.s. SOOOs)
YEARS 1 THROUGH 10

ALL YEARS
PROJECT YEAR (SOOOS)

2 3 4 5 6 7 8 9 10 •.........

u.S. LONG-TERM PERSONNEL (120 pm)*** 150 158 165 174 182 191 201 211 222 233 1,887
(salary plus fringe)

u.S. CONSULTANTS ( pm)***** 200 200 200 125 86 75 7S SO SO SO 1,111
TRAVEL &PERDIEM 0 0 0 0 0 0 0 0 0 0 0
HOME OFFICE STAFF 0 0 0 0 0 0 0 0 0 0 0
CONTRACEPTIVES (u.S.) 0 0 0 0 0 0 0 0 0 0 0
MEDICAL EQUIPMENT (U.S.) 0 0 0 0 0 0 0 0 0 0 0
OTHER COMMODITIES (U.S.)**** 310 20 30 20 25 25 30 20 20 20 520
VEHICLES (U.S.) 0 0 0 0 0 0 0 0 0 0 0
PARTICIPANT TRAINING ( pm)* 0 7S 75 100 100 100 100 100 100 100 S50
LOCAL COSTS

Training/workshops/seminars 2S 50 7S 7S 7S 7S 100 100 75 7S n5
Local procurement** 0 0 0 0 0 0 0 0 0 0 0
Local-hire staff ( pm) 0 0 0 0 0 0 0 0 0 0 0
Local-hire consultants ( pm) 2S 50 75 7S 75 75 100 100 75 75 725
Vehicles/maintenance/POL 0 0 0 0 0 0 0 0 0 0 0
Institutional grants (program) 0 0 0 0 0 0 0 0 0 0 0
Pilot FP service grants 0 0 0 0 0 0 0 0 0 0 0
FP service expansion grants 0 0 0 0 0 0 0 ·0 0 0 0
Research/evaluation grants a 25 25 25 25 25 25 0 0 0 150
CSM/CRS contracts 0 0 a 0 0 0 a 0 0 0 0
Audi ts 0 0 0 0 0 0 0 0 0 0 0

OTHER DIRECT COSTS 100 105 110 116 122 128 134 141 148 155 1,258
OTHER INDIRECT COSTS 0 0 0 0 0 0 a 0 0 0 0
EVALUATION AND AUDIT (A.I.D.) 0 0 0 0 0 0 0 0 0 0 0
CONTINGENCY &INFLATION; 5X 0 0 0 0 0 0 0 0 0 0 0

TOTALS 810 683 756 709 690 694 765 722 689 708 7,225

* includes long-tenn, short-term, study tours ** includes office rental, equipment, maintenance, utilities, other commodities

~
*** Michigan Fellow (for Research &Evaluation Mgt.) **** includes 1300 thousand in ccq:lUters & info tech equipment in year 1
***.... includes $350 T.A. info technology in years 1-4
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SOCIAL SOUNDNESS AND GENDER ANALYSES

i'

.L. SOCIO-CULTURAL CONTEXT OF UTTAR PRADESH

1.1 Gene.'al Information

I, 1. 1 Population Size and Composition

The March 1991 census population count for U.P. was 138.76 million. In March
1992 the population would be expected to be about 142 million; and if the state's 1981-91
decennial growth rate were maintained over the next decade, its population in 2001 would be
about 174 million.

Over five million births occur every year in V.P. With the state's high infant and
child mortality rates, only about four million survive beyond their fifth birthdays. However,
like India, U.P. typically has a YQY11g population. The 1981 Census found about 13.5 per
cent of the population was under the age of 5 years, and almost 28.3 per cent between 5 and
14 years. The size of the first age-group, amounting to about 19 million today, has
implications for the quantum of child health services that a state such as U.P. must have
available, while that of the second, approximating 40 million, has a bearing on educational
services required. This young population is both the effect of the state's high birth rate (37.0
per 1000 population in 1989, which is markedly higher than India's overall birth rate of
30.5) and will be a cause of continued high growth in the future. In the year 2000 there will
be over 47 million people between the ages of J5 and 29 years in U.P. The state has a
considerably higher dependency ratio (946) than the rest of India (854).1

There are currently about 66.5 million females in V.P. Of these, about 24 million are
between the ages of 15 and 45 years, ie. of 'reproductive age.' This is also, therefore,
almost the number of couples 'eligible' for family planning services as almost all women in
this age range are married.

About 15.9 per cent of the state's 1981 population were Muslims, and about 21.4 per
cent belonged to Scheduled Castes and Tribes.2 In general, these groups suffer disadvantages
which decrease their access to social services and economic opportunities. In 1991, 80.1 per
cent of the state's population was rural, and only 19.9 urban (about 28 million people). Thus,
U.P. is considerably less urban than most of the other major states of India and the country
as a whole (25.7 per cent). Nevertheless, the urban population is distributed in 753 towns
and cities. The rural population is dispersed over more than 112,000 villages, with 47 per
cent living in villages of less than 500 people and 74 per cent in villages with less than 1000

I. The dependency ratio is the number of 0-14 year olds plus over-60 year-olds per 1000
people in the 15-59 year age-group.

2. 1991 Census figures are not yet available for these groups.
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Page 2 of 44

peoph.:. These figures indicate the wide net that must be cast to reach the people of V.P. with
services whether in rural or urban areas.

U.P. contains one-sixth of India's total population. Its population density is 75 percent
higher than that of the country overall (471 compared with 267 people per square kilometre).
"'.5 noted above it has a considerably higher birth rate and total fertility rate. It also has
higher death and infant mortality rates (12.6 and 118, respectively in contrast to India's 10.2
and 91), but despite these it experienced faster growth in the 1981-91 decade (25.2 per cent
co'mpared with 23.5 per cent). V.P. has a lower sex ratio and lower female and male literacy
rates than India as a whole. In 1984, 45.3 per cent of people in U.P. were estimated to be
'below the poverty line.' U.P's overall official couple protection rate of 35.5 in 1991 is
lower than the Indian average (41.3, 1990).

.lJ...2 Administrative and Geo-Cultural Divisions

The basic unit of public administration in U.P. as elsewhere in India is the district, of
which there are 63 ill the state. The average population of a district in U.P. is 2.2 miJJion.
For administrative purposes, these districts are grouped into 13 administrative divisions (with
between three and seven districts each) and five geo-cultural regions, namely

(1)

(2)
(3)
(4)
(5)

the Hill region, containing 8 districts i'lnd 4.2 per cent of the states'
population;
the Western region: 21 districts, 35.6 per cent;
the Central region: 10 districts, 17.4 per cent;
the Bundhelkand (south-central) region: 5 districts, 4.8 per cent;
the Eastern region: 19 districts, 38.1 per cent.

These regions are significant largely for their geographical and cultural parameters
which have implications for infrastructure and for family planning service delivery. Some
statistical parameters describing the different regions are shown in Table 1. The hill region
containing less than 6 million people is characterised by a low population density, dispersed
across difficult terrain. Difficulties of access have meant that facilities such as hospitals,
schools and roads have had to be provided, resulting in relatively high facility:population
ratios (not shown in the table). There is a low percentage of Muslims and Scheduled Castes
in this population, but a high percentage of hill tribals. A relatively high sex ratio attests to
better female status than elsewhere in U. P.• largely because women are central to hill
agriculture, but this is also related to a high out-migration rate among males. Higher female
status is also shown by the higher than average female literacy rate.
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Tnble I
Demogl'nphic find Sorio-Economic Chfirnctel'istics of V,P, Regions

U.P. Hill West Central Bundhel East

POP 138.8 5.88 49.38 24.20 6.72 52.88
ARE 294.4 51.1 82.2 45.9 29.4 85.8 :-
DEN 471 115 601 527 229 613 -

,-
URB 17.9 19.5 23.3 18.6 19.9 11.9
DGR 25.2 21.7 25.5 23.5 23.7 26.2

MUS 15.9 3.2 21.0 14.6 6.1 12.8
SCT 21.4 19.4 8.5 26.8 25.7 21.1
PCI 1114 1378 1365 1012 1321 905

FMR 882 974 844 856 847 925
FLT 20.9 35.7 21.7 24.1 19.5 17.5
IMR 130 90 129 132 119 122
TFR 4.5 4.2 4.9 4.2 5.0 4.2

STX 19.9 27.1 18.0 20.3 23.9 17.8
SPA 15.0 13.2 14.3 14.0 16.1 12.0

Key: POP= 1991 Population, ARE=Area, DEN= 1991 Population Density, URB= 1981
Urban Percent of Total Population, DGR=Decadal Growth Rate 1981-91, MUS= 1981
Muslim Percent of Total Population, SCT= 1981 Scheduled Castes and Tribes Percent of
Total Population, PCI = 1986-&7 Per capita Income in Rupees, FMR = 1991 Female: Male
Sex Ratio, FLT=1991 Percent of Females Literate, IMR=1981 Infant Mortality Rate,
TFR= 1981 Total Fertility Rate, STX = 1990 Percent of Eligible Couples who have been
Sterilised, SPA= 1990 Percent of Eligible Couples who have adopted Spacing Methods of
Contraception.

Out-migration also partially explains the low decennial growth rate of the hill
population. The total fertility rate is lower than the U.P. average, and family planning
acceptance, particularly sterilisation (probably female sterilisation), slightly higher.

The general population profile of Bundhelkhand is similar to that of the hill region,
but problems of access and infrastructural under-development abound in this area because of
its thick forests. Its status of women and infant mortality indicators are poor. Fertility is high
although the official couple protection rate is 40 per cent.
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U.P. 's western and eastern regions accomodate roughly 50 million people each at
densities over 600 per square kilometre. Both have experienced high decennial growth rates.
While in the west the high level of urbanisation (drawing in migrants) and higher-than­
average TFR have together contributed to this, in the east a lower TFR has been offset by in­
migration (eg. from Bihar and Nepal). A very low percentage of the population in the east is
urban, while a high percentage belongs to minority and Scheduled Caste and Tribe groups.
With a low economic base, the East demonstrates the lowest per capita income level of all
the state's regions. The FMR in the a1st is surprisingly high - perhaps because women enjoy
a more egalitarian status among tribal populations. However, the low female literacy and
high infant mortality are testimony to the general under-development of this area. Family
planning acceptance has also been the lowest in the state. The low sex ratio, low female
literacy, high infant mortality and high TFR of the western region (despite higher
urbanisation and per capita income) suggest considerable inequalities in this population and,
in particular, the persistence of traditional attitudes towards women and child-bearing. While
a high proportion of the population is Muslim, this proportion is not sufficient to explain the
high TFR etc., demonstrating that the unfavourable circumstances apply to a much larger
population.

The central region contains about a quarter of U. P's population, with a density,
social, gender and rural:urban composition, vital rates and economic level similar to that of
the state as a whole. Indeed, the central region most closely resembles U.P., and is also its
political 'centre,' including its capital, Ulcknow, and the state's largest and most
industrialised city, Kanpur, which also has a high proportion of urban poor.

While these regions are important geo-cultural entities, it must be recognised that
when the districts within them are examined by the above indicators, there is a wide range
within each region, and thus considerable overlap between the regions. District-level
considerations will be discussed below.

1.2 Socio-Economic Situation: Deterl11inants of Fel·tility

This section will briefly review some indicators of U.P's fertility and the socio­
economic factors considered to be determinants of fertility. While fertility indices clearly
demonstrate the need for its limitation, the state's overall socio-economic situation indicates
the complexity of bringing about changes in fertility.

1.2.1 Fertility

U.P. 's overall Total Fertility Rate is a high 4.5. The hill, central and eastern regions
on the whole have a lower TFR than this average (4.2 in all cases) while the western and
Bundelkand areas have much higher overall TFRs (4.9 and 5.0 respectively). At the district
level, the spread is wide, ranging from about 2.9 in Kanpur Nagar (essentially an urban
district) to levels well above 5.0 in eight of the western regions 21 districts. All districts in
the Western and Bundelkhand regions have TFRs above 4.0, while in the hill and central

"Ol"- -II
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region~ 6/8 and 7/10 do, and in the eastern region six out of 15 districts for which data are
available do. As one would expect, the urban TFR is lower than the rural - in 1988 these
rates were 4.2 and 5.6 respectively. Similarly, the Crude Birth Rates for urban and rural
areas were 32.1 and 38.2 respectively (SRS).3

Concern with U.P's high fertility is onen expressed in terms of the large number of
districts that have a crude birth rate (CBR) over 39 per 1000. 32 of U.P's 63 districts fall
into this category, accounting for over one-thi rd of 90 such high fertility districts in India.
These 32 districts are dispersed throughout the five regions, two falling among the hill
regions's eight districts, 16 among the western regions 21 districts, three among the ten
central districts, two among Bundhelkand's five, and nine among the 19 eastern districts.
While a focus on the high CBR districts could be achieved to large measure by concentrating
on the western and eastern regions of the state, coverage of all 32 would require a fair
dispersal of activities throughout the state.

The factors and inter-linked 'processes' that determine high fertility are described
below.

• A high proportion of the population of the state (and its component districts) remains
rural - largely synonymous with 'traditional' and 'poor.' The rural and urban poor
continue to favour large families because children are economic assets, contributing to
the family economy as well as to parents' social security in old-age. This is
particularly so among scheduled castes and poor families, among whom children are
regarded as necessary for family economic survival. Children assist their parents from
early childhood, and are sent to work as domestic servants or daily labourers as soon
as they are old enough. Families habituated to a very low standard of living do not
consider that the costs of raising children outweigh the benefits. Landowning families
both discourage poor labourer families from practising family planning because of the
need for labour, and also fail to practise it themselves.

Thus, 'ideal family size' remains high. In the Indian context, given exogamous
marital patterns, this largely translates into a 'demand for sons. The desire to have
sons is strong even among the highly-educated. Perpetuation of the family lineage,
old-age support to parents and performance of religious (particularly funeral) rites are
key reasons for the desire for sons. A daughter is also considered essential in the
Hindu social system, as kanyadaan, the gift of a daughter in marriage, is considered
the greatest gift, achieving great merit. Thus, a couple without son or daughter is
considered unfortunate. These deep-rooted socio-religious beliefs appear to be
declining onlY,among the very well-to-do, among whom consciousness of the costs of
raising children and providing for their futures is increasingly resulting in family

3. These rates are based on data from lI1e Sample Registration Survey which is believed to
be more reliable that of the E & I Division, MOHFW, which have been cited above.

....,.,
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limitation after two sons or even after two daughters.

• The status of women is low as a result of the 'preference for sons,' but also
emanating from the traditional view of women as 'reproducers' rather than as
producers. This results in low value being attached to any investment in girls or
women, including education, nutrition and health care, manifest in low female
literacy, poor nutrition and health status and higher mortality of women (compared
with men) upto the age of 35 years. Women's work is also under-valued at the same
time as women undertake a triple burden of domestic work, economic work and child­
bearing. The low availability of employment for women and lower wages (than
men's) associated with women's work are both causes and effects of this situation.

• The lack of motivation on the part of parents to invest in daughters has '§ili
marriage' as its corollary - parents want to 'disinvest' in daughters by marrying them
off early. Daughters are also considered a bane because of the prevailing practice of
dowry, which leads parents to consider them a financial drain. If a girl is not married
young the dowry demanded by a prospective groom increases. Delayed marriage also
has its risks for a girl's sexual security within the context of a male-dominated
('macho') society. Early marriage inevitably leads to early child-bearing because a
primary objective among in-laws is to ensure the family's lineage, placing
responsibility on the young bride to prove her fertility.

• The early inception of reproduction among Indian women increases the length of the
effective reproductive span. Along with the high demand for children, this brings
about high fertility, also because births are closely spaced. Although breast-feeding is
almost universal among mothers, particularly in rural areas, it does not serve to
increase the intra-partum period to effect any significant 'control' on fertility.

• The poor access of women to nutrition and health care and their lack of education and
economic opportunities, coupled with their early, rapid and frequent pregnancies
result in high infant mortality, another determinant of high fertility. The risks of
infant death and maternal death are especially high among primiparous, young
(largely 'adolescent') mothers. Female infants are especially susceptible because of
their 'unwanted' status.

• The primacy of women's reproductive role and their low economic independence lead
to their low power to make or influence decisions regarding the bearing and nurturing
of children. This translates into a low ability to seek out family planning services
except where they receive the support of husbands or mothers-in-law or, increasingly,
of other women through women's organisations.

• Women's poor social and economic access to health services is accentuated by UQQr
physical access in rural areas where health centres may be far away and require
considerable time to reach, expenditure, and waits to be served. The attitudes of
service providers may increase 'social' distance. While this is generally applicable to

· ... ,rI· . '."". , " ...
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public health services, private services abound in most villages and towns. However,
a 'segmented mark(~t' exists in private health care - with the poor largely being at the
mercy of traditional practitioners and modern health care being available only to the
better off. Generally, the private sector provides little education and motivation or
services for fertility regulation, with the exception of abortion.

• Indeed, abortion is a major way in which women limit the number of their births. An
estimated 5 million abortions take place in India annually of which only 20 per cent
are performed in legally-licensed facilities. The 'illegal' abortions are unhygienic and
endanger the lives of women.

• In addition to having inadequate coverage in rural areas, the public health and family
welfare service system has emphasized terminal methods of contraception in its
service delivery, thereby not addressing itself to younger and lower parity groups for
whom spacing methods are more appropriate. Family planning education, especially
about birth spacing and its benefits and technologies, has been poor.

• Societal norms as well as programme factors have influenced people's perceptions
about family planning and thereby its acceptability. Surveys and small-scale studies in
V.P. and elsewhere have revealed a large number of reasons for the non-acceptance
of 'formal' family planning methods. In addition to the demand for children described
above, and the consequences of low female status, there are other factors that
constrain demand for family planning. These include societal 'beliefs' such as:

-- A fear of being olltnumbered. Hindus feel that they should not accept family
planning as the Muslim population is increasing. This feeling is strong among
fundamentalist groups and even among highly-educated urban Hindus. Higher caste
Hindus feel that Scheduled Castes, Scheduled Tribes and Other Backward Castes also
are not adopting famity planning, and so will outnumber caste Hindus in time.
Conversely, the scheduled and other backward castes feel that they should not limit
their numbers in the search for greater political power. A section of the intelligentsia
is against family planning on similar grounds, fearing that as contraception is largely
adopted by the better-off rather than the poor, it is undesirable as the former will be
grossly outnumbered by the 'unintelligent,' etc.

-- Children are a gift from God. According to Hindu belief, a child is a gift from God
and brings good luck to the family. Birth control is regarded therefore as undue
interference in the will of god, tantamount to a crime, according to the orthodox. This
is true among Muslims and Christians as well.

-- Children ensure the 'marriage bond. ' Women who do not produce a child within
the first two or three years of marriage are often divorced by their husbands. By
extension, continued production of children (especially in view of the high risks of
child mortality) ensures that a marriage will continue. In particular, Scheduled Caste
and Tribe women who are vulnerable to being abandoned by husbands are opposed to
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family planning for this reason.

-- Fear of Promiscuity or Social Ostracism. Coupled with the fear of impotence (see
below) is a fear that wives of vasectomised men will become 'promiscuous.'
Furthermore, particularly in rural areas, women among the extremely poor/Scheduled
Castes are sexually exploited by the better-off (though possibly paid for sex). This is
sometimes with the knowledge of husbands who would normally shield their wives.
However, if the wife of man who is known to have been vasectomised were to get
pregnant, he would lose face among his caste fellows.

Some beliefs relating specifically to available family planning measures are:

Fear of an operation. Both tubectomy and vasectomy engender fear as they are
surgical in nature. Surgery is considered particularly undesirable as the person is not
'ill. ' People are also afraid of sepsis, particularly during the hot season, and of other
complications and debility. As back pain is a frequent post-operative complaint of
women who have had tubectomies, other women fear this.

It is also feared that sterilisation may lead to health problems such as high blood
pressure or obesity.

Vasectomy causes impotence. The misconception among both men and women that
vasectomy causes impotence and reduces (the man's) sexual enjoyment is strong. As
virility is not a subject women discuss, such rumours are not easily dispelled by
vasectomised men who continue to enjoy a happy sex life.

Spacing methods are considered unsatisfactory. For example, IUDs are associated
with menstrual cramps, irregularity or heavy flow, and pelvic or back pain, or
irreversible damage to the woman's reproductive tract despite assurances from health
workers that the method is temporary. The Copper-T is more acceptable than earlier
methods. The use of condoms is considered to require privacy which a couple may
not have. And oral pills me poorly managed by health workers or clients.

The major programme-related reasons why people eschew family planning are:

Lack of care after sterilisation or IUD insertion. The neglect of acceptors after
sterilisation, which has been the main emphasis of the official family planning
programme, or IUD insertion is seen to constrast sharply with the efforts put in by
family planning workers to motivate the acceptor. The lack of follow-up by a doctor,
ANM or even other health workers/motivators disenchants the acceptor and creates a
bad impression also on friends, relatives and neighbours. The dangers of sepsis,
problems experienced by diabetics, etc. accentuate the problem.

Disdain that 'those who preach do not practise. ' It is pointed out by people who are
approached that family planning workers and officials have not undergone sterilisation

,I,
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even when they have several children. People feel that if sterilisation were 'such a
good thing,' officials should be the first to accept it.

Backlash agaiOlst 'excesses. I targets and incentives. The indiscriminate sterilisation of
old men and young boys at sterilisation camps in the race to achieve targets during
the Emergency (1975-77) led to an unfavourable view of the family planning
programme and of programme implementors. The monetary incentives have
engendered rumours about the 'ulterior motives' of government, especially as no other
health service has an incentive associated with it. Motivators are not paid for follow­
up visits.

Clearly, the programme-related reasons must be addressed by improvements in
implementation, and the 'programme-related beliefs' must be dealt with by
appropriate communication and motivation strategies. While some of the 'societal
reasons' can be addressed by appropriate communication, their underlying causes
require wider social and economic changes.

In sum, India's and U.P's unbridled fertility has to be viewed in the context of the
'deman-d for labour' and consequent emphasis on women's childbearing role as the means to
status, as well as the context of high child mortality. White the government family planning
programme over the past four decades has attempted to meet latent demand for
contraception, it has done this poorly because the emphasis on sterilisation failed to take into
account the numerous influencing factors described above. Rightly, attention has turned more
recently to spacing methods, but a great deal still needs to be done to assure people that
spacing methods are beneficial and not 'dangerous.' The lack of after care is a particularly
serious drawback. While the programme has attempted to create demand for services through
lEe efforts, the population control effort did not address factors underlying the lack of
demand for family planning.

In the rest of this section, some data which relate to the phenomena described above
are presented.

Ideal Family Size. The Third All-India Family Planning Practices Survey (FPPS3t
ORG, 1990) reports that the ideal family size in U.P. is 3.2 children. While this is higher
than the two-child ideal sought by India's family planning programme, it is considerably
lower than the current TFR of 4.5. This points to the scope that exists for family planning
services to assist in bringing family-building practices in line with people's ideals. In fact,
the FPPS3 found that 49.5 per cent of couples with three or more children said that they did
not want any more children. This constitutes some of the 'unmet demand' for family
planning.

4 Operations Research Group (1990) Third All-India Family Planning Practices Survey.
Baroda, ORG.
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Son Preference. According to the FPPS3, U.P. couples expressed 2.1 as the ideal
number of sons. The survey found that 29 per cent of couples in U.P. who had two sons and
16 per cent of those with three sons desired more sons. For India as a whole the percentages
of couples in these categories were 10 and 7, respectively. The percentages in other northern
states were also lower than U.P's.

Son preference is related in large part to the absence of social security measures: 61
per cent of rural couples in U.P. felt they will depend on children for old-age support. Even
in urban areas 51 per cent of couples expressed this likelihood (ORG, 1990).

The emphasis on women's reproductive role is shown by their high parity at young
ages. In U.P., the average number of children born per woman among women of different
age-groups is shown in Table 2. These data disclose that by the age of 29 years women have
exceeded the nlllnber of births conducive to a 'small (two-child) family norm.' Thus, the
inculcation of this norm and the adoption of family planning must clearly take place well
before this age.

Table 2
Avemge Numbca' of Childa'en BOI"n per \Voman

Five-year age groups, Vital" Pradesh

Rural Urban

15-19 0.20 0.14
20-24 1.24 1.06
25-29 2.58 2.44
30-34 3.70 3.57
35-39 4.61 4.38
40-44 5.07 4.83
45-49 5.32 5.02
50 + 5.05 4.69

The sections which follow present U. P. dala and discuss some of the main socio­
economic factors which are correlated with high fertility.
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1.2.2 Literacy

U.P. has among the lowest literacy rates of India's states, considerably below the
Indian averages. 33.8 per cent of its total population, 45.1 per cent of males and only 20.9
per cent of females are literate (1991). In 1981 (when the state's overall literacy was about
25 per cent) about 40 per cent of households had no literate person, 43 per cent in rural
areas and 25 per cent of urban households.

There is also considerable intra-state variation in literacy in U. P. The hill region
shows significantly higher literacy than Other areas of U.P. Forty-nine of U.P. 's 63 districts
have a total literacy rate below 40.0 percent and 45 have a female literacy rate below 25 per
cent. Only one district in U.P. has higher than 50 per cent female literacy, four have rates
between 35 and 50 percent, 28 between 20 and 34 percent, 26 between 10 and 19 per cent
and 4 below 10 per cent.

U.P's low achievement in literacy is related to the inadequacy and poor quality of its
educational infrastructure. In 1981, 40 per cent of U. P. villages had no educational facility.
In 1986 about 50 per cent of girls aged 6-11 years and 86 per cent of boys were enrolled in
schools5 • Among 11-14 year-olds the percentages were 23 and 56, respectively. Attempts
have been made during the 1980s to rectify the quantity and quality of schooling available
but progress in school enrolment has nevertheless been slow.

The highest drop-out among girls occurs between Classes III and VI. At this point
schools cease to playa 'day care' function and young girls are in fact kept home to assist
their mothers in domestic chores, including younger sibling care. As they approach puberty
there is also a need to protect them from the risk of sexual abuse and to prepare them for
marriage. Thus, young girls' education is hampered both by their mothers' excess fertility
and truncated by societal values prizing their own early marriage and motherhood. There is
evidence in India, as elsewhere, that girls' education does reduce fertility by delaying the age
of marriage as well as by reducing 'desired family size' and increasing the acceptance and
use of family planning.

1.2.3 Economic Levels

An estimated 45 per cent of U.P's population is 'below the poverty line,' ie. an
income line below which minimum household nutritional requirements are not met. About 18
per cent is estimated to be in 'extreme distress.' There is little difference between regions in
the percentage of people below the poverty line.

About 75 per cent of 'main workers' in U. P. are employed in agriculture and its
allied activities. Land distribution is highly skewed, with 70 per cent of land-holdings being

s. National Council of Educational Research and Training (1986) Third All India Educational
Survey, New Delhi, NCERT.
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below one hectare - too small to sustain a family without additional income. The total area of
these small holdings is equivalent to that of the top four per cent of holdings (27 per cent of
total operated area each). Small holdings are most common in Eastern V.P.

U.P's economic growth rate has been lower than the Indian average throughout the
past four decades, barely compensating for population growth. As agriculture plays an
important role, the small size of land-holdings coupled with inadequate irrigation and the lack
of access of small farmers to inputs stich as credit are some of the factors stymying economic
growth in the state.

The government implements employment and income-generation schemes (the
Integrated Rural Development Programme and the National Rural Employment
Programme/Rural L'mdless Empoyment Generation Programme now combined into the
lawahar Employment Scheme) aimed specifically at this population. A sub-scheme of the
IRDP, the Development of Women and Children in Rural Areas, which aims specifically to
provide income-generation for women and social services for women and children, is also
being implemented in 21 districts of U. P. However, these schemes have been slow in raising
the economic levels of these low socio-economic groups.

,;

It is of interest that the fertility levels of V. p's five regions do not relate well to
economic levels. The Western region, widely regarded as the 'most developed' because of
higher per capita industrial and agricultural production and high urbanisation, still has
amongst the highest fertility. Conversely, the eastern region which has few employment
opportunities outside of agriculture, the greatest proportion of small land-holdings and the
lowest per capita net domestic product in the state has lower overall fertility. The
Bundelkhand region is under-developed and has high fertility. The hilly region has a
horticulture-based economy generating the highest regional per capita income in the state and
has lower than average fertility. This :'s, however, not direct cause and effect as other factors
such as women's status and male out-migration undoubtedly play important roles.

1.2.4 Status of Women

labour Force Participation.

Besides the low literacy of females and high male-female disparities in literacy
described above, V.P. has a low female labour force participation (lFP; 5.4 per cent in
1981). Although 29 per cent of women in the hill districts participated in the labour force (in
1981), in the western region female lFP was only 1.3 per cent, in the central region it was
about 4 per cent and in the eastern and Bundhelkand regions it was about 7 per cent.

Female Mortality. The low status of adult women is also summed by their
considerably higher risk of mortality. Between the age of 20 and 29 years it is about two and
a half times that of a male, between 15 and 19 years it is about 90 per cent higher, and
between 30 and 39 years it is about 35 per cent higher. Thereafter, female mortality risk falls
to about half that of males, Maternal deaths account for some of this higher female mortality /

1/''7
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risk during the reproductive years, but a preponderance of deaths are due to other causes.
Besides succumbing to common diseases more frequently, probably on account of their
poorer nutritional status, women also appear subject to death from 'Accidents and injuries'
more frequently than men at this stage of the life cycle.

Sex Ratio. The higher mortality of females - at all stages of the life cycle but
particularly in early childhood and during the early reproductive years - is demonstrated by
the skewed sex ratio. Like the other northern states of India, U.P. has a sex ratio that is
distressingly low: 882 females per 1000 males. This female:male ratio (FMR) is considerably
lower than the all-India average of 935.

The sex ratios of U.P's regions vary markedly. Women are best off in the hill region
with a sex ratio of 974 and five of the eight districts having ratios over 1000. However, the
out-migration of males from these hill districts where employment is low to jobs in the plains
contributes to the female-favourable sex ratio. Women's better-off economic status
contributes to their overall higher status and survival. The sex ratios of districts in the
Western, Bundelkhand and central regions and of these regions as a whole are appa11ingly
low - 35 of the 36 districts have ratios below 884. The situation in the eastern region, while
somewhat better, averages Ollt to 925 females per 1000 males.

1.2.5 Age at Marriage

The mean age at marriage (MAM) among females in U.P. was a low 16.7 years in
1981 in comparison with the Indian average of 18.3 years. The eastern and Bundhelkand
regions had MAMs of 15.0 and 15.8 respectively, while in the central, western and hill
regions the average ages were 17.0, 17.5 and 18.2, respectively. Only II of the 63 districts
had mean ages above 18 years, the age above which it is 'legal' for females to be married.

The low age at marriage is also summed in the statistic that 60.5 per cent of 15-19
year-old girls in U.P. are married (compared with 43.5 per cent in India as a whole. The
proportion is slightly lower in U.P. than in the other northern states of Bihar, Madhya
Pradesh and Rajasthan.)

The relatively low fertility level in the hill region is related to the higher average age
at marriage among women as well as greater acceptance of family planning. These are
undoubtedly due to the higher female literacy and labour force participation rates brought
about by the overall better status of women among the tribal populations of this area. The
higher fertility of the Western region compared with the East and Central regions despite a
slightly higher age at marriage suggests differences in marital fertility.

• roo
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1.2.6 Infant Mortality

The two-way relationship between infant mortality and fertility is well known. U.P's
infant mortality is extremely high at 132 in rural areas and 81 in urban areas (1988). This
can be compared with all-India rates of 102 and 62 respectively. In V.P. female children
have about a 10 per cent higher risk of mortality upto the age of 2 years, 15 per cent upto 3
years and 20 per cent upto 5 years of age.

At the regional level, infants have the lowest risk of death in the hills (IMR=90), but
very high risks in the other regions. The IMR is 119 in Bundhelkand, 122 in the east, 129 in
the west and 132 in the central region. Twenty-five of U.P's districts have an infant
mortality rate over 120 deaths per 1000 live births and only 12 have a rate below 100.

1.2.7 The High Fertility Districts

As there is great concern for the 32 districts in U. P. which have very high fertility,
patterns in the determinants and underlying factors could usefully suggest strategies to
address the high fertility. Unfortunately, no clear patterns are readily visible.6 These
districts do not clearly manifest a 'worse' situation than the other districts of U.P. with
regard to the socio-economic indicators discussed above, literacy, infant mortality, economic
levels, etc. In fact both across these districts and the others the range of such indicators is
wide and over-lapping.

However, the actual levels of these various indices can be used to derive a 'priority'
list for a programme focus. Accordingly, Table 3 lists the 32 districts and derives a score for
each using key socio-economic indicators, finally dividing them into smaller groups.

6. However, regression analysis would disclose the strength of various relationships and such
an exercise should be undertaken to facililate planning of project activities.
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;;;; Tnble 3
~ A Sorio-Ecol1omic Sl'OI'C fOi- U.P's 'High CBR' I>ish'icts;I
=

CBR FLT MAM FMR IMR Thilll GrQup

Budaun 3 5 2 5 5 20 A
-"Iii

HardQi 4 4 2 4 5 19 A
Lalitpur 4 4 4 3 4 19 A
Basti 3 5 3 2 5 18 A
Rampur 5 4 1 3 5 18 A
Shajahanpllr 2 3 2 5 5 17 A
GQnda 1 5 3 2 5 16 A
Sultanpllr 2 4 4 1 5 16 A
Etah 1 3 2 4 5 15 A
Moradabad 4 3 1 3 4 15 A
Philbhit 1 4 2 3 5 15 A
Bareilly 1 3 2 4 4 14 B
Bijnor 4 3 1 3 3 14 B
Bulandshar 2 3 2 3 4 14 B
Rai Bareli 2 3 3 1 5 14 B
Sitapur 1 4 2 3 4 14 B
Agra 2 2 2 4 3 13 B
Aligarh 2 2 2 3 4 13 B
Gorakhpur 2 3 3 1 4 13 B
Pratapgarh 2 4 4 0 3 13 B
Banda I 4 3 3 1 12 B
Farrukhabad I 2 2 4 3 12 B
Ghaziabad 2 1 2 4 3 12 B
Mainpllri I 2 2 4 3 12 B
Deoria 1 4 2 1 3 11 C
Jaunpur 2 3 3 0 3 II C
Allahabad 1 3 2 2 2 10 C
Azamgarh 2 3 3 0 2 10 C
Tehri Garhwal 3 4 2 0 I 10 C
Meerut 1 I 1 4 2 9 C
Saharanpur 1 2 I 4 1 9 C
Nainital I I I 3 I 7 C

Key: CBR=Crude Birth Rate: 1=39,2=40,3=41,4=42,5=43;
FLT=Female Literacy Rate: 1= >20, 2= 16-19, 3= 10-15, 4=8-9, 5= <7 percent;
MAM=Female Mean Age at Marriage: 1= > 17, 2= 16, 3= 15, 4= 14, 5= 13;
FMR=Female: Male Sex Ratio: 1= >940, 2=890-940, 3=840-889, 4=820-839,5=800-
819;
IMR=lnfant MQrtality Rate: 1= < lOa, 2= 101-110, 3= 111-120, 4= 121-150, 5 = > 150;
GrQuping based Qn TQtal Score: A=20-15, 8=14-12, C=II-7,

1/'9;
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A higher score demonstrates a worse social situation, deserving greater
priority for action.

1.3 Social Stl'1ltilication

In U.P. 21.2 per cent of the population belongs to the Scheduled Castes (SCs). There
is a very high proportion of landless or marginal farmers (62 per cent) among the scheduled
castes, with 35.0 per cent of workers being agricultural labourers.

0.2 per cent of the state's population belong to Scheduled Tribes. 45 per cent are
landless or marginal farmers. Almost 80 per cent of workers are cultivators. However, the
scheduled tribes in the hill region of U.P. are culturally and socio-economically very
different from the tribes of the eastern and Bundhelkand regions. The former are generally
better off and their women have higher status on the whole.

Literacy is especially low among the SCs - it was roughly half the level of that of the
state's population as a whole in 1981. In that year while 14.0 per cent of all females were
literate, only 3.9 per cent of SC females were literate.

Various studies suggest that the fertility of higher castes is lower than that of
intermediate or low (scheduled) castes. While the Scheduled Castes have traditionally been
subjected to numerous indignities, their lower social and economic status still limits their
access to various types of services, including schools and health centres. As they usually live
in different sections of villages, they may not be served equally by extension workers,
particularly if the latter are higher caste. Conversely, if a health worker is scheduled caste,
she may not be welcomed into higher caste homes or be able to serve higher caste people.

Muslims constitute an important religimls minority - 15 per cent of the state's
population. Super-imposed on socio-political tensions between the Hindu majority and
Muslims, socio-religious and cultural differences make family planning a sensitive issue.
Muslim fertili~y is found to be higher than that of Hindus, but in large part this is due to
their greater poverty and lower educational status.

Urban Slums. Nearly 16 per cent of the total urban population of U.P. lives in
slums, compared with 23 per cent of the urban population of India as a whole (1981 Census
data). The proportion living in slums increases with the size of towns. It is about 7.5 per
cent among towns below 100,000 people, 17.5 percent in towns of between 100,000 and I
million, and over 40 per cent in the largest cities of Kanpur and Lucknow.

1.4 Awareness :lnd Use or Fnmily Planlling

.LAJ. Use of Family Planning.

The Third All-India Family Planning Practise Survey found the following use-rates
for different family planning methods in U.P. in 1988:
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Sterilisation = 16.4 of which 40.5 per cent were vasectomies and 59.5
per cent were tubectomies;

IUD = 0.9 per cent
DCs = 1.2 per cent
CCs = 6.4 per cent

In contrast with the official government CPR of 33.8 (1990), the FPPS3 found a CPR of
24.9 for all methods in 1989.

1.4.2 Characteristics of Acceptors

In the FPPS3, 90 per cent of FP acceptors had three or more children and 45 per cent
of women in acceptor couples were agcd over 30 years. The distribution of acceptors by the
method they adopted and the number of their living children is shown in Table 4.

Tflble 4
Distribution of FP Acceptor's by Method find Number of Living Children

V.I'. 1989

Number of Children

!

Vasectomy
Tubectomy
IUD

0.1
0.2

19.4

7.8
10.1
32.0

30.9
34.0
24.7

38.7
44.3
76.1

34.4
32.8
16.0

26.9
22.9
7.9

These data show that the majority of sterilisation acceptors have more than three children.
Fewer than ten per cent have only one or two children. Among IUD acceptors, however,
about 50 per cent have one or two children.

Table 5 shows FP acceptance by method and the age of the wife. The majority of
vasectomy acceptors have wives aged over 30, while about 25 per cent have wives under 30
years of age. The majority of tubectomy acceptors on the other hand are under the age of 30.
The pattern of acceptance for IUDs is similar to that for tubectomy in the 20-29 year age­
groups, suggesting that many of these women may in fact be 'terminators' as well.

p­

i"-



ANNEX 111.1)
Page 18 of 4..'

Table 5
Distribution of FP Acceptors by Method nnd Age of \Vife

V.P. 1989

Wife's Age (Five-year ag~ group)

15-19 20-24 25-29 30-34 35-39 40-44 45+

Vasectomy 0.1 4.1 19.0 37.7 36.2 1.7 1.2
Tubectomy 0.8 19.4 35.0 25.2 10.7 2.6 6.3
IUD 4.0 22.3 31.0 19.2 19.3 3.4 0.7

Table 6
Litemcy Levels of Eligible Couples fllld FP ACCCI>tOl's

by Method. V.P. 1989

=

Illiterate Primary Above
level Primary

Elig. Couples
Tubectomy
IUD

71.0
41.5
43.4

12.8
34.0
35.7

16.2
24.5
20.9

Table 6 shows the literacy levels of eligible couples in U.P. and that of acceptors of
tubectomy and IUDs. Literacy levels are higher among FP acceptors than in the general
population of eligible couples, suggesting that literacy is a significant motivator for FP
acceptance. It is significant that primary level education alone is sufficient to motivate FP
acceptance. There is little difference in the literacy levels of those who accept tubectomies and
IUDs.

A study which sought to explain ofticial district-level variations in family planning
acceptance rates found that female labour force participation, female literacy and per capita
income contributed significantly to explaining the couple protection rate7

• Another study found
that district family planning acceptance levels were related to high female literacy, a high
percentage of scheduled castes, a low percentage of Muslims, high female work participation,
and a high percentage of agricultural area under cOlllmercial crops (including better economic
levels)lI.

7. Saseendran, P.P. and M. Kumar (1989) "Determinants of Family Welfare Program in
V.P.: An Analytical Study of CPR and Socio-Economic Variables", Lucknow, Population
Centre.

II. Jolly, K. G. (1989) "Family Planning Performance in Uttar Pradesh: New Strategies", in
Present FW Program Strategy - Some Alternatives (N. Sawhney etaJ. eds.), Lucknow,
Population Centre and Directorate of Medical Health and FW.
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1.4.3 Awareness of Family Planning.

However, a lack of awareness of family planning methods does not appear to be
the major constraint to lise. According to the FPPS3, awareness of non-terminal methods of
family planning in U.P. was as follows:

IUD: 51 per cent (Indian average = 60)
OCs: 59 per cent ( II " = 55)
CCs: 74 per cent ( II II = 66)

Levels of awareness were higher in U.P. than in the other northern states.

Only 36 per cent of people had been exposed to family planning l11es~mgcs through
TV and radio, 14 per cent through family planning camps, 20 per cent through films, and 4
per cent through wall hoardings (bill-boards). Differences between males and females were
particularly large in the case of films and camps.

1.4.4 Attitudes to Family Planning.

On the other hand, a fear of adverse physical effects is a constraint to the
adoption of family planning. Of all couples surveyed in U. P. by the FPPS3, the percentages
that believed in adverse effects of different methods:

Vasectomy
Tubectomy
IUDs
Condoms
Oral pills

63 per cent
66 per cent
70 per cent
46 per cent
57 per cent.

It is clear from these data that there is general dissatisfaction among the 'target' population
with the available methods of family planning, perhaps largely due to disinformation and to
the lack of follow-up and after care of accept.ors.

It is believed that the Muslim population is generally against surgical sterilisation
because of the terminal nature of this method. However, it is also true that workers in the
public health system have maintained (consciously or unconsciously) a social distance from
this minority population.

These findings in brief point to to the need for India's (U.P's) family planning
programme to increase levels of 'correct' information among consumers about family
planning, to focus on younger parity women and to ensure quality service delivery and good
follow-up.
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1.5 Institutional Context

A wide variety of institutions in U. P. are or can be involved in family planning.
Foremost among these is the government health and family welfare service system which is
currently the major 'actor' in the field of family planning. The Department of 1-'eallh and
Family Welfare which manages the HFW system is one of over 25 departmen..,· 'harged with
administering public services. It prepares an annual and a five-year plan, for which it
receives funds from the state's department of finance. Some schemes of the department are
centrally funded - the national family welfare programme being one such. Besides the
managing bureaucracy, the HFW system has an adjunct technocracy - several 'Directorates'
(eight in V.P.) of which one is charged with the responsibility for Family Welfare. The
technocracy is a cadre of medical and public health physicians who, like the bureaucracy,
make a career of government service. While both bureaucrats and technocrats oversee HFW
services at the state level, the technocratic cadre is more firmly in charge at the district and
block levels. But even here, generalist public administrators oversee overall planning and
development of services (the District Collector/Magistrate and the Block Development
Officer, respectively). Indeed, as a national priority, the family planning programme has
received considerable attention from these officials. Many other government departments
have, in fact, collaborated in the past, particularly to assist districts to meet their family
planning targets.

The family planning program has been largely top-down. Targets calculated on the
basis of population size, current levels of fertility and FP coverage and past performance in
the FP programme by the Central Ministry of Health and Family Welfare in New Delhi are
allocated to the state governments, and by the latter to the districts, and so on downward to
workers in the health system and other departments. These targets have driven the family
planning programme, particularly as they have been associated (in some places and at some
times) with the punishment of workers who did not meet them.

This stressful situation, coupled with the poor training of workers in motivation as
well as technical matters, has led to a programme that has largely ignored the socio-economic
context of the people it is intended to serve. People have been viewed as 'targets' and not as
participants or even beneficiaries in the programme. Community participation - of individual
potential acceptors, opinion leaders, 'local government' (which is functioning only limpingly
in V.P.) or other local groups or organisations has been virtually nil. Village health
committees are mostly non-functional, and the recently-proposed Malli/a Swasth Sanghs
(Women's Health Committees) have not yet been formed. Besides their targelted clients,
government health workers tend to contact only helpful or influential village leaders rather
than communities as a whole. Not surprisingly, because the public system has viewed itself
as the major 'missionary' of family planning, and because it is so widespread with actual
facilities in almost a quarter of the state's villages and workers assigned to cover almost
every village in the state, there have also been few other actors in the family planning field.

A notable exception to this have been a few non-profit non-governmental organisations
(NGOs) which have been established for the prime purpose of FP service delivery. These
include the Family Planning Association of India and Parivar Seva Sanstha (formerly the
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Marie Stopes Society) which have branches in U. P. A few other NGOs - of hundreds of
groups involved in development work all over rural and urban U.P. including health service
delivery - also provide FP services. But by and large, these groups have shied away from
family planning - largely becau<;e of a fear of being tainted with the poor image that the
subject has obtained as a result of the 'excesses' of the government programme. Many
groups, however, are concerned with improving women's lives, and these and others with
providing good health care. Within these contexts they can be encouraged, trained and
supported to undertake family planning motivation and service provision. However, it must
be remembered that such NODs; have very limited coverage - they have small staffs, their
programmes are usually confined to a few villages or an urban ward. A large number of
districts in U.P. appear to have virtually no NODs. (One survey shows: 30 out of 63 U.P.
districts with none, 17 with 1-3 NGOs, and only 10 with 5 or more.~ All together NGOs
probably do not reach even 10 per cent of U.P.'s population.

Another exception is a sub-section of for-profit health providers, both institutions
(hospitals, clinics) and individual practitioners, who are probably providing some family
planning services (IUDs, prescriptions for oral pills, and some surgical sterilisation) on
demand from consumers. Only 'modern' practitioners - and among them most probably only
gynecologists, general practitioners and general surgeaons - are likely to be involved in
providing these services, but the aClttal number of such providers and of institutions is not
known. Nor is the number of persons they serve. In general, these private providers assess
fees for their services. While in many cases they graduate the fees according to the income
level of the 'patient' and they may even provide free services, it is fair to assume that they
reach a better-off population, largely urban and peri-urban because of their location. There is
considerable scope in the project to increase the involvement of these practitioners and
institutions by providing training and 'motivation,' at the same time as demand is created
among the population to approach them for services.

Another group of 'private practitioners' are chemists - well-known in India to be
'first-line health care providers.' However, they are unlikely to be involved in providing
contraceptives other than condoms except on the prescription of a physician. This situation
may have changed recently - and can be changed significantly in the future - with the
removal of the prescription requirement for the public sector low-dose estrogen-progesterone
pill, Mala D. However, bona fide drug shops are rarely found below villages of 5,000
people. In smaller villages, the 'general store' maintains a small cachet of 'popular'
medicines. These retailers offer an opportunity to get contraceptives at least condoms - down
to smaller villages. So do 'roving' salesmen and the makeshift, periodic (usually weekly)
markets that serve the majority of rural people.

Among other institutions reaching villages are government-supported producer
cooperatives such as those in dairy, sugar-cane, oilseeds, silk, handlooms, leather, crafts,
and so on. In addition, the Public Distribution System has outlets in many villages but is
particularly widespread in towns. There are also other public service personnel located in

9. Information provided by Parivar Seva Sanstha.
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villages, such as agricultural extension workers, school teachers, AIIMllllwacli workers, postal
and railway employees. These workers and systcms are potcntial c1mnncls for family
planning information and supplies.

In V.P. about 12 per cent of workers are in the organised labour force, almost entirely
in urban areas or 'industrial estates.' A smal1 proportion of these workers are covered by
employer health systems, while others are entitled to reimbursement of medical expenses
incurred on private services. These mechanisms also offer opportunities to expand family
planning acceptance.

2. BENEFICIARIES OF PROJECT ACTIVITIES

2.1 Participants and Thl'iI- Chal'llct{'l'istics

The Project will be led and managed overall by the Ministry of Health and Family
Welfare (MOHFW) of the Government of India. As family welfare is a central subject under
the Constitution of India, the central MOHFW sets policy objectives and guidelines. In the
past it has entirely financed the National Family Welfare Programme from funds allocated by
the Planning Commission for each five-year plan. The central ministry has also routinely
monitored the FW programme through its Evaluation and Intelligence Division. It has set
state-level targets for family planning acceptance on the basis of demographic data and goals.

Funds for the national FW programme have supported the establishment and
maintenance of specific health facilities and training and employment of specific cadres of
staff in the family welfare and health infrastructure of India's states. The states are
responsible for the implementation and management of all programmes on a day~to-day basis.
In family welfare, they apportion targets among their districts (usually, again, on a
demographic basis, but also on the basis of 'past performance') and among different cadres
of workers, including cadres outside the health system. At the district level, the
implementation of the family welfare programme is the responsibility of the District Health
and Family Welfare Office. The District Collector also plays a role in ensuring that family
welfare-related inter-departmental activities are carried out.

Thus, responsibility for family welfare activities and expenditures actually rests with
the state Department of Health and Family Welfare (DOHFW). As the IFPS Project is
focussed on the state of Uttar Pradesh, the DOHFW of this state will be the main participant
in the project, receiving project funds from USAID through the IFPS Project Agency. It will
be responsible for implementing the majority of project activities, thus making the major
contribution toward the achievement of project goals.

Both the Central MOHFW and the Uttar Pradesh DOHFW are well committed to the
Project. There is widespread and high-level concern about India's rapid population growth
and recognition of the stagnation in India's family welfare programme. Thus, innovative
approaches are being sought to increasing family planning acceptance, resulting in
considerable interest in this Project. As the poor past performance of states such as U. P. has
caused major concern, the Project has been particularly welcomed. U.P. is not only
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demographically critical in reducing India's population growth but is also important in the
country's development goals and politics. We know of no policies or practices which may
interfere with equitable distribution of the Project's benefits.

2.2 Institutional Channels fOl' Project Benl'fits

The Project will be implemented through

o the government health and family welfare service system;
o government or quasi-government institutions such as medical colleges and

research institutes;
o non-governmental organisations involved in health service delivery or other

development work;
o grass-roots organisations such as cooperatives and village groups;
o commercial firms interested in promoting or providing FP services or related

activities;
o private medical organisations and individual practitioners.

2.3 P.'oicet Bl'neficilll"ics

All eligible couples in the state of Uttar Pradesh are intended to benefit fwm the
Project, without discrimination as to their age, socio-economic status, education, community
or location. The Project recognises the differing needs of individuals and the varying degrees
of difficulty involved in reaching them, and is constructed to equitably improve the access of
all to family planning services. Hence the eclectic approach to service providers and
channels. Activities are phased in order to continuously expand coverage, in some cases
beginning with the most disadvantaged areas (eg. some of the 32 high-fertility districts), in
others with the most-developed channels (eg, medical colleges for physician trainillg) in
keeping with the technical needs of the activity,

In general, a 'segmented market' approach has been adopted in develo'ling the Project.
This recognises that different channels witt reach different consumers. For e:~ample, the
social marketing activities will cover towns and villages with populations over 5,000, but are
unlikely to reaeh into villages below this size. However, community-based distribution
activities through the government health system and NGOs will cover these smaller
habitations, Within villages or towns, undoubtedly the most 'aware' people - the most
educated, better-off - will avail of services first. But the project includes education and
motivation activities aimed at those who previously have had limited knowledge of and poor
access to family planning. All communities and castes are to be addressed by both
educational and service delivery activities, 'without fear or favour,' Attempts will be made
during training and advocacy workshops to address biases which constrain workers from
reaching out to groups with whom they do not immediately idcnti fy.

The Project aims to reach younger couples in order to enhance demographic impact,
and to this end it focusses on providing spacing methods. Within households, both men and
women will be approached as both are important in decisions to adopt contraception, Both
male and female methods are being promoted by the Project: condoms and vasectomy for
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men, and the IUD, oral pills, Norplant and tubectomy for women.

The 'needs' which the Project fulfills have largely been assessed on the basis of
demographic data and evidence from qualitative research, as well as discussions with policy­
makers and implementors in the governmental and non-governmental sectors. The Project
thus caters to a wide range of 'needs,' providing all available forms of contraception and
utilising all feasible and potentially effective delivery channels. Project beneficiaries will thus
have maximum opportunities to express demand. Flexibility in the project allows for those
activities which are proving effective (ie. which are most in demand and hence are meeting
the expressed needs of beneficiaries) to be scaled up and implemented at a faster pace than
others. Project activities and resources will provide knowledge about family planning and
contraceptives directly to individuals, thus giving them all the benefits of birth spacing and
small families.

No adverse effects are anticipated as all the mcthods to be made available in the
Project are 'tried and tested.' In fact, the Project aims to reduce the perceived side effect5 of
contraceptive methods used previously in the Indian FP programme by providing counselling
to enable choice of the method most suitable to an individual, improving technical skills of
providcrs and ensuring follow-up. The only new method, Norplant, is to be introdlJ(;ed with
the utmost of care, ensuring skills through training 'centres of excellence' and with a good
monitoring system in place.

3. PARTICIPATION

3.1 DUl'jug Project Development

Officials from the Central Ministry of Health and Family Welfare and the U.P.
Department of Health and Family Welfare have collaborated during all phases of project
preparation. They include the highest central officials, the Secretary and Special Secretary of
Family Welfare, the JOillt Secretaries in charge of Maternal and Child Health, Media and
NGOs, and the Director for Policy. The state has been represented by the Health Secretary
and the Director of Family Welfare. Heads of other departments which will be involved,
such as Medical Education, have also been consulted.

Visits were paid by members of the project design team to many of the institutions
likely to be involved such as medical colleges, research and training centres, NGOs,
commercial firms, the Indian Medical Association, etc. and the views of leaders and staff in
these institutes taken into account during preparation of the Project. A number of individuals
from key institutes such as the National Institute of Health and Family Welfare and the
Indian Institute of Health Management Rcsearch also acted as consultants to the project.
Field visits werc also made to some government health facilities such as District Health
Organisations and Hospitals, Community Health Centrcs, Primary Health Centres, Sub­
Centres, Urban Family Welfare Centres and discussions held with management and
implementing personnel at these institutions. Leaders and staff of non-governmental
organisations have also participated in developing project concepts and strategies. Members
of the project design team also interacted with potential project beneficiaries in villages and
urban areas.

•
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While project goals are widely shared by these various constituencies, the details of
the project (activities, phasing) are yet to be shared with all the participants. Given the size
of the area to be covered by the Project (the state of U. P.), the large numbers of providers
and beneficiaries who will be involved, and the wide spectrum of activities, this can only
happen during the course of the project.

3.2 During Project Imnlemcntl1t ion

EAercises (eg. informal discussions, formal workshops and seminars, etc.) to obtain
'feed-in' from participant groups are a feature of the Project. These groups are in turn
expected to be involved in activities which 'hear and understand' the Project's intended
beneficiaries. In this way Project activities will be responsive to the needs and preferences of
beneficiaries and also take account of the capabilities and interests of providers. As noted
above, flexibility built into the Project will allow for continuous modifications in order to
maximise effectiveness in providing wanted services.

The views of providers will also, importantly, be taken account of during training
activities, while technical, managerial and motivational skills are being honed. AII technical
assistance contractors will work with Indian counterpart institutions and individuals. The
Project depends on a wide variety of persons and institutiOl''i for its implementation. As the
body in overall charge of the Project, the state IFPS Project Agency (SIFPSA) will
collaborate with relevant government agencies as well as private organisations and individuals
during project implementation. Although the Indian public health system is essentially a 'top­
down' decision-making organisation, it has been recognised that all levels of the system must
be encouraged and 'taken into confidence' in order for effective performance. The Project
will attempt to widen the sphere of consultation to include community leaders and members,
particularly through the participation of NGOs and organised local groups.

4. SOCIO-CULTURAL FEASIBILITY OF TilE PROJECT

4.1 Suitability of I).'oposed Intel'VC'lltiolls

4.1.1 Within the Social and Ideological Contexts of Beneficiaries

Family planning in India has been hampered by societal traditions that have
emphasised the importance of children, particularly sons, for a variety of social purposes.
These traditions engender high fertility in a context of high child mortality. Thus, to the
extent that families and communities remain 'tntditional,' contraception goes against their
social and ideological values.

However, Indian society is dynamic and traditional beliefs are giving way to modern
ones which are based on the recognition that too many children means less investment in
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each even to the point of denying them Ii fe; and that repeated pregnancies take thcir toll of
womcn's health and productivity, and hence of family productivity and survival. Whcreas the
mass of society may appear unchanging, within it numerous individuals and particularly
women express interest in limiting births to improve the quality of life of their children and
their families. This constitutes the 'unmet demand' for family planning, which is estimated to
be at least 15 per cent of all eligible couples in U. P. The Project assumes that the provisioll
of accessible and quality services will, in the first instance, cater to this demand, increasing
couple protection rates commensurately. Side by side it is expected that a spread effect will
occur which will increase interest in family planning among other couples and ultimately
create demand among them, too, for family planning services. The Projects aims to fuel this
interest directly through its IEC activities. There is adequate evidence from the experience of
small-scale projects in U.P. and of the family planning programme in other parts of the
country (where societies are also 'traditional') to believe that these assumptions are not
misplaced.

4.1.2 Within the Economic Context of Beneficiaries

A major reason for the perpetuation of large families and high fertility has been the
'economic value of children' to poor families, struggling to make a living. The returns to
poor families of children's labour have been perceived to offset their costs. However, this
too has been in the context of an unchanging society. Increasingly, as families economic
opportunities improve - and particularly as returns to women's work increase, and access of
children to schooling improves, families have begun to recognise that the 'costs' of children
may outweigh their 'benefits.' In addition, there is increasing consciousness of the 'costs' of
children in terms of suffering - child deaths, maternal health, sibling malnutrition, and so on.
Thus, the stage is set for educational and motivational campaigns that stress the economic
benefits of smaller families, and the health benefits to mothers and children of spacing births,
as the Project intends to do. The focus of the project on birth spacing is particularly
appropriate to assist families in having children when they want to cnsure quality care and
survival of the children born.

4.1.3 Within the Available Organisational Context

As described above, the Project aims to use almost all available organisational forms
to promote the practice of family planning and distribute contraceptive technologies. E.1ch
organisational form has its unique advantages and limitations.

The governmental health system is by far the most pervasive delivery system, reaching
down to the village level, and structured in a formal, mulli-tiered way to provide increasingly
specialised services from bottom to top. It has been providing family planning services for
the past four decades, including all the methods proposed in this Project (condoms, IUDs,
orals and sterilisation) except Norplant. The last method is to be introduced through
physicians trained at medical colleges. The FP programme has been lIsing new approaches
and building new 'apparatus' from time to time, evidence of its ability to evolve as
opportunities, resources and ideas present themselves. However, it is not easy to change this
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large and widespread structure rapidly. Accordingly, the Project envisages that changes will
be introduced in a phased manner and at several levels of the system (from the ANMs at the
lowest level to medical colleges which produce and train physicians for the system). The
sheer size (in terms of manpower and facilities), long-standing involvement and ubiquitous
nature of this system make it an important channel in the IFPS Project.

Non-governmental channels include commercial firms, non-profit organisations
(NGOs), private practitioners. The last of these is also a ubiquitous category - there are
private traditional or modern medical practitioners in every town and almost every village in
U. P., although most would not be providing family planning services. The Project thus
includes efforts to encourage these individuals to provide FP services (condoms, orals and
IUDs where possible) or motivation, and strengthen their skills to do so. They are to be
reached through associations such as the Indian Medical Association. Those who are not
members of such organisations will be reached by education programmes using mass media.
Similar approaches are to be used to reach private clinics and hospitals in order to encourage
them to undertake family planning work and ensure/improve their abilities to provide
services (condoms, orals, IUDs and VSC where feasible). These private institutions may be
registered societies or trusts (non-protit) or firms (for profit, commercial providers). The
non-profit category would receive technical and financial support under the Project, while it
is expected that the commercial category would receive technical assistance mainly.

Other NGOs involved in health or development work will also participate in the
Project. U.P. has several hundreds of these, only a few of which have been involved in FP
in the past. However, many have the advantage of being close to the people they work with
and thus could effectively motivate FP acceptors and distribute condoms and oral pills if they
are assisted to do so.

Commercial firms are to be involved in social marketing of condoms and pills. Other
commercial enterprises will be motivated to encourage their workers to accept family
planning and to provide services to these workers. The government railway system has been
included among such employers as it already has an extensive service-provision
infrastructure. Its potential to provide services to others (non-employees) will also be
explored.

, It is important to note that each organisation involved in the Project would undertake
those activities and promote those contraceptive methods which it deems appropriate to its
skills and to its clients expressed needs. This choice ultimately ensures that the interventions
proposed under the Project will be suitable to providers and clients alike.

4.1.4 Within the Prevailing Administrative Context

The government's family planning programme has experienced ups and downs related
to policy changes at the central and state levels. These have affected the attitudes and
motivation of service providers at all levels. While 'targets' ensured a certain level of
performance, workers have resented their mandatory nature. In this Project (and elsewhere in
India), policy changes are envisaged which will remove the terror of targets while



ANNEX 111.1)
Jll1ge 28 of 44

maintaining their managerial usefulness. The Project is designed to enable central ami state­
level administrators who have been concerned about population growth to delivery good
quality and humane family planning services in innovative ways. A major aim of the Project
is to improve the capacities of implementing personnel to provide FP services. This includes
technical skills as well as the attitudes and motivation of the persons concerned.

4. 1.5 Within the Extant Technological Context

Several of the spacing methods to be promoted in the Project (condoms, oral pills,
IUDs) and surgical sterilisation have long been part of the Indian FP programme. However,
problems of poor quality, poor motivation and delivery skitls, and poor management have
plagued the dissemination of these methods. The Projcct ai ms to recti fy these problcms,
including improving the quality of condoms, IUD insertion and surgical skills, prescription of
OCs and follow-up of atl acceptors. In addition, a 'new' technology (Norplant) will be
introduced. This will be done only in circumstances which guarantee appropriate screening,
proper insertion and follow-up (for i.lltimate removal of the implant). At present, such
facilities are available at several medical cotlege hospitals and training centres in V. P. With
the training of additional physicians as proposed under the Project the technological context
appropriate to this method will be expanded.

4.2 POSSIBLE IMPLEMENTATION OBSTACLES

4.2.1 Arising from Intra-Family Socio-Economic Forces

As discussed above, social and economic forces affecting families in V.P. tend to
ordain large families. Although these forces are changing, many families will remain
tradition-bound and unable to accept modern family planning methods and outcomes.
However, for this reason, the specinc goal of this project has been set at a modest 50 per
cent of eligible couples.

Another obstacle relates to the position of women within the family and intra-familial
decision-making processes. Although women in their reproductive years often express their
desire to prevent pregnancy temporarily or permanently, they do not approach family
planning services because of social and familial norms linking their status to continued child­
bearing and 'rules' circumscribing their mobility and inter-personal interactions. They lack
the 'power' to break these rules, and often the. economic solvency to take time off from
domestic or productive work in order to seek out services. While the Project's emphasis on
outreach, community-based distribution and lEe will go some way to bringing family
planning services closer to women and creating a social climate for FP acceptance, such
resistances are likely to persist as long as women's reproductive role remains paramount and
women's status low.
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4.2.2 Local Socia-Economic Forces

The intra-familial forces that intluence the decision-making processes of beneficiaries
are derived from societal values which support a 'high demand for children' and low
women's status. Within V.P., however, the strength of these forces appears to vary
somewhat, as demographic and social data presented in Section I above indicate. For
example, in the hill region of the state where women are economically very active they have
overall higher status and are more likely to accept family planning. In urban areas, pockets
where literacy is higher, and areas where employment is available or being created, similar
favourable situations are likely to exists. Thus, 'local socia-economic forces' are likely to
create a serious obstacle to family planning acceptance only where poverty and society are
unchanging .

4.2.3 State and National Socio-Economic Forces

The Project calls for U. P. to meet the recurrent costs of its existing health and family
welfare infrastructure. Although the state's financial situation is currently weak and the
health sector is usually a residual sector in terms of financial allocations, the government is
committed to doing so. The additionality of Project funds and their extra-budgetary
management should ensure smooth conduct of project activities. Although India is quite
concerned about its burgeoning popUlation and has the will to strengthen its family planning
programme, its current economic crisis is likely to constrain its efforts.

Many activities call for coordination between the government and non-governmental
institutions. These are likely to be approached with considerable caution by the government,
and delays are possible. SIFPSA has a crucial role in bringing about timely and effective
collaboration.

While certain policy changes, emanating from the national level, could assist the
Project (eg. removal of targets), the Central Ministry is likely to be circumspect about these
as it must consider the situation in states other than U. P. and implications beyond the life of
the Project.

S.t. IMPACT OF PROJECT

The IFPS Project ai ms to double the couple protection rate in U.P. from a current
conservative estimate of 25 per cent to SO pcr cent of all eligible couples. It plans to do this
by increasing people's access to family planning services, by improving the quality of
services being provided and by promoting family planning use (ie. creating demand for FP
services). Thus, the Project will have major impact on the pool of beneficiaries, increasing
the number of contracepting couples from 6 million to 15 million over the ten-year period. It
will expand the network of family planning providers, including new 'actors' such as private
providers, commercial institutions and NGOs. It will also extend the reach of the public
health system in U. P. and improve the range and quality of the services it provides. Finally,
it will impact India's national family planning programme through the diffusion of

I
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innovations developed and tested in V. P. and related policy changes.

5.1 On PllI'ticimmts

The Project will improve the capabilities of those currently working in the field of
family planning in V.P. This includes) primarily) government health service providers) and
some non-governmental individuals and agencies. The technical skills of several cadres of
government personnel are to be strengthened including physicians who will receive training
in surgical sterilisation techniques and ANMs who will be trained in IUD insertion. In
addition) some physicians will be trained in Norplant insertion. ANMs and other staff of the
primary health centre system and urban family welfare system will receive training in
counselling skills and be provided more information as well as materials on diffcrent mcthods
of contraception to enable them to help clients make appropriate choices. Improved technical
and counselling skills will enhance the effectiveness of service providers, vastly improving
their self-image and, thus, motivation to provide family planning, As female health workers
at the lowest level of the formal health system ANMs) in particular, have suffered from self­
perception problems which have hampered their performance in the past. An improved self­
image will enable these workers in turn to encourage and assist women to overcome some of
their traditional disadvantages.

In addition the Project will draw many new people into the arena of FP service
delivery, providing them skills through training and financial assistance to undertake FP
activities, thereby enhancing their role in communities. These include private physicians,
NGOs, community-based workers and commercial organisations.

The Project also aims to develop model approaches to family planning service delivery
in urban and rural areas which will be documented and assessed for impact. These
approaches are to be replicated throughout the state of U. P. and could be implemented
elsewhere in India as well. This will act as a fillip to the national family planning
programme, increasing the likelihood that the central MOHFW can obtain national and
international funds for improvements elswhere. The support available for research and
evaluation activities will enable researchers from several other parts of India to work within
the context of a critical family planning programme, strengthening their capabilities and
experience.

Most importantly, the Project is expected to demonstrate new ways of 'doing' family
planning to India's (and particularly U.P's) family planning policy-makers and service­
deliverers. The checkered' history of India's long-standing family planning programme makes
this challenging, and India's weak success in controlling population growth makes it
imperative. The emphasis on quality of services in place of target-driven approaches will be
of paramount importance. The supplanting of a single-method approach (sterilisation) with a
larger 'cafeteria' of methods in which couples will receive enough information and guidance
to make the right choice for themselves is also an important strategy of the Project.

5.2 On Bcncfichll'ies

The impact of the Project on beneficiaries will be achieved through improvements in
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outreach, comlllunications, choice of methods and quality of services. Making FP services
more available - at village shops, through workers visiting homes or acting as 'depot-holders'
in villages and urban neighbourhoods, through private practitioners and local institutions ­
will make it much easier for couples to decide to contracept, and for those who have decided
to actually practise family planning. Belter supply will also turn latent demand into effective
demand for - ie. use of - family planning. In this way, supply will help overcome a major
social obstacle to family planning - women's lack of familial/societal 'permission' to venture
out of villages or to contact strangers for services.

The!.ie societal proscriptions will also be affected by education strategies which canvass
entire communities, opinion leaders including doctors, intra-familial decision-makers
(husbands, mothers-in-law), and so on.

Other ways in which supply will generate demand are through improvements in choice
and quality. The Project's intention to enhance use of spacing methods is very significant in
the Indian social context. By relieving a woman of child-bearing without foreclosing her
option to bear children it enables her to lead a healthy, productive life without the stigma of
'barrenness' or the fear of being child-less (or son-less) if her children were to die. OL"e a
woman has experienced the joys of not being pregnant, and has been able to give proper care
and attention to ensure the survival of her children, the chances of her adopting contraception
permanently are substantially increased.

The benefits of this Project are likely to be widely distributed as the activities and
strategies are diverse. As described above, people in all locations, socio-economic groups
and communities will be assisted to make decisions about their families and carry out their
decision. The impact on individual families is likely to be far-reaching as couples who begin
to use contraception usually work out their family-building strategy - with life-time effects.
At a population level, the Project's effects are likely to spread as long as activities are
sustained and quality is ensured. There are also likely to be spread effects among institutions.
For example, many NOGs which have been reluctant to undertake family planning activities
in the past would feel more encouraged to do so when they see others of their kind
implementing family planning activities sllccessfully. If it proves successful in U. P., one of
the country's most socially and economically backward states, the Project's potential for
replication certainly extends to the rest of India. Replication in the three other northern states
alone (Bihar, Madhya Pradesh, Rajasthan) would cover 40 per cent of Ind;~'s population and
the fastest growing portion!

In the implementation of the Project there are provider-related risks as well as
beneficiary-related risks. On the side of providers, the Project assumes that training,
improved skills and management will bring about positive changes in attitudes towards the
performance of family planning tasks and enhanc:e provider motivation. This is not an
unreasonable assumption but, as in all human resource development efforts, there is a ;-
likelihood of 'winning some and losing some.' Bringing about changes in attitudes and ways
of doing things among personnel in established systems is no easy business. Ultimately, the . I
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success of this Project will depend on the individual efforts of providers and on the
establishment of a collective, 'critical mass' of people devoted to family planning provision.

With regard to beneficiaries, the Project assumes the existence in U.P. of unmet
demand for family planning. The evidence for this stems largely from the Third AU-India
Family Planning Practice Survey (ORG, 1990). This assumption is not untenable as
experience in other parts of India and the world have shown that such unmet demand exists
where family planning services are poor in quality and inadequate in reach. However, the
size of this unmet demand will determine the medium-term impact of the Project.

Another assumption is that people can be educated and motivated (through IEC
strategies, improved services, etc.) into forms of behaviour (contraception) that go against
'tradition' and the socio-economic reasoning established over centuries. This Project
undoubtedly comes out on one side of the debate on whether people have smatler families on
the way to development or as a result of it. Surtice it to say that although this debate is
unresolved, there is ample evidence from India and around the world that family planning
can be well accepted in dynamic developing societies.

6. ISSUES

This section summarises the issues that derive from the information and analysis
presented above.

6.1 Sorinl Issues Bearing on the PI'oject

~ Rapid Population Growth and its Consequences

India continues to experience a population growth rate of about 2.1 per cent per
annum. The growth rate is even higher in some of the major states, among them V. P., which
had a decadaJ growth rate over 25 per cent between 1981 and 1991. Given the already large
population base, the environmental and economic consequences of such rapid growth are of
concern for the country as a whole. They are particularly so in a state such as V.P. which
has a poor economic base and is already experiencing problems of environmental
degradation.

The social consequences of economic and environmental problems exacerbated by ~

rapidly-increasing population are signilicant. In a situation where almost half the population
already lives in poverty - without adequntc access to basic daily needs - high fertility can be
expected to increase the numbers in poverty. The proportion of people in poverty may also
increase as the better-off have smaller families while the poor remain unserved. Thus, this
Project is addressed to bringing at least family planning services within the reach of all. Si(~e­

by-side it may bring health services and a general awareness of routes to a better quality of
life.

Economic and ellvironmental problems also take their totl on women's Jives,
producing an additional 'layer' of social cO\1sequences. Particularly among the poor, the
unavailability of employment or ponr-paying employment or subsistence farming place a

!....
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tremendous burden on the women of the household to provide economic support to the family
in addition to being responsible for domestic chores. These chores are made all the more
difficult in rural areas which are experiencing the denudation of forests and grasslands and
diminishing water supplies due to population pres~ure: women bear the major responsibility
for fetching water, fodder and fuel in rural areas. Added to this double burden are the energy
demands of repeated pregnancies and periods of lactation and child care. The Project hopes
to relieve women of at least some of this third burden by increasing their awareness of and
access to contraceptive services.

f· ~.2 Status of Women

However, women in India, and in a state as 'traditional' as U.P. are viewed largely as
'reproducers,' with little recognition accorded to their productive roles particularly if the
latter are related to domestic or subsistence production. Hence, society and families place a
premium on high fertility, ensuring it through early marriage and pressure to conceive and
bear a child within a year or so after marriage (to 'prove' fertility) and repeatedly thereafter.
In addition the greater value placed on bearing sons (because low women's status accords
daughters little value) places pressure on women to produce several children to ensure the
survival of atleast one or two sons, particularly within the context of high infant mortality.

There are several ways out of this vicious circle. Perhaps the most effective (but most
difficult) route is the provision of female employment as the availability of work and incomes
draws women out of the home into an arena where awareness increases and a powerful
incentive exists for the family at large to reduce her burden of pregnancy. Another is female
education, which serves to delay marriage and increases the chances that women will work
and have access to better paid work. This route is, however, a long-term one. A third is the
provision of proper health services for women and children within which family planning
services are also provided. This will help women ensure the health and survival of children
and improve their own health. Increasing awareness of family planning and positing it as a
means of achieving these goals can encourage women to accept it. Spacing children better
and having fewer of them can help women improve their health status, increase their
productivity and thereby enhance their overall status. The Project fits into this approach,
foclissing speci fically on making family planning services more available, more acceptable
and of better quality.

~ Access to Health and FP Services

However, there is a 'Catch-22' situation at work here. Because of their low status,
women have limited access to health service providers; and if they have low access, how can
they avail of services to improve their status? Families do not readily permit women to travel
to distant health centres or approach unknown male providers. Women are conditioned to
bear pain and illness; they are usually treated only with home remedies; if necessary, they
may approach a village practitioner, usually someone who is known to them, and whose
qualifications may be quite doubtful. Only among the better-off or more-educated or in
exceptional circumstances among the rural poor are they taken to reliable, far away heallh
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facilities. Different strategies are used for (Iifferent illnesses and depending on the seriousness
of the problem. Often, by the time appropriate medical care is sought, it is too late. If
family planning requires travelling and interactions with strangers, it is unlikely to be sought,
particularly since it is 'preventive' rather than 'curative.'

Thus, the Project must use creative ways of breaking the 'Catch-22.' It aims to do this
by bringing services closer to homes in villages as well as urban neighbourhoods through
community workers and trained para-medicals. It proposes to use a wide range of service­
deliverers so that couples can chose their provider. And it plans to reduce resistances to
approaching heallh services in general and fllmily planning services in particular by
improving their quality.

6. 1.4 Demand for FP

Indeed, a low demand for family planning has been a major problem experienced by
India's family planning programme to date. Or rather, a low 'effective demand' - ie. use of
available services. There are 'supply-side' reasons for this, such as inadequate dissemination
of knowledge, particularly of spacing methods, poor availability, again especially of
temporary methods, poor quality, and so on. The Project intends to address most of these.

But there are also more fundamental reasons - the high demand for children as
working hands for a poor family and sons for parents' eventual social security. But parents
are beginning to realise that more children means 'lower quality' children, whom they cannot
afford to feed, clothe or educate. Thus, modernisation is bringing with it a consciousness that
families should be smaller - and that this can be achieved through family planning. Demand
for FP is emanating from those who are educated - particularly where women have been
educated and those who seek a better quality of life. It is this 'unmet demand' for FP that the
Project first proposes to meet.

There is also evidence that a large number of married women obtain abortions ­
usually from unqualified practitioners, at considerable risk to their lives. Making safe
contraceptive services more available could reduce the incidence of this and the associated
risks.

6.2 Issues R~(Juh'ing Special Attention dm'ing PI'Ojl'ct II11J)ll'lIlentntiol1

The two most significant socio-cultural issues which will require special attention
during implementation of the service-delivery component of the Project are:

• The difliculties women experience in approaching family planning service
providers, including the distance, time-costs and monetary costs of obtaining
services, and the sex of the provider.

• The attitudes of service providers towards women, lower castes and the poor.
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In addition, particular attention shoul<.l be paid in the lEe component to the following:

• Early marriage and 'immediate' child-bearing.

• Preference for sons/neglect of daughters.

• High demand for children vs. 'quality' children.

• Birth spacing as a means to improve child health.

• Family planning for women's health.

6.3 Acldit iOllal Illfommtion N~ecls

In the initial phase of the Project, additional information should be sought on the
following topics in order to design socially-sound programme strategies:

• Information on the attitudes of FP providers such as ANMs to family planning, to
their clients (eg. poor women), to their jobs, etc. (as part of a training needs
assessment) in order to design training and motivation programmes to facilitate the
work of this important group of providers. Also, a systematic survey of their
infrastructural and equipment/supply needs should accompany the KAP study so
that their work situations can be improved side by side with re-training.

• Post-partum sexual practices and taboos in different regions and communities of
V.P. in order to elucidate appropriate approaches to family planning counselling
and service provision.

6.4 Role of PI·oieet MonitOl·ing and Fecdbnclt SystelMi in Identifying
Socio-Cultuml PI'obl~IIIS

To ensure that the Project remains 'socially sound,' continuously cognisant of social
constraints and innovating to overcome them, it will be important for it to build into research
and evaluation activities the following questions:

• Are family planning services reaching all segments of society (eg. different
classes, castes, religious groups, tribes, micro-regions)? If not, why not?

• Is the access of women to services improved - at centres and clinics? at the
household level? Where changes have been brought about in service delivery
patterns, what constraints do women continue to face?

Research studies could be addressed to the following, more difficult, issues:

• Intra-household decision-making processes regarding 'family building' ie. spacing
and size limitation. r:6

'7J~
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Operations research could examine:

• Approaches to overcoming the 'caste factor' and 'community factor' ie. the
difficulties faced by workers of one group in catering to other groups.

• Approaches to establishing women's groups and the roles that can be played by
such groups in furthering the aims of the Project.

GENDER ANALYSIS

7.1 Sex-disaggrl'gatcd Data 011 Par·ticinallts alld Ul'IIl'ficial"ies

7.1.1 Availability

Data on the sex of participants are available as follows:

• The sex of government health workers is known as male and female cadres are
separate. Among doctors, in addition to 'Lady MOs' women may be included in the
general MO category (especially at higher-level facilities) so that the actual number of
female doctors may be higher than the Lady MO classification indicates.

• There is no published source of sex-disaggregated data on health administrators in the
government secretariat or directorate. As the incumbents in these posts are drawn from

. the general pool of Indian Administrative Service officers and the central and state
health services, respectively, and promotions are usual1y based on seniority, it can be
inferred that over the life of the Project the proportion of males and femak~s occupying
managerial posts would be roughly that of the pools as a whole. However, there are
occasional allegations that women are superceded by men for top posts. On the other
hand, posts which specifically relate to women's health services (eg. Director MCH)
can be earmarked for women.

Data on quasi-government or non-governmental institutions including field NGOs,
commercial firms, medical associations, research or training institutes, etc. can only
be obtained directly from the concerned institutions. There are no general or specific
published sources.

• Although the numbers of female medical graduates and graduates of nursing colleges
etc. can be ascertained from the relevant institutions and state medical and nursing
councils, the actual numbers practising in the private sector are not known with
certainty.

• Data on beneticiaries (family planning acceptors) are collected routinely by the
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government health system. The numbers and sex of indivillual acceptors arc known at
the service lIelivery point. Figurcs reported upwarll arc disaggregated by contraceptive
method, anll based on certain assumptions regarding use. There is obviously no
ambiguity about the number and sex of sterilisation acceptors (reported separately for
vasectomy and tubectomy) and IUD acceptors. However, the numbers of oral pill and
condom acceptors, based on dividing the total annual number of commodities
distributed by 13 and 104 respectively, may underestimate the number of acceptors
while overestimating their actual coverage with the method.

• Data on beneficiaries of private sector services are only available from the
institution/individual directly. There is no source of aggregated data. Where private
agencies obtain grants, motivation money or supplies from government, the number of
beneficiaries is reported to the appropriate health facility and merged with its figures.

7.1.2 Actual Information

Participants: Health Decision-Makers. In the Central Ministry of Health and Family Welfare,
women currently occupy senior managemcnt positions such as: Joint Secretary (MCH) and
Joint Secretary (Media and NGGs). Two of the five persons from the MOHFW who have
participated in the preparation of this Projcct have been women. At the state level, there have
been no women participants and women currcntly do not occupy any of the top positions in
the secretariat or directorate. This situation may change as positions are rotated. It would be
helpful if the Project Coordinator at the state level were a woman.

Health Personnel. Women are represented in the management of district health organisations,
among doctors at district hospitals, urban FW centres, CHCs and PHCs. CHCs are assigned
one lady doctor, three staff nurses, four LHVs and two ANMs - 10 female posts of a total of
19 medical and paramedical staff. PHCs are assigned four LHVs and two ANMs out of a
total of 13 staff. Where these facilities have been established, most staff positions for women
doctors, LHVs and ANMs are filled.

Non-Governmental Institutions. We have no infl'rmation currently on the male: female
breakdown of managers or staff at the wide variety of non-governmental institutions which
will be involved in the project. It is likely that many participating NGOs will have a strong
representation of women at all levels. Women are also usually wen represented in research
and training institutions, particularly at ANM training colleges, but also in medical colleges.
While women participate in medical associations, this could be further encouraged in a
general association like the IMA. (There is some sex-stereotyping among medical specialities
so that, for example, Ob-Gyn and Pediatric associations have a larger proportionate
representation of women.)

Women's participation in commercial institutions is likely to be low, and could be
encouraged in the Project. In general, sex-disaggregated data should be conected on
institutions participating in the Project.

Beneficiaries. Data on family planning acceptors in U. P. for the last five available years
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(1986·87 to 1990-91) show that IUD and oral pill acceptors exceed the number of condom
acceptors every year. When surgical sterilisation ligures - prepondt:rantly tubectomy - are
added, women accounted for twice as mal')' acceptors as men between 1986-87 and 1988-89
and abollt 60 per cent of acceptors in 1989-90 anti 1990-91, when the proportion of condom
users increased markedly. One must assume that women also benefitted from male use of
condoms!

7.2 Consh'l1inls 10 \Vomen's ('H.-Uripation in the Pl'oirel

7.2.1 Mobility Constrained by Tradition - Household 'Permission'

In the Indian context, and particularly in a state as socially and economically backward
as U. P., womcn are stecped in traditional roles as 'reproducers,' mothcrs and homc-makers.
Even the economic work in which they llrc cngaged is prcdominantly homc-bascd or on the
family farm. Tradition circumscribes womcn's mobility to a great extent, preventing them
from venturing much beyond the household, their farms, {I/Iglllllvaclis and the small shops of
villages. Most of the major transactions with 'outside' agencies such as extension agents,
banks, traders from beyond the village, etc. are done by men. Thus, women are not
completely free to visit health centres or hospitals in other villages and towns - unless
accompanied by a man or unless the need is aCllte. This is particularly true when going to a
health centre involves taking public transport. Thus, a major con~traint to women's
participation in the Project is their lack of mobility.

It is this constraint that has led the Project to emphasize the need to improve the rr<lch
of family planning services through both public and private providers working at the village
level. Women may visit centres within reach of their homes more easily and interact with
providers who come to their doorsteps. As there are also proscriptions against interacting
with male outsiders, female providers are preferable. However, male providers can reach
couples through the husbands at first; interacting with wives when they are known and
accepted.

7.2.2 Women's Work Burden and Economic Constraints

Another constraint to women venturing to distant health centres or hospitals is the
opportunity cost of doing so. The time spent travelling and waiting for services is often a
deterrent as work time or wages are lost in the process. Poor families can seldom afford to
do without the day's wages. The double burden of domestic and economic work which
women face makes them further reluctant - or even unable when a large famity, including a
mother-in-law have to be contended with. Any associated direct costs for transport,
medicines, etc, may also be an obstacle among the poor.

However, there is increasing consciousness that women's economic opportunities and
incomes on which immediate survival depend me hampered by recurrent pregnancies.
Families increasingly recognise that ensuring child survival takes up mothers' time and/or
deprives siblings of schooling. Thus, the demand for large families ('ideal family size') is
declining and some 'Ullmet demand' for family planning emanates from the poorest groups in
addition to those who are better-off and aspiring to 'quality' children. Even traditional Indian

~\
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society has recognised that pregnancy during seasons of hard work are detrimcntal to thc
mother, the fetus and the work. lEe strategies in the Project can build on this theme.
Advocacy for policy and planning to increase women's economic opportunities would also be
useful.

7.2.3 Knowledge of Family Planning

A major constraint to the adoption of family planning in the past has been the lack of
knowledge particularly about spacing methods, While people even in fairly remote villages
have become aware of the availability of sterilisation, and in many instances of condoms,
knowledge of the IUD is poor and of oral pills almost non-existent. Thus, a stress in the lEe
component of the Project on spacing methods will be most useful. With appropriate
knowledge and availability of services and supplies close to homes sizeable demand could be
created ego for OCs among young women who have already had one or two children and
who are not yet willing to accept termination (many such women would still be under 25
years of age).

7.2.4 Availability and Quality of Services

A major constraint - indeed, one that underlies all the constraints discussed above -has
been the poor availability of family planning services within reach of the majority of women
and their poor quality, Availability of spacing methods such as QCs at village-level centres
has been limited. Not enough ANMs have been trained in IUD insertion. Because ANMs are
diffident ~bout their communication and motivation skills they have not reached enough men
in their villages with the condoms they stock. At Primary Health Centres equipment, hygiene
and skills ar~ inad~quate, and the quality of counselling and after-care very poor.

All these constraints have resulted in little demand for family planning, so that the
programme to date has been a 'push' rather than 'pull' programme. The Project addresses all
of these constraints, aiming to create a climate in which women and men have knowledge of
the range of family planning methods, are counselled to select what is appropriate to their
family-building strategy and their particular physical and social circumstances, and can obtain
the mcthod of their choice in a clean, congenial and quality atmosphere.

7.3 Opportunities to Enhance "'omen's PaI'ticipation

Clearly then, the main strategies to ensure women's participation in the Project are to
expand service availability, increase their choice of methods, improve the quality of services,
increase their knowledge. Many of these strategies would be well served by efforts to
organise women to gain access to the knowledge and services being provided.

7.3.1 Expanding Service Availability

The goal of expanding service availablility is to put family planning methods and
supplies within easy reach of women, Supplies which need to be obtained on a recurrent
basis (condoms, oral pills) should be readily available within villages and urban
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neighbourhoods. Given the current eclecticism with which consumers in India - even the
poorest in U. P. - choose their health service providers, a wide range of outlets for FP
supplies can be utilised. These include a local person working as a community distributor,
other local health and development workers, village shops and, wherever available, chemists,
banks, postal and other offices, etc. Functionaries of village organisations such as
cooperatives and clubs could also hold supplies. Other methods such as IUDs and surgical
sterilisation should be available at the appropriate level health facility closest to households.
IUDs can be inserted by properly-trained ANMs at sub-centres, primary health centres and
community health centres in rural areas and urban family welfare centres and the entire range
of hospitals. Surgical sterilisation can be made available at all these facilities except sub­
centres and the 'new' (30,000 population) PHCs.

A key strategy to 'expand service availability' if 'service' is equated in the first
instance with family planning services alone, is to provide FP services in connection with
women's health (including maternal) and child health CWCH') services. Indeed, including
FP services with good quality WCH services could achieve family planning objectives while
'putting contraception in its place' - in a package that ensures that women are healthy and
that their children will survive and be healthy. Such a package is most likely to draw women
to health centres as f~\Inilies view child health as a legitimate, even desirable, reason to grant
mothers 'permission' to approach them. Fathers often also participate in efforts to obtain
child health services. Hence, women's access to health services will increase accordingly and
information and motivation for birth spacing or even termination can be given in the context
of advice to benefit their children's and their own health. This is also an important aspect of
improving knowledge about family planning and the 'quality' of services.

7.3.2 Increasing Knowledge

Efforts to increase knowledge of family planning also should utilise a range of
channels. Many of the persons associated with the village 'institutions' listed above could
function as inter-personal communicators and motivators if they are provided adequate
information. Appropriately-designed pamphlets and posters could be made available for
household distribution. While the reach of mass media such as radio and television into small
villages is limited, these are powerful communicators where they are available.

Health personnel in both the public and private sectors are 'authoritative'
communicators and come into contact with women and men while providing other health
services. Appropriate information could be provided through them. Giving PI> information in
the context of WCH services, as noted above, improves the likelihood of FP acceptance as
families see it as a 'child survival' and health-protection strategy. The corollary - that FP
should be projected in communications - as a health-protecting activity is also important

A difficult task - but onr, which certainly needs to be tackled within the Indian context
• is the provision of information for young 'adolescent' girls. By age 15, many rural girls are
married; most bear their Iirst child by age 16. The FP programme has propagated messages
aimed at parents and potential in-laws to delay girls' marriages at least to age 18. But the
subject of 'delaying the first birth' has been neglected because of the strong emphasis on a
young girl having to prove her fertility soon after marriage. Communication efforts which
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explain the hazards to a young mother and her infant of early pregnancy could, however, be
directed at parents, in-laws and husbands as well as the young women themselves. This may
in turn lead to marriages being delayed!

7.3.3 Increasing Choice

The emphasis in the past of India's family planning on terminal sterilisalion (recenlly,
mostly tubectomy) created demand primarily among couples with an already large family
size. To increase the participation of younger, lower parity couples, expanding the range of
contraceptives available is an important strategy. Not only will this draw in women (or men)
who have had the number of children they desire but are not yet prepared to go in for
sterilisation, but it will also, importantly, bring in those who understand the value of birth
spacing even between first and second children.

7.3.4 Improving Quality

Improvements in the inter-personal skills of village-based workers and regular
availability of supplies would help to make women more at ease about family planning and
facilitate their practise of it. At health centres, services must be provided in a more humane
way and under hygienic conditions, as well as be skilled, regularly available and efficienHy
provided. These measures would help overcome the major criticisms women voice about the
public health system which include the non-availability of medicines, long waits and the
'rude behaviour' of staff.

The 'quality' of family planning services can also be greatly enhanced by integrating
them with women and child health services. Experience world-wide has shown that people
are motivated to practise family planning (particularly birth spacing) if they understand its
role in ensuring child health and 'women's health. They also have greater faith in health
providers if the latter are seen to be concerned about the welfare of the family. Thus, the
image of health personnel is improved and the actual health benefits acruing to the family are
a powerful motivation to accept family planning.

7.3.5 Strengthening Action through Organisation

In the Indian family planning programme, the responsibility for adopting contraception
has largely been placed on individual couples. Although little is known about husband-wife
communication and intra-family decision-making processes, it is believed that some 'unmet
demand' exists among women who, while they are willing to adopt family planning, do not
have or cannot expect the active support of husbands. In other development spheres where
women have been diftident to approach service agencies (or even 'prevented' from doing so),
they have derived 'strength from numbers.' Women's organisations and local groups have
assisted them to obtain services. They have offered service providers opportunities to discuss
a wide range of topics including family planning, maternal and child care, etc. They have
been active recipients of non-formal education classes, another forum in which family
planning has been disclissed.
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In addition to mal1i1a l111mc/a!s which have been formed under thc acgis of local
govcrnmcnt, other women's groups have bcen established in connection with some
dcvelopment programmes (eg. NFE, leDS, DWCRA) with government workers helping to
catalyse them. The health and family welfare system has proposed to establish 'Womcn's
Health Committees' (Mal1i1a Swasll1 Sal1gl1s) at the village level. Women's groups are often
also formed by NOGs to implement a wide variety of activities. Thus, this strategy can be
utilised to communicate with women about family planning, to motivate them, and to
strengthen their access to services. Local women's groups can also help to plan services and
moni tor them.

7.4 PI'oiect Stmtl'gies to O"ercome Constl'llints and Use Opuortunities

Thc Project proposes to undertake several of the activities listed in section 7.3. To
increase access to services it will utilise a number of channels to reach into villages and
widely in towns, including all levels of the governmcnt health and family welfare system,
community workers, independent private practitioners as well as those who work in clinics
and institutions, NODs and social marketing channels. It is expectcd that marketing channels
will not reach down below villages of 5,000 people. Employer-based services and approaches
through public enterprises will also reach a limited number of people. However, the wide
range of channels should ensure maximum coverage of the population with services.

The Project has a sizeable IEC component to improve knowledge of potential
acceptors about family planning. Both conventional and modern media will be uscd, and
attractive messages and materials prepared. Perhaps most important, the interpersonal
communication skills of workers are to be strengthcned through training and the provision of
good materials.

Increased choice is envisaged as the Project emphasizes spacing technologies which
have received less attention in the past. This goes hand-in-hand with improve quality of
services as counselling and motivation skills and technical skills are to be improved.

The Project will also encourage women's organisation in a variety of ways. The
government's proposal to establish women's commilees is likely to be adopted. NODs
working at the grass-roots will undoubtedly utilise this strategy. Indeed, NGDs with a strong
women's orientation will be selected for funding under the Project. Women's dairy
cooperatives are to be a focus for family planning activities. The Project will also explore the
possibility of introducing family planning education and scrvices through womcn's groups
established under other government programmes and projects.

In general, the Project takes the view that preventing pregnancies which take their toll
of women's health and survival (and child health and survival) serves women's interests. It
does not provide funus for wider MCH or WCH services. It is envisaged that these will
continue according to the Central aJld state govl~nll11cnts' mandates, with funding from
national sources. Any enhancemcnt of scrvices in this area would also be met from
indigenous resources. None are currenlly planned. The state government has to meet the
recurring costs of the existing health and family welfare infrastructure, including the salaries ~

of workers who will provide FP services under the Project and who are also responsible for (
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providing MCH and other services.

However, there are many opportunities in the Project to strengthen the integration of
FP and WCH services. In the training activities envisaged - particularly those for ANMs and
PHC/CHC staff, there will be opportunities to 'position' FP within WCH services both for
better counselling and improved service delivery. IEC activities and messages could also do
so. Research activities could investigate the role of WCH services in increasing FP
acceptance. Operations research could be conducted specifically on integrated service
delivery and on an 'integrated target' approach (ie. the provision of sequential servir.es to
pregnant women, beginning with ante-natal care, through delivery, post-natal and infant care
to adoption of a family planning method).

7.5 Bl'nclllJHlI'l{s Agninst Which 10 1\11'HSlII'C Progl'l'SS

As the Project should seek to enhance women's participation - both as 'Participants'
and 'Beneficiaries' an important benchmark is the hiring of women managers. This should be
an objective at all levels beginning with the USAID Oflice, the Central MOHFW and the
State DOHFW and Directorate of Family Welfare. In particular, women should be well
represented in the senior management of the IFPS Project Agency. Other project-related
managerial posts that could be staffed by women include the Director of 'Family Welfme and
MCH, District Health Officers, Superintendents of District Ho.spitals, and SQ on. Indeed, an
'affirmative action' policy in which women are given preference for all project-related
managerial posts is strongly recommended.

Similarly, among quasi-governmental and non-governmental institutions, particularly
training institutions, research institutes, NGOs and commercial tirms (eg. those involved in
social marketing), preference should be accorded women managers. Indeed, in the selection
of participating institutions preference could be given to organisations with women at higher
levels of management and those who propose to increase women among their managers. This
could then be llsed as a benchmark.

As the training of ANMs is a key strategy in the Project for expanding FP services
and improving their quality I the extent, content and quality of training can be the bases of
important benchmarks. Similarly, training of women at other levels of the health service
system (LHVs, Registered Nurses and Doctors) can be used to establish benchmarks. These
should be monitored continuously (possibly with the assistance of the computerised
manpower (sic!) management programme proposed under IPP-VI) and assessed on an annual
basis. Among non-governmental providers as well, the numbers of women trained and
involved in service delivery should be assessed.

The actual performance of these workers - particularly ANMs - in terms of the
number of women they contact, provide services (WCH as well as FP) to, and motivate for
family planning, assessed on a sample basis before and particularly after (raining, can also
constitute benchmarks.
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7.6. P.·oiect Activities to Ensure...

7.6.1 ... Availability of Sex-disaggregated Data

The Project will collate data on the gender of health service managers and health
personnel at all levels of the public health system and' review these data on an annual basis. It
will also collect data from other institutes participating in Project activities and receiving
grants under the Project.

Under the Research and Evaluation component of the Project, data will be collected on
the gender of family planning acceptors by method.

7.6.2 ... Analysis of Women's Participation

The Research component of the Project is very likely to include studies that investigate
women's preferences in family planning and the constraints they face in accepting
contraception. This will provide information about 'what women want,' in terms of FP
services and 'what prevents them from coming forward for what is available in the way of
services.' Operations,research studies would usefully include approaches to overcoming
women's constraints in order to strengthen programme design to increase women's
participation.

7.6.3 ... Measurement of Women's ParticiDation

Women's participation can and should be measured in terms of

the number of women who fill managerial posts related to the Project (as
described above);
the number of women trained in the Project;
the quality of the training, and the quality of workers' performance, with altention
to the 'women-sensitivity' of both;
the number of women coming for services to 'fixed' centres;
the number of women reached by outreach ,ictivities; and, ultimately
the increase in FP acceptance by women in Project areas.

The effectiveness of Project strategies in reaching women beneficiaries will be measured
primarily on the basis of monitoring data collected on FP acceptance. These data as well as
more qualitative information collected through specific studies can be analysed and utilised to
continuously improve women's participation in Project activities.

•
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ANNEX III.E. ECONOl\1IC ANALYSIS

Numerous economic benefits are associated with averting unwanted births and postponing
mistimed births. Benefits differ in their timing. Some are realized immediately, such as
averting costs relating to the pregnancy and childbirth. Some are realized in the short-term,
such as averting costs relating to child health, nutrition and education. BC:lefits can be
realized on various levels -- some, such as foregone school fees, are realized at the family
level; others, such as reduced recurrent public education and public health costs are realized
at the state or national level. Benefits also differ in ease of measure. Some, such as
recurrent education costs are more easily measured. Others are more difficult to quantify,
such as reduced medical cr,sts related to reductions in high-risk births or increased
opportunities for women to pursue education and employment.

The present allalysis compares the costs of expanding the family planning program in Uttar
Pradesh (V.P.) with the savings associated with reduced government expenditures in the
education and health sectors. The analysis is limited in a number of ways. Most notable is
that the savings associated with averted and postponed births are estimated for the State
Government of Uttar Pradesh. Ignored are the savings realized by families and private
service providers through reduced expenses for education and health care. Education is
largely provided through the public sector, although families are generally expected to pay
for books. Health care, on the other hand, is provided predominantly by the private sector -­
only 22 percent of health care expenditures in all of India are made within the public sector.
So by confining this analysis to the public scctOl', only a f.·action of total bcncfits m'c
IllcnsUl'cd.

The analysis is also limited by up-to-date and comprehensive information on family planning,
education, and health costs for V.P. Where data are not timely, an effort has been made to
project costs forward. Where data are only available for India on a national level, they have
been applied to U.P.

As a first step, the current V. P. population is constructed, disaggregated by age and sex. At
the time of this analysis only aggregated results were available from the 1991 India census.
The population of U.P. totaled 139 million. To obtain age-sex disaggregation, the age
distributions revealed in the 1983 census were projected forward based on with assumptions
of moderate declines in ierOlity and mortality over the intervening period.

From this starting point, populations are projected over the 35-year period 1991-2026 under
three different scenarios. Summary statistics for these scenarios are presented in Tnblc A.
Ec1ch presumes a similar decline in mortality, resulting in a life expectancy increase from
55.6 years in 1991 to 70 years by 2026. What distinguishes the three projection series is the

. '., .
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path of fertility -- the first presumes no change in fertility (fertility remains at 5.4 children
per woman throughout), the second a moderate decline (fertility declines to 4.5 by the year
2001 and to 2.5 by 2026), and the third a more rapid decline (fertility declines to 4.0 by the
year 2001 and to the near replacement level of 2.2 by 2026).

Total population size grows from 139 to nearly 350 million 1Illd~r the first "no change"
scenario. This compares with an increase to 234 million u;l<ler the third "rapid decline"
scenario. Similar trends are noted among three key population subgroups presented here
(although the onset and magnitudes of the variations across ihe scenarios depends upon the
age group considered): reproductive-age womcn, school-age children, and MCH client
populations. By contrast, modern family planning users increase more rapidly under the
"rapid decline" scenario, since the effect of rising contraceptive prevalence over this period
overwhelms the effect of a slower growth in numbers of reproductive age women.

Although not computed in this table, modern contraceptive prevalence rates begin at 26
percent in 1991. By 2002, prevalence increases to 28 percent under the "no change" (owi'ng
to a shift from traditional to modern methods), to 39 percent under the "moderate dccline",
and to 43 percent under the "rapid decline" scenario.

All three projection series assume an identical shift in method mix. Sterilization declines
from a 56 percent share of u~ ~rs in 1991 to 46 percent in 2002. Traditional method use also
declines in percentage terms l: ler this period from 14 to 10 percent. All other methods
expand in their share of users: condoms from 13 to 15 percent, IUDs from 15 to 20 percent,
NORPLANT from 0 to 4 percent, and orals from 2 to 5 percent.

Next, costs are estimat~d on a "per user" basis for family planning, education, and maternal­
child health (MCH) services.. Family planning costs per user is estimated to be $4 based on
national-level data from MOHFW and the Urban Institute. Education costs pl.::!' student are
estimated to be $37 based on state-level data from the MOE. MCH st~rv;ce costs pcr client
(children under age 5 plus women age 15-49) estimated to be under $1 based on state-level
data from the MOHFW. This low cost is due to the heavy reliance Oil the private sector -­
estimated to provide 78 percent of health in India. The total expenditure by public and
private sources combined amounts to $7 per user.

These costs are then applied to the estimated number of users of these services and over the
1991-2026 time period for each projection scenario. The results are oi~playcd in Table 8
for the "rapid decline" and "no decline" projection scenarios. The differences in these two
scenarios is presented in the third panel of the table. These differcnc.:es represent the stream
of costs for an expanded program of family planning for U.P. and the stream of benefits
expressed in terms of savings in the public education and MCH sectors.

The annual added recurrent costs of family planning grow to $22 million by 2001 and to $60
million by 2026. The corresponding savings for these two years grow to $26 and $992
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million, respectively. The rapid expansion of savings after the first ten years of the program
is due to the age-related delay in the full effect of fertility change in these two service
sectors.

Annual and cumulative benefit-cost ratios for these comparisons are presented in Tablc C.
The annual savings does not exceed added annual costs until the year 2000 -- the breakeven
point. Cumulative savings begin to exceed cumulative costs in the year 2003 -- the payback
point. Thereafter savings (annually and cumulatively) outpaces costs. These estimates, of
course ignore discounting, and in effect equate future with present values of both savings and
costs. The internal rate of return (IRR), which is the discount rate that equates the present
value of projected costs with the present value of projected savings, provides a single
measure of returns on investment. Thc IRR fOl' the strcam of savings and costs obscl'Ved
over this thirty-fivc ycar pcriod is 34 pcrccnt. This mcans that onc would havc to
discount fllhn'c bencfits by IIlOt'e than 34 pcrcent annually for the investmcnt in family
planning not to be cost-bcncficial. IIcncc, thc I'eturn on invcstmcnt in family planning
in U.P. is cxtremely favol'llble.

A benefit-cost summary is presented in Table D. This table summarizes the initial or
IIbaseline ll results. For the baseline analysis, the IRR is calculated over various intervals of
time. If measured over a ten-year period alone, the investment would not be cost-beneficial ­
- but becomes so when measured instead over fifteen years.

Three variations on this analysis were carried out. The first expands the MCH savings to
include those that would be realized by the private sector (including individual families) in
addition to government savings. This results in a substantial improvement in benefits, with
the ten-year IRR rising to 48 percent. The second variation presumes that FP costs per user
doubles over the 35-year period, reflecting the higher costs associated with a shift toward
non-permanent methods. This results in a slight dampening of returns on the investment,
with the 35-year IRR dropping to 30 percent. The final variation compares the "rapid
decline" with the "moderate decline" (rather than the no change scenario), which might be
argued to be more realistic since the effect of the proposed project is to strengthen a program
that already has some amount of momentum. This results in a slight improvement in the IRR
estimates,

'r'
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Table A.
I'

Populati9n Estimates under Three Projection Scenarios:
..

1991-2026 (in millions unless noted)
I

Tolal Women FP School Men
Year TFRt Pop 15-49 Users Pop·· Pop···

r No Change in Fertility
1991 5.4 139 32 8 37. 44
1996 5.4 157 35 10 41 SI
2001 5.4 179 39 11 48 60
2006 5.4 204 ·15 13 56 69
2011 5.4 232 51 IS 65 79 -
2016 5.4 264 59 18 74 89
2021 5.4 303 67 21 83 102

" 2026 5.4 349 75 24 96 llB
Moderate Decline in Fertility

1991 5.4 139 32 8 37 44
1996 5.0 156 35 11. 41 50
2001 4.5 174 39 14 48 57
2006 4.1 192 45 20 53 63
2011 3.6 21'0 51 27 56 68
2016 3.2 228 57 36 57 72
2021 2.7 244 62 40 51 76
2026 2.5 260 66 42 57 80

Rnpid Decline in Fertilily
1991 5.4 139 32 8 37 44
1996 4.7 155 3S 12 41 49
2001 . 4.0 171 39 16 47 S4
2006 3.3 IB6 4S 23 51 58
2011 2.6 199 51 32 51 61

I

2016 2.5 210 56 36 48 64
2021 2.3 222 59 38 45 68
2026 2.2 234 60 39 44 70
• Total Fertility Rate is the average number of children per woman•
•• Shool-Age Population: ages 6-17.
... Maternal & Child Heallh Population: children under S plus women 15-49.

!
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Table B. , . ..
Estimated Annual Expenditures in Family Planning, Education,
and Health Sectors under fwo Fertility Scenarios: 19~1-2026

UUar Pradesh State, India
(all estimates in millions)'"

Total
Family Planning Education Health: MeR Ed&He

Year Users Costs SIGdents Costs Clients Costs Costtt
Rar-i"J Decline in Fertility

1991 8.5 $34 IB.2 $668 43.8 $39 $707
1996 11.9 $48 20.5 $752 49.4 $44 $796
2001 i6.3 $66 23.6 $864 54.4 $49 $913
2006 22.9 $93 25.0 $917 58.1 $52 $969
2011 32.4 $131 25.0 $915 60.8 $54 $969
2016 35.8 $145 23.5 $861 63.7 $57 $918
2021 37.8 S153 21.8 $799 67.6 S60 $859
2026 38.5 $156 21.4 $783 70.0 $63 $846

No Change in Fertility
1991 8.5 $34 18.2 $668 43.8 $39 $707
1996 9.S $38 20.S $750 51.2 $46 $796
2001 10.9 $"4 24.2 $885 60.4 $54 $939
2006 12.7 $SI 28.0 $1,024 69.3 $62 $1,086
2011 15.0 S61- 32.2 $1,179 79.0 $71 $1,250
2016 17.7 $72 36.4 $1,335 89.3 $80 $1,415
2021 20.5 $83 41.1 $1,507 102.1 $91 $1,599
2026 23.7 $96 47.3' $1,732 118.2 $106 $1,838

mrrerencc
1991 0.0 $0 0.0 $0 0.0 $0 $0
1996 2.4 $10 0.0 $1 (l.8) ($2) ($0)
2001 5.4 $22 (0.6) ($21) (6.0) ($5) ($26)
2006 10.2 $41 (2.9) ($107) (11.2) ($10) ($117)
2011 17.4 ' $71 (7.2) ($265) (18.2) ($16) ($281)
2016 18.1 $73 (12.9) ($474) (25.6) ($23) '. ($497)
2021 17.3 $70 (19.3) ($709) (34.S) ($31) ($740)
2026 14.8 $60 (25.9) ($9.49) (48.2) ($43) ($992)
• All costs are expressed in 1990 U.S. dollars•
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Table C.

Annual and Cumulative Benefit-Cost Ratios:
., I,

Comparing Rapid with No Change in Fertility
(1991-2026)

Annual Annual Annual Cumul
Added Ed&He Ben/Cost Ben/Cost

Year FP Costs Savings Ratio Ralio
1991 $0 $0 0.00 0.00
1992 $1,863 $60 0.03 0.03
1993 $3,766 $119 0.03 0.03
1994 $5,669 $179 0.03 0.03
1995 $7,694. $239 0.03 0.03
1996 $9,840 $298 0.03 0.03
1997 $12,026 $5,482 0.46 0.16
1998 $14,375 $10,665 0.74 0.31
1999 $16,764 $U,848 0.95 0.46
2000 $19,275 $~1,031 1.09 0.59
2001 $21,907 $26,214 1.20 0.71
2002 $24,660 $44,358 1.80 0.90
2003 $28,305 $62,501 2.21 1.13
2004 $32,279 $80,645 2.50 1.35
2005 $36,679 $98,789 2.69 1.56
2006 $41,363 $116,932 2.83 1.75
2007 $46,391 $149,743 3.23 1.96
2008 $51,849 $182,553 3.52 2.18
2009 $57,713 $215,364 3.73 2.38
2010 I $63,956 $248,174 3.88 2.58 .
2011 $70,536 $280,984 3.98 2.75
2012 . $11,419 $324,230 4.54 2.95
2013 : $12,237 $361,475 5.09 3.17
2014 $12,904 $410,721 5.63 3.40
2015 $73,332 $453,966 6.19 3.64
2016 $13,452 $491,212 6.77 3.88
2017 $73,260 $545,701 7.45 4.14
2018 $12,806 $594,191 . 8.16 4.42
2019 $12,093 $642,680 8.91 4.70
2020 $11,127 $691,170 9.72 4.99 !'

2021 $69,907 $739,660 10.58 5.29
2022 $68,430 $790,165 11.55 5.61
2023 $66,694 $840,671 12.60 5.94
2024 $64,702 $891,176 13.77 6.28
2025 $62,453 - $941,682 15.08 6.63

, 2026 $59,945 $992,187 16.55 7.00!
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Bnseline
Variation A
Variation B
Variation C
Variation A:
Variation B:
Variation C:

Table D. ~

Benefit-Cost Summary:
Bas~line Compared with Three Variations

Year

3S-YR
34.4
61.2
30.2
36.S
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