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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 GOI 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 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.

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
GOI 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 acc. s 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-reach rural, poor urban, and peri-urban areas.

e  Improve the quality of family planning services by expanding 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 foliow
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 will 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 will 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 objectives 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 will 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 cocial 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
and (2) initiation or expansion of services through the non-governmental sector. These will
provide a varied and comprehensive choice of high quality family planning services. 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 be 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 the 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



numerous operations research projects and assessments to help plan, test, and evaiuate
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 activities 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 Steering Commiittee.

Project Components. The IFPS Project is composed of four major components: (1) support
- for public sector activities; (2) support for NGO 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 rehuonshlps with Indian organizations and professxonals 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 implementation of the project is the establishment of a USAID
Liaison Office which will be initially located in New Delhi with the intention of relogating 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 exccution. 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 progress to those of greater potential.
An overview of the implementation plan is found in Figure 5.

It is obvious froim this plan that the first year of the project is critical to establishing the base
on which the 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 is reflected in budget levels and ailocations. 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. The 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 "rupee costs.” The
remainder is for U.S.-source materials (contraceptives and medical kits), for U.S. institutions
that will be contributing to the project, and for training costs outside India.

Performance-based 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.> PBD places emphasis on outputs and accomplishments,
rather than project inputs such as financing of equipment or manpower. In brief, PBD will
be used in the following manner: () 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 will identify specific performance 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, i.e., 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 human 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.

! Substantial additional benefits to the public sector will accrue from expenditures in the private sector, particularly
in the 1EC and research and evaluation areas.

2 excepting contraceptive social marketing (CSM) activities.
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Figure 3.

Contributions from U.S. Institutions to the IFPS Project*
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SOMARC:

FUNCTION PRIMARY COLLABORATING
' U.S. INSTITUTION INDIAN INSTITUTION
Grants management, CEDPA SOCIETY (NGO Division)
|l 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 Council SOCIETY, R & E
Institutions
Contraceptive Social SOMARC SOCIETY, Private
Marketing ' Corporations H
~ KEY
CEDPA:  Centre for Development and Population Activities
JllPlECO: Johns Hopkins Program for International Education in Reproductive Health
- PCS: ‘Population'Cdmmunications Services, Johns Hopkins University
SOCIETY: Registered Socirty

'Contraceptive Social Marketing, The Futures Group

* Since this isa 10-year project, some of the U.S. institutions may change 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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IFPS PROJECT ORCANIZATION

{Xey Management and Imp} atfonm C s)

NATIONAL STEERING COMMITTEE
(CO1, COuP. USAID)

SOCIETY COVERNING BOOY
. (COUP/USA1D/NGO)

(MHational Level)

(State Lavel)

REGISTERED SOCIETY

EXECUTIVE DIRECTOR

(Workin,, . 'vel)

PUBLIC SECTOR DIVISION
Provides direct financing
for full range of FP
training, services, pilot
demonstrations, and large

" scale raplication.

NGO/EMPLOYER DIVISION RESEARCH & EVALUATION
Provides T.A. and - DIVISION
makes grants to kCOs . opsrations ressearch
and employers for IEC, . survay research
training, FP services, . MIS
MIS, and logisties. . program esvaluation

ADMINISTRATION & FINANCE
DIVISION
. parsonnel
. finance
. audit
. genaral adain,

1 1

—— —

USAID LIAISON OFFICE (DELHI)

USAID contract personnel (U.S. and Indian) provide support and coordinata technical assistance
from AIDNI-funded C.A.s and from USAID/Delhi to SOCIETY. On limited and exceptional basis, C.A.s
provide funding for program activities (only as approved by Executive Committes).




.

SECTOR

Figure 5: IMPLEMENTATION PLAN SUMMARY FOR IFPS PROJECT

YEARS 1-3

YEARS 4-6

Wm’

YEARS 7-10

PROJECT
MANAGEMENT

1. Establish National Steering Commiuee .

2. Establish SOCIETY as Fully Functioning Organizztion
3. Establish SOCIETY Governing Body

4. Establish USAID Liaison Office

§5. Review Annual Workplans

i. RMW annual workplans :
2. Continue coordination and oversight activities

1. Review annual workplaas
2. Continue coordination and oversight activitics

1. Establish SOCIETY Public Sector Division

1. Expand successful service delivery models to 45

1. Expand training for public sector personnel by

PUBLIC SECTOR 2. Assess in-service tnaining facilities in 30-40 ANM colleges " districts in Uttar Pradesh non-government sector ‘
3. Train 100 master trainers and 2,000 ANMs in clinical and 2, Complete in-service clinical and non-clinical training 2. Expand service delivery to all 63 districts
non-clinical service delivery in 20-30 ANM colleges for medical/paramedical staff in 63 districts
4. Assess pre- & in-service clinical training in 9 medical colleges 3. Implemers changes in MIS, logistics systems in 30
5. Develop model clinics in 9 medical colleges districts
6. Develop standardized curricula and train 25 master trainers in 4, Continue to distribute and monitor use of IEC
9 medical colleges materials for service providers and for clients
7. Train 2000 physicians per year in 9 medical colleges :
8. Develop and implement 3 demonstration projects for FP
service delivery in 8 districts
9. Develop and implement models for strengthening MIS and
logistics systems in 14 districts
1. Establish SOCIETY NGO/Employer Division 1. Expand CBD/outreach projects through networks 1. Further expansion of all activities
NON- 2. Launch 6 demonstration grants to large service delivery 2. Diffusion of materials developed by IEC NGO to 2. Coverage of all districts
GOVERNMENT networks (coops, PVOs, ¢tc.) other sectors o 3. Service to 4 million users
SECTOR 3. Provide grants to NGO for IEC activities 3. Expansion of training NGO activities to train non- 4. SOCIETY fully established and viable lead
4. Disseminate JEC material linked to training & service delivery clinical staff of other sectors organization for non-governmental sector
5. Provide grants to NGO for establishing training center/hostel 4. Expansion of NGO sector to 22 districts 5. SOCIETY receiving substantial contributions
6. Scelect, provide training, and implement FP service delivery in . Continuation of institutional strengthening of non- from government and other sources for support
business and autonomous public enterprises govemnment sector of NGO FP activities
7. SOCIETY becomes proficient in making NGO grants 6. SOCIETY well established and making large grants i
7. GOUGOUP funding support begins for SOCIETY
1. Develop/approve RFP and award contract to lead CSM Grm 1. Further expansion of all CSM activitics in both public 1. Further expansion of all CSM activities
CONTRACEPTIVE || 2: Conduct market research for public and private CSM progiami and privale sectors to all districts 2. Introduction of improved products as approved
SOCIAL : 3. Improve and expand CSM public sector program and launch 2. Consider inclusion of additional contraceptive 3. Total 40,000 CSM cutlets establiched
MARKETING private sector program through selected channels products in CSM program
4. Establish 35,000 CSM outlets ]i
1. Establish SOCIETY R&E Division & select lead R&E institution 1. Conduct lacge-scale survey of large northem states 1. Continue OR studies
RESEARCH AND 2. Conduct 10 policy seminars 2. Conduct additional baseline surveys as needed for 2. Conduct large-scale national family health survey
EVALUATION, 3. Issue subcontracts to other R&E institutions for diagnostic new service delivery activities 3. Research reports, notes, and newsletters to 63
AND POLICY studics and baseline surveys 3. Continue OR studics as nceded districts
SUPPORT 4. Design new performance indicators 4. Disseminate results of studies in all sectors

5. Provide TA to other scctors for monitoring & evaluation systems

6. Design & conduct OR studies for demoastration projects in
public and noa-government sectors

7. Disseminate results of studies to all sectors _

8. Publish and distribute India version of Population Reports

|
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Table 1.

SUMMARY BY MAJOR CATEGORY ONLY

IFPS PROJECT BUDGET SUMMARY (in U.S. $000s)
YEARS 1 THROUGH 10

T2 3 4 5 6 7 8 9 10 ALL YEARS

A. U.S. DOLLAR COSTS .
U.S. Personnel and Administration 3,416 3,871 3,932 3,611 2,898 ‘2,460 2,440 2,t07 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 1,47 1,364 1,379 1,429 461 10,705
participant (International) Training 280 780 636 573 412 396 385 352 289 296 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
Evatuation and Audit’ ] ] 0o 150 0 0 150 0 [\ 150 450
Contingency and Inflation (25%) ‘ 0 300 325 250 375 400 425 450 475 500 3,600

SUBTOTAL: U.S. DOLLAR COSTS 7,512 8,536 10,094 9,795 8,613 8,385 8,880 9,248 9,868 9,604 90,533
8. LOCAL COSTS (L/C) 13,895 18,474 17,831 19,441 25,317 26,023 24,335 27,465 21,759 35,882 234,420

GRAMD TOTAL DOLLARS + L/C 21,407 27,009 27,92 236 33,9290 32,408 33,215 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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IFPS COST BREAKDOWN BY SECTOR

(in millions of dollars)
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1. PROJECT BACKGROUND
1.1 Demographic Trends in Indin and Uttar Pradesh

The 1991 Indian census revealed that 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
that 17 million people are added each year placing a heavy burden on the nation. The birth
rate has declined only from about 39 to 31 between the early 1970s and today. Fertility, as
measured by the Total Fertility Rate® (TFR), 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 the 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 v ‘nm nt of India Poli mily Planui

The Government of India adopted a forraal population 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 been consistently pursued
and expanded through the years. The GOI'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 contraceptive 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 i n‘l mily Wellar I

The GOI's National Family Welfare Program was established in 1951 when the national
population policy was issued. The program seeks to promote, on a voluntary basis,
responsible and planned parenthood with a "two-child norm." The central and state
governments dre the largest providers of direct family planning services in India. Private
sector and Non-Governmental Organizations (NGOs) 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 a2 currently responsible for only a small proportion of the
“entire family 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 implementation 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 delivery system with

workers at every level down to the villages. Targei 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 except SCs, have some capacity for inpatient 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 he

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



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 _Statemen

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 offsetling 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 little
attention has been given to the interpersonal skills 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.



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 take 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-clinical services.

2.2 Project Response

The GOI 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 the 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 implementation.



2.3  Project 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.L.D. is well positioned to assist in reorienting and revitalizing the family welfare program
in India. With more than a quarter of a century’s experience in family planning assistance to
developing countries, A.L.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, aa1d 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. >

e  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-to-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 IEC program can increase the demand for and quality of services and
improve the overall effectiveness of family planning service delivery.
2 D, Poli d_Prioriti
A.L.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



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 raticiiales 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.L.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.L.D. assistance.

‘hrAlD d Donor Assistance

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 innovations 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 projeci, the Family Planning Communications and
Marketing Project, started in 1983 and will end in March 1993. This $23 million project -
supports: demographic analysis and training; contraceptive availability by providing U.S.
manufactured Copper T 1UDs and promoting lo :al manufacture and social marketing of



- condoms; IEC programs and pilot programs with the private sector including women’s

groups; and various data analysis and research activities. Some zlements 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 U.P. are involved in an effort to enhance the national MCH
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 salts 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 GOI's MCH
program for all the states and Union Territories.

.As the IFPS Project is to contribute substantially to the public sector program in U.P., itis

essential to ensure close coordination and collaboration between the World Bank and USAID
so that duplication of effort is avoided. The IFPS Project will 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. :



~3." PROJECT DESCRIPTION

~ 3.1 Project Goal, Purpose and Objectives

The goal of the IFPS Project is to assist the State of Uttar Pradesh in reducing the rate of
population growth to a level consistent with its social and economic objectives. Implicit in
this long-term goal is the need to lower significantly 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 lower 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 from 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 purpose 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 their 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-reach rural, poor urban and peri-urban areas.

mprove the quali 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. Emmg{g 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 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 context of family health and welfare. The GOI'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 will 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 (polic',
training, 1EC, 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 will 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 will be provided to ensure
that women and couples are usi.ig 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 dlrectly fund commodities for specific
MCH interventions (e.g., vaccines, medlcal kits), it'is anticipated that support from other
donors will be available.

'les'ing of 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 rates.* These
will include 8 districts selected for special pilot demonstration projects and related operations
research to test innovative service delivery models (see page 29).
[Initially, emphasis in the 32 districts will be put on the following project activities:

® training/re-training of ANMs, physicians, & other service providers

®  equipping clinical facilities for .spacing methods

® identifying NGOs to implement CBD activities

® information, education and communications

® transport, supervision, and MIS systems

4 The GOUP has identified 32 districts having an estiinated CBR above 39 per 1000 population. Further selection
of start-up districts will be done jointly by USAID and the GOUP following receipt of district-level results of the 1991
census,



~®  contraceptive logistics
®  contraceptive social marketing (CSM)

®  completing assessents and start-up of pilot demonstration projects in family planning
service delivery and related cperations research studies.

®  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.

Sustainability. The end-of-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 pfanning 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 IEC and training materials on various contraceptive methods, and training of
clinical and non-clinical staff. By having a strong non-governmental component, the project
can help ensure financial sustainability 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 be able 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
private 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
‘GOI’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

(cumulative)
~ ACTIVITY py1| pr2| pr3| pra

ANMs Trained & Equipped 0 10 30 49
Physicians trained, in-service 4 8 24 36
CSM activities (private sector) 6 15 40 63
Demonstration projects launched 1 3 6 8
Repllcahiop of successful models 0 1 5 10
IEC materials development 5 32 63 63
PHCs upgraded to wodel centers 3 6 18 27
PVO networks providing FP 6 8 10 15
services

Logistics management staff 0 7 14 21
trained

3.2 Project Components
3.2.1 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 will 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 (NGOs), 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 family planning services. Both clinical (sterilization, IUDs, and
NORPLANT® 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. .

1bli

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 family -
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:vices through the public sector is necessarily related to the
objective of improving 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.

(1) 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
large number of family planning clients and because they play a 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 PHCs 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 Jawaharlal 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) piays 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 assessinent of ANMs will be conducted and ANM colleges
surveyed. An estimated ten ANM colleges will 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 ".e 20,000 ANMs within the first 5 years of project activities.

(3) Service Delivery Pilot Demonstration Projects

IFPS will support the development and implementation of three types of large-scale séwice
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 CBD activities. Resources will be
available to expand successful activities to other biocks so that the entire district is covered
as quickly as possible.

Management and supervision systems, including MIS, will be improved and revised to track
the effectiveness of these models in reaching targeted communities. Operations research
studies 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 T 1: _Urban Qutreach/CBD

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:5;es between public and
private sectors by using CBD workers from PVOs and other non-governmental sectors.
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Demonstration Project Type #2: PHC/SC Outreach

The purpose 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: CBD Rural

The purpose of these rural 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 will 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 CBD worker selection, training, and monitoring,
working closely with the ANM. NGO supervisors will coordinate field activities
collaboratively with ANMs at the SC level.

b. _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. While NGOs now provide some services, they could be greatly expanded. Although
GOI policy stipulates that up 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 CBD 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, IEC, 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 training 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.

(1)_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 health 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 these studies, the IFI'S 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 CBD 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 TFPS Project will work with a variety of PVOs to expand access to clinical and CBD
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 play a 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 CBD 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
assistance 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 1UDs), and all could provide some
fevel 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 NGO 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.

(4) Employer-Based Services

The Government of India and USAID have recognized the importance of the industrial sector
not only beczuse 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 well 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, CBD 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 1EC.

In addition to the above approaches, innovative financing schemes will also be tested.
Interest 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 the 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
million. Many are not receiving family welfare services from the Family Welfare Program
due to lack of access and weuld benefit from improved access to family planning.

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

e  Strengthening the in-service 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
CBD approaches. CQutreach 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 CBD 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.

All 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. iy late 1988,
the GOI launched a social marketing oral contraceptive, the low dose Mala D v hich now
represents 35 percent of the commercially sold OCs in India. ",

The basic premise behind the GOI social marketing program has been that the privite sector
could be mobilized to deliver contraceptives in an efficient manner. Government
communications programs would then develop consumer demand through general famy¥'y
planning communications and specific brand advertising. Basically, the GOI provides a
subsidy by purchasing the products (condoms and OCs) from the manufacturers and reseNing
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 privaie companies distributing and selling
Nirodh along with their other products and f