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A. FIELD PROGRAM SUMMARY

Program Site PopulatIOn· ChIldren and Women

• EstImated annual number of hve births 10 tbe sate 4,277 (10 direct Impact area, Demar Den Block),

World VlslonlIndla

October 01,1998 to September 30,2002

FAO -A- 00-98-00041-00

PVO/Country

Program Duration

CooperatIve Agreement #

ESTIMATED PROGRAM EFFORT AND USAID FUNDING BY INTERVENTION

• Sources of the populatIOn estimates above BRICS 1988 and CMO estunates house to house contact WIth
the help ofVillage pradhan selected youth members ammators and the project field staff

Intervention % of total effort USAID FundID2 ID US$
Essential care ofthe Sick chdd 30 74934
• Pneumorua Case Management (15) 37467
• DIarrhea Case Management (15) 37467
Ess~tI&CareofilieNewbom 5 12489
Increased Coverage of ImmUnIZatIon 15 24978
PreventIOn ofMalnutntIon and VItamm A 15 37467
deficIency
ReproductIve Health Coverage 35 74934
Others

Population A2e Group No 10 A2e Group
Infant (0-11 months) 4167
12 - 23 months old cluldren 5882
24 - 59 months old cluldren 10342
Total 0 - 59 months old chIldren 20391
Women 15 - 45 years 26065
Total beneficiaries 46456

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I



I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

B PROGRAM LOCATION

Bl Maps
These are appended as Annex 1

B.2 Project LocatlOnlDemographlcs
The BRICS project has the challenge of poverty, culture, remoteness and lack ofhealth resources
It IS located m remote and underserved Balha dlstnct m the eastern part of Uttar Pradesh (UP)
state, 20 Ian from the border With BIhar state BaHIa dlstnct IS 150 Ian or 4 hours' dnve from
Varanasl, the latter IS 700 Ian or 70 rmnutes' dIrect fhght tIme from New Delht (please refer to
maps m Annex 1) The direct Impact area will be one block, namely Beruar Ben Block,
conslstmg of 150,686 people (mcludmg 20,391 under-5 chIldren) hvmg m 83 Villages spread over
77 9 sqIan The mdlrect Impact area will cover the other 16 blocks oj Ballla dlstnct, With
2,583,517 people (mcludmg 403,116 under-5 chIldren) resldmg m 1,920 Villages spanmng 2,981
sqkm The furthest pomt of Bernar Ben Block from the Balha dlstnct headquarters IS about 30
km Bernar Ben Block IS the largest block m Ballia dlstnct

SectIon A lIsts the BRICSlBalha Chtef MedIcal Officer (CMO) 1998 estImates of the potentIal
benefiCIary populatIon (based on 1991 Census) m the dIrect Impact area EIghty percent of the
populatIon are rural PopulatIon denSIty averages 1,934 people per sqIan m the dIrect Impact area,
rmrronng the rapId 21 6% populatIOn mcrease In the last 10 years

The sex ratIo IS 946 females for every 1,000 males Strong dlspantles perSIst the lIfe expectancy
ofa gtrl born m UP state (54 years) IS 20 years less that ofa gIrl born m Kerala today The gender
gap m educatIon remams Wide m Balha a gIrl IS 20% less hkely to attend a pnmary school than a
boy The medIan female age of mamage IS about 16 years, well below IndIa's legal rmmmum age
for mamage of 18 years Only 23 7% of women are lIterate, compared to 59 4% for adult men
About 79% of the populatIOn belong to the poorest of the poor, namely Scheduled Castes (SC)
and 'Other Backward Castes' (OBC) who are mostly HIndus SIxty percent of these lower caste
people are landless laborers who earn a hvmg as nckshaw pullers or casual laborers The rest are
Involved m agnculture, arumal husbandry, fishery, artIsans and Dhabi (washer men) The land IS
nch and fertIle, With the mam agncultural products bemg nee, wheat, potatoes, maIZe, pulses,
sugar cane, mustard and vegetables Seasonal unemployment IS Widespread, leadmg to a high
degree of seasonal mobIlIty, With whole famthes nugratmg as far as Punjab and West Bengal
dunng the November/ December harvest season Household Incomes average $20-30 monthly-
well below the Government of IndIa (GOI)-stIpulated poverty level of 1,200 rupees ($33)
(SIFPSN1995) There IS WIdespread dlscnmmation agaInst the gIrl clnld The November KPC
survey revealed that 73 2% of women With under-2 chIldren had no schoolIng, or were IllIterate
Caretakers ofclnldren other than the chIld's mother Include relatIves, older chIldren, and fathers

RatIOnale for site selectIOn WVUS and the WV AsIa-PacIfic Regtonal Office (APRO)
approached WV IndIa to conSIder a USAID-funded child survIval and reproductIve health
(CSIRH) project because IndIa's 5-UMR IS above 100/1,000 LB, and WV IndIa has proven
capabIlIty In managmg a large and mnovatlve USAID-funded project MeanwhIle, WV IndIa
semor management has been lobbymg WVUS m the past year for add-on CSIRH grant fundmg

2



for one of ItS remote and underserved ADPs m the north zone Balha dIstnct was selected because
(a) the central MIrustry ofHealth and FamIly Welfare (MOHFW), the UP State health authontIes,
WHO, UNICEF, UNDP and Population CouncIl have all encouraged WV to choose a remote
dlstnct m the northern UP state that IS needy m terms of poverty, health servIce mfrastructure and
coverage, (b) the BallIa Area Development Program (ADP) team are keen to demonstrate Impact
on mortalIty and fertIhty from an add-on CSIRH component to It newly-establIshed ADP, whIch
commenced m Beruar Ben Block m October 1996, (c) the Balha CMO has strongly welcomed
WV India's partnershIp m launchIng an mnovatlve program to mcrease health coverage and
qUalIty, and to demonstrate and document Impact, (d) the potentIal strength and qualIty of 5 local
NGOs/Govemmental OrgaruzatlOns (GONGOs) whIch have requested WV's help m mentonng
and buddmg theIr mstItutlOnal, technIcal and financIal capaCIty, (e) the USAID/New DelhI mISSIOn
has encouraged PVOs to conSIder theIr hIghest pnonty state, namely UP state, IndIa's largest
state WIth 150 mIllIon people, and also one of the North IndIan "BIMARU' states whIch rank low
among IndIan states on most chIld SUrvIval mdIcators and hIgh fertIlIty rates, and because of (g)
the opporturutles for WV IndIa to budd synergIstIc lmkages WIth the large USAID-funded State
InnovatIOns m FamIly Planrung ServIces Agency (SIFPSA) m UP state, and to complement
USAID-funded IrutIatIves WIth WHO, UNICEF and Rotary InternatIOnal to eradIcate poho

B 3 Causes of Infant, ChIld and Maternal Mortality, and FertIlity Trends
Although India has achieved slgruficant decreases m Infant, chIld and maternal mortalIty rates over
the last two decades, mortalIty rates are stIll hIgh and have leveled off smce 1993 Some northern
states, labeled as 'BIMARU' (or 'SIck') states, such as UP, where the proposed project will be
located m Balba dlstnct, are stdl home to Th1Rs (Infant MortalIty Rates) and Under-5 MortalIty
Rates (U-5MRs) above 10011,000 hve bIrths, as seen m the table below

Indicator India Uttar Pradesh Rankmg among
State states

Infant MortalIty Ratell,000 hve 72 999 Second highest
bIrths
Under-5 MortalIty Rate/l,OOO lIve 109 141 3 Second highest
bIrths
Neonatal MOrtalIty Rate/IOOO lIve 37 599 HIghest
bIrths
Post-Neonatal MortalIty Ratell 000 299 40 HIghest
LB
ChIld MortalIty Ratell,OOO hve 23 46 Second highest
bIrths
Maternal MortalIty Ratloll 00,000 437 570 Second highest
LB
Total FertIlIty Rate chIldren/woman 339 482 HIghest
at 45 vr
Sources UNICEFIl997, NatIOnal FamIly Health Survey (NHFS)1992-93, No relIable
mortalIty data avadable for BaHIa dlstnct currently, data quoted represent that of UP
state unless noted otherWIse
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Infant mortallty Seventy SIX percent of under-five deaths are mfant deaths. Neonatal mortabty
accounts for 60% of the fMR, pnmanly from Acute Lower ReSpIratory InfectlOns (ALRI), 40%,
low bIrth weIght, 29%, neonatal tetanus, 10% (mIITonng the low 374% TT2 coverage of
pregnant women m BaHIa DIstnct), and prematunty and congemtal malformatIons, 21% The
rema10mg 40% of Infant deaths are post-neonatal deaths contnbuted by ALRI, 20% (WIth 5 4%
due to measles alone), dIarrhea, 15%, and malnutntlOn 57%, (With low bIrth weIght cont1Ou1Og to
confer a hIgher mortahty nsk throughout the first SIX months ofhfe)
Under-5 mortabty The pnncipal contnbutors are five preventable causes ALRI, 33 7%,
malnutntlOn, 29%, dIarrheas, 247%, fevers (1Oc1ud1Og malana), 77% and measles, 95%
(UNICEFIWHOlBalha CM0/1997)
Pneumonia (ALRI) IS now the bIggest s10gle killer ofthe under-5 chtldren 10 UP state and m Balha
DIstnct At htghest nsk are chtldren under-two, and neonates The MOHFW estImates that
natlOnally, (a) each under-5 chtld averages 3-6 ARI epIsodes annually, (b) the ALRI case
mortalIty rate for chtldren 0-5 years IS 6/1000 LB, and (c) 40% of all neonatal deaths, 20% of
post-neonatal deaths and 22% of all under-5 deaths are attnbutable to ALRI (1997) Seasonal
Infant and chtld mortahty patterns are measles (July-August), dIarrheas (post monsoon
OctoberlNovember), tetanus (September-December peak 10 newborns)
SIXty percent of under-fives are undernourished A recent (February 1999) nutntion survey
conducted by BRICS revealed htgh degrees ofundernutntion (severe 15%, moderate 28%, mIld
35%), With a peak prevalence rate ofwast1Og m chtldren 12-23 months (11% < mInus 2 standard
deViations from the medIan wtlht of the reference populatlOn) (please see Baselme NutntlOn
Survey report, submItted separately) Thts IS related to adverse breastfeed10g practices and
delayed, madequate supplementary feedIng, as found 10 the November 1998 KPC survey of
mothers With under-2 chtldren, e g (a) only 25 8% of Infants 5-9 months receIve sohds/senu
sohds, (b) only 325% of mothers tmtlated breastfeed10g withm 8 hours ofdehvery and only 38%
WIthtn 24 hours, (c) 74 2% of mothers do not feed theIr newborns WIth colostrum The
NHFS/1983 showed that newborns are exclUSIvely breastfed for an average of 25 months
Accord1Og to Pelletier et aI, "the odds of dY10g 10crease at the compounded rate of 7 3% for each
percentage detenoratlOn 10 weight-for-age" PartICIpatory Learn10g and ActIOn (PLA) exerCIses
10dlcate that nearly 60% ofyoung children 10 Beruar Ben Block are left beh10d by mothers for the
day this contract1Og of chtld care IS a major nsk factor for childhood undernutntlOn and VItanun
A defiCIency (VAD) More than 75% ofundernutntton-related deaths 10 under-5 chtldren 10 Balha
were hnked not to severe undernutntion but to mIld and moderate forms (WV & PHC/SC
stafl71996)
V,tamm A defiCiency (VAD) IS shll endemic and remams a threat to chlld survival In India, UP
and m Balba district today Nearly half of all under-5 chIldren have madequate mtake of VItanun
A BlOchenucal studies showed that 47% of chtldren screened Wltllln the framework of the 1992
93 NFHS had low serum retmol levels «0 7 umol/L) Mild VAD SignS 10 pre-school aged
chtldren are assocIated With a 4-fold mortahty mcrease and a 2-3 fold mCIdence mcrease of
dtarrhea or ALRI Bl10dness and corneal lesIons (xerophthalrnta) caused by VAD afflICtS 50,000
to 60,000 pre-school aged chIldren per year 10 IndIa In Balba dIStrICt, where systematIC VitamIn A
coverage of chIldren 9-35 months and of postpartum women has not started yet, xerophthalrma
prevalence In children 9-59 months remams high 297% (see Annex 2/1999) PHC/SC staff 10
Beruar Ben Block have proVided anecdotal reports of mght bhndness/xerophthalmIa 10 under-5
chtldren follOWing measles, severe undernutntIon, pneumoma and severe dIarrhea PLA exerCIses
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done by BRICS staff m 1998 revealed that between 15-30% of women reported haVlng rught
bltndness dunng theIr last pregnancy
PolIO From Apnl-July 1997, an outbreak of 203 cases of Acute FlaccId ParalysIs (AFP) were
reported m pockets ofBalha dlstnct and 10 other dlstncts m eastern UP state, UNICEF estimates
the AFP prevalence to be 1/150,000 populatIOn, WIth Balha dlstnct averaging an expected
reported 6-7 AFP cases annually
Malana The CMO office reports 8,365 malana cases for the first 10 months of 1997 m Balha
dlstnct, WIth a ma]onty ofVlVax cases At least 10% of chIldren reported to have malana thIs year
have died Chloroquine resistance IS reportedly not yet a major problem Most cases occurred
dunng the rainy season (May-September) No data are aVailable for the proportIOn of (a) chIldren
WIth chrOnIC or persistent malana, or (b) ofpregnant women WIth malana
Maternal Mortalztv Between 100,000-125,000 Indian women die from pregnancy-related causes
each year, accountmg for 25% ofall annual maternal deaths globally Although UP state has made
stndes In some dlstncts m lowenng fertlhty through famIly planrung/blrth spacing, maternal
mortahty remams hIgh m Ballia dlstnct Seventy-seven percent of the MMR m Ballta IS
pregnancy-related (post-partum hemorrhage, puerperal sepsIs, eclampSIa, abortIOn and obstructed
labor) The maternal malnutntlon rate IS 41% and 87% of pregnant women have nutntlOnal
anemIa SIFPSA 1995 data mdlcate that 44 7% of pregnant women had at least one prenatal
contact WIth a proVlder m BaHIa, WIth only 29 5 % recelVlng Iron/folate supplementatIOn Elghty
one percent of dehvenes are conducted at home by an untrained attendant (dazs or traditIOnal
birth attendants (TBAs), famIly members or neighbors) Half of maternal deaths occur at home
and 10-15% occur on the way to a referral facility Between 50-80% of women report symptoms
ofReproductIve Tract Infections (RTI) and up to 25% may be Infected WIth Sexually TranSmItted
Diseases (STDs) (UNICEF/1997)
Fertzlzty The 1992-93 NFHS found that 58 7% of women m Balha practiced hIgh-nsk fertIlity
behaVIor (I e gave bIrth at ages under 18 years or above 35 years, had 4 or more bIrths, and had
birth mtervals less than 24 months) PopulatIOn CouncIl and SIFPSA 1996 data revealed (a) the
deSIred farmly sIZe IS stIlI large (3 or more children), (b) 33% ofmen and 70% ofwomen were not
aware of the legal age of mamage ofgirls, (c) over 50% ofmen reported no commUnIcatIOn WIth
therr WIves on their reproductive goals and acceptance of contraceptIOn when It occurred, It was
lrutlated by the husband, and only after 2 or 3 chIldren, (d) the contraceptive prevalence rate for
modern methods IS 188% m BaHIa dlstnct (agamst a natIonal average of 41%), (e) the use of
contraceptives for spacing IS stIlI an allen concept--86% of acceptors were uSing farmly planrung
to stop chIldbeanng and only 14% of famIly planrung acceptors were adoptmg non-tennmal
methods (mostly IUDs), (t) most men who accept famIly planrung do so to stop chIldbeanng
among these, 40% prefer to use non-termInal methods--thIs underlmes the need for a WIde range
ofcontraceptIve chOIces, as weH as the optIOn of changmg from one method to another, If they so
deSire, (g) 39% of currently mamed women (agamst a national average of 19%) and 29% of
mamed men reported an unmet need for famIly planrung--thIs gap was maInly because few men
expressed an unmet need for spacmg, and (h) 19% of women reported at least one uruntended
pregnancy WV PLA exerCIses found 60-70% of mamed women reporting 1-3 abortIOns!
pregnancy termInatIOns ThIs practIce of usmg abortIOn as a fertility control method has grave
consequences WHO (1996) estimates that lout every 8 maternal deaths IS due to unsafe
abortIOns m UP state
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HIV/AIDS PLA exerCIses (BRICSI1998) revealed that 70% men and women are Involved In
multi-partner sex However only about 1% of the populatIOn has ever heard of AIDS Sexually
transmItted diseases were very cornmon In men, sImIlar InfOrmatIOn from women was not yet
forthcommg

B 4 EXlstmg Child Survival and Reproductive Health Programs, FacIlities and ActiVIties ID
Impact Area
The UP State Government oversees all health programs In the 78 dlstncts of UP state The BanIa
Dlstnct CMO has correspondmg responslblltty for health prograrnrntng m the dIrect Impact area
(Bernar Ben block) and m the other 17 blocks of Ballta dlstnct Below IS a summary of the
potentIal health players to be Impacted by the pr()lect
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1 17
2 65
3 82

3 82
3 82
3 82
9 246

15 366
15 366
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POTENTIAL HEALTH
PARTNERS

PUBUCSECTOR HEALTH STAFF
NO OF DISTRICT CMO STAFF
NO OF PRIMARY HEALTIf CENTERS (PHCs)
Current
New
TOTAL
NO OF PRIMARY HEALTIf CENTER STAFF
Doctors
Lady Health VIsitors (LHVs)
Auxiliary Nurse MIdWIves (ANMs)
TOTAL
NO OF SUB-CENTERS (SCs)
NO OF SUB-CENTER STAFF (ANMs)
PRIVATESECTOR HEALTHPROVIDERS
NO OF TRADmONAL BIRTIf ATTENDANTS
(DaiS)
(traIned/untramed)
NO OF REGISTERED MEDICAL
PRACTmONERS (RMPs), AYURVEDIC
PRACTmONERS & UNANI/ HOMEOPATIllC
PRACTITIONERS
NO OF VHGs (functlonmglnon-functlonmg)
LOCALNGOsiGONGOs
Rotary Club-Balha
Purvanchal Gramm Chetna Sam1tl
Prathznl Sansthan
Naval Szkshan Sansthan
SIFPSA

VENDORS

6

DIRECT
IMPACT

AREA

15

71
8Z

INDIRECT
IMPACT
AREA

?1,207
1,852

5
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Remote, underserved Balha dlstnct has a three-tiered publIc health mfrastructure sub-centers
(SCs) and Pnmary Healthcare Centers (PHCs) m each of the 18 blocks, With the Dlstnct Hospital
m the Dlstnct Headquarters servmg as the First Referral Urnt (FRU) for the entire dlstnct The
PHCs are the GO!' s most penpheral non-hospital chrncal faclhtles proVldmg techrucal and
commodity support (ORT, vaccmes, welghmg scales, Vltanun A and Iron-folate supplements and
contraceptives) to the SCs Each SC serves 5,000-7,000 people (approxtrnately 5-7 VIllages)
focused on center-based sefVIces (antenatal care, famIly planrung, IlnmuruzatlOn) and antl-malanal
campatgns

However, WV customer appratsal exercises usmg PLA have found that (a) 70-90% of all
curative sefVIces for chIldren and women m Beruar Ben block are delIvered through pnvate
practitioners, most of whom lack regulatIOn, standardIZatIOn and tratnmg m qualIty case
management of pneumoma, diarrhea, malana and obstetnc emergencies, (b) the met need for
obstetnc sefVIces (I e the proportIOn of women With obstetnc complIcations) which reflects the
utilIzatIOn of the Dlstnct Hospital, IS extremely low at 43%, (c) there IS no block-level FRU or
postpartum center m Bernar Block, (d) a large number of maternal deaths are due to the lack of
orgaruzed VIllage-based transport for obstetnc emergencies to the dlstnct hospital, to delays by
pregnant women and their supporters (husbands, mothers-m-Iaw and PHC/SC staff), and to
delays m recelvmg appropnate care at the Dlstnct Hospital due to madequate eqUipment and sktlls
of staff, (e) the PHCs and SCs do not have regular power supply, and vaccme cold chatn
matntenance IS a challenge, (f) mIssed opportumtles for ImmuruzatlOn are numerous, as eVIdenced
by the low 20 4% fulllmmuruzatlOn coverage of chIldren 12-23 months by age 12 months (card
only), (d) there IS no systematic program for Vltatnm A supplementatIOn of chIldren 9-35 months
or ofpost-partum women, and (e) the low ORT knowledge rate and low ORT usage rate (17 6%)
ofmothers With under-2 chIldren

The 1996 SIFPSA survey m BallIa dlstnct revealed that fatntly plannmg sefVIces were of poor
quality m terms of access, chOIce, counselIng and clIent-proVIder mteractlOns, as eVIdenced by the
follOWIng findmgs (a) non-eXIstence of commumty-based dlstnbutlon of contraceptives, (b) 86%
of couples who have accepted a contraceptive use stenllZatlOn (almost exclUSively vasectomy),
mdlcatmg a heavy program bIas towards permanent methods, (b) contraceptIve chOIces offered to
chents are lImIted, With only about 4% of stenllZatlOn acceptors told about UJDs, and only 11%
of stenhzation acceptors told of the surgIcal procedure, how the method works, and about SIde
effects, (c) 859% of PHC/SC resources were focused on famIly planmng, With pnvate clmtcs,
local NGOs and vendors cOmmIttmg only a mInor proportIOn (125%, 189% and 22%
respectively) of resources to fanuly planrung, (d) mIssed opporturnties for chIld spacmg sefVIces
were sigruficant, WIth only 55% ofSCs havmg oral contraceptIves on the day of the VISIt, and only
41% of SCs haVIng condoms on the day ofthe VISIt

There IS no commumty-based surveillance of AFP, only mstItutlOnal surveillance of AFP has been
Imtiated by the DIstnct ImmurnzatlOn Officer (please see Annex 3 on AFP surveillance reportmg
network)

In spIte of the current constramts, the Ballta DIstnct CMO office has welcomed World VISion's
techrucal aSSIstance (TA) to build the capacIty of the CMO, PHC and SC staff m Beruar Ben
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Block and the other 17 blocks of Balha dIstnct m the followmg areas dIstnct and PHC health
management team-buddIng, partIcIpatory appraisal and planmng of health servtces, commumty
based disease and death surveillance (CBDDS), Includmg AFP surveillance, contmuous qualtty
Improvement (CQI) and Integrated case management of chtldhood Illness (IMCI), care of the
newborn, and essentIal obstetnc care

The Block Development Officer (BDO) of Bernar Ben Block has requested WV's help In
estabhshmg the ICDS (Integrated Cluld Development Servtces) program WIth the AngIDf!adl WadI
workers (AWWs), commencmg m calendar year 1999 There are currently no angIDf!adl
(chtldcare centers) for pre-schoolers

The Rotary Club (Ballia Chapter) has mVlted WV India to form a Poho EradicatIon Network WIth
the 3 other local NGOs m Bernar Ben Block (Annex 4 summanzes the current actIVItIes of the
local NGOs) The latter are expectIng WV's assistance m their orgaruzatlOnal development and
partIcIpatIOn In CSIRH actIVItIes m the Impact area The USAID-funded SIFPSA, a UP state
GONGO has agreed to proVIde TA, startIng m January 1998, to the proposed project m
partnenng WIth vendors and local NGOs to expand contraceptIve chOIces and Imttate commumty
based contraceptive dlstnbutlOn servIces 10 Bernar Ben Block Imtlally, and later, In all the other
17 blocks ofBalha Dlstnct

C PROGRAM GOALS AND OBJECTIVES

C 1 Strategic Objective
The BRICS's strategic ObjectIve IS to assist the Balha Dlstnct CMO and pnvate sector and
commumty partners to accomphsh, sustam, document and rephcate best practices to reduce
fertIlrty and mfant, chIld and maternal mortalzty through an mnovatzve chIld surVlval and
reproductIve health Improvement project In one block (namely, Bernar Ben Block) of the remote
Balha DIstnct m eastern UP state over a four-year penod

The project plans to go to scale by replIcatmg best practIces m chIld survIval and reproductzve
health to (a) the entIre Ba1lla Dlstnct (17 blocks With 2,583,517 people), and (b) three other WV
India ADPs 10 UP state ImpactIng 221,418 people

The project Will ptlot-test With the MOHFW, WHO and UNICEF the follOWIng two prototype
modules
(I) Commumty-based surveillance of

(a) clnldhood diseases (poho, measles and neonatal tetanus), and
(b) mfant, clnld and maternal mortaltty,

(ll)"Integrated Approach In Management ofCough or Difficult Breathmg, Diarrhea or Under
nutntlon m Young Chtldren" module With WHO/SEARO for baSIC health workers
(pHC/SC staff, AWWs, VHGs)

8



WV India enVlSlons that these two prototype modules WIll also be adapted and utilized m 100
thstncts where WV Imua's 100 ADPs are located across almost all the states of India As each
ADP covers one block With an average of 100,000 people, a potential populatlon of 10 millIon
people and 245 local NGOs and commumty-based orgamZatlons may eventually be Impacted
through thIS proposed repllcatlon.

Accompbshment of tlus strategic objective Will be eVldenced by the folloWing Impact md,cators
wluch reflect the BallIa Dlstnct benchmarks which have been adjusted from the natlOnal and UP
state targets set by the MOHFW for the year 2003

Impact Inthcator #1 ReductIon ofTotal Fertulty Rate from 43 to 3 6 cluldren born to a woman
who lIves up to 45 years
Measurement Method NatlOnal Health FamJ1y Survey (NFHS),

Impact Inthcator #2 ReductlOn ofUnder-5 MortalIty Rate from 14311000 lIve bIrths to
11511000 lIve bIrths
Measurement Method NFHS, pdot-testmg commumty-based
death survedlance focusmg on mvestlgatlOns of deaths m the
cluldren 0-28 days, chIldren 1 month to 59 months

Impact Inthcator #3 ReductlOn of Infant MortalIty Rate from 99511000 lIve births to 7511000
lIve bIrths
Measurement Method NFHS, puot-testmg commumty-based
death surveillance focusmg on mvestlgatlOns ofdeaths m the
chtldren 0-28 days, children 1 month to 59 months

Impact IndIcator #4 ReductlOn ofMaternal Mortal1ty RatIO from 5701100,000 lIve births to
4001100,000 lIve births,
Measurement Method NFHS, pdot-testmg commumty-based
death surveillance focusmg on mvestlgatlOns of deaths m
women 15-45 years

Impact IndIcator #5 Prevalence ofreported case-based AFP reduced to zero
ActIve commumty and mstltutlOnal survedlance, With zero reportmg

Impact IndIcator #6 ReductlOn m mght blIndness m chIldren 9-35 months from a baselIne
2 97% to under 0 1%,
Measurement Method NIghtbhndness survey dunng Vltamm A dlstnbutlon
rounds

Impact Inthcator #7 ReductlOn m the percentage of chIldren 0-23 months who are moderately
or severely wasted (1 e whofall below -2 Z score from the medzan weight
for age ofNCHSIWHO reference populatlOn) from a baselme 43% to
under 30%,
Measurement Method Sample nutntlOn survey of cluldren 0-23 months
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IntermedIate Results The BRICS's strategIc objectIve wtll be acrueved through the
accomphshment of the folloWIng five Intermedzate Results (IRs)

Intermediate Result #J Increased use ofhzgh-zmpact chzld survzval and reproductive health
servzces by the target populanon (50% of program effort)

IntermedIate Result #2 Strengthened local mshtutzons through partnerships, coalitions and
strategic alliances, leathng to repllcanon ofbestprachces m chzld
survzval and reproduchve health across the enhre Ballza dlstnct and m
three other WVADPs m UP state (20% of program effort)

Intermediate Result #3 Enhanced capabllzhes ofznthvlduals,fanulzes and communzhes to
protect andprovzdefor thelT own health (10% ofprogram effort)

Intermediate Result #4 Improved qualzty oftraznzng, supervzszon, mformatlOn and servzce,
leadmg to razsed customer sattsfactlon (10% ofprogram effort)

Intermediate Result # 5 Enhanced sustamability ofchild survzval and reproductlve health
services and support systems (10% of program effort)

General StrategIes: These are summanzed by the follOWIng sub-results ofeach IntermedIate
Result
IntermedIate Sub-results (8 R.)
Result #

IR# 1 S R # 1a Increased Coverage of Essentlal Care ofthe Sick Chzld
S R # 1b Increased Coverage ofEssentlal Care ofthe Newborn
S R # 1c Increased Coverage ofImmumzatlon
S R # ld Prevenhon ofMalnutnhon and Vitamzn A DefiCiency
S R # Ie improved Reproduchve Health Coverage
S R # If Improved Malana Prevenhon and Control

IR#2 S R # 2a Capacity bUllthng ofPublzc Sector staff
S R # 2b Coalltlons, Capacity buzldzng and organzzattonal
development oflocal NGOsiGONGOs
S R # 2c Capaczty buzlthng ofpnvate sector health players
S R # 2d Strengthenzng ofWVADP staff/partners zn 3 ADPs In

UPState
IR#3 S R # 3a Capacity bUIldznx of commumtv znstztutzons
IR#4 S R #4a Contlnuous quality zmprovement znztzated
IR#5 S R #5a Sustaznability lnltlatlves In place
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C 2 Objectives and Sub-Results: Child SUrviVal Interventions
These are reflected m the sub-results ofIntermediate Result #1 Increased use ofhIgh-Impact
chIld survIval and reproductIve health servIces by the target populatIOn (m the direct Impact
area--Beruar Ben Block)

Sub-Result #1 Intervenhon-speclfic Coverage Increased

Sub-Result #la Increased Coverage ofEssentlal Care ofthe SIck ChIld
(30% ofIR #1 Effort)

Pneumoma Case Management (15%):
70% of mothers/caretakers would be able to recogruze at least two danger SIgns (cough
and rapId or dIfficult breathIng) of pneumorua that call for ImmedIate referral and
treatment
(FY99 65 %, FY 2000 65%, FY 2001 65%, FY 2002 70%,),
Indicator ProportIOn ofmothers/caretakers able to recognIze at least two danger Signs
of pneumoma that callfor ImmedJate referral and treatment,
Measurement methods KPC survey
65 % ofmothers/caretakers would have sought appropnate antIbIotIc treatment for theIr
chIldren under 24 months With cough and rapId or dIfficult breathIng m the past two
weeks (FY 99 65%, FY 2000 65%, FY2001 65%, FY2002 65%,),
IndIcator ProportlOn ofmothers/caretakers who sought appropnate annblOtlc treatment
for their children under 24 months wIth cough and rapId or difficult breathmg m the past
2 weeks,
Measurement methods KPC survey

Pneumoma Case Management
55% ofchIldren 0-23 months diagnosed as pneumoma would have been appropnately
treated with antIbiotIcs (FY 99 10%, FY 200025%, FY2001 40%, FY2002 55%),
Indicator ProportIOn ofchildren 0-23 months diagnosed as pneumoma who were
treatedWIth annbIOtics accordmg to standard case managementprotocol,
Measurement methods Baselme assessment ofcase managementpractIces, use ofon-SIte
observation checklzsts, eXIt mtervlews
Mazor Planned ActIVities

(a) baselme assessment ofpneumorua case management practIces ofhealth prOVIders,
(b) traIrung/superVIslon m pneumorua case management protocol,
(c) mventory systemllogIstlcs to morutor stock-outs and ensure supply of

cotnmoxazole,
(d) KPC survey, mIssed opporturuty surveys and PLA exerCises,
(e) adapt different messages and traIn caregivers m recogrutlOn and care-seeking,
(f) ensure referral completIOns,
(g) morutor the quahty of clIent-proVIder mteractlOns regardmg antibiotiC comphance

and home care for chIldren With pneumorua,
(h) promote measles and pertussIs ImmuruzatlOn, exclUSIve breastfeedmg and

Improved weanmg practIces
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40% ofcluldren 0-23 months WIth diarrhea In the past two weeks were treated WIth ORT
(FY 99 20%, FY 200025%, FY 2001 30%, FY2002 40%),
Indicator ProportiOn ofchildren 0-23 months with diarrhea m the past 2 weeks who
were treated with ORT,
Measurement Method KPC Survey
50% ofcluldren 0-23 months WIth diarrhea In the past two weeks were given the same
amount or more fluids other than breast mtlk(FY 99 20%, FY 200030%, FY 2001 40%,
FY2002 50%),
Indicator ProportiOn ofchildren 0-23 months with diarrhea m the past two weeks who
were gIven the same amount or more flUIds other than breast milk,
Measurement Method KPC Survey
40% ofcluldren 0-23 months WIth diarrhea In the past two weeks were given the same
amount or more food (FY 99 25%, FY 200030, FY 2001 35%, FY2002 40%),
Indicator ProportiOn ofchlldren 0-23 months with dzarrhea m the past two weeks who
were gIven the same amount or more food,
Measurement Method KPC Survey
Mazor PlannedActlVltles

(a) baselme PLA exerCises, focus groups to IdentIfy causes of the ORT knowledge
practtce gap,

(b) tram sefVlce proViders m quabty case management of clnldhood diarrheas/severe
cases, mcludmg persIstent dIarrhea and dysentery,

(e) tram mothers/caretakers/malula mandals ill correct ORT moong/admtnlstratlOn
methods, correct recogrutlOn/referral of senous cases ofdiarrheal dehydration, and
dIetary management of diarrhea,

(d) social marketmg ofORS (Oral Rehydration Salts),
(e) estabhsh ORT comers m balwadls (day-care center under the new ICDS scheme),

SCs and PHCs,
(t) estabhsh depot holders ofORS packets,
(g) use local songs/dramas to Instruct mothers/caretakers to conttnue breastfeedmg

and, give the same or more amount offood and flUIds to chtldren With diarrhea,
(h) promote (thru' maMa mandals) proper stool dISPOSal ofyoung cluldren, latnne

use, hand washmg, personal hygiene, clean water for dnnkmg, measles
unmumzatton and correct wearung practices

(1) use ofsupefVlsory checkbsts to assess ORT competency of mothers/caretakers and
to track referral completions ofsenous dehydratton cases

(J) trammg of ANMs, AWWs, NGO staff on "Integrated Approach 10 Management
of Cough or DIfficult BreathIng, Diarrhea or Under-nutntlon m Young ChIldren"
module With WHO/CMO

.®. Promote htgh quahty case management ofpneumomaldlarrhea thru' demonstration
SItes, and by hostmg "Best Practlces/Lessons Learned" workshops

12



Sub-Result #lb Increased Coverage ofEssential Care ofthe Newborn
(5% ofIR #1 Effort)

40% ofpost-partum mothers were tramed m care oftheir newborn (hypothermta
prevention, low birth weight management, and estabhshment ofexclusive breastfeedmg)
(FY 99 5%, FY 2000 15 %, FY 2001 25%, FY2002 40%),
IndIcator ProportIOn ofpost-partum mothers who were tramed m care oftheIr newborn
(hypothenma preventIOn, low bIrth weIght management, and establIshment ofexclUSIve
breastfeedmg,
Measurement Method KPC Survey
Malor PlannedActIvItIes

(a) Tram 15 ANMs and 173 TBAs to teach post-partum mothers m essential care of
their newborns Focus areas mclude management ofasphyxIa, hypothenrua
preventIOn, low birth weight management, and estabhshment ofexclUSive
breastfeedmg,

ill PIlot project m 10 villages to mtroduce a slffiphfied PATH weIghmg scale to the
tramed TBAs to IdentIfY and refer newborns with low-birth weIght «2,500 gm
at birth) to the SCs /PHCs

Sub-Result #lc Increased Coverage ofImmunization
(15% ofIR #1 Effort)

50% of chIldren (12-23 months) would have been fully unmuruzed before theIr first
bIrthday (FY 99 30%, FY 200035%, FY 2001 40%, FY2002 50%),
IndIcator ProportIOn of chzldren (12-23 months) who have receIved card-documented
doses ofBCG, OPV3, DTP3 and measles vaccmes before age 12 months,
Measurement Method KPC survey
35% of mothers would have receIved two doses of tetanus tOXOId (TT2) before the birth
ofher youngest clnld less than 24 months, (FY 99 10%, FY 2000 15%, FY 2001 25%,
FY2002 35%),
IndIcator ProportIOn of mothers would have receIved two card-documented doses of
tetanus tOXOId (TT2) before the bIrth ofheryoun~est chIld less than 24 months),
MalOr PlannedActivitles

a) mobIhze maMa mandals and VHGs to estabhsh commumty EPI registers (one
page for each month ofbirth) to mcrease EPI coverage ofehgtble chIldren and
track EPI defaulters,

b) estabhsh PolIO Eratbcatlon Network partnershIps With the Rotary Club (Balha
Chapter) and 3 local NGOs,

c) AsSist m NatIOnal ImmuruzatIOn Days/Poho Pulse days,
d) trammg and utIllZmg TBAs and VHGs to refer all pregnant women to the ANMs m

the SCs for TT ImmuruzatIOn, and to ensure that all unmumzation referrals are
completed

e) mIssed mllnUmzatIOn opporturuty surveys
f) cold cham survey,
g) mtroduce tools to morutor vaccme temperature tWlce-a-day m the PRCs,
h) field-test a EPI seSSIOn SupervISOry ChecklIst,
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I) mstltute early control measures for EPI disease outbreaks
J) supplement cold cham eqUipment and standby generators for the 3 PRCs,
k) Ptlot-test commumty-based survetllance of (a) chtldhood diseases (poho, measles

and neonatal tetanus), and of (b) lOfant, chtld and maternal mortallty-estabhsh
demonstration site for CBDDS for other 16 blocks ofBalha dlstnct,

n Host "Lessons LearnedlBest PractIces" workshops,

Sub-Result #ld Prevenflon ofMalnutrlflon and Vitanun A DefiCiency
(15% ofIR #1 Effort)

90% ofInfants 0-4 months exclusIvely breastfed m the last 24 hours (FY 99 80%, FY
2000 80%, FY 2001 85%, FY2002 90%),
Indicator ProportIOn ofmfants 0-4 months exclusively breastfed m the last 24 hours,
Measurement method KPC Survey
45% oflOfants 5-9 months are given sohd or serm-solId foods (FY 9930%, FY 2000 35
%, FY 2001 40 %, FY2002 45%),
IndICator ProportIOn ofmfants 5-9 months who are bemg given sobd or seml-sobd
foods,
Measurement method KPC Survey
Major Planned Acflvlflesfor prevenflon ofundernutrlflon

(a) Introduce "positIVe deVIant" model to promote commumty best practtces 10 mfant
and chtld feedmg,

(b) Rost "lessons learned" sermnars to share findmgs on breastfeedlOg and lOfant
feedlOg practices from the USAID-funded ABD LlOkages Project at Debra Dun m
northern UP,

(c) Identify and test appropnate complementary foods thru' bnefhousehold tnals
With mahtla mandals, lOcorporate findmgs lOto module on weamng counsehng
education module for mothers,

(d) Ptlot-test chtId care centers and lobby for ICDS program to ensure that chtIdren 6
36 months get 5-6 feeds datly,

(e) Imtlate demonstration nutntton educatIOn sessions for pregnant and lactatmg
mothers,

(f) Dlssemmate key nutntlon messages to mothers,
(g) ProVIde nutntlon counsehng 10 to mothers/care-givers 10 Sick chlld encounters

90% ofchtldren 9-35 months Will have received VltamlO A doses serm-annually,
(FY 99 60%, FY 2000 70 %, FY 2001 80 %, FY2002 90 %),
Indicator ProportIOn ofchl1dren 9-35 months who received appropriate card
documented doses ofvltamm A m the last SIX months,
Measurement Method KPC survey, commuruty registers of Vltamm A dlstnbutlOn
rounds, child growth cards
30% of postpartum mothers would have received one htgh-dose Vltarmn A supplement
Within 4 weeks of dehvery (FY 995%, FY 2000 10 %, FY 2001 20 %, FY2002 30
%),
Indicator ProportIOn ofpostpartum mothers who received one card-documented hlgh
dose vltamm A supplement wlthm 4 weeks of debvery,
Measurement Method KPC survey, maternal cards, TBA records
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Major Planned Activitiesfor Vitanun A
(a) StandardIZed sIx-monthly VItamm A dlstnbutIOn months at PRCs, SCs and

balwadls for chIldren 9-35 months and dunng NIDs,
(b) house-to-house dlstnbution sweeps to dIstnbute VItamIn A to chIldren 9-35

months,
(c) pIlot-test postpartum VItamIn A supplementatIOn (200,000 IV) ofwomen WIthm

one month of debvery by traInIng and supplymg 173 TBAs and ANMs to
dIstnbute VItamIn A (200, 000 ill one-tIme dose) to postpartum women WithIn 1
month of dehvery,

(d) holdmg contests With the mahlla mandals to test new VItamm A-nch food recIpes
for chIldren,

(e) promotmg exclusIve breastfeedmg 10 the first 4 months,
(t) ImtIat10g 83 VIllage-based home gardemng groups,
(g) conduct mIssed unmuntzatIOn opporturuty surveys/workshops to mcrease measles

coverage,
(h) tram PRe/SC staff to proVIde measles ImmuntzatIOn to chIldren 9-35 months

IdentIfied With malnutntIOn/severe dIarrhea) Irrespective of hIstory of preVIOUS
measles Immuruzatlon,

(1) tralrung of 83 VHGs, 173 TBAs and NGO staff to counsel mothers on the
appropnate tumng (9 months) ofmeasles lmmUmzatIOn for theIr 1Ofants,

111 tram PRC/SC staff, NGO staff and pnvate sector practItIOners 10 proVIdmg
appropnate vltamm A supplementatIon/treatment (1) chIldren With severe
pneumorua, persIstent diarrhea, severe undemutntIOn, (11) chIldren With measles,
and (m) chIldren With xerophthalmIa/rughtbhndness,

00 Produce/dissemmate a booklet on the safe use ofhIgh dose VItamm A

Sub-Result #le Improved Reproductive Health Coverage
(35% ofIR #1 Effort)

At least 40 of 83 target vIllages would have functIOrung VIllage-based emergency
transport schemes for obstetnc emergencIes (FY 99 5 VIllages, FY 2000 15 VIllages, FY
2001 30 villages, FY2002 40 vIllages),
Indicator Number oftarget vzllages which have junctzonmg vzllage-based emergency
transport schemesfor obstetriC emergencies,
Measurement Methods Commumty/BRICS staffreports, on-site VISitS, key mformant
mtervlews
20% or under ofwomen With chIldren less than 24 months reported at least one un-
mtended pregnancy 10 the last 12 months (FY 99 35%, FY 2000 30 %, FY 2001 25%,
FY2002 20%),
Indicator Proportzon ofwomen With children less than 24 months who reported at least
one umntended pregnancy m the last 12 months,
Measurement Methods KPC survey
20% ofmothers With chIldren less than 24 months who deSire no more chIldren 10 the next
two years, or are not sure, Will be us10g modem contraceptive methods (FY 99 10%, FY
2000 12%, FY 2001 15%, FY2002 20%),
Indicator Proportzon ofwomen With children less than 24 months who desire no more
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chIldren m the next two years, or are not sure, who are usmg modem contraceptIve
methods,
Measurement Methods KPC survey, CBD regzster, PHC/SC /ANM records,
35% ofwomen who delIvered their youngest chdd m the last one year would have
received at least 90 Iron/folate tablet supplements dunng their last pregnancy, (FY 99
10%, FY 2000 15%, FY 200125%, FY02 35%),
IndIcator ProportIon ofwomen who delIvered theIr youngest chIld In the last one year
who receIved at least 90 Iron/folate tablet supplements durmg theIr lastpregnancy,
Measurement Methods KPC survey, reVIew of pregnancy trackmgforms/maternal
cards, mahzla mandaI records,
35% ofmothers had at three or more antenatal VISIts before the dehvery ofher youngest
chIld less than 24 months (FY 995%, FY 2000 15%, FY 200125%, FY2002 35%),
IndIcator Proportion ofmothers who had at three or more card-documented antenatal
VISItS before the delzvery ofheryoungest chIld less than 24 months,
Measurement Methods KPC survey, review of pregnancy trackmgjorms/maternal
cards
25% of dehvenes In the last 12 months would have been attended by a traIned health
proVider or PRC/Sub-center ANM/staff(FY 99 18%, FY 200020%, FY 2001 22%,
FY200225%),
IndIcator ProportIon ofdellverzes In the last 12 months who have been attended by a
tramed health prOVIder or PHC/SC/ANM/staff,
Measurement Methods KPC survey, reVIew oftrackmf{forms/maternal cards
Major Planned Actlvltiesfor Reproductlve Health

.@} mobIlIze and tram 170 members ofthe youth clubs to form VIllage-based referral
management teams to ImtIate vdlage-based transport schemes for obstetnc
emergencies m target VIllages,

(b) Facdltate refresher tralmng of PRC/SC staff emergency obstetnc care,
(c) tram and eqUIp 173 TBAs (daIS) m prenatal care, nutntlOn counselIng of pregnant

women, referral of pregnant women for TT2 ImmumzatlOn, recognItIon and
referral ofhIgh-nsk pregnancIes and obstetnc emergencIes, the use ofTBA kIts, In
clean dehvery, In essential newborn care, In lfon-folate dlstnbutlOn dunng
pregnancy, vltamm A dlstnbutlon to post-pactum women, m birth spacmg
educatIOn, m recordmg and reportIng InformatIOn ofeach pregnant women-to
IdentIfy for TT and prenatal referral and trackIng ofpregnancy outcome (lIve
bIrths, neonatal deaths, and maternal deaths),

(d) MobilIze ANMs, LHVs, TRAs, VHGs, local NGO staff and mahtla mandals to
dlstnbute lfon/folate supplements to pregnant women,

~ Introduce pregnancy trackmg forms to ensure that pregnant women have at
least three prenatal contacts

Major Planned Actlvltlesfor Famzly PlannmglBlrth Spacmg
(a) Launch commumty-based advocacy program to hIghlIght Important lInkages

between chIld spacmg and chdd sUfVlval--that chIld spacmg patterns have a
powerful effect on the SUrVIval chances of the Indian chIld m UP state and to
promote longer pre-bIrth and bIrth mtervals, data wIll be shared from the 1992-93
NHFS whIch found that mfant and chIld mortalIty,
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(b) FacIlItate vIllage-level health mformatlOn system m each Village, mcludmg two
fertIlIty-specIfic mdicators for commuruty trackmg (1) women's age at first bIrth,
(11) percentage ofactIve users of modem contraceptIve methods (temporary/
permanent),

(e) Partner With the USAID-funded SIFPSA, 3 local NGOs, pnvate sector vendors to
promote commuruty-based sale/dlstnbutIon ofcontraceptIves (oral pIlls and
condoms),

(d) Facilitatmg COPE exerCIses to gather customer perceptIOn offamdy planmng/birth
spacmg serVIces),

(e) Increasmg clIent satisfactlOn by traInIng PHC doctors, LHVs and ANMs m
mterpersonal commurucatlOns skIlls,

(f) MobIlIze men's groups (parush mandals) to mcrease the demand for male famIly
planmng methods,

(g) Engage youth group members m a senes ofdIalogues on famIly plannmg and
spacmg,

.au Introducmg an adolescent reproductIve health cumculum for lugh school grrls

C 3 Development ObjectiVes

Please refer to (a) sectlOn H (SustamabIlIty ActIOn Plan) of the DIP body,
(b) Annex 5 on Assessment and Morutonng Tools for CapaCIty Buddmg ofLocal

NGOs

D BASELINE ASSESSMENTS

D 1 Types of Baselme Assessments ConductedlPlanned by the Project

D 1 1 Baselme Assessments Conducted To Date

Dunng the first five months of the project, the BRICS project core team Jomtly conducted the
follOWing qualltatlve and quantitative baselIne assessments With CMOIPHC/SCINGO/commuruty
partners

Qualltatlve baselme assessments that have been completed mclude baselme PLA exerCIses, focus
group discusslOns (FGDs), m-depth mtemews, and eXit mteTVlews for customer appraisal of
CS/RH semces m Bernar Ben Block These were used to gather qualItatIve data about
caretakers' knowledge, attItudes, belIefs, practIces, and local vocabulary regardmg each of the
CS/RH mterventlOn, as well as ofcustomer perception ofCS/RH seTVlces proVided by both publIc
sector and pnvate sector proViders m the block (please see Annex 6 for a genenc lIst of
qualItatIve mterventIOn-specific baselIne exerCIses conducted and sectlOn D 2 for summary
findmgs) These qualItatIve data were also used to custOmIZe the genenc BHR/PVC-supplIed
questIOnnaIre for the 30-cluster samplIng KPC (Knowledge, PractIce and Coverage) survey winch
was conducted m November 1998
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Quantitative baselme assessments that have been completed mclude the followmg

a) KPC Survey m November 1998 (please see KPC survey report, subnutted under separate
cover)

The KPC survey trammg was facIhtated by Dr Mary Lou Rorabaugh, Ph D , a JHU-certtfied KPC
Survey Tramer, and currently the Project Manager ofWV CambodIa's USAIDIBHR/PVC-funded
Kean Svay Chtld SUfVlval Project
Methods The BRICS project custotnlzed, translated, back-translated and field-tested the genenc
KPC survey questIOnnaire of Johns Hopkms Umversity pva Chtld SUfVlval Support Program A
two-stage, 3D-cluster sampling survey of 300 mother-chIld « 24 months of age) parrs was
conducted The findmgs were both manually tabulated as well as analyzed m EPI-Info, With focus
on frequencIes and cross tabulattons
b) Basehne NIght Blmdness Prevalence survey of chIldren 6-59 months m February 1999 (please

see Annex 3),
c) Basehne Polio Vaccmation Status survey of chIldren 0-59 months In February 1999 (please

see Annex 7),
d) Basehne NutntIOn survey m February 1999 to assess the prevalence of chIldren 0-23 months

who are moderately or severely wasted (1 e who fall below -2 Z score from the medIan wetght
for age of the NFHSIWHO reference populatIon) (please see Basehne Nutntion Survey
report, submItted under separate cover)

Planned Uses ofFlndmgsfrom QualItatzve and Quantitative baselme assessments mclude

a) ReVIslDg the end-of-proJect targets and annual benchmarks for each of the mterventIon
specIfic coverage ObjectIves (sub-results) hsted m section C 1 dunng the DIP
process/workshop With project partners lD January 1999 (please see the DIP Workshop
Report m Annex 8),

b) Identifymg the knowledge-practtce gap for essentIal household behaVIors,
c) Destgmng appropnate audIence-specIfic behaVIor change commumcattons messages, matenals

and strategIes to overcome these knowledge-practIce gaps,
d) Destgmng tralmng cumcula and matenals,
e) Enhancmg the qUalIty oftraImng, superVISIOn, mformatIOn and serVIce

D 1 2 Adthnonal Baselme Assessments Planned

a) Health FacIhty Assessment

As part of the DIP preparatiOns the BRICS project had planned a Health Faclhty Survey (HFS)
Tills was also strongly recommended by USAIDIBHRlPVC In therr Techrucal ReVIew of the
BRICS proposal In June 1998 (please see Annex 9 ) As the proposed consultant was not aval1able
dunng the DIP preparatIon phase, the project has lDvtted Dr Stan Foster of Rolhns School of
Pubhc Health, Emory UmversIty, Atlanta, USA, to proVIde the techmcal aSSIstance for thIs HFS
Dr Heather Goldman of the USAID MISSIOn m New Delht/India also strongly supports Dr Stan
Foster's consultancy ThIs IS now planned for late Apnl and May 1999
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It IS enVIsaged that Dr Foster wIll assIst the BRICS project staff and partners to assist to test the
PVO CORE group's new module for NGO assessment of health facIlIties Through this proposed
health facIlIty survey, the current and future capacity of health facIlItIes to proVIde essential
servIces Will be detennmed A cold cham survey Will be mcorporated Into the HFS Based on the
survey, there may be need for some readjustment to the DIP as to what can be done at the facIlIty,
by outreach and what needs to be done at the commumty level This WIll be commumcated at the
end of the facIlIty survey (please see Dr Stan Foster's Scope ofWork 10 Annex 10)

b) Basehne Study ofthe qualIty ofhome and pnvate practitioner case management ofchildhood
illnesses

Both the KPC survey and PLA exercises revealed that the maJonty of mothers seek prIvate
practitIoners for curative care for theIr sick chIldren and publlc health staff for preventive health
servIces The project Will therefore put special focus on pnvate practItIOners This focus IS also
supported by USAID/ BHR/PVC's recommendatIOn m ItS Techmcal ReVIew of the BRICS
proposal to highlIght pnvate practitIOners (please see Annex 11) The BRIeS project will 10 FY
2000 recruit a local consultant to adapt the genenc BASIeS/KuIJI Holy Famdy Hospltal/Bthar
PVO II OperatIOns Research questIOnnaire/methodology to study the "QualIty of Home and
Pnvate PractitIOner Case Management of Childhood TIlnesses" (please see Annex 11) FolloWing
the baselIne study, the project plans several CQI exercises With pnvate practitIOners to Improve
the quality of theIr case management/servIce delIvery CQI mstruments Will be Jo1Otly developed
With them to measure and track Improvements

c) eOPE (ClIent-Onented ProVider-Efficient) exerCIse

ThIs IS a process and practical set of tools for quahty Improvement 10 famdy plannmg and other
reproductIve health serVIces developed by Avse InternatIOnal It IS a techmque chmcs and
hospitals can use to find out how to make theIr serVIces more effiCient and responsive to needs A
SImplIfied NGO-fhendly versIOn adapted from the USAIDlBangladesh-funded QualIty
Improvement Project (QIP) (of which World VIsion Bangladesh IS an Implement10g partner) Will
be used to supplement the HFS An Avse local consultant WIll be recruited for thIs exercise 10
FY2000

D 2 Summary Fmdmgs of BaselIne Assessments

D 2 1 Fmdmgs ofQualltatlve Baselme Assessments

PLA exercises were conducted 10 6 vdlages InterventIOn-specIfic Issues were discussed

FGDs were conducted 10 18 selected vIllages of Beruar Ben block of BallIa dlstnct by BRIeS
staff over a penod of three days The FGDs focused on the mfluence of ntual practIces on health,
belIefs, customs, traditions and superstItions regard10g nutntlOn and ImmumzatlOn, maternal and
chIld health, farmly planmng, sexual behaVIor, HIV/STDs, knowledge about appropnate age for
mamage, their understand10g and perception ofdIsease and local treatment patterns
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Key PLAfinthngs Include

1 Pneumorua case management

(a) 40% ofthe commuruty members are wIlhng to pay for antIbIOtIcs Most of the people spend
up to 10% oftheIr Income on medICIneS However the remaIrung were not WIlhng to pay for
medICIne as they were very poor

(b) Vocabulary related to pneumorua recogrutIOn, local behefs and practIces, care seekIng and
comphance WIth treatment In local vocabulary pneumoma IS called Haba Dhaba or lalmoma,
and some call It pneumorua as they have heard from doctors, If the chIld tends to cry a lot and
refuses to eat, It IS called paslz ehalna, chest In-draWIng IS sakkar sakkar, alasth IS phySIcal
restlessness, hafna IS fast breathIng, and dam mama IS dIfficult breathIng

(c) They believe that the dIfference In body temperature of lactatIng mothers who take baths In
the evenmgs, or eat cold food such as curd and nee, wIll gIve the chIld pneumorua A chIld IS
also belIeved to contract pneumorua from bemg exposed to cold or playIng In cold water
They also beheve It spreads from one chIld to another, and belIeve that It mostly affects
chIldren m the age group of0-5 years ofage

(d) For home treatment of pneumorua, there are several tradItIOnal remedIes caretakers heat
camphor and/or mustard 011 and feed them to the chIld, they may also massage the body of the
baby WIth heated mustard oIl and garlic (a local oIl, nuram, IS also used), a paste of
"AJuvame" (thymol) and mustard oIl, or a paste made of dned peas and oIl may be apphed to
the chIld's head, mothers may feed the baby heated cow's ghee (a SemI-flUId clanfied butter),
and lactatIng mothers are gIven AJuvaIne (thymol) to eat as a preventIve measure Mothers
also stop feedmg chIldren cold food They usually seek care from unqualIfied "doctors" or
tradItIonal practItIoners

(e) ChIldren are usually affected WIth pneumorua In the months of November-March (wInter
months) Mothers are ready to obtam medICIneS for theIr chIldren at any tIme of the day and
any day of the week when theIr chIld IS III

(f) Caretakers/mothers prOVIde Irutlal treatment for pneumorua at theIr homes If the chIld does
not Improve they go to tradItIOnal healers/reglstered medIcal practItIoner (RMP) If the
dIsease stIll persIsts they WIll seek out a PHC proVIder and other 'good' hospItals

2 DIarrhea case management

Awareness In the project area about dehydratIOn as a cause of death IS hrmted Some caretakers
gIve a rmxture of sugar, salt and lemon to theIr chIldren However, many do not have these In
theIr homes Cluldhood diarrhea IS also managed m the home by giVIng the chtld ground guava,
mmt leaves and heeng (asafetida) Fmanclal constramts, and poor local hOSpItal facilitIes and
eqUIpment prevent them :from obtaImng better health care

3 PreventIon ofMalnutntIon

Causes of malnutntIon, espeCIally among chIldren under 3 years, were IdentIfied by the
commuruty as the follOWIng 1) feedIng the chIld warm breast mIlk, 2) evIl eye, 3) vItamm A
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deficIency, 4) lack ofnutntlous food, 5) Inadequate productIon ofbreastnulk for chIld feedIng, 6)
feedIng the nulk ofa weak and dIseased mother, 7) hver enlargement Lack of unmumzatlons after
dehvery of the chIld, and poor care of the mother dunng pregnancy were IdentIfied as causes of
mainutntion •

The follOWIng weamng foods are gIven by mothers to chIldren accordIng to age group
• For chIldren 5-6 months ofage mothers gIve bISCUIts, cow's nulk, or nce water,
• For 6-7 months chIld, they gIve dal and nce, halwa (a sweet) made out ofwheat For chIldren

7-8 months they gIve dal, rotl and nce,
• For 8-12 months ofage, they gIve eggs and fish In addItIon to those food served at home

Causes of rught bhndness were IdentIfied by commuruty members as 1) VAD, 2) lack of
nutntIOus dIet due to finanCIal constraInts, 3) frequent pregnanCIes that make mothers weak, 4)
mothers eatIng mud and clay dunng pregnancy,S) lack of protem 10 daIly dIet such as fish, eggs
and meat etc 6) trnproper bowel movements (constIpatIOn)

4 ReproductIve Health care

The major causes ofmaternal deaths mentIoned by the commumty are
• cuttIng ofumbIhcal cord With unstenhzed mstruments (rusted blade, axe) leadIng to tetanus
• exceSSIve bleedmg dunng dehvery

• anenua
• obstructed labor
• poor ante-natal care and checkups,

In-addItIon the follOWIng reasons were gIven
• non-avallablhty ofvehIcles to hospItals
• placenta not completely removed and cleaned
• frequent abortIons
• rupture ofthe uterus
• loss ofamnIotIC flUId dunng dehvery
• fetal deaths

Mamage takes place at 10-15 years of age as It IS belIeved the grrl IS pure at thIs age (pre
menarche) ThIs "punty" IS conSIdered necessary, as dunng the marnage ceremony the gIrl has to
SIt on her father's lap She w1l1 not, however, go to her m-Iaws home untll she IS 17 -18 years of
age Once she has attamed adulthood, she cannot stay at her father's house any longer It IS
beheved that gIrlS who Walt longer to marry Will not be able to get a good husband

Regardmg belIefs about contraceptIves, many women belIeve oral pIlls cause exceSSIve bleedmg
They also mentIOned expenencmg bleedIng and back pam from IUDs Condoms are not preferred
as they are belIeved to reduce sexual pleasure PartICIpatIon of men In fanuly planmng IS low, as
they bebeve that surgIcal methods such as vasectomy reduce theIr sexual pleasure and theIr abIlIty
to work Though women prefer to space therr bIrths, therr husbands threaten to find other sexual
partners or to stop provIdmg for household expenses If theIr Wives use contraceptIves Male

21

-
•

•
I
I
I
I
I
I
I
I
I
I
I
I
I



I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

chtldren are much desired, which results In frequent pregnancies HaVIng several children IS also
deSIred as they can earn more mcome, many children are perceived to Increase one's phYSical
strength, and parents fear the children they have will die Usually mothers prefer to have a birth
spacmg of2-5 years

Key Fzndzngs from FGDs

Maternal Care and Family Planmng
Village-based transport systems presently eXist m some Villages, With the aid of tractors or Jeeps
owned by some of the Villagers If there IS no vehicle aVailable, 4-5 people Will carry the woman
on a cot Youth clubs are WIllmg to form VIllage-based referral management systems to strengthen
and expand the eXlstmg system They need accurate mformatlon on when mothers are expected to
deliver In order to make the necessary arrangements ofvehicles

Abortion IS sometimes used as a method of birth spacmg, as well as to temunate unwanted
pregnancies due to IlliCit relations Some daiS (TBAs) adVise mothers to space btrths up to 2 years
apart, and mothers With several children are adVised to go for tubectomy

Most of the daiS have limIted knowledge e g, they say that pills must be consumed as well as
Inserted inSide the body Contraceptive supply IS also poor VHGs are the commumty-based
dlstnbutors of pills and are selected by the Government However they are not bemg utilIZed
properly and effectively for dlstnbutlon

Most RMPs do not prOVide any family plannmg services They mstead refer eligible couples to the
PRC for stenhzatlon Some RMPs who stock condoms supply them to theIr chents

D 2 2 Fzndmgs ofQuantitative Baselme Assessments

D 2 2 1 Fmdmgs ofKPC Survey (please see full separate report )

Infants were evenly dlstnbuted by age The gender breakdown showed more boys (56 9%) than
girls (42 8%) Nearly 42% of mothers were young (15-24 years of age) Low educatIOnal status
ofmothers was eVident, With 73 2% illiteracy

Only 35 5% of mothers took their children With them to the fields when they worked The rest left
their chtldren With their husbands (143%), older children (24 7%) or relatives (37 1%)

Pneumoma Case Management
• 46% (136/298) of mothers reported that their under-2 chIld had a Instory of cough dIfficult

breathIng In two weeks pnor to the survey, wInch was conducted m November, the begInnIng
ofthe cold Winter season In the area

• 854% (117/136) of these children expenenced rapid or drfficult breathmg, consistent With the
diagnOSIs of pneumoma,

• 632% (189/299) of mothers were able to recognIZe 2 or more dangers signs/symptoms of
respiratory Illness/pneumoma that would prompt them to seek care,
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• 66% (76/115) of mothers reported seekIng treatment for theIr under-2 cluld With pneumorua
sIgnS/symptoms, these Included the 574% (66/115) of mothers who sought care from pnvate
practItIOners ThIs findIng IS consIstent With those from the qualItatIve PLA exercIses whtch
revealed that the ma]onty of mothers went to pnvate practItIOners for curatIve care for theIr
SIck chIldren and pubhc health stafffor preventIve health servIces

• The KPC survey Instrument was not able to capture what percentage of chtldren 0-23 months
receIVIng antIbIotIC treatment were treated accordmg to standard case management protocol, a
separate assessment Will be done later However, addItional studIes descnbed below show that
most treatments receIved do not meet establIshed standards

DIarrhea Case Management
• 48% (141/300) ofmothers reported that theIr under-2 cluldren had dIarrhea In the two weeks

pnor to the survey
• 176% (25/141) ofunder-2 chIldren who reportedly had With dIarrhea In the past 2 weeks

were treated With ORT
• 169 % (23/141) of under-2 chIldren With dIarrhea In the past 2 weeks were given same

amount or more flUIds other than breast-mIlk dunng therr dIarrheal epIsode,
• 204% (28/141) of under-2 chtldren With dIarrhea m the past 2 weeks were given the same

amount or more food dunng theIr dIarrheal epIsode,
• 676% (96/141) of under-2 chtldren With dIarrhea In the past 2 weeks were given same

amount or more breast-mIlk dunng therr dIarrheal epIsode,
• 204% (23/137) of chtldren under-2 cluldren With diarrhea In the past 2 weeks were given

same amount or more of solIds/serru-sohds In addItIon to breastfeedIng dunng theIr dIarrheal
epIsode, 52 6% stopped sohds/serru-sohds completely, and 22 6% of cluldren had reduced
solIds/semI-solIds,

• 24 1% (34/141) of under-2 chtldren With dIarrhea In the past 2 weeks were not gIven any
treatment for theIr dIarrhea, yet 54 6% (77/141) received antI-dIarrhea medicme Only 8 5%
(12/141) receIved ORS, although 723% (102/141) of mothers sought medIcal care for theIr
chIld's diarrhea These mothers Included 41 8% (59/141) who went to a pnvate clImc or
pnvate doctor-thIs correlates well With the hIgh percentage ofunder-2 chIldren who receIved
antI-dIarrheal medIcatIOn as mentIoned above Only 6 4% (9/141) of mothers sought the
PHC/SC A relatIvely hIgh percentage (186%) sought out relatIves for help With care for therr
chIldren With dIarrhea, another 15 6% sought RMPs for dIarrhea care for theIr chIldren

• SIgns and symptoms CIted by mothers that would tngger care-seekIng for theIr chIld's dIarrhea
Included VOmItIng (209%), fever (33 3%), dehydratIon (15 5%), dtarrhea of more than two
weeks of duratIOn (36 0%), and blood In the stool (6 7%),

• 370% (111/300) ofmothers With under-2 chIldren had no Idea what to do when theIr chIldren
are recovenng from dIarrhea, only 29% (87/300) Said that they would give smaller, more
frequent feedmgs A smaller 47% (14/300) Said they would gIve more food and 73%
(22/300) saId that they would give foods With hIgh calonc content

EssentIal Care of the Newborn
• 61 7%(182/295) of mothers IrutIated breastfeedmg for their last newborn 8 hours or more

after delIvery,
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• Although the KPC survey did not capture the percentage of post-partum mothers tramed m
the care of thetr newborn (preventIOn of hypotherrma, low birth weight management and
ImtlatlOn ofexclusIve breastfeedmg) the BRIeS project has learned that thIs IS not taught m a
systematic manner by any health proVider m the block

Immumzatlon
Chzldhood Immunzzatzons
• Only 53 5% (69/134) of chIldren 12-23 months had an EPI card, and mothers of another

343% (46/134) of these cluldren had lost theIr cluldren's EPI cards,
• 391% (27/69) of those 69 cluldren 12-23 months WIth cards have been fully Immurnzed

before their first birthday,
• However, only 20 9% (28/134) of all 134 chtldren 12-23 months had card-documented

coverage ofall the SIX EPI vaccmes before their first birthday,
• Only 27 6% (37/134) of chIldren 12-23 months received a card-documented measles vaccme

dose by their first bIrthday,
• 53 6% (37/69) of chIldren 12-23 months With cards had received a measles dose by their first

bIrthday,
• 659% (197/299) of mothers did not know at what age their chIldren should receIve measles

vaccme, only 47% (14/299) knew the correct age for measles ImmumzatIon
• DPTI coverage (91 3% [63/69] of cards) or (47% [71/134] of total) dropped by DPT3

(725% [50/69] of cards) or 373%[50/134] of total) The DPT dropout rate was lugh
(20 6%{91 3-72 5}/91 3)

• OPVl coverage (913% [63/69] ofcards) or (47% [71/134] of total) dropped by OPV3 (71%
[49/69] of cards) or (373% [50/134] of total) The OPV dropout rate was SImIlarly hIgh
(20 6%{91 3-72 5}/91 3),

TT vaccmatlons
• Only 35 8% (107/299) ofmothers knew that tetanus tOXOId (TT) vaccmes would protect both

mother and chtld agamst tetanus, another 11 4% (34/299) knew that TT would protect the
newborn agamst tetanus,

• 47 5% (142/299) ofmothers dId not know why pregnant women are vaccmated WIth TT,
• 79 3% ofmothers knew that 2 or more TT doses are needed by a pregnant woman to protect

her newborn Infant from tetanus,
• Only 56% ofmothers had two card-documented doses ofTT before the birth of her youngest

cluld less than 24 months,

Prevention ofMalnutntlOn and Vltannn A DefiCiency
Breastfeedmg and NutntJon
• Only 25 8% (77/299) ofmothers reported giVing colostrum to theIr newborn,
• 32 5% (96/295) ofmothers breastfed theIr last newborn Wltlun 8 hours of dehvery,
• 38% ofmothers started breastfeedmg m the first 24 hours ofbIrth, 62% did not,
• 766% (49/64) ofmfants 0-4 months were exclUSIvely breastfed m the last 24 hours,
• 25 8% (17/66) of Infants 5-9 months were gIven sohd or senusohd foods,
• 74% (217/295) ofmothers reported haVing started complementary foods after SIX months,

24



• High contmuatlon of breastfeedmg was reflected m the 903% (28/31) of cluldren 12-23
months who were stIll bemg breastfed,

• 86% (258/300) did not know what to do dunng a baby's first four months to keep on
breastfeedmg,

• Only 366% (108/295) of mothers had added 011 or fat to therr cluld's diet m the last 2 days,
• Only 398% (119/299) of mothers had added IOdIZed salt to their chIld's diet m the last 2

days,
• Only 143% (43/300) of mothers knew of the Importance ofaddmg Vltamm A-nch foods to

breasttnllk for their weamng clnldren,
• Only 11% (33/300) of mothers knew of the Importance of addmg rron-nch foods to

breasttnllk for their weanmg cluldren

Vitanun A DeficIency
• Only 5 8% (10/171) of clnldren 9-23 months received Vltatnln A supplements Wltlnn the past 6

months, after tins, the first Vltamm A round organtzed With the Pobo Plus Day m February
1999 mcreased the vitatnln A coverage of chtldren 6-59 months to 63 5% (please see Annex
2),

• None of the mothers With under-2 clnldren received any card-documented high dose Vltatnln
A supplement Wltlnn 4 weeks ofdelIvery,

• 82 7% of mothers dId not know any food which prevents mght blIndness,
• Reported foods that prevent rught blmdness mclude green leafy vegetables (13 7% of

mothers), yellow fiultS (67%), meat/fish (7 3%), egg yolk (27%), breast tn1lk (4%)

Reproductive Health
• None of the village clusters had functlOrung Village-based emergency transport schemes for

obstetnc emergencies,
• 31 8% (95/300) of mothers With under-2 chIldren reported at least one uruntended pregnancy

In the last 12 months,
• 8 1% (24/282) ofwomen who deSire no chIldren m the next 2 years or are not sure, are usmg

modem contraceptives,
• Only 8 8 % (26/295) of mothers who delIvered theIr youngest chtld In the last one year

received at least 90 Iron/folate tablet supplements dunng their last pregnancy,
• Sources ofIron/folate tablets mcluded the PHC (8 5%), ANM (11 %), and SCs ( 3 5%),
• Only 7% (21/300) of mothers had at least one card-documented antenatal VISit before the

dehvery oftheIr youngest chIld less than 24 months,
• Only 1 7% (5/300) of mothers had at least three card-documented antenatal VlSltS before the

delIvery oftheIr youngest chIld less than 24 months,
• Only 17% (51/300) of delIvenes m the last 12 months had been attended by a tramed health

proVider or PHC/SC/ANM staff
• 333% (100/300) ofmothers dId not know of any food to prevent anetnla m pregnancy, those

who knew cited eggs (293%), and green leafy vegetables (26 7%)
• Only 47%(14/300) ofmothers knew that a woman should gam at least 8-12 kIlograms dunng

pregnancy
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SanItatIon and water
• 833% ofmothers and theIr famIlIes do not have access to a latnne,
• 71% of mothers do not punfy their water

DISCUSSIOn
The maJonty of mothers sought pnvate practitioners for curatIve care for their sick cluldren and
pubhc health stafffor preventive health sefVlces

The first dose ofVItam1O A (at mne months) IS tied With the measles vacc10e dose, however, With
the current low measles coverage, It WIll be dIfficult to 10crease coverage for chIldren at nme
months of age With the first VItamIn A dose TyIng VItamIn A dlstnbutlon to chtldren With the
NIDs (NatIonal ImmumzatIOn Days) IS not sustamable as the NIDs Will be phased out after the
year 2000 Some other mechamsm for dehvenng VItamm A to chIldren should be explored

ConclUSIons and RecommendatIOns from the KPC Survey find10gs
a) RecruIt a local consultant m FY 2000 to assIst m adaptmg the BASICSlKuIJI Holy FamIly

HOspital/Bthar PVO II Operations Research questlonnarre/methodology to study the "QualIty
ofRome and Pnvate Practitioner Case Management ofChddhood Illnesses" (see Annex 11 )

b) Plan several CQI exercises With pnvate practitIoners to Improve the qualIty of theIr case
management/serVIce delIvery related to chIldhood Illnesses,

c) Explore With the MOHFW and the UP State health authontIes pIlot-test1Og a VItamm A
supplementatIon program for post-partum women WithIn 4 weeks of delIvery,

d) Increase measles coverage at mne months, and thereby mcrease VItamm A coverage,
meanwhtle contmue to tIe 10 VItarmn A dIstnbutlon With the NIDs,

e) As measles Immumzation IS pOSSIbly the s10gle most effectIve mterventIon 10 thIs population,
10clude measles coverage by 122 months and 12-23 months In future unmuIDzatIon KPC
results

f) Include a questIOn on maternal mght bhndness (currentldunng last pregnancy) In the next
KPC survey questIOnnatre

D 2 22 Key Fmdmgs of Baselme NIght Blmdness Prevalence Survey of chIldren 6-59
months (see Annex 2 )

Of 11,627 chtldren 9-35 years who were ehglble for VItamm A supplementatIon dunng the
planned PolIo Pulse Day on February 21, 1999, 7,386 chtldren (63 5 %) attended and receIved
VItannn A Of these 7,386 children, 220 (297%) were mght blmd The baselme mght blmdness
prevalence was 2 97percent

D 2 2 3 Key Fmdmgs ofBaselzne Polzo Vaccmatlon Status Survey ofchIldren 0-59 months In

February 1999 (see Annex 7)

Of 15,439 elIgtble chIldren 0-59 months (December 1998 total populatIOn survey/BRICS/PHC)
• 15,418 chIldren received the first OPV dose (9986 percent coverage) on December 12, 1998,
• 14,957 chIldren receIved the second OPV dose (96 8 percent coverage) on January 17, 1999,
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The Polto Pulse campaIgn (tlurd dose) on February 21, 1999 was called off because ofpoho
vaCCIne shortage

D 2 2" Key Findings ofBaseline Nutrition Survey of 326 chtldren 0-23 months, from 30
VIllages ofBeruar Ben block conducted In February 1999 WIth local consultancy group,
VRIDDHI (see full report submttted separately),

• Twenty eIght percent of cluldren 0-23 months were moderately under weIght (1 e who fall
below -2 Z score from the medIan weIght-for-age of the NCHS/WHO reference populatIOn),

• FIfteen percent of chtldren 0-23 months were severely underweIght (1 e who fall below -3 Z
score from the median weIght-for-age of the NCHS/WHO reference populatIon),

• In total, 43% ofthe chtldren 0-23 months were severely or moderately underweIght (1 e who
fall below -2 Z score from the median weIght for age of the NCHSIWHO reference
populatIOn),

Other key findmgs ofthe nutrition survey were

• Prevalence of wastIng among the target group IS 165%, stuntIng 365% and underweIght
cluldren IS 42 9% All three IndICeS IndIcate a lugh to very lugh prevalence of malnutntIOn In
the area

• It should be noted that the survey was conducted In late WInter, wluch IS a relatIvely low nsk
season In terms of occurrence of dIseases ltke dIarrhea, dysentery, etc The situation IS hkely
to worsen In lugh nsk seasons, 1 e late summer and dunng the monsoons, when the
occurrence ofdIarrheal and vector-borne diseases IS greater

• The survey projects approXImately 1,658 cluldren 0-23 months would be severely wasted and
need ImmedIate correctIve measures to restore normal levels of nounshment

• There IS a probabIlIty of4,321 underweIght cluldren, 65% ofthem severely underweIght
• ApproXImately 4,200 cluldren would be moderately underweight and wasted, and reqUire

unmedlate preventIve InterventIon, as they are at a greater nsk of shppIng Into the severely
wasted and underweIght category

• The survey projects an trnrnedlate target group ofalmost 6000 cluldren who are malnounshed,
and reqUire preventive and/or correctIve care Tlus IS approXImately 60% of the total number
ofchtldren 0-23 months

• Caste groups where prevalence of mainutntlon has been found to be lugh are HanJIans,
Mallahs, RaJbhars and Chauhans

• Malnutntlon IS prevalent In a cross-sectIOn of the populatIOn, IrreSpectIve of the econOmIC
status or SiblIng pOSItIOn ofthe cluldren

• VIllages wluch have a relatIvely better NutntIOnal Status are Deluah, DurgIpur, and Sultanpur

27

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I



I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

E PROGRAM DESIGN

E 1 Overall Program DesIgn

The BRICS project IS desIgned WIth the folloWIng three-pronged VISIOn In mmd

E 11 The BRICS Project as a CapaCIty BUIlderfor ChIld SUrvIVal and ReproductIve Health
ServIces

ThIs IS eVIdent from the BRICS' strategIc objectIve (as mentlOned In sectIon C) whIch IS to aSsIst
the Ballla DIstnct CMO and private sector and communzty partners to accomplzsh, sustam,
document and replzcate best practIces to reduce ferllilty and mfant, chIld and maternal
mortality through an mnovanve child survival and reproductIve health Improvement project m
one block (namely, Beruar Ben Block) of the remote BaU,a DIStrIct m eastern UP state over a
four year perIOd

The BRICS staff WIll pnmanly be faCIlItators and WIll proVIde or arrange for technIcal aSSIstance
for ItS partners m the pnmary Impact area (Beruar Ben Block) They WIll work WIth and through
the staff of the CMO, PHC and SC The BRIeS staff WIll not be proVIdmg eSIRH serVIces,
except for specIal events such as PolIo Pulse Days, NatIOnal ImmuruzatIOn Days and dunng
VItamIn A dlstnbutIOn rounds, where they will aSSIst their publIc and pnvate sector and
commuruty partners The specIfic collaboratIOn WIth health faclhtles and servtce prOVIders IS
descnbed under the Detaded Plans by InterventIOn (sectIOn M)

The project's strong capacIty-buddmg component IS reflected m sectIon F (partnership)

E 1.2 The BRICS Project as Demonstration SIte for Lmkmg QualIty Improvement, Impact
Monltonng, Equzty and Sustaznahzlzty

The BRICS proJect's focus on the pnmary Impact area (Beruar Ben Block) IS to aSSIst It to
become a demonstration sIte/ "center of excellence" where mnovative strategtes and results
related to qUalIty, Impact, eqUIty and sustamabIltty are carefully documented and dIssemmated It
WIll also serve as a traImng and dIssemmatlOn SIte for "Lessons Learned/Best PractIces" for the
entIre Balha dIstnct and WV India's ADPs In UP state

Some ofthe proposed mnovatIOns are summarIZed m sectIon E 5

The BRIeS proJect's strong qualzty Improvement and Impact mOnItormg components are
descnbed more fully In sectIOn J (Momtonng and EvaluatIOn) The BRIeS proJect's push for
eqUIty IS reflected In the strong eSIRH coverage ObjectIves lIsted under the sub-results In secoon
e The emphaSIS on sustamabllity IS eVIdent from the begmmng at the DIP Workshop (Annex 8),
and the Sustamablhty ActIOn Plan (SAP) that emerged from that workshop (SectIOn H and Annex
16)
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E 1 3 The BRICS Project as a Ch,ld Survwal/Reproduchve Health Mulhpllerfor Scale-Up

As dIscussed In sectIOn C, the project plans to go to scale by replIcatIng best practIces In cluld
surnval and reproductIve health In (a) the entIre Balha DIstnct (of 17 blocks WIth 2,583,517
people), and (b) In three other WV IndIa ADPs In UP state unpactmg 221,418 people

The scale-up plan IS summanzed In Annex 12 and m the map WIth concentnc crrcles (Annex 3)
ThIs scale-up plan WIll be coordInated WIth the Balha CMO Office and the WV IndIa North Zone
Office m DelhI, and WIll be reVIewed and reVIsed accordmgly by the Mid-Term EvaluatIon (MTE)
team at the end oftwo years of project ImplementatIOn

In addItIon, the BRICS project WIll pIlot-test WIth the MOHFW, WHO and UNICEF the
follOWIng two prototype modules
(1) Commumty-based SurveIllance of

a) chIldhood dIseases (polIo, measles and neonatal tetanus), and
b) mfant, chIld and maternal mortalIty,

(11) "Integrated Approach m Management of Cough or DIfficult BreathIng, DIarrhea or Under
nutntlOn m Young ChIldren" module WIth WHO/SEARO for baSIC health workers
(PHC/SC staff, AWWs, VHGs)

WV IndIa enVISIons that these two prototype modules WIll also be adapted and utIhzed m 100
dIstncts where WV IndIa's 100 ADPs are located across almost all the states of IndIa As each
ADP covers one block WIth an average of 100,000 people, a potential populatIon of 10 mIlhon
people and 245 local NGOs and commumty-based organIZatIOns may eventually be Impacted
through thIs proposed replIcatIon

E 1 4 Three-pronged Vis,on w,ll be attamed through the accompllshment ofthe F,ve
Intermetbate Results (IRs)

IntermedIate Result #1 Increased use of high-Impact child surVlval and reproductive health
services by the target populatIOn

IntermedIate Result #2 Strengthened local msntutlDns through partnerships, coahtlDns and
strategic aillances, leadmg to rephcatlDn of best practices m child survival and reproductive
health across the entire Balha district and m three other WV ADPs m UP state

IntermedIate Result #3 Enhanced capablhtles ofIndlVlduals, famlhes and commumtles to
protect andproVlde for their own health

IntermedIate Result #4 Improved quahty oftrammg, supervlSlon, mformatlDn and service,
leadmg to greater customer satisfactIOn

IntermedIate Result # 5 Enhanced sustamabliity ofchild survival and reproducnve health
services and support systems
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E 1 5 Process by which elzglble women, children, and newborns will enter andparllclpaJe In

the program

The BRICS project wIll facilItate commumty empowennent by mtroducmg Village-owned health
registers which Will enroll ehgIble women, children, and newborns to partIcIpate m the program
Together With PHC/SC staff, BRICS staff Will facIlItate and tram the mahzla mandals and VHGs
to adapt and adopt two InnOvatIve VIllage-owned registers from the USAIDIBHRJPVC-funded
Kean Svay Child SUrVIval Project ofWV CambodIa They have been very useful In the commumty
and very effective m Increasmg CS/RH coverage of elIgibles Dr Stan Foster ofEmory Umversity
has declared the VIllage EPI regIster as the "World's Best Buy" for ImmUnIZatIOn recordmg
systems

The two VIllage-owned registers are the
1) Commumty EPI (ImrnumzatIOn) Register,
11) Commumty Pregnancy RegIster

Locally available register books Will be used (See commumty surveillance forms m Annex 13 for
these two registers)

The Community EPI Regzster
This IS sImllar to the PHC/MOH EPI register, With the major (and cruCIal) dIfference bemg that
children are entered by month/year bIrth, regardless of age at the time of first presentmg for
ImmUnIZatIons Hence there IS one page jor each month of birth ThIs way, VHGslmahila
mandals know that all chIldren on a gIven page are due for their ImmumzatIOns at the next
seSSIOn, and that all empty spaces for children precedmg that are children who are late They
know that all chIldren m pages for the precedmg 9 months should have had theIr measles
ImmUnIZatIon In addItIon, newly born chIldren Will be lIsted by the VHG each month even If they
do not present for ImmUnIZatIOn, and Will be tracked down Ifthey don't come

In contrast, the usual MOHIPHC/SC routme IS to lIst the chIldren sequentIally as they present for
ImmUmzatIOns In order to know how many defaulters there are, staff must look at each entry,
calculate the age, and then determme whether or not they are behInd

Community Pregnancy Regzster
The PHC/SCs have a TT register that lIsts all women (pregnant or not) receIVIng TT The BRICS
project WIll keep this, but WIll add a pregnancy regIster m order to pIck up neonatal and maternal
deaths, and to make sure all sUrvIvmg children have been lIsted m the Commumty BPI Register In
tlus way, VHGs/mahzla mandals can easIly IdentIfy mdlVIduals m need ofkey preventIve servIces
By hnkmg pregnancy registers With Infants EPI registers, maternal and neonatal deaths can be
Identified

From WV CambodIa's expenence, these two commumty-owned registers prOVIde an effectIve and
low-cost maternal and child health morutonng system that can be mamtamed and used by the
villagers themselves to set their own pnontIes for health care These tools have been deSigned
USIng matenals that are aval1able locally and at low cost, can be maIntamed by users With an
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elementary readmg level, are m a format compatIble With government morutonng systems, and
collect only that mformatlOn that IS actually useful for those collectmg It

The development of the two registers Will mclude penodic reView and evaluatlOn The MTE wIll
also mclude a reView ofthe VIllage morutonng system Fmdmgs from sample surveys (such as the
KPC survey) wIll be compared With village registers, and the BRlCS staff and theIr PHC/SC and
NGO partners Will conduct focus group diSCUSSions With VHGs and mahlla mandals regardmg
their understandmg and use of the mformatlOn

ReViews ofWV Cambodia's Kean Svay CSP reveal that usmg these tools, commuruty volunteers
are able to mamtam the morutonng system With rntnlmal aSSistance, and are able to use the
mformatlOn for settmg health pnontles Commurutles have ongomg access to Information such as
current census, names of mdlVlduals m need key serVIces, number of maternal and mfant deaths,
and mIgration patterns The commurutles usmg thIs system have made Impressive gams m major
health mdlcators The BRICS project hopes to rephcate thIs success and commuruty
empowerment m Balha and beyond m IndIa

E 2 Process to Involve Partners and In-country OrgamzatJons ID Program DesIgn

From the begmrung, WV India and the Balha ADP staff consulted With the local USAID MISSIon
m New DelhI, the MOHFW m DelhI and the UP State health authontles, the Balha CMO, the
PRC/SC staff, local NGOs, ICDS officers, pnvate sector health proViders, and commuruty leaders
and orgaruzatlOns m Bernar Ben Block before determIrung the project Site, mterventions,
obJectlves and strategies

Most basehnes assessments were Jomtly conducted With local partners Fmdmgs from baselIne
quantItatIve and qualItatIve assessments (please see sectIon D) were shared With a broader
constItuency oflocal partners dunng the DIP Workshop m January 1999, and were used to reVise
project obJectIves, and annual benchmarks and targets

The project has also mcorporated the recommendatlOns from USAIDIBHR/PVC's Techrucal
ReView of the proposal (See Annex 9) In-country techrucal agencies such as WHO, UNICEF,
PRIME/INTRAH, VRIDDID, SIFPSA, and other PVOs workmg m the area (CARE, Plan, SCF,
and CRS) were also consulted The WV IndIa North Zonal Office had major mputs to the deSIgn,
as did the Balha ADP staff A hst ofm-country adVisors IS given m Annex 14 )

Process/RatiOnale for Selecting Country and Pro/ect Site
WVUS and the WV APRO approached WV IndIa to conSider a USAID-funded CS/RH project
because India's 5-UMR IS above 100/1,000 LB, and WV India has proven capability m managmg
a large and InnovatIve USAID-funded project (please see sectIon E 4 5) MeanwhIle, WV India
seruor management has been lobbymg WVUS for the past year for add-on CS/RH grant fundmg
for one ofItS remote and under-served ADPs m the north zone

Balha dlstnct was selected because (a) the central MOHFW, the UP State health authontIes,
WHO, UNICEF, UNDP and PopulatlOn CouncIl have all encouraged WV to choose a remote
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dlstnct III the northern UP state that IS needy III terms of poverty, health servIce mfrastructure
and coverage, (b) the Balba ADP team are keen to demonstrate Impact on mortalIty and fertility
from an add-on CSIRH component to Its newly-estabbshed ADP, which commenced m Bernar
Ben Block m October 1996, (c) the BaHIa CMO has strongly welcomed WV IndIa's partnership
III launching an Innovattve program to Illcrease health coverage and qUalIty, and to demonstrate
and document Impact, (d) the potentIal strength and quahty of 3 local NGOs which have
requested WV's help m mentonng and bUlldmg theIr mstitutIOnal, techmcal and finanCIal capacIty,
(e) the USAID/New DelhI mtSsion has encouraged PVOs to consIder theIr hIghest pnonty state
thIs IS UP state, IndIa's largest state With 150 nulhon people, and also one of the North IndIan
"BIMARU' states whtch rank low among IndIan states on most chtld SUrvIVal mdIcators and have
high fertIhty rates, and (g) the opportumtIes for WV IndIa to build synergistIc hnkages WIth the
large USAID-funded health and famdy planmng servIces project With SIFPSA m UP state, and to
complement USAID-funded lfiltIatlves With WHO, UNICEF and Rotary InternatIonal to eradicate
poho Annex 14 prOVIdes a hst of persons from orgaruzatIons consulted m-country, they have
agreed to serve as project adVIsors WithIn theIr areas ofexpertIse

Program DeSIgn Process also Incorporated USAID/lndza MIssIOn's StrategIc Ob,ectIves
The proposed project's strategIc obJectIves, Impact mdicators, mtermedlate results and sub-results
contnbute to the MIssion's ChIld SUrvIval StrategIc ObjectIve #3 (Increased ChIld SurvIval and
NutntIOn m Selected Areas ofIndza) and Population and ReproductIve Health Strategic Objective
#2 (Reduced Fertllzty and Improved Reproductive Health m North IndIa) by focusmg on nnpact
and results The project SIte fits USAID's hIghest pnonty for UP state and affimty for under
served populations The MIssion's preference for mnovative strategzes IS reflected m the project's
plan to pilot-test (a) the use of contraceptives for chdd spaCIng, (b) commuruty-based dIsease and
death surveillance to complement the current InstttutIOnal surveillance of AFP, (c) essential care
for the newborn to reduce neonatal mortahty, (d) centers of excellence m qUalIty case
management ofALRIs and diarrheas, (e) essenttal care ofthe Sick child by traIrung AMNs, VHGs,
TBAs and AWWs In !MCI, (f) team approaches and CQI tools to unprove program quahty In
terms of access, chOIce, counsebng and cbent-proVIder Illteractlons, and (g) VItamtn A
supplementatIOn ofpostpartum women

The project's plan to replIcate and scale up best practices m CS/RH among 10 mtlhon people In
100 WV IndIa ADPs eventually (as eVIdenced In IntermedIate Result #2 III sectIOn E 52 and the
'npple effect' dIagram mcluded III maps In Annex 1) underscores USAID's deSIre to sustaIn and
promote multiplIcatIOn of efforts The nussIOn's emphasIS on sustalnability IS mIrrored m the
project's IntermedIate Results #2 and #5 wInch focus on strengthemng local partners and
promoting voluntansm among commumtIes The proJect's co-locatIOn m the same state and
dIstnct and Issue-based partnerslups/hnkages With other large USAID-funded projects (SIFPSA,
poho eradIcatIOn, ICDS) Will facIlItate synergIstIc Impact In reducmg fertIlIty and mfant, chtld and
maternal mortalIty The proJect's plan to have a strong health management mfonnatIOn system,
which IS focused on quahty and Impact, Will meet the MISSIOn's reqUirement for a strong
performance momtonng and evaluatIOn system
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Program DesIgn Process also Incorporated CS/RH pobcles ofthe Government oflndla
To ensure consIstency With the GOl's CS polIcIes, WV IndIa sought the actIve partIcIpatIOn of the
MOHFW, the UP State Health authontles 10 Lucknow, the Ballia DIstnct CMO, and the BDO
and PHC doctors, LHVs and AMNs 10 Bernar Ben DIstnct m the project deSIgn stage The
project's strategtc ObjectIves and mtermedlate results are consIstent With GOl's recently launched
(1997) ReproductIve and Chtld Health (RCH) Program The RCH program, With the 4
components of chtld SUfVlVal, safe motherhood, farntly plann10g and women's reproductIve
health, IS the centerpIece of ItS Farntly Welfare Program (FWP) m the Ninth Plan, 1Ovolv1Og a
comprehensIve reonentatIOn of the Program Over the past 30 years, Indta's FWP's s10gle
objecttve had been to reduce fertIlIty through a strategy based on contraceptIve targets and cash
mcentlves However these latter strategtes resulted 10 10flated performance stattstlcs and neglect
of qUalIty of servtces Inherent 10 the new RCH program IS a paradIgm shtft from the preVIOUS
top-down, target-dnven, vertlcally-onented and quantItatIve approach to a decentralIzed,
partICIpatory, chent-centered, 10tegrated and qualIty-focused program

Thts proposal's IntermedIate Results #1, #2, #3 and #4, are 10 lme With the folloWing changes 10

program management that have resulted from the polIcy re-onentatIOn under the new RCH
program, namely (a) ImplementatIOn of decentralIzed dlstnct planmng to replace natIOnal and
state targets, (b) ImproVIng qualIty and accessIbIlIty of sefVlces, (c) 1Ocreas1Og utIlIzatIOn of
serVIces through 10creased commuruty partICIpatIOn through the Panchayat (Village leadershIp)
system

The project also plans to assIst the BallIa CMO to buIld the Ballta Health Management Team
capaCIty m (a) decentralIzed partICIpatory planmng, and (b) the use of baselme PLA
methodologtes and KPC surveys for customer appraIsal of CS/RH serVIces

E 3 ChOice of InterventIOns and Strategies

The project conSIdered the follow1Og factors m the chOIce of1Oterventions and strategtes
(a) mortalIty and fertIhty patterns (please see sectIOn B 3),
(b) potentIal and constra1Ots ofthe current health facIhties (please see sectIon B 4),
(c) commuruty preferences (please see sectIon D 2 on find10gs ofbasehne qualItatIve

assessments),
(d) current potentIal and expertIse ofstaff and local partners

The BRICS Project has ready-made grassroots and 1OstitutIOnal relatIOnshtps to facIlItate a
runrung start for tlus proposed add-on cluld sUfVlval/reproductive health project at the SIte of the
current Balha ADP

Already 10 place are the ADP Manager, one Commuruty Development Coordmator, SIX
Commuruty Development Orgaruzers (CnOs), two Lady Commuruty Orgaruzers (LCOs), and a
tramed accountant, all supported by pnvate ADP funds A WV North IndIa Zonal Office
accountant, tramed 10 USAID grant account1Og staff by WVUS finance staff, Will proVide
competent backstopp1Og for the finanCIal management of the project The finanCIal software SUN
system IS 10stalled 10 the Zonal Office, as well as 10 all 13 ADP offices, 10cludmg the Balha ADP
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(please see Annex 15 for CVs and resumes of BRICS core team, and Annex 4, a descnptIve
summary oflocal NGOs )

BRICS has developed a comprehensIve plan to upgrade the slalls of Its staff (Section I 4 ) It WIll
also draw on the nch expenences of Its prevIOUS USAIDIBHR/PVC-funded Navapur Integrated
Chtld SUrvIval Project In Maharashtra whIch has now transltIOned Into a I5-year ADP

Rationale for chOIce ormterventlOns and strategy
Child SUn'lval mten'entlons As neonatal mortalIty now accounts for 60% of the IMR, the
project WIll address the emergtng need for essentlal newborn care to reduce the number of
neonatal deaths Because ALRI and dIarrhea are pnnclpally IdentIfied causes of under-5 chIld
mortalIty, the project wIll aSSIst m buddmg capaCIty m qualIty case management of ALR!
(pneumonIa) and man-kea among publIc and pnvate sector health prOVIders m a dIstnct where
only 10% of PHC staff have been tramed m standard case management of pneumoma The
proJect's ImmUnIZatiOn component WIll aSSIst In mcreasmg the extremely low full ImmumzatIOn
coverage of mfants and TT2 coverage of pregnant women m order to reduce neonatal tetanus
mortalIty, to eradicate polIo and ehmmate measles The vltamzn A znterventlon aImS to Improve
the Vltamm A status of Vltamm A-defiCIent chtldren 9-35 months and post-partum women, and
thereby reduce chdd mortality by an average of 23%, decrease the duration and seventy of
chtldhood dlnesses such as dIarrheas and ALRI, prevent xerophthaInuc leSIOns, reduce the
prevalence of anenua when It co-eXIsts With VAD, and mcrease serum and breastnulk retmol
levels when Vltamm A supplements are gIVen to breastfeedmg women shortly after dehvery Other
recent studIes suggest a strong associatIon between the Vltamm A status ofIDV-mfected women
and reduced transnussIOn of mv from mother to Infant The nutntlon education component
seeks to correct adverse breastfeedmg and mfant feedmg practIces m Beruar Ben block

ReproductIve Health Interventions The establIshment of VIllage-based transport for obstetrzc
emergencIes to the Dlstnct HOSpItal WIll aSSIst m reducmg the pnnclpal cause of maternal
mortality, namely post-partum hemorrhage The bIrth spacmg component promotes the Important
lInkages between chIld spacmg and chIld SUrVIVal the 1992-93 NHFS found that chIld spacmg
patterns have a powerful effect on the SUrVIval chances of the Indian chtld m UP state Infant and
chIld mortalIty mcrease sharply as bIrth mtervals decrease Infant mortahty IS 3 tImes hIgher m
chIldren With a precedmg bIrth mterval of less than 24 months (IMR of 130/1,000 LB ) compared
to chtldren WIth bIrth mtervals more than 24 months (IMR. of 42/1000 LB) UNICEF/1995 data
reveal that only 28 9% of bIrth mtervals exceeded 24 months m UP state The famtly
planrung/spacmg component WIll also Impact maternal mortalIty reductIon by preventmg abortIOns
(another major cause of maternal mortalIty), especially m Balha dlstnct, where the use of
contraceptives for birth spacmg IS stIll an alIen concept The prenatal component alms to reduce
the hIgh prevalence of pregnancy aneffila and mtrautenne growth retardation m Bernar Ben block,
where the prevalence of low birth weight «2,500 gm at bIrth) m newborns IS 34% The project
plans to mstltutIOnahze well-managed dehvenes by TBAs and ANMs who are also tramed and
eqUIpped to give newborn care, In Beruar Ben Block, more than 95% of the 173 TBAs are not
currently tramed m clean delIvery techmques The proJect's plan to mcrease maternal education
through non-formal lIteracy programs IS cntlcal m a country hke India where, for example, the
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Infant mortality rate of babies whose mothers received pnmary educatIOn IS half that of cluldren
whose mothers are Ilhterate (UNICEF/1996)

E 4 Interventions RemovedlDeferred

The BRICS project has decIded to
a) Remove the malana component, upon the recommendatIOn ofUSAIDIBHR/PVC TechnIcal

ReView ofthe Proposal (Annex 9),
b) Delay the introduction of the fMCf component untd the MTE (September 2000), upon the

recommendation of USAIDIBHRlPVC TechnIcal ReView of the Proposal (Annex 9) It will
mstead focus first on trammg PHC staff and basIc health workers m usmg the Integrated
Approach m Management of Cough or Difficult Breathmg, DIarrhea or Under-nutrItIon m
Young ChIldren module from WHO/SEARO for basic health workers (SC staff: AWWs, and
VHGs

c) Delay the mtroductlon ofpost-partum Vltanun A supplementation untIl additIOnal Vltanun A
capsules are avadable from another donor source (Wee CIDA), as the CMO does not have any
Vltanun A supphes for tlus program,

d) Postpone the pzlot project on vztanun A supplementation of pregnant women untd the
Lucknow-based State Health authontles have cleared It WIth the central MOHFW Meanwlule
the project WIll collect basehne data on the prevalence of rught bhndness m pregnant women
and women In general

E.5 InnovatIOns, New Methods, Strategies or Materials

These mclude
1) The Commumty-Owned EPI and Pregnancy regzsters (descnbed above In sectIOn E 2) wluch

can help facdltate commuruty empowerment
2) Jomt development WIth WHO/SEARO and CMO of a trammg module on Integrated

Approach m Management of Cough or Difficult Breathmg, DIarrhea or UndernutrItIOn m
Young ChIldren module for baSIC health workers (pHC/SC staff: AWWs, and VHGs),

3) Pilot-test WIth the MOHFW, WHO and UNICEF a prototype module on commumty-based
surveillance of (a) cluldhood diseases (poho, measles and neonatal tetanus), and (b) mfant,
cluld and maternal mortahty (WV India enViSions that these two prototype modules WIll also
be adapted and utlhzed In 100 dlstncts where WV India's 100 ADPs are located across
almost all the states of India As each ADP covers one block WIth an average of 100,000
people, a potential populatIOn of 10 rmlllOn people and 245 local NGOs and commuruty-based
orgarnzatlOns may eventually be lffipacted through thIs proposed rephcatlOn )

4) IntroductIOn of postpartum Vltarmn A program WV WIll approach CIDA to proVide the
capsules As most dehvenes occur at home, TBAs, VHGs, and MahUa Mandals WIll be tramed
by PHC/SC staff to dlstnbute and document the Vltarmn to Post-partum women Wltlun one
month ofdehvery,

5) Pl1ot-test the PVO Core Group's new module for NGO assessment of health facl1ltles WIth Dr
Stan Foster In Apnl/May 1999,
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6) Use COPE exercises to Improve the quahty of reproductive health sefVlces A slmphfied
NGO-fuendly version adapted from the USAIDlBangIadesh-funded Quahty Improvement
Project (QIP) (ofwmch World VISIon Bangladesh IS an Implementmg partner) wtIl be used to
supplement the HFS An AVSC local consultant wdl be recrUited for this exerCIse m FY 2000

7) Use of "positiVe deViance" to Identify sustamable local practIces which lead to healthy child
nutntlonal status The BRICS project Will draw from SCF/USA's expenence m Vietnam to
desIgn Village-based nutntlOn mterventlOns

Operations Research The BRICS project Will, m FY 2000, recrUit a local consultant to adapt the
genenc BASICSlKulJ1 Holy Farntly HOspitaIJBlhar PVO IT OperatIons Research questlonnarreJ
methodology to study the "Quahty of Home and Pnvate PractitIoner Case Management of
Cmldhood Illnesses" (see Annex 11 ) FolloWing the basehne study, the project plans several CQI
exerCises With pnvate practitIoners to Improve the quahty of therr case management/serVIce
dehvery CQI mstruments Will be Jomtly developed With them to measure and track such
Improvements

F. PARTNERSHIP

F.l Partnership with Public Sector

F 1 1 Cu"ent CapacIty/Resources ofthe Publzc Sector Health ServIce PrOVIders

The vanous categones of pubhc sector health servIce proVIders m both the dIrect tmpact area
(Beruar Ben Block) and the mdlrect Impact area (the rest of the 16 blocks ofBalha Dlstnct) are
hsted m sectIOn B 4 The BRICS staff will not be proVIdmg health serVIces drrectly, mstead, they
Will support the work ofvanous PHC/SC staff and pnvate sector health proViders

The staffing structure m Bernar Ben Block (DIrect Impact Area)
The 83 VHGs, one m almost every Village, are volunteer health workers offenng serVIce for 4-10
hours weekly. on average They have been tramed and are superVIsed by ANMs from the SCs to
prOVide health and ORT educatIOn to the commumty, Identify children for llnmuruzatlon, refer
pregnant women for TT mllnurnzatlon and prenatal care, and promote best practIces m mfant
feedmg A VHG IS responsible for an average of 1000-1400 people m a village Some VHGs are
also TBAs, or daiS, who number 173 Most of them have not been tratned III clean debvery
technIques The project plans to work With the SC-based ANMs to tram and eqUIp these TBAs
With TBA lats

The 15 SCs are staffed by an ANM and multtpurpose workers who are pnmarIly Involved m
malana control actiVities ANMs have 3 years' mIdWIfery trammg and they prOVide mIdWifery
serVIces, TT lmmurnzation for pregnant women, llnmurnzatlOn for mfants, and Vltamm A
supplements to children 9-35 months, prenatal and post-natal care, farmly planmng sefVlces and
reportmg ofSC actIVities They are patd by the MOHFW and are full-time ANMs report either to
a Seruor ANM or LHV who are based In the PRC One ANM serves an average populatIon of
8000 people

36



The 3 PRCs are each staffed by a full-tune government-patd doctor, a LHV and a seruor ANM
The PRC staff proVIde baSIC clIrucal care and CS/RH servtces, mcludmg IUD msertlOns and
clIrucal contraceptIon On average, a LHV or seruor ANM supervtses 5 SC-based ANMs Each
PRC serves an average of40,000 people

In addItIon, the BallIa DIstnct CMO office of 12 staff (mcludmg the CMO, Deputy CMOlDlstnct
ImmuruzatlOn Officer, StatIstIcian and DIstnct Malana Officer) proVIde supervtslon to all PRC
staffm Balha dlstnet

F 1 2 BRICS ProJects' Plans to mcrease the managenal and techmcal skIlls ofPublic
Sector Health Staff

ThIs IS surnmanzed m the proJect's IntermedIate Result (IR) #2 whIch calls for strengthened
local institutions through partnerships, coalltlOns and strategic albances, leading to repbcatlOn
ofbest practices In chzld survival and reproductive health across the entire Ballza dIstrICt and In

three other WV ADPs In UP state

In lIne With IR #2, the BRICS project Will develop the follOWing Sub-Result #2a and ActIon
Plans

Sub-Result #2a CAPACITY BUILDING OF PUBLIC SECTOR HEALTH STAFF

FY FY FY FY TO-
ACTION PLANS 1999 2000 2001 2002 TAL

A BALLIA DISTRICT HEALTH MANAGEMENT
TEAM STRENGTHENING

Team Bwldmg ExerCises facl1ltated for DIstnct CMOIPHC 1 3 0 3
staff
DIstnCt CMO stafftramed m the use ofPLA
methodolOgIes for customer appratsal 6 6 12
DIstnct-level Health Management InformatIOn System
(HMIS) ReVIew faCIlItated 1 1
DIstnct CMO stafftramed m CBDDS, WIth lrutlal emphasiS
on AFPsurveillance 8 4 12
DIstnct CMO staff tramed m RH/CS management slaBs 2 2 2 2 8
Dlstnct CMO staff tramed In QAlCQI toolsltechruques 6 6 12
DIstnct CMO staff teamed m hJgh qualIty pneumoma and
dIarrhea case management 4 4 4 12
DIstnCt CMO staff tratned m

• Missed Opportunty Surveys for CSIRH mterventlons 6 6 12
• Assessmg customers' umelIness of unmumzatlon-

seelang behaVIor & treatment-seelang behavIOrs for
major cluldhood laller dIseases 6 6 12

• Assessmg extent of unmumzatlon left-outsldrop-outs 6 6 12
D1Stnet CMO stafftramed In TOT skdls 6 6 12
Dtstnct CMO staff sent on crOSS-VISIts to <>ther RHlCS
PrOjects 3 3 6
B STRENGTHENING OF PHC MANAGEMENT
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TEAMS IN DIRECT IMPACTAREA
Team..{)mjding exercIsefacIhtated for 3 PRCs 1 1
PHC stafftralned m PLA 9 9
PHC stafftralned m QAJCQI tools/technIques 9 9
PHC stafftralned m !ugh quality pnewnoma and diarrhea
case management 9 9
PHC staff tralned m

" MIssed OpportunIty Surveys for CSIRH mterventlOns 9 9

• Assessmg customers' tImelmess of ImmumzatIon-
seelang behaVior & treannent-seelang behaViOrs for
major chtldhood kIller diseases 9 9

• Assessmg extent of InllnumzatIon left-olltsldrop-outs 9 9
PRC stafftralned m CBDDS With emphasiS on AFP
surveillance 9 9
PRC stafftratned In KPC survey techmques and analysIs 9 9
PRC staff tratned In cold cham survey 3 9 9
PHC staff tralned m TOT) skIlls 3 3 3 9
PHC staff tralned m emergency obstetric care 3 3 3 9
PRC staff sent on CIOSS-VlSlts to odler CSJRH prQlects 3 3 3 12
C CAPACITYBUILDINGOFSUBCENTER STAFF FY FY FY FY TO-

(ANM$) INDIRECTIMPACTABE4 1999 2000 2001 2002 TAL
ANMs traIned m PLA medlodologtes for customer 5 5 5 15
apPraisal
ANMs traIned m KPC survey techmques and analYSIS 15 15
ANMs traIned m essentIal obstetric care and hfe-saVIng 10 5 15
skIlls
ANMs tralned m essentIal newborn care (management of
asphyxia, hypodlermIa, low blfthweight, exclusIve 5 5 5 15
breastfeedmg)
ANMs tralned m mterpersonal commumcatIons (IPC)
and face-to-face counsehng skIlls 5 5 5 15
ANMs tralned m supervtsory slalls 5 5 5 15
ANMs tramed m

" MIssed Opportunty Surveys for CSIRH mterventIons 5 5 5 15

• Assessmg customers' tImehness of ImmumzatIon-
seektng behaVior & treannent-seelang behaViOrs for
major chtldhood kIller diseases 5 5 5 15

• Assessmg extent of ImmumzatIon left-outsldroo-outs 5 5 5 15
ANMs tramed m mgh on quahty case management of
pneumoma and diarrheal dIseases 5 5 5 15
ANMs tramed m CBDDS, With emphasiS on AFP
surveillance 5 5 5 15
ANMs trained m VItanun A treatment/supplementatIon of
dle SIck chtld (With severe undernutrItIon, or measles or
pneumoma or severe dIarrhea) 5 5 5 15
Please note. (D) unll only takeplace ifand
when. #Ie rCDS scheme is introduced into
Seru.CU' Sert Block
D. CAPACITYBUILDINGOFAWW"s IN DIRECT
IMPACTAREA)
AWWs trained 10 PLA methodolOgIes 15 20 20 30 85
AWWs trained m KPC survey methodolOgIes 15 20 20 30 85
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AWWs traIned m IPC and face-to-face counsehng slaDs 15 20 30 30 85
AWWs traIned m the 5-day WHO/GOI package on
"Integrated approach 10 management of Cough or DIfficult
Breathm~ Diarrhea or UndemutntIon 10 Young ChIldren" 5 20 30 30 85
AWWs tramed m referral management slalls 5 20 30 30 85
AWWs traIned m CBDDS, With emphasiS on AFP
surveIllance 5 20 30 30 85
AWWs trained m Missed ImmumzatIon Opportumty 25 30 30 85
Surveys

E STRENGTHENING OFPHC STAFF IN THE FY FY FY FY TO-
INDIRECT IMPACTAREA (THE OTHER 16 BLOCKS 1999 2000 2001 2002 TAL
OFBALLIA DISTRICT)
PHC staff tramed In workshops CBDDS, With emphasiS on
AFP surveillance

• Doctors 20 35 34 79
• Lady Heath VISitOrs 20 35 34 79
• AUXlItary Nurse MidWives 20 35 34 79
PHC staff partIcipatIng 10 "Lessons Learned" PHC-shanng

semInars on KPC survey methodolOgies findings and
apphcatIons

• Doctors 20 35 34 79
• Lady Health VISitOrs 20 35 34 79

• AUXlhary Nurse MidWives 20 35 34 79
PHC staffpartIcipating m "Lessons Learned " PHC-sharmg
semtnars on the use of PLA methodolOgies for customer
appraIsal

• Doctors 20 35 34 79

• Lady Health VISitors 20 35 34 79
• AUXlItarv Nurse MidWives 20 35 34 79
PHC staffpartICipatmg 10 "Lessons Learned" PHC-shanng
semtnars on Missed Opportunty Surveys for CSIRH
mterventIons, assessmg customers' tImehness of Immuntza-
tIon-seelang behaVior & treattnent-seelang behaViors for
major chtldhood laDer diseases, & assessmg extent of
unmuntzatIon left-outsldrop-outs

• Doctors 20 35 34 79
• Lady Health VISitors 20 35 34 79

• AUXIhary Nurse MidWives 20 35 34 79
PHC staffpartICipating 10 "Best Practices" workshops on
High Qualtty Case Management of ChIldhood Pneumoma
and Diarrhea

• Doctors 20 35 34 79
• Lady Health VIsitors 20 35 34 79
• AUXlItary Nurse MidWives 20 35 34 79
PHC staff partICipating m "Best PractIces" workshops on
team approaches to the use of QAlCQI toolsltechmques

• Doctors 20 35 34 79
• Lady Health VIsitors 20 35 34 79
• AUXIharv Nurse MidWives 20 35 34 79
PHC staff partICipatIng m "Best PractIces" workshops on
the use ofQuaItty of Care (QOC) SUpeTVISOry 10struments
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• Doctors 20 35 34 79

• Lady Health VISitOrs 20 35 34 79

• AUXIlIary Nurse MIdwIVes 20 35 34 79
PHe staffpartIClpatmg In "Best PractIces" workshops on
the ReproductIve Health

• Doctors 20 35 34 79

• Lady Health VISItOrs 20 35 34 79

• AUXlharv Nurse MIdWIves 20 35 34 79

Please see the DIP workshop report (Annex 8) winch spells out the roles and contnbutIOns of the
dIfferent partners, and Annex 4 (agreements with Balha CMO and UP State Health authontles)

F 1 3 CoaJitJon bUIldmg andpartnersh,ps WIth other organlzatJons

Partners Include
(a) The UP-based State InnovatIons m Famtly Planmng ServIces Agency (SlFPSA), a GONGO
funded by USAID, to assist local NGOs to promote expanded contraceptive chOIces and
commumty-based contraceptIve dlstnbutlOn, (b) the MOHFW at natIonal and state levels, (c) the
State EPI DIrector, (d) Surveillance MedIcal Officer (SMO) and Balha DIstnct ImmuruzatIon
Officer, (e) WHO/SEARO, (f) UNICEF IndIa Office, (g) the Population Councl1, and (h)
USAID/DelhI

F 2 PartnershIp wIth NGOs

A descnptlve summary of the three local NGOs (puvanchal Gramm Chetna Sanutl, Prathtnttht
Sansthan, Naval Slksan Sansthan) whIch BRICS Will partner WIth, IS found m Annex 4, along With
agreements for planned partnerslnps With these 3 NGOs The WIllmgness of these 3 local NGOs
to be mentored by BRICS ProJectIWV IndIa and the plans of these local NGOs to broaden their
agendas and make resource COmmItments to Imtlate CSIRH actiVIties m Bernar Ben Block
proVIdes reasonable eVIdence that these local NGOs wIll be able to sustam a SIZable proportIOn of
program actIVIties

BRICS also plans to form a Poho EradIcatIOn Network WIth these three local NGOs and the
Rotary Club (Balha Chapter)

Sub-result #2a (below) summanzes the (a) coahtlons, (b) capacity buddmg plans to mcrease the
skills oflocal NGO staffto sustam program actIVItIes, and (c) orgamzatlOnal development of local
NGOs and GONGOs

Annex 5 proVides the assessment and momtonng tools for capacIty bUlldmg of the three local
NGOs m the follOWing areas
1) Management CapacIty
2) Fmanclal CapacIty
3) ServIce Dehvery CapacIty

These tools have been adapted from the Bangladesh Population and Health ConsortIUm Itst
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Dunng the DIP workshop m January 1999, a block-level Sustamability ActlOn Plan (SAP) was
drafted where all partners WIll Jomtly define theIr roles and contnbutlOns (please see sectlOn H)
Sustamabdity obJectIves, benchmarks and mdicators under the SAP have been collectIvely
developed, and these Will be used to evaluate these partnerslups and to assess the local partner
resource comrmtments to the partnerships

Sub-Result #2b COALITIONS. CAPACITY BUILDING AND ORGANIZATIONAL
DEVELOPMENT OF LOCAL NGOsiGONGOs

FY FY FY FY TO-
ACTIONPLANS 1999 2000 2001 2002 TAL

PolIo EradIcatIOn Network establIshed between BRICS &

• Puvanchal Gramm Chetna Samztz

• Rotary Club--BallIa Chapter

• Prathlmthz Sansthan

• Naval Szksan Sansthan, 1 1
Fanuly Plannmg/Blrth Spacmg PartnershIp establIshed
between BRICS WIth SIFPSA and local NGOs to promote

• expanded range of contraceptIve chOIces avadable to 1 1
chents

• commumty-based contraceptIve distnbutIon (oral pdls
& condoms) m relatIvely remote VIllages

OrgamzatIonal Development (OD) exerCIses faCIlItated for
3 local NGOs

• Puvanchal Gramm Chetna Samltl 1 1 1 1 4

• Prathmzthz Sansthan 1 1 1 1 4

• Naval Slksan Sansthan 1 1 1 1 4
NGO staff traIned m program management and technIcal
oversight ofRHICS actIVItIes 3 3 3 9
NGO stafItraIned m finanCial management, accountIng &
costIng skills 3 3 6
NGO stafItramed m networking, fund-ratsmg, proposal
wntIng, and In EnglIsh 3 3 3 9
NGO stafItraIned and functIomng as Commumty Health!
Development workers 6 6 6 6 24
NGO stafftramed m usmg PLA methodologIes for customer
appratsal 12 12 24
NGO staff tramed m KPC survev technIaues and analysIs 12 12 24
NGO staff tramed m SUpervISOry momtonng and
evaluation skills 6 6 6 24
NGOs tramed ill lPC and face-to-face counselIng skdls 6 6 6 18
NGO stafftramed m TOT skills 6 6 6 18
NGO staff traIned m the 5-day WHO/GOI package on
"Integrated approach m management of Cough or DIfficult
Breathmg DIarrhea or Undernutntlon m Young ChIldren" 6 6 6 18
NGO staff tramed m referral management 6 6 6 18
NGO staff tramed m CBDDS, WIth emphasIS on AFP
surveillance 6 6 6 18
NGO staff tramed m the conduct of SOCial autoDsles 6 6 6 18
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PartnershIps WIth other non-governmental orgamzations Include

(a) Issue-based partnershIps WIth CARE m CSIRH, (b) partlclpatmg In the NGO group adVISing
UNlCEF/Indla on Its Health SectIon (ReH) Master Plan for Operations (1998-2002), (c) servIng
on unpact evaluatIon teams evaluating USAID SIFPSA-partnered projects In NaImtal Dlstnct In
UP state, (d) workmg WIth the G B Pant Nagar Uruverslty on Agnculture to organIZe fanners'
clubs and dlssermnate enVIronmentally-sound mtegrated fann management techruques, (e) holdmg
fora WIth VHAI (Voluntary Health AsSOCIation of IndIa), ChnstIan MedIcal AsSOCIatIon of IndIa
(CMAI), and SHARAN m mV/AIDS/STDs InItIatIves, (f) EFICOR (a relIef and development
agency), (g) developmg WIth Emmanuel HospItal AsSOCIatIOn a commuruty-based rehabilItatIOn
package for the dIsabled mUP state, and (h) pIlot-testmg a tratmng package on disaster rmtlgatIOn
WIth major NGOs

F.3 PartnershIps with Commumty-Based OrgamzatIons

ThIs IS reflected m the project's intermedIate Result #3, which enVISions enhanced capabllltles of
mdzwduals, famzlzes and communztzes to protect andproVide for thezr own health

Sub-Result #3a CAPACITYBUILDING OF
COMMUNITY INSTITUTIONS

FY FY FY FY TO-
ACTIONPLANS 1999 2000 2001 2002 TAL

Vdlage Health Management Teams (VllMTs) established
and (IlnctumlnI! 15 30 30 8 83
Panchavat members traIned m usm~ PLA methodoloro.es 75 100 100 150 425
Panchayat members tramed m KPC survey technIques and
analYSIS 75 100 100 150 425
Panchayat members traIned In effectlve use of data from
CBDDS, Includml!: AFP surveIllance 75 100 100 150 425
Panchayat members traIned In developing 5-6 cntlcal
mdIcators that can be (1) VIsually represented, (u) tracked
regularly by themselves, (lll) result In actIon, and (IV) lead
to Improved health and decreased mortalIty ofwomen and
cb1ldren 75 100 100 150 425
Panchayat members traIned In developmg Village Resource
Development Plans (VDRPs)/SustaInabIlItv Actlon Plans 75 100 100 150 425
Panchayat members traIned m facilItatm~ SOCIal autopsies 75 100 100 150 425
Mahzla MandaJs revltalzzed andfllncbomng 15 30 30 8 83
Mahlia Mandai members traIned m usmg PLA
methodoloro.es 45 90 90 30 255
Mahlia Mandai members tramed m KPC survey technIques
and analySIS 45 90 90 30 255
Mahlia Mandai members traIned to estabhsh (WIth VHGs)
two commumty-owned registers
--Commumty EPI RegIster 15 30 30 8 83
--Pre~ancY Re~ster 15 30 30 8 83
Mahzla Mandai members tramed 1D CBDDS mcluchng
AFP surveIllance 15 60 90 90 255
MahllaMandal members tramed 1D promotIon of household
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gardens groWing VItamIn A-nch ve~etables 45 90 90 30 255
Mahlla Mandai members traIned In cookIng and promotIng
appropnate weanmg food recIpes to mothers 45 90 90 30 255
Mahlla Mandai members trained In promotIng bIrthS
sPacInwmodem methods ofcontraceptIon 45 90 90 30 255
Mahlla Mandai members partICIpatIng In non-formal
IIteraev programs 45 90 90 30 255
Trazned Vd1aI!e Health Guules who are (unctuJmn£ 15 20 20 27 82
VHGs traIned In USIng PLA methodologies for customer
apPraIsal 15 20 20 37 82
VHGs trained In KPC survey technIques 15 20 20 27 82
VHGs trained to establIsh (With Malula Mandai members)
to establIsh two cornmumty-owned registers
--Commumty EPI Register, 15 30 30 8 83
--Pre~cy Register 15 30 30 8 83
VHGs trained In IPC skIlls & face-to-face counselIng skIlls 20 25 37 82
VHGs trained In role-modelIng skIlls 20 25 37 82
VHGs trained In CBDDS, With InItIal emphasIs on AFP
surveillance 20 25 37 82
CAPACITY BUILDING OF COMMUNITY FY FY FY FY TO-
INSTITUTIONS (contmued) 1999 2000 2001 2002 TAL
Assocwtwnfor VHGs (A VHG) estabhshed and
(unctuJnln£ In Beruar Ben Block 1 1
VHG networkIne: meetIngs facIlItated 2 3 3 3 11
VHGs sent on CroSS-VISIts to other RH/CS projects 5 5 5 5 20
Newsletters for VHGs documentIng Lessons LearnedlBest
PractIces In VHG RH/CS In Beruar Ben Block 1 2 3 4 10
Men's group (parush mandai) members mobIlIzed to pro-
mote actIve male Involvement In bIrth spacIng/fanuly 30 40 60 60 170
planmng
Youth Club (Yuvak Mangal DaVNehru Youth Club) and
NSS members mobIlIzed and trained In CBDDS, With
Ullual emphasIs on AFP surveIllance 30 60 90 30 210
Youth Club (Yuvak Mangal DalINehru Youth Club) and
NSS members trained In orgaIllZIng village-based
emergency rt schemes for obstetnc emergencIes 30 60 90 30 210
Fanuhes wah WVsponsored chlldren trained In CBDDS
With IIllUal emphasIs on AFP surveIllance 50 200 300 300 850
School teachers traIned In CBDDS With lIllUal emphasIs
on AFP surveillance 20 25 30 75
Annual contests held to promote ModellHealthy Child In

! Each village 15 35 65 85 200
• Beruar Ben Block 1 1 1 1 4

The BRICS project WIll work WIth the village panchayats (leaderslup) to facilitate a smooth and
phased unplementatIOn of the proposed capaCIty buIldmg actIVItIes PLA exerCIses, FGDs, key
mformant mterVIews and traImng needs assessments WIll be conducted m partnerslup WIth CMO
and PHC/SC staff, local NGO staff and commuruties to deCIde on tOpICS, content, methods and
duratIOn of trammg WHO, UNICEF and MOHFW WIll also be consulted m tlus partIcIpatory
process A VIllage resource development plan WIll be Jomtly facIlItated WIth all project partners
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Sustaining the ParticipatiOn ofVolunteers
BRICS plans the folloWIng Imtlatlves to sustam the VHGs and other commumty volunteers and
reduce their dropout and turnover
a) Upgradmg knowledge and skIlls through CroSS-ViSitS to other model CSPs m-country,
b) SelectIOn, recogmtlOn and award-gtvmg to the best VHGs/volunteer workers each year,
c) Ensunng that Village panchayats, parush mandals and mahlla mandals select the VHGs,
d) Estabbshmg accountabIlity relatlOnslups between the VHGs and their respective panchayats,
e) Arrangmg With PRC/Se staff and pnvate practitioners to proVide free medIcal treatment to

VHGslvolunteers and their farmlIes,
f) Facthtatmg the formatIOn of an aSSOCiatIOn/cooperative of VHGs and estabhshmg a revolVIng

loan scheme for VHGs,
g) TraImng ofVHGs m mcome-generatIon skIlls whIch W1ll be Jomtly Identrfied WIth them

F.4 Partnerships With Private Sector Health PrOViders

The project WIll conduct a baselme study on the quahty of home and pnvate practItIOner case
management of chIldhood Illness m FY 2000 (please see sectIOn D and Annex 11 on tills) The
BRICS staff WIll meet WIth pnvate practitIOners to diSCUSS ways to collaborate and to budd theIr
capacIty CMO and PRe/SC staff and staff of the three local NGOs Will be mvolved as resource
persons and as traIners The VHAI group and SWACH wIll also be recruited as trammg
organIZatIOns

A draft capacity bUlldmg plan for pnvate sector health proVIders IS gtven below under sub-result
#2c Tills WIll be reVIewed and reVIsed dunng the First Annual ReView In September 1999

Sub-Result #2c CAPACITY BUILDING OF PRIVATE SECTOR
HEALTH PROVIDERS

FY FY FY FY TO-
ACTION PLANS 1999 2000 2001 2002 TAL

TBAs fDalS) eaulDoed WIth TBA Iats andfunetwmne 30 40 60 43 173
Dms tramed In clean delivery technIques (clean surface,
clean hands & clean cord) 30 40 60 43 173
Dms tramed In essentJal newborn care (management of
asphyxta, hypothenma, low birthweight, exclUSIve 30 40 60 43 173
breastfeedIn~)

Dms tramed In screemng and refemng lugh-nsk pregnant
women 30 40 60 43 173
DaIS tramed In Iron/folate dIstnbutJon to nregnant women 30 40 60 43 173
DaIS traIned In CBOOS, IncludIng
AFP surveIllance 30 40 60 43 173
DaIS traIned In tImely referral ofobstetnc emere:enCIes 30 40 60 43 173
DaiS tJamed 10 a new package on "Integrated approach III

management of Cough or Difficult Breathmg Diarrhea
or UndernutntIon m Young Clnldren" (new package to be
Jomtly developed & pIlot-tested With WHO) 15 15 15 45
Dars traIned m Vltannn A supplementatIon ofpost-partum
mothers (to be pIlot-tested WIth MOHFW, OMS and
UNICEF) 15 15 15 45
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RMPs, Ayurvedzc Practltwners, and Unan';
HomeopathIC Practltwners traIned In CBDDS, WIth
emphasis on AFP SUlVelllance 20 30 21 71
RMPs, AyurvedIc PractItIoners, and UnamlHomeopatluc
PractItIoners trained In quality case management of
pneumoma and diarrheal diseases 10 15 20 45
Vendors mobllized to sell contraceptIves (condoms/oral
pills) 5 5 5 15

F 5 Partnerships With WV ADPs In Uttar Pradesh

To facilItate the multiplIer VlSlOn and scale-up plan mentioned m sectlOns Eland E 5, the BRIeS
project wtll embark on the followmg capacity-buddmg action plans for staff of three WV India
ADPs m UP State (please see map m Annex 1 for namesllocatlOns of the three ADPs)

The actiOn plans are lIsted under sub-result #2d

Sub-Result #2d STRENGTHENING OF WVAREA DEVELOPMENT PROJECT(ADP)
STAFFIPARTNERS IN FOUR ADPs IN UP STATE

FY FY FY FY TO-
ACTIONPLANS 1999 2000 2001 2002 TAL

ADP stafftramed In ADP-shanng workshops on
CBDDSIAFP SUlVelllance 10 10 10 10 40
ADP stafftramed In participatIng In "Lessons Learned"
PHC-shanng semInars on the use of PLA methodologles 10 10 10 10 40
for customer apPraIsal
ADP staff participatIng In "Lessons Learned .. ADP-
sharIng semInars on KPC SUlVey methodologles, findings 10 10 10 10 40
and applIcatIons
ADP staff participatIng In "Best PractIces" workshops on
IMCI 10 10 10 10 40
ADP staff partIcipatIng m "Best PractIces" workshops on
theRHICS 10 10 10 10 40
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PII Aty

G WORKPLAN

BRICSP trOlec ear cion an
Activity Oct Nov Dec Jan Feb Mar ADr May Jun Jul AUf SeD

HUMAN RESOURCES
a HIre Project Manager X
b HIre other Key staff X X X X X
PROCUREMENT
a SupplIes X X X X X X X X X X X X

b Capital Expenditures X X X
MONITORING &
EVALUATION
a DesIgn KPC (Sept 98) (X)
b Conduct KPC Survey X
c KPC Data AnalySIS X X
d PLA X
e FGD X X
f Key Inf IntefVlews X
g DesIgnHFA X X
h ConductHFA X X
I DesIgn IDS X X

J Routme Data collectIon X X X X X X X

and analySIS
k Trammg & Testmg of X X

surveIllance system
I Development of

Instruments for
commumty surveIllance X X
With emphasIS on AFP
surveillance

PARTNERSHIP
LIAISON X X X X X X X X X X X X
a Meetmgs With Partners X X X
b Meetmgs With

CMOIPHC X X X X X X
c NGOs network

establIshed X X X X X X X X X X X X
d Peho eradIcatIon

network estabbshed
With local NGOs (X) X X X X X X X

e Famdy Planmngl
Spacmg partnerslup
establIshed With
SIFPSA
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STAFF

IDEVELOPMENT
a CSP Onentatlon for X

staff X

Ib Team BuIlding X
exerCIses

C Accounts TraInmg X X X X

Id CSP Component
traIrung for staff X X

e Exposure tnps (m

Icountry) X X
f Exposure tnp

(International) ITRAININGS
a Gold standard for X X X X X X

trammglsupervtsion IreVIewed
b CapacIty buIlding of X X X X X X X X X

CMOteam IC CapacIty buIldmg of X X X X X X X X X
PHCteam

d CapacIty buddmg of X X X X X X X X X ISub Center staff
(ANMs)

Ie CapacIty buIldmg of
PHC team (mdlrect X X X X X X X X
Impact area)

If CapacIty buIldmg of
local NGOs X X X X X X X X

g CapacIty buddmg of

Ipnvate sector health
proVIder X X X X X X X X

h CapacIty buddmg of

Ipeople's orgaruzatlOns X X X X X X X X X X X X
TECHNICAL
ASSISTANCE Ia RegIOnal (Dr Chander) X X X X
b Zonal (Dr Dutta) X X X X X X X X
C Others (Dr Anthony X IUNICEF)
d Dr NIgam (IASD) X
e Dr Shetla Veir X I(UNICEF)
f Dr Suresh Kumar
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(UNICEF) X
g Dr Stanley Foster X X

(HFA)
h Dr Sawat Ramaboot X

(WHO)
I Dr Neena Rama X

(SWACH)
J Mr DaVId C Cantor

Macro mternatIonal X
(MIS)

FIRST ANNUAL X

REVIEW

DRIeS Year II ActIOn Plan

Activity Oct Nov Dec Jan Feb Mar Apr May Jun Jul AuS!: Sep

STAFF
DEVELOPMENT
a Techmcal Trammgs for

staff X X X X X X X
b Exposure VISItS (m

country) X X X
C Exposure VISIts

(InternatIonal) X X
d Trammgs/Workshop

(InternatIonal) X

TRAININGS
a CapaCIty bUlldmg of X X X X

CMOteam
b CapacIty bUlldmg of X X X X

PRCteam
C CapacIty bUlldmg of X X X X

Sub Center staff
(ANMs)

d CapacIty bUlldmg of X X X X X X
PRC team (mdIrect
Impact area)

e CapaCIty buddmg of X X X X X X
local NGOs

f CapacIty bUlldmg of X X X X X X

pnvate sector health
proVIder

g CapacIty buddmg of X X X X X X

people's OrgaruzatIOns
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Ih Lesson learnedlBest X

practIces workshop for

Iother ADPs and
Partners

OUTREACH

Ia Outreach EPI Team X X X X X X X X X X X X

b Outreach Antenatal X X X X X X X X X X X X
contacts

Ic Apex bodIes formed X X X X X X X X X X X X

MONITORING &
EVALUATION Ia RoutIne Data CollectIOn X X X X X X X X X X X X

and AnalYSIS
b Mid Term EvaluatIon X

PARTNERSHIP
LIAISONS
a MeetIngs of project X X X X X X X X X X X X

adVISOry board
b MeetIngs WIth NGO X X X X X X

partners
c MeetIngs WIth dIstnct X X X X X X X

health UnIts
TECHNICAL IASSISTANCE
a RegIOnal (Dr Chander) X X X

Ib Zonal (Dr Dutta) X X X X X X X X
c Others (Dr Anthony X

UNICEF)

Id Dr NIgam(IASD) X
e Dr Shena Veir X

(UNICEF)

If Dr Suresh Kumar X
(UNICEF)

g Dr Stanley Foster(HFA) X X Ih Dr Sawat Ramaboot
(WHO) X

I Dr Neena RaIna I(SWACH) X

J Mr DaVId C Cantor
Macro tnternational(MIS) IX
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SUSTAINABILITY

H 1 DefiDltIon of Sustamablbty

World VISIon agrees With Dr Stan Foster's defimtlOn of "developmentally-onented" sustamabIhty
as the "mamtenance of mdIVIdual, commumty, NGO, health system, przvate sector, and
government CapacIty to contmue essential promotIve, preventive and case management servIces
necessary to achieve locally established targets with the nunzmal amount ofexternal mputs"

From World VlslOn's perspective, sustaInabI1Ity means that
I) skIlls transfer Will have led partner InstItutIons to acqUire the resources and capacity to

manage and dehver CSIRH servIces after the World VISIon phases out or over,
11) commumtIes, families and mdiVIduals Will have been empowered to mstltutlonalIze the

adoption ofessentIal health care-takIng and health care-seeking behaVIors,

From the program partners' perspective, sustamablhty means that they have the mstltutIOnal,
human (tramed personnel), technIcal, matenal (lOgistiCs) and financIal resources to fund, lead and
manage CSIRH semces,

From the perspective of beneficlarzes, sustamablhty means that they are empowered to make
deCISions about their own health and take ownershIp of plans to Improve and momtor theIr own
health

Further diSCUSSion on sustamablhty IS summanzed m Annex 8 m the DIP Workshop Report

H 2 SustamabJllty Action Plan

H 2 1 The ProJect's sustamablilty goal

The proJect's sustaInablhty goal IS to Improve the sustamablhty of the benefits ofthe chIld sumval
and reproductive services m Beruar Ben Block and BaHia dlstnct

The project has SIX sustamabliltv strategzes to achIeve thIs goal
1) Transfer program responslbl1lty steadily to mdlgenous players by faclhtatmg consensus on

sustamablhty goal and obJectives,
2) Build pubhc health sector capacity by eqUippmg and tralfllng staff of the Balha Dlstnct CMO

and PHC/SC staff In Beruar Ben Block and 16 other blocks In Ballia dlstnct In key
technIcaVmanagement skills,

3) MobIhze and strengthen entrepreneurship ofkey pnvate sector actors rn proVIdrng alternative
CS servtces,

4) Strengthen commumty structures and buIld theIr capacIty rn CSIRH actIVItIes,
5) Promote self-financIng ofCS semces through (a) Cost-recovery methods, (b) Resource

generatIOn methods, (c) Institute mechamsms to Improve project cost-effectiveness, and
6) lrutlate advocacy and polIcy formulation
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These strategIes are captured by the actIOn plans and sub-result ofthe project's intermediate
Result # 5 Enhanced sustamablhty of child survival and reproductive health services and
support systems

To this end, a Block-level SustamabIlIty ActIOn Plan was developed as a follow-up to the DIP
workshop m January 1999 With all publIc sector, pnvate sector and commuruty partners to jomtly
define the roles and contnbutlons of partners and to develop sustamability ObjectIves, benchmarks
and mdlcators (see Annex 16 SustamabIlIty ActIon Plan)

H 2 2 What the Program WIll Leave m Place

ThIs IS summanzed m the Sustamability ActIOn Plan (see Annex 16)

The BRICS Project Will work With the village panchayats (leadership) to facilitate a smooth and
phased ImplementatIOn of the proposed capacIty buIldmg actIVItIes PLA exercIses, focus group
dISCUSSIons, key Informant mtefVIews and trammg needs assessments wIll be conducted m
partnershIp With CMO and PRClSe staff, local NGO staff and commurutIes to deCIde on tOpICS,
content, methods and duratIon oftrammg WHO, UNICEF and MOHFW WIll also be consulted m
thIs partICIpatory process A village resource development plan WIll be Jomtly faCIlItated With all
project partners

Sustammg the PartlclpatlOn of Volunteers The BRICS Project plans the followmg Irutlatives to
sustam the VHGs and other commuruty volunteers and reduce theIr dropout and turnover
(a) Upgradmg knowledge and skills through CroSS-VISItS to other model esps m-country,
(b) SelectIOn, recogmtIOn and award-gIVIng to the best VHGs/volunteer workers each year,
(c) Ensunng that VIllage panchayats, parush mandals and mahlla mandals select the VHGs,
(d) EstabhshIng accountabIlIty relationships between the VHGs and theIr respectIve panchayats,
(e) Arrangmg With PRC/SC staff and pnvate practitIOners to proVIde free medIcal treatment to

VHGs/volunteers and theIr farmhes,
(t) FacIlItatmg the formatIon of an aSSOCIatIOn/cooperatIve ofVHGs and estabhshIng a revolVIng

loan scheme for VHGs,
(g) TraInIng ofVHGs m mcome-generatIOn skIlls which will be jomtly IdentIfied With them

H 2 3 Fmanclal Sustamahlllty

At the end of 4 years of USAIDIBHRlPVC fundmg, WV IndIa plans to mcorporate the eSIRH
actIVItIes of the BRIeS Project mto the WV Balha ADP for at least another 10 years, With pnvate
WV sponsorshIp fundmg through local fund-raIsmg from mdIVldual sponsors, pnvate comparues
and large corporatIOns and from abroad ThIs base fundmg of approXImately $100,000 per year
Will ensure that the CSIRH benefits of USAID WIll be contmued m Bernar Ben Block

The three partner NGOs have expressed mterest m fundmg CS/RH mterventIOns of theIr mterest,
whIch Will be sealed m the form of resource COmmItments dunng the DIP workshop, when the
SAP was finalIzed
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The Balha dlstnct CMO has comnutted Itself to proVlde Vltamm A for all chtldren 9-35 months,
but needs Vltamm A supply for post-partum women The CMO also needs to ensure an
unmterrupted supply ofcotnmoxazole m the 3 PRCs and 15 SCs m Bernar Ben Block

It IS enVIsaged that partnersrnps With local NGOs, GONGOs, the CMO, and techmcal agencies
Will allow more cost-shanng of at least 10% and help reduce the total program cost per
benefiCiary even further

The BRICS project wtll address the folloWing Issues

I) Fmanclal Comrnttments of other orgaruzatlons The Ballta Chapter of the Rotary Club has
agreed to make a financial commttment to the Poho EradicatIOn Network (the quantity Will be
deCided at the DIP workshop), It IS open to financmg at least one addttlOnal CS or RH
mterventlOn after the pobo eradicatIOn dnve ofRotary by the year 2000 IS completed WVUS
IS currently explonng GIfts-m-Kmd (GIK) of Vltamm A and cotnmoxazole from the Umted
States

11) Strategy for gettmg pnvate sector support WV India has commttted Itself to ratse up to 5%
of the match from natIOnal resource moblhzatlon efforts from the pnvate sector The Ktwams
Club and the Balha branch of the Indian Medical AssociatIOn Will also be approached to co
fund speCific mterventlons Pnvate pharmaceutical compames Will be tapped to fund the sale
ofmsectlclde for the SOCial marketmg program for IMNs

111) ImproVIng Cost-Efficiency An mtegral part of the BRICS Project Will be the ngorous
trackmg of costs and revenues, and relatmg them to program outputs and Impact Annual
budget reVIews and budgetmg exercises wtll be conducted Fmdmgs from the proJect's nnssed
opportumty surveys wtll be shared With the BRICS core team, the local NGOs, and the CMO
and PHC/SC staff, and action plans wtll be made accordmgly to maxlrntze CS/RH coverage
and thereby reduce the cost per mterventlon/beneficlary even further The project Will
promote commumty advocacy to lobby for more rational resource allocatIOn by the Balha
CMO for health promotion programs that focus on prevention of diseases, and thereby cut
health care costs The BRICS Project wtll also tratn local NGOs and the CMOIPHC/SC staff
to calculate costs per mterventlon benefiCiary Once the cornmumty survetllance IS mstalled,
the project Will begm to track the cost per death averted

IV) Cost-Recovery Methods The project wdl encourage the local NGOs mvolved m commumty
based dlstnbutlOn ofcontraceptIves to charge a small fee for servIce

H 2 4 Process m Developmg the SAP

ThIs was lnttlated dunng the DIP workshop m January 1999 (see Annex 8 for report of DIP
workshop) A small working group conslstmg of representatIves of all partners was then
convened to draft out the SAP over the next two weeks
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I HUMAN RESOURCES

Ll OrgamzatlOnal Chart

Please see Annex 17 for the updated orgamzatIOnal chart defimng the relatIOnslups between the
types oforgarnzatIons, corntnlttees, and project staff

The BRICS core team consists of the followmg

Team Leader He WIll have management oversight ofboth the Ballia ADP team and the BRICS
team The Team Leader's pnnclpal task WIll be to facIlItate the strategIc mtegratlon of both teams
under the BRICS to ensure synergIstic Impact of CSIRH mterventIOns and the development
mterventIOns m Bernar Ben Block He wtll ensure that the project WIll satisfy the lugh technIcal
standards of both USAID and WVUS A statistiCal background and traImng m commuruty health
WIll be reqUIred He WIll also facIlItate momtonng and evaluation ofthe Project

CSP Manager He WIll lead the BRICS team m the day-to-day Implementation of the project He
WIll supervIse the work of the TechnIcal Officer, the Momtonng and EvaluatIOn Officer, the
Tralmng Officer and the Fmance Officer He has several years of publIc health expenence and has
a Masters m PublIc Health

Techmcal Officer A medical doctor (MBBS) WIth a strong publIc health background who
ensures that MOHFW polICies, protocols and standards are attaIned and best practices are
replIcated He wIll supervIse the ANMs who wtll be responSible to assist counterpart CMO and
PRC/SC staff to assure the qualIty, coverage and Impact ofCS/RH servIces

AUXIliary Nurse MidWives (ANMs) They work WIth the PHC/SC ANMs responSible for
proVldmg CS/RH servIces m order to achIeve project goals and mamtaIn proper records and
reportmg system

Trammg Officer wIll be responSible for the capaclty-buIldmg actIVIties of the publIc sector,
pnvate sector, NGOs and the commumty organIZations He WIll also coordmate other staff
development actiVIties of the Project He WIll be assisted by the TraInmg AsSistant

Momtormg and EvaluatIOn Officer He WIll work WIth the Dlstnct staff to establIsh the Health
InformatIOn System (HIS) to track progress towards objectives He wtll also lrutlate the trammg
modules for commumty-based disease and death surveIllance, mcludmg AFP surveillance He wtll
facIlItate the launch the CQI Imtlatlves of the project to morutor and Improve program qualIty He
WIll assist the CSP Manager m prepanng the project technIcal report for SUbmISSIOn to WV
headquarters and USAIDIBHRlPVC

FmancelAdmlDlstratlve Coordmator He IS tramed m USAID grant accountmg and complIance
and SunSystems He WIll report to the CSP Manager and WIll be responSible for finanCial
management and ensure WIth WVUS's Fmance Officer that project reportmg standards and
datelInes are met accordmg to USAID regulations
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Development Coordmator Will be responsible to mobilIze and lrutlate With project partners the
folloWIng (a) ffilCro enterpnses development (MED) component, and (b) facIlItatIng the transfer
of leadershIp, management, techmcal, fund-raISIng skIlls of partners, leadIng to the achtevement
ofproject sustamabllIty IndIcators and project objectIves

Accountant He Will be responsIble to keep all records offinanCial transactIOns

AdmmlstratlVe ASSistant WIll be responsIble for all c1encal assistance reqUired, quarterly
newsletter, and file management

Field Staff There are 17 commuruty development orgaruzers (male and female) resident m the
vtllages

Drivers are responsible for momtonng project jeeps, mamtenance of office eqUIpment, prermses
and surroundmgs

12 Workmg Relationships with Health Staff

The project WIll support the work of vanous PHC/SC staff and pnvate sector health proViders
The 83 VHGs, one 10 almost each Village, are volunteer health workers offenng seTVlce for 4-10
hours weekly on average They have been tramed and are supeTVlsed by ANMs from the SCs to
proVide health and ORT educatIOn to the commumty, IdentIfy chIldren for ImmurnzatIOn, refer
pregnant women for TT ImmumzatIon and prenatal care, and promote best practices m lOfant
feedIng A VHG IS responsible for an average of 1000-1400 people m a Village Some VHGs are
also TBAs, or dOlS, who number 173 Most of them have not been tramed m clean delIvery
techmques The project plans to work With the SC-based ANMs to tram and equip these TBAs
WIth TBA kIts

The 15 SCs are staffed by an ANM and multIpurpose workers who are pnmanly Involved m
malana control actIVitIes ANMs have 3 years' ITI1dWlfery traImng and they proVide ITI1dwtfery
seTVlces, TT ImmuruzatIOn for pregnant women, lffiffiurnzatlon for Infants and Vitarmn A
supplements to chtldren 9-35 months, prenatal and post-natal care, farmly planmng seTVlces and
reportmg of SC actiVities They are paId by the MOHFW and are full-tlffie ANMs report either to
a Semor ANM or LHV who are based In the PHC One ANM serves an average populatIon of
8000 people

The 3 PHCs are each staffed by a full-time government-pwd doctor, a LHV and a semor ANM
The PHC staff proVide baSIC chmcal care and CSIRH seTVlces, mc1udmg IUD msertIOns and
cItrucal contraception On average, a LHV or semor ANM supervtses 5 SC-based ANMs Each
PHC serves an average of 40,000 people In addition, the Balha Dlstnct CMO office of 12 staff
(mcludmg the CMO, Deputy CMOIDIstnct ImmumzatIOn Officer, StatistICian and DIstnct Malana
Officer) proVide supervtslon to all PRC staffm Balha dlstnct
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L3 RatIO of Health Workers to BenefiCIaries

1 The CSP Team Leader and the FInance/AdmInIstratIve Officer (along With the WV IndIa
North Zone Office accountant) partICIpated In a traInIng workshop In New Delln In March

L4 Program Strategy for BRIeS Staff

The ratIo of all government health workers to the number of beneficlanes m the direct Impact
area (Bernar Ben Block) IS very low-(150,OOO/350 health personnel to 428 beneficianes) The
number of health personnel (350) mcludes the PHC/SC staff as shown In the above table, as well
as 83 VHGs, 173 TBAs, and the 71 local RMPs

Tins wIll mclude the followm~

N B ThIs mcludes only dIrect Impact area (Beruar Ben Block) and not the mdlrect Impact area
(remammg 16 Blocks ojBa/lla DIStrICt).

Type ofworker AffiliatIOn pald/ dutIes tIme
( number) volunteer devoteo
State MOH (Uttar Pradesh) State Govt PaId byGovt AdnumstratIve 20% I

SupervIsIon and State
level polIcy makm~ I

DIstnct level Health officers (12) Adnumstratlve 75% I
supervIsIon and

" " unplementation of
_Igovernment health

polIcy
PHC MedIcal Officer (3) " " pnmary health care at 80% Iblock level
Ammas (AUXIlIary Nurse MIdWIves) ANC, ImmumzatIOD, 100%
(I5) " " BIrth Spacmg,

delIvenes at SC-level I
Health Inspector (2) " " FIeld SupervIsIon 100%
EPI Officer (1) hnmumzatIOn data 100%

-'" " and statIstICS
compIlatIon

BasIC Health Worker (6) part tune worker 100%

I" " proVldmg health
educatIon

Lady Health VISItor (2) SupervIsIOn of ANMs 100%

I" "
Male SupervIsor (2) SupervISIon of the 50%

" " work ofbasIC health
I

worker

IHealth AsSIstant (4) " " Health EducatIOn 50%
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1999 m USAID grant accountmg procedures and regulatIons It was facilitated by a
USAID consultant

2 The CSP Manager and one Deputy CMO partIcipated m the SEATS Workshop m
Bangladesh m February 1999 The one-week workshop focused on the mtegratlOn of
Fannly Planrung sefYlces mto CS programs The CSP Manager remamed for another week
to participate m the TOT workshop,

3 The CSP Team Leader participate In 10-day pubhc health management course m the
IndIan Institute ofManagement m Bangalore

4 The entire core team were tramed m
a) conductmg KPC surveys usmg custormzed questlOnnalres/methodologtes field-tested

by PVO CSSP of nru by Dr Mary Lou Rorabaugh (JHU-certIfied KPC Survey
Tramer) III KPC survey tools and techmques (November 1999),

b) the use of PLA exercises for customer appratsal and for facilitatmg commumty
counterparts to develop VIllage resource development plans, m October 1998 by a
PLA tramer from the WV India North Zone Office,

c) developmg a Detatled Implementation Plan and Sustamabl1lty Action Plan,
S The entrre core team wIll be tratned m health faCIlIty assessment usmg the PVO CORE

module on NGO assessment of health care faCIlIties by Dr Stan Foster of Emory
Umverslty m ApnllMay 1999, an MPH student from Emory Umverslty's Rolhns School of
Pubhc Health Will aSSIst as mtern,

6 Two staff (CSP Leader and CSP Manager) wIll partICipate m the World VISIon Asla
PaCific Regtonal Workshop on QNCQI m December 1999, to be hosted by the
USAID/BHR/PVC-funded Kean Svay ChIld Survtval Project m Cambodia,

7 The entIre core team WIll receIVe refresher's traInIng m developmg core competency m
quahty Improvement and trnpact momtonng of CSIRH servtces In the follOWing areas

a) m buIldmg team exercises/approaches to problem IdentIficatIon and problem solVIng,
b) m usmg QI assessment tools and problem-solVIng tools such as the use of on-site

supervISOry checkhsts, extt mtervtews, and m sendmg the best-performmg health sefYlce
proVIders to work With lesser performmg health servIce proVIders for a short penod,

c) m conductmg ffilssed opportumty surveys for CSIRH Illterventions, (g) assessmg
customers' tlmeltness of ImmUnIZation-seekmg behaViors and treatment-seekmg behaVIors
for major chtldhood ktllers (pneumoma, dIarrheal dehydratIOn, malnutntlOn),

d) assessmg the extent oftmrnurnzatlon drop-outslleft-outs among elIgtble customers,
e) m conductmg LQAS (Lot Quahty Assurance Sampltng),
f) m standard case management ofpneumoma and dIarrheal diseases and m WCI,
g) COPE (Chent-Onentated PrOVIder EffiCient) exercises to trnprove the qualtty of

reproductIve health sefYlces,
h) m momtonngldocumentmg Impact of CSIRH servIces through the field-testmg and

mstItutlOnallZlng of customer-dnven disease and death surveillance for EPI diseases (for
poho, neonatal tetanus and measles), WIth tnltlal emphaSIS on AFP surveIllance, and m
conductmg death mvestlgatlOns of neonatal, chtld and maternal deaths,

1) m trammg oftramer (TOT) and facdltatlOn slalls, and 10 mter-personal commumcatlons
slalls,

J) m crOSS-VISits to other USAID-funded CSPs m IndIa and to WV Bangladesh's Chtttagong
CSP,
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k) m networlang slalls to buIld strategic alhances WIth counterpart mstltutlOns,
I) Two key staff WIll partIcipate 10 the Global Health CouncIl (formerly NCllI) conference m

Washmgton DC m the thIrd year Techrucal assistance WIll be obtamed from WVUS, the
WV/APRO, WHO, UNICEF, MOHFW, AVSC InternatIOnal and other m-country
consultants

LS CVslResumes of Key PVO Headquarters Staff/In-Country Program Staff (see Annex
15 )

Dr Sn Chander, MBBS, MPH, WV Asia-PacIfic RegIOnal Health AdVIsor, wIll proVIde regIOnal
technIcal backstoppmg to the project He will VISit the project four trmes m the first year (DIP
workshop, Health Faclhty Assessment Survey, IntegratIOn Workshop, and FITst Annual ReVIew)
and subsequently three tImes each year for the remammg three years Dr Fe GarcIa MD, MPH,
WVUS's Team Leader for Asia-Pacific, WIll be the pnnclpal headquarters technIcal backstopper
She WIll VISit the project at least once a year Ms Tracy Stueve, WVUS's Fmance Officer, WIll
proVIde the financIal support to the project and ensure the project's comphance WIth USAID
grant regulatIons She WIll VISit the project m the first year to provide refresher trammg m USAID
grant accountmg systems for the project's Fmance/Adrmrustratlve Officer and the WV India DelhI
North Zone Accountant Their CVs are appended (Annex 15)

The duratIOn ofDr Chander's VISit WIll 7 days on average, for years 2,3, and 4, he will partIcipate
m the MIdterm EvaluatIOn, ThIrd Annual ReView, the Fmal Evaluation, as well proVIde techrucal
assistance m CQI, CBDDS, and deSign oftralrung cumcula

J MONITORING AND EVALUAnON

J 1 Momtormg and EvaluatIOn Plan

The project WIll assist the Balha dlstnct CMO to develop a strong Health Management
Information System (HMIS) guided by 3 pnnclples (1) aVOId duphcatlon of data collected, (2)
collect data that can be use for Immediate declslon-makmg by the health worker who collects It,
and (3) asSiSt m prompt analysIs and feedback to commurutles

J 1 1 Momtonng the Impact ofCS/RH Interventlons

The BRICS project WIll evaluate the accomphshment of ItS strategic objective With the followmg
rmpact mdlcators whIch reflect the Balha Dlstnct benchmarks whIch have been adjusted from the
national and UP state targets set by the MOHFW for the year 2003
Impact Indlcator #1 ReductIOn of Total Fertlhty Rate from 4 3 to 3 6 chIldren born to a woman

who hves up to 45 years
Measurement Method NFHS,
Data Collectors NHFS enumerators (MOHFW),
Data Source Women 15-45 years,
Frequency ofData CollectIOn every five years (for NFHS),

57

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I



I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

Impact Indzcator #2 Reduction ofUnder-5 Mortahty Rate from 143/1000 hve brrths to
115/1000 bve bIrths
Measurement Method NFHS, pilot-testmg commumty-based death
surveIllance focusmg on mvestlgatlons of deaths m the cluldren 0-28 days,
chtidren 1 month to 59 months,
Data Collectors NHFS enumerators (MOHFW),
Commumty/NOO (CBDDS)
Data Source Families With children under 5 years sampled by NFHS,
PdotCBDDS
Frequency orData CollectIOn every five years (for NFHS),
on-gomg (CBDDS)

Impact Indzcator #3 ReductIOn ofInfant Mortahty Rate from 995/1000 bve bIrths to 75/1000
bve births
Measurement Method National Health Farruly Survey (NFHS), pdot
testmg CBDDS focusmg on mvestigatlOns ofdeaths m chddren 0-28 days,
chddren I month to 59 months
Data Collectors NHFS enumerators (MOHFW), Commumty/NOO
(CBDDS),
Data Source FamIbes sampled under NFHS, pdot CBDDS, Commumty
Pregnancy Register,
Frequency orData Collectzon every five years (for NFHS), on-gomg
(CBDDS)

Impact Indicator #4 ReductIon ofMaternal Mortabty RatIO from 570/100,000 hve bIrths to
4001100,000 hve bIrths
MeasurementMethod National Health Farruly Survey (NFHS), ptlot
testmg CBDDS focusmg on mvestIgations of deaths m women 15-45 years,
Data Collectors NHFS enumerators (MOHFW), Commumty /NOO
(CBDDS)
Data Source Farrubes sampled under NFHS, ptlot CBDDS, Commumty
Pregnancy RegIster
Frequency orData CollectIOn every five years (for NFHS), on-gomg
(CBDDS)

Impact Indicator #5 Prevalence ofreported case-based Acute flaccId ParalySIS (AFP) reduced
to zero
Active commumty and mstltutlOnal surveillance, With zero reportmg
Data Collectors PRC/SC staff (MOHFW), CommumtylNGO (CBDDS)
Data Source PRC/SC staff (mstltutlOnal surveillance), pdot CBDDS
Frequency ofData CollectIOn zero-reportmg ofAFP by PRC/SC staff,
on-gomg zero-reportmg by commumty (CBDDS)
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Impact Imbcator #6 Reduction In rught bhndness In cluldren 9-35 months from a baselme
2 97% to under 0 1%,
Measurement Method Nlghtbhndness survey dunng Vltarmn A dlstnbutlOn
rounds
Data Collectors PHC/SC staff (MOHFW), Commuruty, BRICS staff,
NGO staff
Data Source PHC/SC staff(InstltutlOnal surveillance), pIlot CBDDS
Frequency orData CollectlOn six-monthly Vltamm A dlstnbutlon rounds

Impact Indicator #7 ReductlOn m the percentage of chIldren 0-23 months who are moderately
or severely wasted (1 e who fall below -2 Z score from the medzan wezght
for age ofNCHSIWHO reference populatlOn) from a baselme 43% to
under 30%,
Measurement Method Sample nutntlon survey ofchIldren 0-23 months,
Data Collectors outside agency (VRIDDIll),
Data Source nutntlOn sample survey enumerators,
Frequency ofData Collectzon basehne, mId-term, and final evaluatlOns

PIlot Communzty-Based Disease and Death Survezllance
The project Will pIlot-test With the MOHFW, WHO and UNICEF a prototype module on
commuruty-based surveIllance of (a) chIldhood dIseases (poho, measles and neonatal tetanus)
Wlth lnItial focus of AFP survedlance, and (b) deaths In neonates (0-28 days), cluldren 1-59
months, and women 15-45 years Tlus module wdl lrutlally be tested m Bernar Ben Block, and
then m the remaIrung 16 blocks of Balha DIstnct After refinements, the use of tlus pre-tested
module Will be replIcated In the 3 WV ADP sites m northern UP state, followed by up-scalmg to
all 100 WV IndIa ADP SItes, With potentIal Impact populatIon of 10 mJlllOn people The project
will draw from lessons learned In commuruty survel1lance from Its USAID-funded CSPs In
Bangladesh, Cambodia and IndonesIa

The BRICS Will not be creatmg a whole new HMIS, but Will complement the natIonal, state and
dIstnct and block level surveIllance, wluch IS pnmanly InstltutlOnai surveillance and heavIly
focused on AFP currently (please see annex V 11 current status In AFP surveillance (With maps)
In indIa) The project Will undertake With ItS partners the follOWing steps In developmg the
CBDDS (see commuruty surveillance forms In Annex 13, for "Steps m Commuruty Surveillance"
Annex 13 also mcludes the Data Flow DIagram for Commuruty SurveIllance)

Death Reportmg The first contact worker (VHG, TBA, AWW or SC-based ANM) will report
ImmedIately any deaths to the PHC LHV, who Will conduct a verbal autopsy/death mvestlgatlOn
to determme the cause of death The BRICS project's LCOs wtIl be tramed to obtam notification
ofdeaths In under-5 chIldren and women 15-45 years frompanchayatlrehgJous leaders daIly Any
deaths Will be reported Immediately to the LHV The BRICS project Will halse With the Ballia
DIstnct HOSpItal to obtaIn death notIficatIOn among under-5 cluldren and women 15-45 years
from Bernar Ben block It Will also arrange for maIntenance of lme lIstIng of all neonatal, cluld
and maternal deaths to facdItate summary and to prevent double-countIng The project Will
dISCUSS With commuruty and NGO partners on pOSSIble strategIes to raIse the proportlOn of
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J 1 2 Momtonng Coverage ofCSiRH mterventlons

neonatal, cluld and maternal deaths captured by the death survetllance system Annex 13 proVides
copIes of commumty survetllance forms/algonthms

From the baselIne, through the DIP (January 1999), the Frrst Annual ReVIew, (September 1999),
the Midterm Evaluation (September 2000), the ThIrd Annual ReView (September 2001) and the
Fmal Evaluation (September 2002), the project WIll track coverage mdlcators to track progress
the towards achIeVing the EOP targets and annual benchmarks of the mterventlOn-specI:fic
objectIves hsted 10 section C 1 (please see Annex 18 for Itst of 1Odlcators trackmg Impact and
Coverage ofCSIRH InterventIons)

The project WIll also facIlItate more effectIve use of surveIllance data at
I) the communIty level--e g If there IS a diarrheal or pneumoma death or neonatal tetanus death

or maternal death, target all pregnant women 10 the cluster/compartment for mtenslve health
educatIOn regard10g ORT, pneumoma recogmtlon and referral, TT or farrnly planmng/spac1Og,

11) program level--map the geographIcal dlstnbutlOn of all Identified neonatal, chtld and maternal
deaths,

lll) strategIc/plannmg level--recommend farmly planmng as the s10gIe most Important 1OterventIon
to reduce neonatal mortalIty

d S b R It #1b I
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bfi CSIRHThe 1OterventlOn-specl c coverage 0 )JectIves are given e ow un er u - esu
Sub-Result #1a Increased Coveraee of Essentlal Care ofthe Szek Chzld (30% ofm. #1 Effort)

Pneumonuz Case Management (15%)
70% of mothers/caretakers would be able to reCOgnIze at least two danger SIgnS (cough and rapid or
dJfIicult breathmg) of pneumoma that call for ImmedIate referral and treatment (FY 99 65 %, FY 2000
65%, FY 2001 65%, FY2002 70%,),

(Indicator ProportIOn ofmothersicaretakers able to recogmze at least two danger SignS of
pneumoma that callfor Immedzate referral and treatment,
Measurement methods KPC survey
Data collectors Enumerators ofKPC survey
Data source sample survey ofwomen with children 0·23 months,
Freauencv ofdata collectIOn Baselme mzd-term, andfinal evaluatIOns

65 % of mothers/caretakers would have sought appropnate ant1blOuc treatment for therr chtldren under 24
months WIth cough and rapid or dtfficult breathIng ill the past two weeks (FY 99 65%, FY 2000 65%,
FY2001 65%, FY2002 65%,),

(IndICator ProportIOn ofmothers/caretakers who sought approprzate antibIOtic treatmentfor their
children under 24 months With cough and rapid or difficult breathmg m the past 2 weeks)
Measurement methods KPC survey
Data collectors Enumerators ofKPC survey
Data source sample survey ofwomen With chzldren 0~23 months,
FreQuencv ofdata collection Baselme mzd-term, and final evaluatIOns

Pneumoma Case Management
55% ofclnldren 0-23 months dIagnosed as pneumoma would have been appropnately treated With
antlblotlcs (FY 9910% FY 200025%, FY2001 40% FY2002 55%)

(IndIcator ProportIOn ofchIldren 0-23 months dIagnosed WIth pneumoma who were treatedWIth
antibIOtics accordmg to standard case management protocol)
Measurement methods Baselme assessment ofcase managementpractices use ofon-sIte
observatIOn checklzsts exit mtervlews

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I



Duurhea Case Management
40% of chIldren 0-23 months WIth dIarrhea m the past two weeks were treated WIth ORT (FY 99 20% FY
200025%, FY 200130% FY200240%)

(Indicator ProportIOn ofchildren 0-23 months With diarrhea m the past 2 weeks who were treated
With ORT),
Measurement Method KPC Survey
Data collectors Enumerators ofKPC survey
Data source sample survey ofwomen With chzldren 0-23 months
Freauencv ofdata collectIOn Baselme mid-term and final evaluatIOns

50% ofclnldren 0-23 months WIth dIarrhea m the past two weeks were gIven the same amount or more
flwds other than breast rmlk (FY 99 20%, FY 2000 30%, FY 2001 40%, FY2002 50%),
(Indicator Proportion ofchzldren 0-23 months With diarrhea m the past two weeks who were given the
same amount or more jluuls other than breast milk)

Measurement Method KPC Survey
Data collectors Enumerators ofKPC survey
Data source sample survey ofwomen With children 0-23 months
FreQUenev ofdata collectIOn Baselme mid-term andfinal evaluatIOns

40% ofclnldren 0-23 months WIth dIarrhea m the past two weeks were gIven the same amount or more
food (FY 9925%, FY 200030, FY 200135%, FY2002 40%,)

(Indicator ProportIOn ofchzldren 0-23 months With diarrhea m the past two weeks who were gwen
The same amount or more food)
Measurement Method KPC Survey
Data collectors Enumerators ofKPC survey
Data source sample survey ofwomen With children 0-23 months
Fre(!Uencv ofdata collectIOn Baselme mzd-term and final evaluatIOns

Sub-Result #Ib Increased Coverage ofEssentud Care ofthe Newborn(5% ofIR #1 Effortl
40% ofpost-partum mothers were tramed m care of theIr newborn (hypothermIa prevennon.low bIrth
weIght management, and establIshment of exclUSIVe breastfeed.tng) (FY 99 5%, FY 2000 15 % FY
2001 25%, FY2002 40%),

(Indicator ProportIOn ofpost-partum mothers who were tramed m care oftheir newborn
hypothermia preventIOn low birth weight management, and establzshment ofexclUSive
breastfeedmg)
Measurement Method KPC Survey
Data collectors Enumerators ofKPC survey
Data source sample survey ofwomen With children 0-23 months
Fre uen 0 data collectIOn Baselme mid-term and mal evaluatIOns

Sub-Result #Ic Increased Coverage ofImmumza:twn (15% ofIR #1 Effortl
50% of clnldren (12-23 months) would have been fully llnmUIllZed before theIr first bIrthday (FY
9930%, FY 200035% FY 200140%, FY2002 50%),

(Indicator ProportIOn of children (12-23 months) who have received card-documented doses of
BCG, OPV3 DTP3 and measles vaccmes before age 12 months)
Measurement Method KPC survey
Data collectors Enumerators ofKPC survey
Data source sample survey ofwomen With chzldren 0-23 months Reproductive & Chzld Card (annex
V 12)
Freauencv ofdata collectIOn Baselme mid-term and final evaluations

35% of mothers would have receIved two doses of tetanus tOXOId (TT2) before the bIrth of her
youngest clnld less than 24 months, (FY 99 10% FY 2000 15%, FY 2001 25%, FY2002 35%,),

(IndICator ProportIOn of mothers would have received two card-documented doses oftetanus tOXOid
(IT2) before the birth ofher youngest child less than 24 months)
Measurement Method KPC survey
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Data collectors Enumerators ofKPC survey
Data source sample survey ofwomen wIth chIldren 0-23 months, ReproductIve & Child Card (annex
V 12)
Fre uen 0 data collectIOn Baselme, mId-term, and mal evaluatIOns

Sub-Result #ld Preventwn ofMalnutrliwn and Vltanun A Delicumcv 05% ofIR #1 Effort)
90% of Infants 0-4 months exclusively breastfed 10 the last 24 hours (FY 99 80%, FY 2000 80%, FY
2001 85%, FY2002 90%),

(IndIcator ProportIOn ofmfants 0-4 months exclusIvely breastfed In the last 24 hours
Measurement method KPC Survey
Data collectors Enumerators ofKPC survey
Data source sample survey ofwomen with children 0-23 months,
Freauencv ofdata collectIOn Baselme mId-term andfinal evaluatIOns

45% of mfants 5-9 months are given solId or seIDl-solId foods (FY 99 30%, FY 2000 35 %, FY 2001 40
%, FY2oo2 45%),

(IndIcator Proportzon ofmfants 5-9 months who are bemg given sobd or seml-sobdfoods)
Measurement method KPC Survey
Data collectors Enumerators ofKPC survey
Data source sample survey ofwomen With chIldren 0-23 months
Freauencv ofdata collectIOn Baselme, mid-term, and final evaluatzons

90% ofchIldren 9-35 months Wlll have receIved V1t:annn A doses seIDl-annually, (FY 99 60%, FY 2000
70 %, FY 2001 80 %, FY2002 90 %),
(JndlCator ProportIOn ofchildren 9-35 months who receIved approprzate card-documented doses of
vitamm A m the last SIX months)

Measurement Method KPC survey, commumty regIsters of V1tamm A dIstnbuuon rounds, ch1ld
growth cards
Data collectors Enumerators ofKPC survey
Data source sample survey ofwomen WIth chIldren 0-23 months

Frequenev ofdata collectIOn Baselme mId-term andfinal evaluatIOns
30% ofpostpartum mothers would have received one hIgh-dose V1tanun A supplement Wlthm 4 weeks of
delIvery (FY 995%, FY 2000 10 %, FY 2001 20 %, FY2002 30 %),

(IndIcator ProportIOn ofpostpartum mothers who receIved one card-documented hIgh-dose vltamm
A supplement wlthm 4 weeks ofdelzvery)
Measurement Method KPC survey, maternal cards, TBA records
Data collectors Enumerators ofKPC survey
Data source sample survey ofwomen WIth chIldren 0-23 months, maternal cards, TBA records,
Freauencv ofdata collectIOn Baselme, mId-term, andfinal evaluatzons

Sub-Result #le Improved Reproducnve Health Coveral!e (30% ofIR #1 Effort)
At least 40 of83 target Villages would have functIomng Village-based emergency transport schemes for
obstetnc emergencIes (FY 99 5 Villages, FY 2000 15 Villages, FY 2001 30 Villages, FY2002 40
VIllages),

(Indicator Number oftarget VIllages whIch have functzonmg VIllage-based emergency transport
schemesfor obstetrIC emergencies)
Measurement Methods Commumty/ERICS staffreports, on-site VISItS, key Informant mtervlews,
Data collectors BRICS staff
Data source youth groups mahlla mandals
Freauencv ofdata collectIOn Baselme first annual mid-term third annual and final evaluatwns

20% or under ofwomen WIth chtldren less than 24 months reported at least one un-1Otended pregnancy
10 the last 12 months (FY 9935% FY 2000 30 % FY 2001 25%, FY2002 20%)

(Indicator Proportwn ofwomen WIth chIldren less than 24 months who reported at least one
unmtended pregnancy m the last 12 months)
Measurement Methods KPC survey
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Data collectors Enumerators ofKPC survey
Data source sample survey ofwomen wIth chzldren 0-23 months maternal cards TEA records
FreQuencv ofdata collectIon Baselme mid-term and final evaluatlOns

20% of mothers WIth chtldren less than 24 months who desire no more chtldren In the next two years, or
are not sure, WIll be USIng modem contraceptive methods, (FY 99 10%, FY 2000 12%, FY 2001 15%
FY2002 20%),

(IndIcator ProportlOn ofwomen With chIldren less than 24 months who deSIre no more chrldren m
the next two years or are not sure who are usmg modern contraceptIve methods)

Measurement Methods KPC survey CBD re~lster PHC/SC /ANM records
35% of women who dehvered their youngest chtld In the last one year would have received at least 90
Iron/folate tablet supplements dunng theIr last pregnancy, (FY 99 10%, FY 2000 15% FY 200125%
FY0235%),

(IndIcator Proportion ofwomen who delzvered their youngest chrld m the last one year who receIved
at least 90 Iron/folate tablet supplements durmg their last pregnancy)
Measurement Methods KPC survey review of pregnancy trackmgforms/maternal cards mahrla
mandai records
Data collectors Enumerators ofKPC survey
Data source sample survey ofwomen With chrldren 0-23 months maternal cards TBA records
Freauencv ofdata collectlOn Baselme mId-term and final evaluatlOns

35% of mothers had at three or more antenatal VISits before the delIvery of her youngest chtld less than
24 months, (FY 995%, FY 2000 15%, FY 200125%, FY2002 35%),

(IndIcator ProportlOn ofmothers who had at three or more card-documented antenatal VISItS before
the delzvery ofheryoungest child less than 24 months)
Measurement Methods KPC survey review of pregnancy trackmgforms/maternal cards
Data collectors Enumerators ofKPC survey
Data source sample survey ofwomen With children 0-23 months maternal cards TBA records
Freauencv ofdata collectIon Baselme mId-term and final evaluatlOns

25% ofdehvenes lD the last 12 months would have been attended by a traIned health prOVider or PHCI
Sub-center ANMIstaff (FY 99 18%, FY 2000 20%, FY 2001 22% FY2002 25%),

(Indicator ProportlOn ofde/zvenes m the last 12 months who have been attended by a tramed health
prOVIder or PHC/Sub-center ANM/staff)
Measurement Methods KPC survey, revIew of pregnancy trackmgformsimaternal cards
Data collectors Enumerators ofKPC survey
Data source sample survey ofwomen With children 0-23 months maternal cards TBA records
FreQuencv ofdata collectlOn Baselme mid-term and/inal evaluations

Village-owned EPI/Pregnancy Regzsters

The BRICS project Will faCilItate commuruty empowerment by mtroducmg VIllage-owned health
registers whtch Will enroll elIgtble women, chtldren, and newborns to enter and partiCipate m the
program Together With PHC/SC staff, BRICS staff Will facilitate and tram the mahlla mandals
and VHGs to adapt and adopt two mnovative VIllage-owned registers from the USAID/BHRI
PVC-funded Kean Svay Child SUfV1val Project of WV Cambodia They have been very useful m
the commuruty and very effective m mcreasmg CS/RH coverage of ehgtbles Dr Stan Foster of
Emory Uruversity has declared the VIllage EPI register as the "World's Best Buyll for
lIDmuruzatlOn recordmg systems

The two VIllage-owned registers are the
1) Commuruty EPI (ImmuruzatlOn) Regtster, (Annex 13)
11) Commuruty Pregnancy Regtster (Annex 13 )
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Locally avalIable register books wIll be used Please see sectIOn E 1 for descnptIons of these
regtsters

Village~based HIS
In addItiOn, the project wlIl also aSSist the village panchayats/mahlla mandals to choose 5-6
cntIcal mdicators that can be (I) Visually represented, (11) tracked regularly by themselves, (111)
result m action and (IV) lead to Improved health and decreased mortahty ofwomen and chtldren
a) Women's age at first birth--mdication ofpre-birth mterval (women's age at first birth mInUS

women's age at mamage)--to promote commuruty/sOCIal norms for delayed age ofmamage,
longer pre-bIrth and birth Intervals, and need for fanuly planrung/spacIng,

b) Percentage of actIve users ofmodem contraceptive methods (temporary/permanent),
c) Pregnant women--Identlficatlon for TT, prenatal care, and trackIng ofpregnancy outcome and

post-partum Vlt A supplementatIOn,
d) Measles coverage ofchtldren aged 9-35 months--to Identdy leftouts and refer them for

measles ImmUnIZatIon,
e) Percent ofnewborns who are oflowblrth weIght «2500 gm at bIrth), to target theIr mothers

for breastfeedmg and mtenslve educatIon mbest practIces m Infant feedmg and weanIng,
f) Percent ofgtrls firushmg pnmary school,

For program management at PHC, SC or Village level, BRICS wlIl aSSIst PHC/ANC staff to be
coverage-onented m mIcro-levels by focusmg on 'spot maps' and graphs for Visual representatIon
ofaggregate data on coverage, (rather than Just on hstmgs and regIsters of chtldren trnffiuruzed or
gIven Vltamm A or ofwomen gIven TT or prenatal care)

J 2 Data Management

ThIs has been descnbed m sectIon J 2 above All surveillance data and coverage data Will mputted
mto the computer Back-up dIskettes of all data files Will be kept m a secure, locked cupboard
along With all hardcoples ofdata, to ensure theIr confidentIally The project Will need the technIcal
aSSIstance of the morutonng and evaluatIOn officer of the WV Bangladesh team m the USAID
funded Qualtty Improvement Project to estabhsh a data qualIty control system and to proVide
trammg m EPI-Info data entry and analySIS

J 3 Data analySIS, use and dlssemmatIon

Data analysIs
KPC data Will be analyzed both by manual tabulatIOn as well as by usmg EPI-INFO SurveIllance
data WIll also be analyzed USIng EPI-Info software

Data Use
Tins IS descnbed m sections J 1 and J 2

In addItIOn, the BRICS project Will also facditate basehne trauung needs assessments of all target
tr3.1nees along WIth a cold cham survey and facility needs assessment ofthe PRCs and SCs
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InfonnatlOn from qualItative and quantitative basehnes will be used to (a) IdentifY the knowledge
practice gap for essential household behaVIOrs, (b) deSign appropnate audlence-specrfic behaVIOr
change commurucatlOns messages, matenals and strategtes to overcome these knowledge-practice
gaps, (c) deSign traIrung cumcula and matenals, (d) Improve the vaccme cold cham, (e) enhance
the quahty of tralnIDg, supernslon, mformatlOn and sernce, and to (f) reVIse the end-of-proJect
targets and annual benchmarks for each of the mterventlOn-speclfic coverage ObjectIves

Data Dlssemmatlon
Data wIll be presented at "Less Learned/Best Practices" workshops for the mdlrect Impact area
and WV ADP SItes In UP State, and at natIOnal, regtonal (e g WV AsIa-PacIfic RegIOnal QNCQI
Workshop In CambodIa) and internatIOnal conferences (e g Global Health Conferences)
To raIse US PublIc Awareness, WVUS WIll embark on the follOWIng
a) The WVUS marketmg department will Infonn indIVIdual North Amencan sponsors of WV

sponsored chIldren m BaHIa ADPs about USAID/BHR/PVC's Chtld Surnval Grants Program
and explam how low cost-per-beneficlary CSPs can make such Impact In reducmg mfant, chtld
and maternal mortalIty Case studIes wIll be hIghlIghted

b) Present to the US Congress eVIdence on the cost-effectIveness ofBHRlPVC CSPs, Just as Ms
Penny Altman ofPVO CSSP/JHU did ofthe WV IndIa Navapur CSP a two years ago,

c) Feature USAID/BHR/PVC-funded CSPs m the WVUS MagazIne, whIch has a CIrculatIOn of
140,000,

d) Wnte and publIsh monographs on best practIces and lessons learned from USAID-funded
CSPs among the donor commuruty, US Congressmen, Senators, promment mayors and
mstltutlons

J 4 MODltonng and Improvmg Performance, Quality and Coverage

The project facIlItate partner staff to (a) make more use of eXit mtefVlews, as they are an
Important tool for qualIty Improvement, (b) arrange for the best workers to work With the less
perforrrung workers for one week, (c) use montWy meetings WIth TBAs, VHGs, AWWs, Parush
mandals, mahlla mandals and panchayats, to diSCUSS ways to Improve the qUalIty of traIrung,
supernslOn and serVIce The project WIll tap WV Bangladesh's USAID-funded Quahty
Improvement PartnershIp to pre-test and develop a CQI TraIrung Manual for local NGOs

LIsted below are the Sub-Results and ActIOn plans ofIntermediate Result #4 Improved
quality of trammg, supervisIOn, mformatlon and service, leadmg to rmsed customer
satisfaction.
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Sub-Result #4a CONTINUOUS QUALITY IMPROVEMENT INITIATED
FY FY FY FY TO-

ACTIONPLANS 1999 2000 2001 2002 TAL
Health Facility Assessment (WIth Dr Stan Foster) 1 1
Center ofExcellence established m Beroar Ben Block for

• QualIty case management of pneumoma 1 1

• QualIty case management of dIarrheal dIseases 1 1

• Inte~ted mana~ement ofchIldhood J.11nesses (IMCI) 1 1

RevIews for gold standards for tra1mng & Supervtslon for

• Clnld SUMval (CS) mterventlons 1 1

• Reproduct1ve health (RH) mterventIons 1 I

Workshops for finalIzatIon oftechmcal gwdelmes for

• Clnld SUMvalmtelVentIons I 1
• Reoroduct1ve health mtelVentIons I I
Development of CSIRH standards & protocols for mcorpo-
ratIon mto matenals & course deSign for
• trauung & Supervtslon 2 2 4

• selVlce delivery 2 2

• evaluatIon 2 2

AdaptatIon/development ofa PLA manual for customer
appmsal for
• PHC/sub-eenter staff I I

• NGO staff I I
Adaptauon/development of IPC skills and face-to-face
coWlSelmg skills traImng module for
• ANMs I 1

• AWWs I 1
• NGO staff I 1

• Village Health Gwdes 1 I

Adaptauon/development ofKPC survey manual for NGO
staff I I
Adaptauon/development ofCQIIQA tra1mng modules usmg
team approaches to buJ.1d capaCIty 10 CQIIQA for CMO
stafflPHC staff I I
AdaptaUonldevelopment OfQua1lty of Care (QOC) SUpelVl-
sory mstruments for RH/CS 1OtelVentIons 1 2 3
AdaptatIon/development of Instruments for CMO
stafflPHC staffand ANMs for
• Missed Opportunty SOlVeys for CSIRH 1OtelVentIons 3 3

• Assessmg customers' tImehness of Immurnzanon-
seekmg & treatment-seelong behavIOrs for major cluld
kIller dIseases 3 3

• Assessmg extent of InunumzatIon left-outsldrop-outs 1 3

Development of Instruments to assess extent of completed
obstetnc and faIntlv olanmng/buth-spac1Og referrals I 1 2
Pllot-testmgldevelopment (WIth WHO) of new traImng
package for Dazs on "Integrated approach m management
of Cough or Dtfficult Breathmg, Diarrhea or UndemutnUon
m Young Chtldren" 1 1
Adaptauonldevelopment oftnstruments for CBDDS, With
nuual emphasIS on AFP surveIllance 1 1
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To help Improve the quahty of the cold cham the project Will use (see Annex 19 for EPI forms)
• Protocol to morutor/record vaccme temperatures tWIce daIly m the refugerator,
• SupefVlsory checkhst for cold cham morutonng,
• The qualIty of unmumzatlOn sessions Will be momtored usmg the EPI session supefVlsory

checkhst,
• To IdentIfy and mImmIZe mIssed opportumtles for ImmumzatlOn, the project wIll use a form to

IdentIfy Missed Opportumties for ImmumzatlOn,
• To Improve the competency of mothers and caretakers mORT preparatIon and

admImstratlOn, the project Will use ORT Competency checkhst (see Annex 20 for treatment
checkhsts and algonthms )

To Improve the qualIty oftraImng and supervISIon for case management of pneumoma, dIarrhea
and undernutntlOn 10 an under-5 chIld, the BRICS project will promote the use of the follOWIng
• Checkhst for Momtonng Assessment, ClassIficatIOn, Treatment of Integrated ARIlCDD/

Under-NutntlOn SkIlls TraImng ofBasIc Health Workers,
• Algonthm for AWWslANMs to Assess, ClassIfy and IdentIfy Treatment of a ChIld With

Cough or DIfficult BreathIng, DIarrhea, or Under-nutntlOn,
• Algonthm for AWWs/ANms on age-specIfic feedmg recommendatIOns,
• Sheet on Counsel The Mother on FeedlOg/Growth Chart/Assess FeedlOg,
• Algonthm on solVIng feedmg Problems

See Annex 20 for copies ofthese tools

K BUDGET

Please refer to the revIsed budget 10 Annex 3°

L REFERENCE MATERIALS (see Annex 29 for hst of techmcal references used 10 the
development of thIs DIP

M DETAILED PLANS BY INTERVENTION

M 1 IMMUNIZATION

MIl InCidence and Outbreaks

In Ballia DIstnct, neonatal tetanus accounts for 10% of neonatal mortahty, and measles accounts
for 5 2% of post-neonatal lOfant deaths and 9 5% of all under-5 deaths Ballia dIstnct was one of
the 11 dIstncts 10 eastern UP where a recent (Apnl-July 1997) outbreak of POlIO saw a total of
203 reported cases of AFP AFP prevalence IS estImated at 1/150,000 population With Balha
dIstnct averaging an expected reported 6-7 AFP cases annually (UNICEFI1997)
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M 1 2 Baseline Coverage Estimates

a) The November 1998 KPC Survey (please see separate KPC survey report) revealed the
followmg

Childhood Immumza!lons
• Only 535% (69/134) of cluldren 12-23 months had an EPI card, and mothers of another

343% (46/134) ofthese cluldren had lost theIr cluldren's EPI cards,

• 39 1% (27/69) of those 69 cluldren 12-23 months With cards have been fully llnmumzed
before therr first bIrthday,

• However, only 209% (28/134) of all 134 cIuIdren 12-23 months had card-documented
coverage ofall the SIX EPI vaccmes before theIr first birthday,

• Only 27 6% (37/134) of chIldren 12-23 months receIved a card-documented measles vaccme
dose by theIr first birthday,

• 536% (37/69) of clnldren 12-23 months WIth cards had receIved a measles dose by theIr first
birthday,

• 659% (197/299) of mothers dId not know at what age therr clnldren should receIve measles
vaccme, only 47% (14/299) knew the correct age for measles tmmumzation

• DPTI coverage (913% (63/69) of cards or 47% [71/134] of total) dropped by DPT3 (725%
[50/69] of cards-or 37 3%[50/134] of total) The DPT dropout rate was lugh (20 6%{91 3
72 5}/91 3)

• OPVI coverage (91 3% (63/69) of cards or 47% [71/134] of total) dropped by OPV3 (71%
[49/69] of cards-or 373%[50/134] of total) The OPV dropout rate was SImIlarly hIgh
(20 6%{91 3-72 5}/91 3),

ITvaccmatlOns
• Only 358% (107/299) of mothers knew that tetanus tOXOId (TT) vaccmes would protect both

mother and chIld agamst tetanus, another 11 4%(34/299) knew that TT would protect the
newborn against tetanus,

• 475%(142/299) ofmothers dId not know why pregnant women are vaccmated With TT,
• 793% of mothers knew that 2 or more of TT doses are needed by a pregnant woman to

protect her newborn mfant from tetanus,
• Only 5 6% of mothers had two card-documented doses of TT before the bIrth of her

youngest chIld less than 24 months,

b) Key Fmthngs ofBaselme POllO Vaccmahon Status Survey of chIldren 0-59 months In

February 1999 (please see Annex 7)

Of 15,439 ehgtble chIldren 0-59 months (December 1998 total populatIon surveyIBRICSIPHC)
• 15,418 clnldren receIved the first OPV dose (9986 percent coverage) on December 12, 1998,
• 14,957 chIldren receIved the second OPV dose (968 percent coverage) on January 17, 1999,

In companson, 1998 PRe data mdlcate that full mmlUllizatIon coverage (card plus lustory) IS

more than 80%, and TT2 coverage (Card plus hIstory) IS at lest 50%,
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M 1 3 MOB Policies and Current Services

a) The MOR InllnuruzatlOn strategy, schedule, and polIcIes are descnbed m Annex 22
b) As frequent power outages occur m Beruar Ben Block (mcludmg the PRCs), cold cham

mamtenance of EPI vaccmes IS a challenge There IS twtce-a-day temperature recordmg of
vaccmes PublIc health faCIlItIes are not regularly proVIdmg vaccmes, however There IS poor
rapport between the PRC/SCs and the commuruty (as mdIcated by the hIgh drop-out rates)
Another challenge IS gettmg the ANMs to the vtIlages, they often do not want to go as It IS
too hot, too muddy, etc

c) Immuruzatlon servtces are only avaIlable m the PRCs, and not m the SCs There are no mobIle
team or outreach seSSIons, except durmg the PolIo Pulse DayslNIDs The recent PolIo Pulse
campaIgn (thIrd dose) on February 21, 1999 was called offbecause of polIo vaccme shortage

M 14 Program Approach

The project's ImmuruzatlOn component ObjectIves and yearly benchtnarks are lIsted under Sub
result # 1c under sectlOn C 1 Attamment of these ObjectIves wtlI help reduce neonatal tetanus
mortalIty and neonatal mortalIty m general, and help to eradIcate pobo and ebmmate measles

The BRICS project plans to faCIlItate (a) unmuruzatlon of all mfants WIth the SiX EPI vaccmes
(BCG, OPV3, DTP3, and measles) by therr first bIrthday by usmg mahzla mandals and VHGs to
mobl1lZe mothers of elIgIble chIldren and track EPI defaulters, (b) partnershIps WIth the Rotary
Club (Balba Chapter) and three local NGOs to establIsh a Pobo EradIcatzon Network to mobt1IZe
all commuruty, pnvate sector practItlOners and NGO partners for NatIonal ImmuruzatlOn Daysl
PolIo Pulse days and for mass publICIty events to promote polIo ImmuruzatIOn, (c) trammg and
utIlIZmg TBAs and VHGs to refer all pregnant women to the ANMs m the SCs for TT
mmmruzatIOn, and to ensure that all mtrnunIZatIOn referrals are completed

The project WIll also help buIld the capacIty of CMO, PRC and SC staff to (a) conduct nussed
ImmUnIZatIon opporturuty surveys, to assess caretaker's tImelIness of ImmuruzatlOn-seekmg
behavlOrs, and to assess the extent of ImmUnIZatIOn left-outs and drop-outs, (please see Annex 19
for fonus to IdentIfy nussed opporturntles), (b) conduct of cold cham survey of 3 PRCs and 15
SCs m Beruar Ben Block dunng the health faCIlIty survey m ApnIlMay 1999), (c) mamtam
vaccme cold cham mamtenance by usmg tools to morutor vaccme temperature twtce-a-day m the
3 PRCs (please see Annex 19), (d) field-test a EPI seSSIOn Supervtsory ChecklIst, adapted from
WV Bangladesh's ChIttagong CSP (please see Annex 19), and to (e) mstItute early control
measures for EPI dIsease outbreaks The Project WIll also supplement cold cham eqUIpment and
standby generators for the 3 PRCs (Annex 23),

The BRICSproject WIll Improve Measles ImmUnIZatIOn Coverage and TImelmess by (a) tralrung
of 8 CMO and 15 PRC staff m nussed ImmUnIZatIOn opporturnty surveys to assess (1) measles
vaccme coverage, (11) nussed measles ImmuruzatIOn opporturntIes, and (111) tImelIness of measles
ImmUnIZatIon among chIldren 12-23 months, (b) hostmg a Missed Measles ImmUnIZatIOn
Opporturuty Workshop for 70 Balha DIstnct health staff, (c) traIrung 15 PRC staff, 82 VHGs and
NGO staffm the MOHFWIWHO gUIdelmes m proVIdmg measles ImmuruzatlOn to chIldren 9-35
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months who are identIfied WIth severe malnutntlOn or severe diarrhea) lITespectlve of history of
preViOUS measles mllnumzatlon, (d) traImng of 83 VHGs, 173 TBAs and NGO staff to counsel
mothers on the appropnate tlffilng (9 months) of measles immurnzatlOn for therr mfants, (e)
mobihzatlOn ofVHGs, TBAs, mahlla mandals, youth groups, faffilhes ofWV sponsored faffilhes,
school students and school teachers to identify, refer and follow-up measles munurnzatlOn
defaulters among children 9-35 months to the nearest PHC/SC for measles unmurnzation

Followmg the Health Care Facility survey m Apnl/May 1999, the BRIeS project Will (Jomtly With
CMOIPHC/SC staff) plan the follOWing steps to reach high-nsk populatlOns
a) map Sites offixed vaccme dehvery With Circles representmg areas which have 95% access (3-5

km),
b) identify outreach Sites to ensure 100% avauabihty,
c) ensure contmuous cold cham for one week a month,
d) aSSist to ensure that suffiCient, m-date, potent vaccme IS avaIlable,
e) set targets for unmumzatlOn avauabdity, access, quahtyand coverage

For mstance, an access target could be that each commumty WIll have access to unmurnzation
(once a month or once every two months) WIthm X km as measured by DPTI coverage,

Two quallty targets could be
i) Each unmurnzatlOn seSSlOn Wlli have adequate quantities ofm-date, potent (paba marker),

cold cham and diluent (as assessed With a checkhst),
11) Every mJeetable Will be adffilmstered With a stenle needle and synnge (as assessed With a

checklist)

A knowledge target could be by end-of project (BOP) at least 80% of mothers WIth chddren
under 2 WIll know three messages on leaVing the PHC/SCs (based on eXit mtefVlews),

As measles immurnzation is pOSSibly the smgle most effective mterventlOn 10 this populatlOn--a
coverage target could be xx% ofmfants Will be gtven measles vaccme by 1 year of age (based on
Village based registers and the KPC survey at the MTE and FE) The project will mclude measles
coverage by 12 months and 12-23 months m future immumzation KPC results

The project WIll also explore the proViSion oflarge cold boxes wmch can mamtam the cold cham
for one week a month Alternatively, solar or kerosene refhgerators Will be explored

M 1 5 IndiVidual DocumentatIOn

Currently dunng mass campaIgns bke the NIDs, mdIVIdual ImmurnzatlOn doses are not recorded
However, With the proJect's planned mtroductIOn ofComrnumty EPI Regtsters, all Immuruzatlons
dunng mass campaIgns Will be recorded Women's TT doses are currently recorded 10 the
maternal card Cards are kept by women and mothers/care-gIvers The project will conduct PLAs
and focus group diSCUSSions With mahlla mandals to seek ways to ffilmnuze card loss Currently,
the project is negotIatmg With the CMO and the PHC staff to mcrease the card supply rehabihty
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See Annex 24 (Reproductive and Clnld Health Card) where chIldren's nnmuruzatlon doses are
recorded

M 1 6 Drop-outs and Missed Opportumtles

In addition to the strategtes lIsted In sectIon M 1 4, the project WIll pIlot test mnovative ways to
reduce the number ofdrop-outs and rmssed opportumtles for child ImmurnzatlOn and women's TT
ImmurnzatlOn Please see section J 1 2 for a descnptlOn ofvIllage-owned health regtsters

M 1.7 Vaccme and EqUipment Supply and Cold Cham EqUipment

This has been discussed In section M 1 4

All vaCCInes wIll come from the CMO's office The BRICS project IS currently workIng WIth the
CMO's office to ensure pnonty and relIable allocatIOn of vaCCInes to the pnmary trnpact area
(Bernar Ben Block)

As part of the health faclhty survey planned for ApnllMay 1999, the BRICS project WIll work
With the CMO's office In developmg a plan for safe disposal ofequipment, Includmg syrmges

M 1 8 Vltamm A

Currently the first dose of vltamm A (at mne months) IS tIed WIth the measles vaCCIne dose
However, With the low measles coverage currently, It wIll be dIfficult to Increase coverage of
children at mne months of age With the first vltamm A dose TyIng Vltarmn A dlstnbutlon to
chIldren wIth the NIDs IS not sustaInable as the NIDs WIll be phased out after the year 2000
Some other mechamsm for dehvenng Vltarmn A to children needs to be explored

M 1 9 Involvement m Polio EradicatIOn Efforts

This IS dIscussed m sectIOn M 1 4, sectIOn D 2 and demonstrated m Annex 7 (baselIne polto
vaCCInation status ofchildren 0-59 months)

MIlO Surveillance

Accordmg to WHO/SEARO, India uses InstitutIOnal surveIllance exclUSIvely to track EPI
vaccIne-preventable diseases In fact, WHO and MOHFW recently tramed 59 medical officers
from UP state and other Indian states In mstltutIOnal surveIllance only As no systematic active
commumty-based surveillance eXIsts In UP state, WHO/SEARO IS seekIng partnership WIth an
"umbrella NGO" and has requested WV India's actIve partiCipation In field-testmg WIth the
MOHFW and UNICEF a prototype module on Commumty-based SurveIllance of (a) childhood
diseases (poho, measles and neonatal tetanus), and of (b) Infant, child and maternal mortahty WV
India enVISions that thIs prototype module WIll also be adapted and utlhzed m 100 dIstncts where
WV India's 100 ADPs are located across almost all the states of India As each ADP covers one
block with an average of 100,000 people, a potential population of 10 nulllOn people and 245
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local NGOs and commumty-based orgamzatlons may eventually be Impacted through thIs
proposed repllcatlon.

BRICS WIll embark on thts by asslstmg the Balha CMO staff and the Dlstnct Immuruzatlon
Officer (DIO) to (a) pilot-test the use of commumty-based surveIllance tools, adapted from that
of WV Bangladesh's Chtttagong esp, to conduct EPI dIsease case mvestIgations and death
mvestIgatIon (please see Annex 13 and section E 52), and to (b) track EPI coverage agamst EPI
disease surveillance data (AFP, measles and neonatal tetanus) by pIlot-testmg commumty-based
surveillance of these 3 EPI diseases, initially focusmg on active commumty AFP survelliance by
fostermg a climate where everyone in the commumty needs to report every case ofAFP

Thts proposed commumty-based surveIllance will complement and feed mto the mstItutlOnal
surveIllance currently operating m Balha dlstnct (Annex 3 summanzes the current status of AFP
surveillance In India, m UP state and In Balha Dlstnct) Twelve CMO staff, 9 PRC staff, 15
ANMs, 85 AWWs, 18 NGO staff from 3 local NGOs, 173 TBAs, 71 pnvate practitioners, 425
VIllage panchayat members, 225 mahlla mandai members, 82 VHGs, 210 Youth Clubs and NSS
members, and 850 farmhes of WV sponsored chIldren m Bernar Ben Block Will be tramed m thts
commumty-based surveIllance (please see sectIon J 1 for more detaIls, and Annex 13 for
commumty surveIllance forms, Steps m Commumty SurveIllance, and Data Flow for Commumty
Surveillance)

The project wIll host "Lessons LeamedlBest PractIces" workshops and serve as a demonstration
SIte for CBDDS for 70 PRC staff from the other 16 blocks ofBalha dIstnct

Mill Knowledge, Practice and lEe

The baselme current knowledge and practIces ofmothers and families are dIscussed m section
MIl

The plans for IEC for the Immuruzatlon component are discussed m sectIOn M 1 4

The program Will use qualItative methodologies (pLA, FGDs) to develop and test IEC messages
and matenals To momtor the quality of the commumcatlons effort, the project wtll use PLA,
FGDs, eXIt mtervtews and the KPC survey

Key messages mclude

1) Vaccmate your chIld agamst measles at the mnth month,
2) Make sure you vaccmate you chIld With BeG, three doses of OPV, three doses of DPT, and

measles vaccme by hIs/her first bIrthday,
3) Every pregnant women should receive at two doses of TT dunng her pregnancy,
4) TT ImmUnIZatIOn protects both the mother and the chIld from tetanus,
5) Keep the ImmUnIZation (RCH) card m a safe place,
6) Even IfyoUT chIld has a mtld Illness, It IS OK to have hImlher Immurnzed
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About 4,277 newborns each year, 10,342 children 0-59 months and 26,045 women 15-45
years m Beruar Berl Block will be directly Impacted About 90,164 newborns each year,
403,116 children 0-59 months and 357,479 women 15-45 years m all the 17 blocks of Baliia
dlstnct wlllmdirectly be Impacted over the bfe of the project

M 2 NUTRITION AND MICRONUTRIENTS

M 2 1 Child Feedmg Practices

M 2 11 Protem Energy Malnutnhon (PEM) Status

a) Key Fmdmgs ofBaselme NutntlOn Survey of326 chtldren 0-23 months, from 30 villages of
Beruar Ben block conducted In February 1999 WIth local consultancy group, VRIDom (please
see full report subrmtted under separate cover),
• Twenty eIght percent of cluldren 0-23 months were moderately under weIght (I e who fall

below -2 Z score from the medIan weIght for age of the NCHSIWHO reference populatIOn),
• Fifteen percent of cluldren 0-23 months were severely underweIght (1 e who fall below -3 Z

score from the medIan weIght for age of the NCHSIWHO reference population)
• In total, forty three percent of the cluldren 0-23 months were severely or moderately

underweIght (I e who fall below -2 Z score from the median weight for age of the
NCHSIWHO reference populatIOn),

Other key findmgs ofthe nutnhon survey were

• Prevalence of wastmg among the target group IS 165%, stuntmg 365% and underweight
children IS 42 9% All three mdlces mdlcate a lugh to very high prevalence ofmalnutntlon In

the area
• It IS to be noted that the survey has been conducted m late WInter, wluch IS a relatIvely low

nsk season m terms of occurrence of diseases lIke diarrhea, dysentery, etc The Situation IS
lIkely to worsen dunng high nsk seasons, I e late summer and monsoon season, when the
occurrence ofdIarrheal and vector-borne dIseases IS greater

• The survey projects apprmamately 1,658 children 0-23 months would be severely wasted and
need Immediate corrective measures to restore normal levels ofnounshment

• There IS a probabilIty of4,321 underweight cluldren, 65% ofthem severely underweIght
• ApproXImately 4,200 children would be moderately underweight and wasted, and reqUIre

Immediate preventive mterventIOn, as they are at a greater nsk of slIppmg mto the severely
wasted and underweight category

• The survey projects an ImmedIate target group ofalmost 6000 cluldren who are malnounshed,
and reqUIre preventIve and/or corrective care Tlus IS approXImately 60% of the total number
ofchildren 0-23 months

• Caste groups where prevalence of malnutntIOn has been found to be high are HanJlans,
Mallahs, Rajbhars and Chauhans

• Malnutntlon IS prevalent In a cross-sectIOn of the populatIOn, IrrespectIve of the econormc
status or SiblIng pOSitIOn ofthe cluldren
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• Villages whtch have a relatively better NutntlOnal Status are Deluah, Durgtpur, and Sultanpur

b) Fmdmgs from PLA exercises

I) Causes of malnutntlOn, especIally among under-3 clnldren, have been IdentIfied as the
followmg "Feedmg the chtld Wlth warm breast tmlk, eVIl eye, Vltamm A defiCiency, lack of
nutntious food, madequate productIon of mother's nulk for clnld feedmg, mIlk of weak and
diseased mother, lIver enlargement No Immumzation after delIvery of the clnld and poor care
ofthe mother dunng pregnancy Will cause malnutntlOn "

tt) Weanmg foods are gIven by mothers Wlth the followmg age groups,
• For a chtld 5-6 months of age mothers give biSCUItS, cow's rntlk, nce water,
• For chtldren 6-7 months old, they give dal and nce, and halwa made out of wheat For

chtldren 7-8 months they gIve dal, rotl and nce,
• For 8-12 months ofage, they give eggs and fish m addItIon to those food served at home

111) Causes of mght bhndness are defiCIency of VItamIn A, lack of nutntlous diet due to financial
constramts, frequent pregnancies that makes the mothers weak, mothers eatmg mud and clay
dunng pregnancy Lack of protems m da.J.ly dIet VlZ fish, egg and meat etc Improper bowel
movements (constipatIOn)

IV) PLA exerCIses also mdlcated that nearly 60% ofyoung chtldren are left belnnd by mothers for
the day thts contractIng of chtld care has been Identified as a nsk factor for chtldhood under
nutntlOn and VAD In Bernar Ben Block (WVI1997) More than 75% of undemutntlon
related deaths m under-5 chtldren In Balha dIstnct were hnked not to severe under-nutntlOn
but to mIld and moderate forms (WV/ PRC/SC staff/1997)

M 2 1 2 Current Beliefs and Practlces

The November 1998 KPC survey of mothers of children 0-23 months revealed the follOWIng
breastjeedmg and nutntlon profile

• Only 258% (77/299) of mothers reported gIVIng colostrum to their newborn,
• 325% (96/295) of mothers breast-fed their last newborn withtn 8 hours of delIvery,
• 38% of mothers started breastfeedmg m the first 24 hours ofbIrth, 62% dId not,
• 766% (49/64) ofmfants 0-4 months were exclUSively breast-fed last 24 hours,
• 25 8% (17/66) ofmfants 5-9 months were gIVen sobd or serntsobd foods
• 74%(217/295) ofmothers reported haVing started complementary foods after SIX months,
• HIgh contmuatlOn ofbreastfeedmg was reflected m 90 3% (28/31) ofchtldren 12-23 months

who were still bemg breastfed,
• 86% (258/300) dId not know what to do dunng a baby's first four months to keep on

breastfeedIng,
• Only 366% (108/295) of mothers added od or fat to theIr chtld's diet m the last 2 days,
• Only 398%(119/299) ofmothers added IOdIZed salt to their chtld's dIet m the last 2 days,
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• Only 143% (43/300) of mothers knew of the Importance ofaddmg Vltamm A-nch foods to
breastmllk for theIr weamng cluldren,

• Only 11% (33/300) of mothers knew of the Importance of addmg Iron-nch foods to
breastmllk for theIr weamng cluldren,

Low educational status, Ignorance, poverty, superstItIOns, peer pressure and pressure from
mothers-m-Iaw are all factors mfluencmg the lack of accurate knowledge and beliefs regardmg
correct breastfeedmg mfant and breastfeedmg practIces The recent KPC survey found nearly 42%
of mothers were young (15-24 years ofage) Low educational status ofmothers was eVldent, With
73 2% Ilbterate Only 35 5% ofmothers took theIr chlldren to theIr work fields The rest left theIr
chIldren With theIr husbands (14 3%) or older cluld (24 7%) or relatIves (37 1%)

M 2 1 3 MOH Pollcles and Actlvltles In the Area

The GOl's Icns program has not yet reached Bernar Ben Block Therefore, the people of
Bernar Ben Block are not yet able to avaIl themselves of the nutntIOn programs offered under the
Icns The Icns focuses on preventmg malnutntIOn m the under-2 cluld, With emphasIs on
mfants (see Annex 25 for MOH protocol on nutntion m chIldren)
a) Umversal early registratIOn of pregnancy-enablIng utilizatIOn of key sefVlces, 1 e antenatal

care, TT ImmumzatIOn, Iron/folate (IFA) supplementatIOn, and Improved care and counselIng
of pregnant women, to ensure appropnate and adequate food and rest ThIs IS also hkely to
reduce the mCIdence of low birth weIght

b) Promotmg the practice of exclusIve breastfeedmg from birth to four to SIX months of age,
tImely ImmumzatIOn and counsehng for appropnate care oflow bIrth weIght babIes,

c) Promotmg appropnate and timely complementary feedmg, With the use of local household
resources, startmg among mfants at four to SIX months of age (With contmued breastfeedmg
up to two years),

d) ImproVlng coverage of mne month old chJ.ldren With measles and Vltamm A supplementatIOn,
and checkmg that each nme-month-old chJ.ld receIves at least four complementary feeds a day,

e) ImproVlng the management of dIarrheal dIseases (With ORT and contmued feedmg) and ARIs
at home, through Aganwacil centers and through health facIhtIes,

f) Strengthemng growth momtonng and promotIOn of young chIldren (espeCIally under two
years ofage), With partICIpatIOn of mothers/commumtIes,

g) Promotmg consumptIOn of only IOdIzed salt

Under the Icns program, supplemental feedmg support for 300 days a year IS proVlded to
IdentIfied low mcome families, depnved under-6 chtldren, pregnant women, nursmg mothers and
adolescent girls AWWs (chtld care center workers) proVIde food supplements of 300 calones
(WIth 8-10 grams protem) per day (whJ.ch IS doubled to 600 calones/day If the chIld IS
malnounshed) Home gardens are also promoted, although fortIficatIOn of local foods IS not yet
occumng on a sIgmficant scale IodIzed salt IS not Widely consumed UntIl the Icns program
begins m Bernar Ben Block, malnutntIOn Will mostly lIkely contmue to be Widespread, given the
SOCIo-eCOnOmIC context of the area
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EXIt mtervtews of women m PHC/SCs and on-sIte obsetvatIOn reveal that PHClSC staff are not
well eqUIpped to prOVIde counsehng on cluld feedmg and nutntIon, dIetary management of
dIarrhea and other cluIdhood 11lnesses

M 2 1 4 Program Approach

The mtetventlon-specIfic ObjectIves and theIr annual benchmarks are hsted under Sub-result #1 d
m sectIOn C 1

BRICS WIll collect findmgs from semmars on breastfeedmg and mfant feedmg practIces from the
USAID-funded AED Lmkages Project at the WV Jagntl ADP m Dehra Dun m northern UP state,
through cross VISItS and lessons learned Appropnate complementary foods WIll be IdentIfied WIth
mahzla mandals, tested m bnef household tnals to assure their acceptabihty, and then
mcorporated mto effective nutntion counsehng through the development of an effectIve weanmg
counselmg education module for the malnla mandals

The project W1ll aggressively use the findmgs of the basebne nutntIOn survey to lobby With the
DDO (Distnct Development Officer), BDO (Block Development Officer), panchayats and
vanous cornmumty groups to proVIde cluld care under the Anganwadz of the proposed ICDS to
ensure that cluldren 12-59 months get 5-6 feeds dally

BRICS WIll partner WIth the BDO, VIllage panchayats, mahzla mandals, NGO staff, AWWs,
VHGs and TBAs to
a) imtiate demonstratiOn nutntIOn educatiOn seSSiOns for mothers and pregnant and lactatmg

mothers (eXIt mterviews WIll be conducted randomly and regularly by PRC/SC and BRICS
staff to assess the quality and lffipact of each seSSiOn),

b) dissemmate key nutntlon messages to mothers

The LHVs, ANMs, VHGs, TBAs, NGO staff and pnvate sector practitioners will also be tramed
m mterpersonal cornmumcatlons and face-to-face skllls to Impart the followmg nutntlOn messages
focusmg on essential household behaVIors
• exclUSively breastfeed for at least 5 months,
• mtroduce sohd Of seffil-sohd foods from the fifth month,
• add oll, sugar, groundnuts and/or appropnate arumal products and yellow and green

vegetables and fruits of foods from 6 months,
• contInue breastfeedmg through at least 24 months,
• add oIl or fat to theif child's dIet tfhe/she IS more than 6 months old,
• add IOdIzed salt to theIr chIld's dIet Ifhe/she IS more than 6 months old,
• add Vltamm A-nch foods to breastnulk for their weamng chtldren,
• add lron-nch foods to breastffillk for their weanmg children,

The AWWs, VHGs, ANMs, NGO staff, TBAs and LHVs Will be tramed m Sick child encounters
to traln mothers/caretaker to gIve same amount or more of flUids other than breastmllk to a chlld
With diarrhea or other 1llness, gIve same or more amount offoods to a clnld With diarrhea or other
1llness, contmue breast-feedmg dunng an illness, give more foods after an illness, give 5-6 feeds
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daIly to a cluld aged 12-59 months daIly, weigh a cluld 0-23 months quarterly 10 the balwadl,
seek help 10 Identlfy10g growth faltenng, and aIm for catch-up growth The proJect's proposed
traImng of ANMs (and later of AWWs) 10 10tegrated management of chIldren WIth cough/rapid
breatIung, diarrhea or undernutntlOn (see Annex 20) WIll focus slgruficantly on nutntlon
counselmg

The BRICS project WIll 1Otroduce "posItIve deVIance" to IdentIfy sustaInable local feed10g and
cluld care practIces wluch lead to healthy cluld nutntIOnal status, as key to deSIgnIng vIllage-based
1Oterventlons

M.2 2 Growth Momtonng

Tlus IS not a component of the BRICS prOject

M 2 3 Maternal NutntlOn

M 2 3 1 MaJernal/Newborn Nutritional StaJus

SIFPSA (1995) data reveal that the maternal malnutntlOn rate IS 41 % and 87% of pregnant
women have nutntIOnal anenua (WIth mean hemogIob1O levels among pregnant women as low as
9 2 g/dI--AgrawaIlI987) and 20% are defiCient m folIc aCid The 1992-3 NFHS found that only
295% ofbIrths were to mothers who had been recelv10g Iron/folate supplementatIOn

There are no baselIne data on heIght/weIght dlstnbutIOn or BMI for women 10 the dIrect Impact
area The November 1998 KPC survey revealed that
• 33 3% (100/300) of mothers did not know of any food to prevent pregnancy anemIa, those

who knew CIted eggs (29 3%), and green leafy vegetables (267%)
• Only 47%(14/300) ofmothers knew that a woman should gaIn at least 8-12 kIlograms dunng

pregnancy,
• Only 8 8 %(26/295) of mothers who delIvered therr youngest chIld m the last one year

receIved at least 90 Iron/folate tablet supplements dunng last pregnancy,
• Sources of Iron/folate tablets mcIuded the PHC (8 5%), ANM (11 %), and SCs (3 5%),

There are no data on the percent of women who consume VItamm C-nch food or IOdIZed salt
dunng pregnancy There IS no program for VItamIn A supplementatIon dunng pregnancy or dunng
the post-partum penod

The prevalence of low blrthwelght newborns IS not known However NFHS data show that low
bIrth weIght contnbutes to 29% ofneonatal mortalIty Frfty seven percent of post-neonatal deaths
are due to malnutntIOn, WIth low bIrth weight cont1Oumg to confer a lugher mortalIty nsk
throughout the first SIX months of lIfe
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M 2 3 2 Cun-ent Bellefs and Prachces

Most women belteve that food Intake should be restncted dunng pregnancy to prevent a large
fetus from obstructIng labor Other behefs and practIces are found In sectIOn M 2 1 1 Most
women are confident they are breastfeedmg successfully No speCIal precautIOns or changes m
work habIts are made by mothers dunng pregnancy, except In dIet (sectIon M 2 1 1)

M 2 3 3 MOBPolicy and Achvltles In Area

Current pohcles related to IeDS are gIVen In sectIOn M 2 1 3, whIch proposes the proVISIon of
supplementary food support of 500 calones per day for 300 days a year for pregnant and nursmg
mothers However, the women m the dIrect Impact area (Bernar Ben Block) do not have access
to this food supplementatIon, as the Icns program IS not yet Introduced to this Block

M 23 4 Approach

The project wIll mobIlIZe ANMs, LHVs, TBAs, VHGs, local NGO staff and mahlla mandals to
dlstnbute Iron/folate supplements to pregnant women (1 tablet/day for at least 90 days for all
pregnant women, and 2 tablets/day for at least 90 days to those chmcally anennc, as per MOHFW
gUldehnes), and proVIde nutntIOn educatIOn to pregnant and lactatmg mothers through mahlla
mandals, VHGs, TBAs and ANMs
Key nutntlOn messages wIll mclude
• Eat eggs and green leafy vegetables to prevent pregnancy anenna,
• A woman should gam at least 8-12 kIlograms dunng pregnancy,
• Take at least 90 Iron/folate tablet supplements dunng last pregnancy,
• KPC surveys Will be conducted to assess the Impact of the behaVIor change messages
• The program Will reach hIgh-nsk groups through the mtroduction of commuruty-owned

pregnancy registers (please see sectIon E 1)

M 2 4 Mlcronutnents

1 4 1 Micronutnent Status

Vltamm A DefiCiency
1) Key Fmdmgs of Baselme Night Blmdness Prevalence Survey of chIldren 6-59 months (see

Annex 2),

Of 11,627 chtldren 9-35 years who were elIgible for VitamIn A supplementatIOn dunng the
planned PolIo Pulse Day on February 21, 1999, 7,386 cmldren (63 5 %) turned up and receIved
VitamIn A Of these 7,386 cmldren, 220 (297%) were mght bhnd The baselme nzght blmdness
prevalence m ch,ldren 6-59 months was 1 97percent

11) The November 1999 BaselIne KPC Survey found that
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• Only 5 8% (101171) of chIldren 9-23 months received Vltamm A supplements Wlthm the past
6 months, after thIs, the first Vltanun A round orgamzed WIth the Pobo Plus Day m February
1999 mcreased the Vltamm A coverage ofchIldren 6-59 months to 63 5% (see Annex 2),

• None of the mothers WIth under-2 children receIved any card-documented high dose Vltamm
A supplement Wlthm 4 weeks ofdehvery,

• 82 7% ofmothers dId not know any food which prevents rught bhndness,
• Reported foods that prevent rught bhndness mclude green leafy vegetables (13 7% of

mothers), yellow fruIts (67%), meat/fish (7 3%), egg yolk (2 7%), breast mIlk (4%)
• Vltamm A defiCiency IS still endemic and remains a threat to child survival The prevalence

ofmIlder eye diseases associated WIth Vltamm A defiCiency IS at least 10 tunes higher than the
prevalence of vltamm-A defiCiency bhndness m under-5 chIldren m the project area Many
Indian parents m Beruar Ben block contmue to assocIate the dangers of Vltanun A defiCiency
WIth bhndness (WV/PLA/1997) ConVlncmg parents and health workers that VAD remams a
threat to their children IS a challenge, now that bbndness IS no longer an everyday remInder of
Vltanun A's Importance This SItuation reqUIres an unportant thematiC shIft emphaslZlng
vltanun A's role m strengthenIng the Immune system and redUCing childhood mortality from
several causes

The maJonty of mothers sought pnvate practItioners for curative care for their sick children and
pubhc health staff for preventive health sefVlces

Iron DefiCiency this IS discussed m sectIOn M 2 3

Iodine Deficlency--currently, the project IS not directly addressmg this component

M 2 4 2 MGH Pollcyfor Vitamin A

The MOH pohcy on VItamIn A IS attached (Annex 26) The first dose of VItamIn A (at nme
months) IS tIed to the measles vaccine dose, however, WIth the low measles coverage currently, It
WJ1l be drlficult to mcrease coverage of chddren at rune months of age WIth the first Vltanun A
dose Tymg Vltanun A dlstnbutlOn to children to the NIDs IS not sustamable as the NIDs WJ1l be
phased out after the year 2000 Some other mecharusm for dehvenng Vltanun A to chtldren should
be explored

The MOHFW, armed WIth eVIdence of WIdespread VAD, and studies shOWing the positIve unpact
ofVltanun A supplementatIOn upon child mortality and morbIdity has, m ItS NInth Plan, cornrnttted
Itself to adopt the global goals of the World SUmmIt for Children, seekmg the VIrtual ebmmatlOn
of VAD and ItS consequences, mcludmg blmdness, by the year 2000 Its three-pronged natIOnal
strategy to reduce VAD m children 9-35 months consists of (a) expanding semI-annual megadose
(200,000 IV) VItamIn A dlstnbutlOn through PHCs and SCs mto a multi-level natIOnal program,
(b) a long-term strategy to mcrease target audience consumptIOn of VItamIn A foods mcludIng
dark green leafY vegetables, fruitS and fish, and (c) fortrlymg selected foodstuffs WIth Vltanun A
There IS Increasmg recogrutlOn by MOHFW that food-based approaches are fundamental to long
term preventIon ofVAD
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M 2 43 Approach

The proJect's overall goal for the VItamm A mterventlOns IS to expedIte the elImmatIOn of VItamIn
A deficiency and accelerate chIld mortalIty reduction by enhancmg the capacIty of the Bal1la
DIstnct CMO and Beruar Ben Block PRC/Se staff and that of pnvate health care proVIders to
delIver four mtegrated qualIty-OrIented Interventions (1) Improved VItamm A coverage of
chIldren 9-35 months and of postpartum women, (2) mcreased target audIence consumptIOn of
vItamIn A-nch foods, (3) Improved measles ImmUnIZatIOn coverage and tImelmess, and (4)
Improved coverage of VitamIn A supplementatIOn/treatment for the SIck chIld (chtldren With
measles, pneumoma, severe dIarrhea, severe undemutntlon and xerophthalnual
mghtbhndness) The project Will facllItate the folloWIng mterventton·spectfic actIVItIes

(1) Improvmg VItamm A coverage of chIldren 9-35 months and ofpostpartum women through
(a) StandardIzed bI-annual Vltanun A dIstnbutlOn at PRCs, SCs and balwadls for children 9-35
months (200,000 ill per dose) to create an "umbrella" Vitanun A program at the block level, (b)
house-to-house dIstnbutton sweeps to dlstnbute VItanun A to chtldren 9-35 months by mobiltzmg
staff of the BRICS and Its 3 partner local NGOs as well as panchayats, mahlla mandals, youth
groups, and fanuhes of WV sponsored chtldren dunng the bt·annual VItanun A dtstnbutIon, (c)
trammg and supplymg 173 TBAs to dlstnbute VItanun A (200,000 ill one-ttrne dose) to
postpartum women withm one month of delIvery

(ll) Increased Target AudIence Knowledge/ConsumptIOn of VItamm A-nch Foods by (a)
factlttatmg PLA exerCIses to asstst commumties to explore causes and tdentIfy appropnate
solutlOns to Issues related to VAD and undemutntlOn, (b) Jomtly conductmg a baselme KPC
survey of mothers With under-2 chtldren m Beruar Ben Block to ascertam the proportlon of them
who know that vitamm A prevents mghtbhndness, who are able to name any VItamm A-nch food,
and who can say that VItanun A-nch foods should the added to breast mtIk for theIr chtldren, (c)
careful market and audIence research to select 5 "nght" VItanun A-nch foods after careful market
and segmented audIence research, (d) holdmg contests WIth the mahtla mandals to test new
reCtpes (usmg VItanun A-nch foods) With children, (e) promotmg exclUSIve breastfeedmg m the
first 4 months, and (f) Imttatmg 83 VIllage-based home gardemng groups to motIvate pregnant and
lactatmg women to raIse home gardens and consume vitamm A-nch foods

(lll) Improvmg Measles ImmUnIZatIOn Coverage and Tlmelmess by (a) tratmng of 8 CMO and
15 PRe staff m ffilssed ImmunIZatlOn opportumty surveys to assess (1) measles vaccme coverage,
(n) ffilssed measles trnInUmzation opportumtles, and (m) ttrnehness of measles nnmumzatlon
among cluldren 12-23 months, (b) hostmg a MIssed Measles Immumzation Opportumty
Workshop for 70 Balha Dlstnct health staff, (c) tralmng 15 PHC staff, 82 VHGs and NGO staffm
the MOHFWIWHO guldehnes m provldmg measles ImmumzatlOn to children 9-35 months who
are Identified With severe malnutntlOn or severe diarrhea) Irrespective of history of prevlOUS
measles ImmumzatlOn, (d) tralmng of 83 VHGs, 173 TBAs and NGO staff to counsel mothers on
the appropnate tlffilng (9 months) of measles Immurnzatlon for theIr mfants, (e) moblhzatlon of
VHGs, TBAs, mahlla mandals, youth groups, farnthes of WV sponsored fanuhes, school
students and school teachers to Identify, refer and follow-up measles ImmumzatIon defaulters
among children 9-35 months to the nearest PRC/Se for measles ImmumzatlOn
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(Iv) Improvmg Coverage for V,tamm A SupplementatlOnlTreatment of the Sick Child by (a)
tramIng PHC/SC staff, NGO staff and pnvate sector practItIoners m the WHO gUldehnes for
proVldmg appropnate Vltanun A supplementatIOn! treatment (1rrespect1ve of htstory of preVIous
Vltamm A supplementatIOn m the last 6 months) to (1) chtldren WIth pneumoma, severe dIarrhea,
severe undernutntlOn (one dose ofVltamm A upon dIagnOSIs), (n) chtldren WIth measles (one dose
of VItamIn A upon dlagnos1s and second dose ofVltanun A the next day), and to (m) chtldren WIth
xerophthaltrua/mghtbhndness (one Vltamm A dose upon dIagnosIs, second Vltanun A dose the next
day, and the third Vltatrun A dose 2 weeks later) [Age-related VAC dose uruts are Chtldren over
1 year 200,000 IV, ChIldren under 1 year 100,000 IU], and (b) dlssenunatton of a booklet on
the "safe use of high dose VItamIn A" to assuage poss1ble fears among health practItioners
(mcludmg PHC/SC) about tOXIC Vltanun A overdose

The Ballta CMO has suggested that WV pdot-test post-partum Vltanun A supplementatIon
(200,000 IV) of women Wlthm one month of dehvery, as this 1S not yet a nattonal program The
project IS currently explonng WIth the UP State InstItute of Famdy Welfare and UNICEF the
pOSSIbility of pdot-testmg low-dose supplementat10n of pregnant women m Beruar Ben Block,
where the prevalence ofmaternal rughtbltndness 1S as high as 10% of pregnant women (UNICEF/
1997) This follows the UNICEFIWHO statement (at the September 1997 XVllI IVACG
Meetmg m CaIro, Egypt) on pohcy ImphcatlOns of a well-conducted, Johns Hopkms Uruverslty
sponsored, large scale prospectIve study m rural Nepal The study showed that (a) weekly doses
of 25,000 IV of Vltamm A, or beta-carotene, slgruficantly reduced maternal mortalIty rates, (b)
pregnant women who suffer mghtblmdness have a greatly mcreased nsk of reproduct1ve morbIdIty
and dymg compared to women who mIght not be rught bhnd, and (c) VItamIn A supplementatIon
to pregnant women dId not mcrease the nsk of any kInd ofbrrth defect--m fact, the eVIdence was
presented that VItamIn A supplementatIOn may have decreased the mCldence of ocular birth
defects

About 4,277 newborns each year, 20,391 children 0-59 months (1Ocludmg 8,541 children 9
35 months) and 26,045 women 15-45 years, 10cludmg 4,277 post-partum mothers 10 Deruar
Den Block will be directly Impacted

M.2 5 Supplementary Foods

There IS no plan to proVIde weamng foods.

M 2 6 Home Gardens

This component IS dIscussed under sectIOn M 2 4 3
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M 3 BREASTFEEDING PROMOTION

M 3.1 Current Belaefs and Practices

The November 1998 KPC survey of mothers of chIldren 0-23 months revealed the followmg
breastfeedmg nutntIon profile

• Only 258% (77/299) ofmothers reported giVIng colostrum to their newborn,
• 325% (96/295) of mothers breastfed their last newborn Wlthm 8 hours ofdehvery,
• 38% ofmothers started breastfeedmg m the first 24 hours ofbrrth, 62% did not,
• 766% (49/64) ofmfants 0-4 months were exclUSively breastfed last 24 hours,
• High contmuatlon ofbreastfeedmg was reflected m 903% (28/31) of cluldren 12-23 months

who were stilI bemg breastfed,
• 86% (258/300) did not know what to do dunng a baby's first four months to keep on

breastfeedmg

The KPC survey also found nearly only 355% of mothers took their cluldren to their work fields
The rest left their cluldren WIth their husbands (14 3%), older cluld (247%) or relatives (37 1%)
PLA exercises also mdlcated that nearly 60% ofyoung chJ.ldren are left belund by mothers for the
day tlus contractmg ofcluld care has been Identified as a nsk factor for childhood under-nutntlOn
and VAD m Bemar Ben Block (WV/1997)

PLA exercises and FGDs revealed that pre-lacteal feeds are common--especlally With honey and
water Colostrum IS conSIdered "dIrty" Often lennls (Dhal pam), vegetables and pomdge
(Kltchedl) are given as complementary foods There are no relIable data on the practice of bottle
feedmg, but PLA exercises show that It IS not a common practlce--more among the aflluent
famtbes

The maJonty of mothers delay puttmg their newborns to the breast unttl after a few days after
birth Most of them do not know the benefits of colostrum, or the benefits of breastfeedmg to
themselves, the child or for birth spacmg Less than 12% of mothers know how to contmue
breastfeedmg In the first 4 months

Most health staff, faffilly members, mahlla mandaI members, and VIllage panchayat leaders
acknowledge that breast mIlk IS best, but vary m theIr belIefs regardmg exclusive breastfeedmg,
supplementary foods and lIqUids and breastfeedmg duratIon

Poverty has forced most mothers to go to the fields, and one-thIrd bnng therr Infants along
Hence, exclUSIve breastfeedmg for the first SIX months IS difficult In spIte of thIs, 90% ofmothers
contmue to breastfeed through the second year

M 3 2 MOB Protocols and Related ActiVIties lD the Area

As discussed m sectIOn M 2 1 3 the ICnS focuses on preventmg malnutntlon m the under-2 chIld,
WIth emphasIS on mfants
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a) promotmg the practice of exclusive breastfeedmg from bIrth to four to SIX months of age,
tImely mllnuruzatlOn and counselmg for appropnate care oflow bIrth weight babies,

b) Promotmg appropnate and timely complementary feedmg, WIth the use oflocal household
resources, startmg among Infants at four to SIX months ofage (WIth contmued breastfeedmg
up to two years),

c) dlssemmate key nutntlOn messages to mothers

The national MOH polIcy discourages breastmtlk substItutes, but the enforcement ofsuch a
polIcy IS dIfficult m a remote and underserved area such as Balha DIstnct

Currently, there are no concerted PHC/SC plans to promote breastfeedmg aggressIvely, neither
are there any local programs or polICies that encourage the use of breastnuIk substitutes The
Balha DIstnct Hospital IS not yet enrolled m the Baby-Fnendly HOspitallfiltIative Breastfeedmg IS
often conSidered a pnvate matter for the mother Most delIvenes are conducted at home, hence a
Baby Fnendly HOSpItal Imtlatlve is less lIkely to impact a large percentage of post-partum
mothers WV's polIcy does not allow for dIstnbutlOn of Infant fonnula m ItS programs

M 3 3 Approach

The LHVs, ANMs, VHGs, TBAs, NGO staff and pnvate sector practitIOners will also be tramed
by BRICS/CMO staff m mterpersonal commumcatlOns and face-to-face slalls to unpart the
followmg nutntion messages focusmg on essentIal household behaVIOrs
• put the chIld to the breast Wlthm one hour ofbIrth,
• feed colostrum to the newbom--do not dIscard It,
• do not give any other lIqUIds to the newbom--give only the breast
• exclUSively breastfeed for at least 5 months,
• mtroduce solId or semI-solId foods from the sIXth month,
• contmue breastfeedmg through at least 24 months,

The AWWs, VHGs, ANMs, NGO staff, TBAs and LHVs will be also be tramed m SIck chlld
encounters to tram mothers/caretakers to gIVe same amount or more of flUids other than
breastnulk to a child WIth dIarrhea or other Illness, gIve same or more amount of foods to a child
WIth dIarrhea or other Illness, contmue breastfeedmg dunng an illness, give more foods after an
Illness

The BRICS staff WIll explore WIth the mahlla mandals strategIes to aSSIst mothers of young
Infants who work m the fields to contmue breastfeedmg

The project does not plan to promote LAM

M 3 4 IEC and Connselmg

The breastfeedmg behaVIOr change objectives are given m sectIOn C 1 The IEC plans for
breastfeedmg are mentioned m sectIOns M 2 1 4 and M 2 4 3 The project WIll use lEe
messages and matenals on breastfeedmg and Infant feedmg developed from the USAID-funded
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AED LlOkages Project at the WV JagntI ADP 10 Dehra Dun 10 northern UP State BesIdes the
KPC survey to track Impact on caretaker knowledge and practIce, checkbsts Will be developed to
morntor the mterpersonal commurncatIOns skIlls and face-to-face counselIng skills of PHC/SC
staff, VHGs and TBAs In breastfeedIng promotion

M 4 CONTROL OF DIARRHEAL DISEASES

M 4 1 InCidence and DistributIOn

No data are avaIlable on the number of epIsodes of dtarrhea, per year, per chtld for the dIrect
unpact area Anecdotal data from PRC/SC staff lOdicate that an under-S cluld has between 4-6
dtarrheal epIsodes per year

Diarrhea contnbutes to 20% of post-neonatal lOfant deaths (With 54% due to measles-related
diarrhea) and 29% of under-5 child mortalIty 10 Bernar Ben block (Balha CMO and
UNICEF/1997) PLA exerCIses revealed that diarrhea IS more common In the months of June,
July, August and September which are the ramy seasons for the regIOn Dysentery In the Impact
area IS not resistant to antibiotiCS

MOR 1994 data of the NatIOnal Child SUrvival and Safe Motherhood Program, reveal that the
dlstnbutIOn of diarrheal deaths In under-5 children are as follows acute watery dIarrhea (65%),
dysentery (15%), perSIstent dIarrhea (20%) The 1992-1993 NFRS reported that dlarrhea of any
type contnbuted to 8 9% 1 ofunder-5 cluld mortahty and bloody dIarrhea contnbuted to 1 5 % of
under-5 child mortalIty

The November KPC Survey (please see separate KPC survey report) revealed that
• 48% (141/300) ofmothers reported that theIr under-2 cluldren had diarrhea In the two weeks

pnor to the survey,
• 83 3% ofmothers and theIr famIlIes do not have access to a latnne,
• 71% of mothers do not punry theIr water,

M 4 2 MOB Protocols and Current Practices

The MOR protocol for standard case management of cluldhood dIarrheal dIseases IS appended as
Annex 27, and mclude the MOR protocols for the management of acute watery, dysentery and
perSIstent diarrhea

MOR-recommended home avatlable flUids are nce water, pulse water, salt, butter mIlk With salt,
lemon water and coconut water

There IS no MOR pohcy for VItarmn A supplementatIon for chtldren With diarrhea The project IS

currently negotiatIng With the CMO and the UP State authonties to allow for VitamIn A
supplementatIOn ofchildren With persistent (>14 days) dtarrhea and measles-related diarrhea

1 Include diarrhea In the past 24 hours
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The November 1998 KPC survey ofmothers ofunder-2 clnldren revealed
• 24 1% (34/141) of under-2 clnldren With diarrhea In the past 2 weeks were not gIven any

treatments for therr diarrheal episode, yet 546% (77/141) received anti-diarrheal mediCIne
Only 85% (12/141) receIved ORS,

• 723% (102/141) of mothers sought care for their chIld's dIarrhea, these mothers Included
41 8% (59/141) who sought a pnvate chmc doctors-tlns correlates well With the lngh
percentage of under-2 chIldren who received anti-dIarrheal medICineS mentIOned above Only
64% (9/141) ofmothers sought the PHC/sub-center A relatIvely lngh 186% sought relatIves
for diarrhea care for therr clnldren, another 15 6% sought RMPs for dIarrhea care for therr
clnldren

An estImated 70-90% of all curatIve seTVlces for clnldren In Beruar Ben Block are delivered
through pnvate practItIOners, most of whom lack regulatIOn, standardIzatIOn and trammg In

standard case management of and dIarrheas In under-5 clnldren Polypharmacy IS rampant
espeCially among pnvate sector health prOViders, With frequent nususe/overuse of antibIotICS
(Includmg cephalosponns), mtravenous flUIds, and metrorudazole for clnldren With perSIstent
dIarrhea or dysentery The ORT knowledge rate and the ORT usage rate by mothers of under-5
clnldren With dIarrhea are low Heeng and jaja,J- are prescnbed by tradItIOnal healers Drugs such
metromdazole and nalIdIXiC aCId are often not gIven In appropnate doses

WIth the exceptIon of PHC staff, most other health workers are only able to dIStInguISh between
two types of dIarrhea such as acute watery dIarrhea and dysentery Health workers do not receive
regular any traInIng or supeTVISIon m qUalIty case management of dIarrhea Currently there are no
strategIes In place to Improve the dIarrhea case management practIces of drug retaIlers and
tradItional healers Although such traInIng are bemg organIZed for daiS by the ANMs from the
SC, often they lack practical exposure

M 4 3 Knowledge and Practice

The November 1998 KPC survey of mothers With under-2 chIldren found that

• 176% (25/141) of under-2 clnldren who reportedly had With dIarrhea m the past 2 weeks
were treated With ORT

• 169 % (23/141) of under-2 clnldren With diarrhea m the past 2 weeks were gIven same
amount or more flUIds other than breast-nulk dunng therr dIarrheal epIsode,

• 20 4% (28/141) of under-2 clnldren With dIarrhea In the past 2 weeks were gIven the same
amount or more food dunng theIr diarrheal epIsode,

• 67 6% (96/141) of under-2 clnldren With diarrhea In the past 2 weeks were gIven same
amount or more breast-nulk dunng theIr diarrheal episode,

• 204% (23/137) of clnldren under-2 clnldren With dIarrhea m the past 2 weeks were gIven
same amount or more of solIds/senu-solIds m addItion to breastfeedmg dunng therr diarrheal

2 local herbal medlcme
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epIsode, 52 6% stopped solIds/senu-solIds completely, and 22 6% of clnldren had reduced
solIds/senu-solIds,

• SIgns and symptoms CIted by mothers that would tngger care-seelang for theIr clnld's
dIarrhea mcluded vonutmg (209%), fever (333%), dehydration (155%), and dIarrhea of
more than two weeks ofduratIOn (360%), and blood In the stool (67%),

• 370% (11l/300) of mothers With under-2 chIldren had no Idea what they would do when
their cluldren are recovenng from dtarrhea, only 290% (87/300) saId that they would give
smaller, more frequent feedmgs A smaller 47% (14/300) said they would give more food and
7 3% (22/300) saId that they would give foods With lugh calone content,

• 36% (107/297) of mothers recogmzed vanous forms of diarrhea such as dysentery as blood
m stool, thIn stool With water as acute watery dIarrhea, and diarrhea With frequent stools and
diarrhea ofat least 14 days as perSIstent dIarrhea,

• 15 5% (46/297) of mothers recogmzed dehydratIon as sunken eyes, dry mouth, sunken
fontanelles, or decreased unne output

PLA exerCIses and FGDs among commumty groups
• Local words for dIarrhea are Patla Pekhana or Pet Jhamcf meamng "frequent stool With

water, abdommal cramp, dry mouth are the SIgns and symptoms of dIarrhea"
• DIarrheas are perceIved to be due to

--eatIng contamInated food and dnnlang contanunated water,
--breastfeedmg the cmld soon after conung from work on hot sunny days,
--eatmg oily foods and eatIng food Without clean hands,

• Awareness about dehydratIon as cause ofdeath among the people IS lInuted
• Home treatments for dIarrheas Included gIVIng a nuxture of sugar, salt and lemon to theIr

clnldren, however, many do not have these In theIr homes Others give grounded guava, nunt
leaves and heeng to the cmld,

• FInanCial constraints, poor local hOSpItal facilitIes and eqwpment do not allow them to obtam
better health care

• Hygtemc practIces are not practIced at home though they are aware that not practicIng them
are a nsk factor for diarrhea,

• Most mothers have no perceptIOn of dIarrhea seventy,

Dunng one field VISIt, a mother was found not beIng able to recogruze that green stool that her
chIld had passed was dIarrhea

M 4 4 Approach

The project wIll focus m the first 2 years on ImproVIng the quahty of case management of
pneumoma and dIarrhea m under-5 chIldren

The BRICS project faCIlItated baselIne PLA exerCIses, FGDs and a KPC survey of mothers of
under-2 chtldren to IdentitY causes of the ORT knowledge-practIce gap, and the obstacles to
maternal/caretaker adoptiOn of essentIal household behaViors regardmg preventIon and

3 local term for diarrhea
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management of chIldhood dIarrheas These findmgs were factored mto the DetaIled
ImplementatIOn Plan (DIP)

These findIng show that for case management ofdIarrhea
• health facIhties (PHC/SCs) are not always open,
• health facilities don't always have the correct drugs or ORS packets,
• people have lIttle trust m the pubhc health servIce,
• people predommantly use other proViders,
• people unhkely to leave theIr Villages for care

The project wIll also conduct

a) Health Faclhty Assessment m ApnIlMay 1999 Dr Stan Foster of Rollins School of Pubhc
Health, Emory UruversIty, Atlanta, USA, Will proVide the techrucal aSSIstance for tms HFS It IS
enVisaged that Dr Foster WIll aSSIst the BRICS project staff and partners to asSiSt to test the PVO
CORE group's new module for NGO assessment of health facllities Through tms proposed
health facIlIty survey, the current and future capacIty of health facIlItIes to proVide essentIal
(Includmg CDD servIces) will be deternuned Based on the survey, there may need for some
readjustment to the DIP as to what can be done at the faclhty, by outreach and what needs to be
done at the commuruty level Tills Will be commurucated at the end of the facIhty survey (See Dr
Stan Foster's Scope ofWork In Annex 10)

b) Baselme study ofthe quabty ofhome and private practitIOner case management ofchlldhood
Illnesses (Includmg diarrheal diseases)
Both the KPC survey and PLA exerCIses revealed that the maJonty of mothers seek private
practItioners for curative care for therr SIck chIldren With dIarrhea The proJect, therefore, Will pay
speCial focus on pnvate practItIOners The BRICS project Will, m FY 2000, recruIt a local
consultant In adaptmg the genenc BASICS/KUIJI Holy Farmly Hospital/BIhar PVO IT OperatIOns
Research questIOnnaIre/methodology to study the "QualIty ofHome and Pnvate PractItIOner Case
Management of ChIldhood Illnesses" (please see Annex 11) FollOWIng the basehne study, the
project plans several CQI exerCIses With pnvate practitIOners to Improve the quahty of theIr
dIarrhea case management/servIce dehvery, CQI mstruments Will be Jomtly developed With them
to measure and track such Improvements

The project Will focus on

Pnonty 1 Strengthen pubhc health facIlItIes (PHCs/SCs) m relatIon to
operung hours, staff avaIlablhty, drug/ORS avaIlablhty, and rapport,

Pnonty 2 IdentIfy commuruty prOViders m each commuruty (With
CMO perrmssIOn) who will proVide hIgh qualIty case management of
dIarrhea SelectIOn cntena for such commuruty proViders mclude

• avaIlable m village most of the tIme,
• able to keep SImple records, even plctonal,
• has the respect ofVillagers,
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The project WIll follow the folloWIng steps to facilitate thIs strategy
• IdentrficatIon of current proViders In the commumty,
• IdentrficatlOn of cntena for selectIon,
• DIscussIOn ofcntena for selectIon With the commumty,
• SelectIOn, traImng and support ofthese commumty proViders

The project will also

a) Re-traIn PHC doctors, LHVs and ANMs and the pnvate practitioners In Beruar Ben Block In
quahty home management of cluIdhood dIarrheal dIseases and m the management of severe
cases, mcludmg persistent diarrhea and dysentery, (Annex 20 gives the algonthm for AWWs,
AMNs to Assess, ClassIfy and Identify for Treatment of a ChIld WIth Cough of Difficult
BreathIng, Diarrhea, or Undernutntlon, as well as a checklIst for Momtonng Assessment,
ClasSification, Treatment of Integrated ARIlCDDlUndernutntlOn S1o11s TraImng for BaSIC
Health Workers (AWWs, ANMs),

b) Tram VHGs, AWWs, TBAs, school chIldren and teachers to teach mothers/caretakers and
mahlia mandai members correct ORT rntxtngladrntmstratlOn methods, correct recogmtlon and
referral ofsenous cases ofdiarrheal dehydratIon, and dietary management of diarrhea,

c) Work With vendors to promote SOCIal marketing ofORS,

d) Establtsh ORT corners In anganwadls (day-care centers once the new ICDS scheme IS
estabhshed In the Impact area), SCs and PHCs,

e) Encourage AWWs, VHGs, TBAs and school teachers to be depot holders ofORS packets,

f) Use local songs and dramas to Instruct mothers/caretakers to contmue breastfeedmg and, gIve
the same or more amount offood and flUIds to chIldren WIth diarrhea, and

g) Promote dlarrhea-specrfic preventIve actIVItIes through mahlla manda/s, such as proper stool
disposal of young chIldren, latnne use, hand washIng, personal hygiene, use of clean water for
dnnkmg, measles Immumzatton and correct weanmg practices

The project wIll assist the CMO and PHC staff to adapt and use supervtsory checklIsts to assess
the ORT competency of mothers/caretakers and to track referral completlOns of senous
dehydratIOn cases

Issues to be discussed WIth the CMO and PHC/SC staff Include
• Who WIll be the master trainers?
• Who wIll proVIde support to trained commumty proVIders and pnvate practItIOners?
• Who WIll proVide the DRS packets and drugs?
• Annual refresher traImng and re-certlficatIon,
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• WIle the project plans to tram all pnvate proViders WIth baSIC dIarrhea assessment,
classIficatIOn and treatment, It WIll diSCUSS WIth the CMOIPRC/SC staff on hrrutmg the
management ofdanger sIgns/severe dehydratIon to PRC/SC staff,

Key hygtemc behaViors that the project WIll promote are the follOWIng
1 Proper samtatlon, safe dnnkmg water and personal hygtene (wash hands before and after

defecatlOniunnatlOn, and before eatmg or cookmg )
2 ProtectIOn offood from fhes
3 Demonstrate the need of proper dIsposal of sewage, mcludmg constructIOn of drams, toIlets

and soak pIt

About 4,277 newborns each year and 10,049 children 0-23 months ID Beruar Berl Block
will be dIrectly Impacted over the hfe of the project

Centers ofExceliencelDemonstratlOn Site From the tlurd year of the project, 1 PRC and 2 SCs
WIll be developed as 'centers of excellence' (COE) or demonstratIon SItes, hostmg 'Lessons
LeamedlBest PractIces' PRC-shanng workshops on qualIty case management of dIarrheal
dIseases m under-5 cluldren for PRC staff from the entIre 17 blocks ofBalba dlstnct and 40 staff
of 3 other WV ADPs m UP state The WHO/SEARO and UNICEFlDelhI WIll proVide TA for
thIs These sItes WIll also eventually m the fourth year become a COE for Integrated Management
of a Cluld WIth Cough or RapId Breatlung, DIarrhea or UndemutntlOn for the entIre Balha
dlstnct

About 4,277 newborns each year and 20,391 chIldren 0-59 months ID Beruar Ben Block
wIll be directly Impacted, and about 90,164 newborns each year and 403,116 children 0-59
months ID aU the 17 blocks of BaHIa dIstrIct willlDdlrectly be Impacted over the bfe of the
project

M 4 5 ORS and Home AvaIlable FlUids

The BRICS project WIll promote use of DRS packets Adequate supply of DRS packets WIth the
help of dlstnct CMD office WIll be ensured These packets WIll be avaIlable at PRC, SC, selected
shopkeepers (one per Village) and WIth the RMPs ORS supply WIll be free from government
Vendors WIll be encouraged to sell them at low cost

The program WIll momtor mothers'/caretakers'/health workers' skIlls m ORS preparatIon WIth the
help ofsupeTVlsory checkltst for DRS (Annex 20)

The project WIll promote the use of home avaIlable flUIds as nce water and legumellentIl water
(e g, dhal pam)
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M46 lEe

The project wIll proVIde feedback to commumtIes on the findmgs of the KPC survey/PLAs/FGDs
a feedback of our findmgs of dIarrheal In their vIllages, the prevalence of dIarrheal dIseases and
death caused The IEC plans are descnbed In section M 4 4

The medIa used for IEC WIll mclude Video, posters, charts, flash cards, and counselIng cards,
adapted from orgamzatiOns such as CARE, CRS, VHAl, UNICEF and translated mto the local
language FIeld testmg ofthe mc matenals WIll be done first

MA 7 Prevention

The project wIll

1) Install 20 hand pumps (m addItiOn to 10 already mstalled) to proVide safe dnnkmg water to
the poorest commumtIes, mstallatiOn of sIrntlar hand pumps by other NGOs and the Government
m most ofthe vIllages IS beIng InItIated

2) Construct low-cost toilets for dISPOSal of sewage or excreta and to Inculcate habIts of USIng
toilets

PLAs In target VIllages have revealed Villagers' felt needs for water and toIlets, WIth constructIon
plans bemg developed by the Villagers CommumtIes partICIpate by finanCIng 40% ofthe cost and
contnbutIng phySIcal labor Selected commumty youths WIll be traIned to repaIr hand pumps,
allOWIng them to be skIlled potentIal Job seekers Commumty-ralsed funds WIll be used for the
maintenance of toIlets, drainage and hand pumps

M 5 PNEUMONIA CASE MANAGEMENT

M 5.1 MOB ARI case management poliCIes

Doctors, nurses and ANMs are allowed to gIve antIbIotIcs RMPs, drug vendors and other pnvate
practItioners also routmely prescnbe antIbiOtIcs TraditIonal healers or VHGs may have "Illegal"
access to antibiOtICS Currently, no ARI/IMCI traImng programs avaIlable m the Impact area

The MOR polIcy/protocol for pneumoma case management (please see Annex 28) recommends
cotnrnoxazole tablets and syrup for mIld cases of pneumoma (for dosage/duratIon of treatment
see Annex 28) For severe cases, hospltabzatlOn IS usually necessary, WIth Intramuscular
antIbIOtIcs (Benzyl pemcIllIn or ampIcIllIn) or Intravenous Chloramphemcol (please refer to Annex
28)

For chIldren less than two months WIth pneumoma, the MOR-recommended antIbiOtIC treatment
IS InjectiOn ofbenzyl pemcIllm or ampIcIllm plus mJectIon ofgentamycIn
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M 5 2 Use of case management services In the program area

The types and numbers of health proVIders who treat pneumorua m Beruar Ben Block (dIrect
unpact area) are as follows

Government ANMs RMPs Pnvate Doctors TradItIonal
PRCDoctors MBBSIBAMS Healers

4 17 62 10 30

Government PHC Doctors They are qualIfied and tramed m the MOR protocol on pneumoma
case management,
ANMs They are traIned and can treat m.J1d cases ofPneumoma
RMPs They are not tramed and provIde treatment by expenence,
PrIvate Doctor They are qualIfied doctors, probably not knowmg or practIcIng the latest MOH
ARI case management,
TradItIOnal healers They are not qualIfied

Accordmg to November 1999 KPC survey of mothers WIth chIldren under 2, the relatJve
utJlIzatlOn of health care provIders for the chIldren who had pneumorua sIgns/symptoms m the
past two weeks are as follows

FacIhtv % wbo unhzed NumeratorlDenommator
DIstrIct hOsPItal 17 2/115
Health center 70 8/115
Pnvate doctor chmc 574 661115
PharmacY 43 5/115
VI1lal1;e health volunteer 09 1/115
TradItIonal Healer 139 16/115
RelatIves and frIends 09 1/115
Home treatment 114 131115
DId not seek treatment 114 13/115

The KPC survey findmg also show that for pneumorua standard case management (SCM)
• health facIlltJes (PHC/SCs) are not always open,
• health facIlItIes don't always have the correct antIbIOtIcs/correct drugs,
• people have lIttle trust In the publIc health serVIce,
• people predoffilnantly use other proVIders,
• people unlIkely to leave theIr vIllages for care

The PRC In Beruar Ben Block has 4 beds, the number of m-patlents IS nOffilnal No data are
avaIlable for the number of pneumorua cases treated In the unpact area
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M 5 3 QualIty of case management services lD the program area

An estimated 70-90% of all curative servtces for chtldren m Bernar Ben Block are dehvered
through pnvate practItioners, most of whom lack regulatIOn, standardIZatIOn and tratmng m
standard case management of pneumoma m under-5 chtldren The PRC doctors, LHVs, and
ANMs have been tramed m SCM of pneumoma Less than 10% ofthe pnvate sector practItIoners
In Beruar Ben Block are tramed In SCM ofpneumoma None of the health proViders are tratned
In the !MCI protocol Regular supervtslon of pneumoma SCM does not take place at all III the
direct trnpact area

The findIngs of knowledge and practice of proViders regardIng pneumoma case management are
as follows

• The PRC doctors and pnvate qualified tratned doctors have been tratned m pneumoma SCM,
although no refresher tratmng has been conducted to upgrade theIr knowledge and case
management sktlls

• The PHNs and the ANMs have been traIned to Identtfy and refer all cases of severe
pneumorua, yet no refresher tratrung In pneumoma SCM has been proVided for them for the
past several years

• The RMPs are not tramed In recogmzmg danger signs and symptoms of pneumorua and do
not have (let alone follow) the MOR protocol on SCM of pneumorua They often treat mtld
cases ofpneumoma With thtrd generation antibiotIcs (and no standard dosage IS followed)

There are frequent, long stock-outs of antibIotiC supply for pneumoma SCM m PHCs and SCs
The RMPs purchase from the local cheffilsts who have abundant supphes of cotnmoxazole and
thtrd generation antIbIOtICS

M.5.4 Momtormg, Improvmg and sustammg the qualIty of case management

The project Will focus In the first 2 years on Improvtng the qualIty ofcase management of
pneumorua and III under-5 chtldren The proJect's lrutIal pnontles Will be

Pnonty 1 Strengthen publJc health !acllltles (PHCslSCs) m relation
to operung hours, staffavatlablhty, antibIotIc avatlablhty, and rapport,

Pnonty 2 Identlfy commumty prowders In each commumty (wIth
MOHICMO permIssIon) who wtll proVide quahty case management of
pneumoma These could Include VHGs, TBas or AWWs (once lCnS IS
mtroduced to Bernar Ben block) SelectIon cntena for such commuruty
proViders Include

• avatlable In vtllage most of the tIme,
• able to keep sunple records, even pictonal,
• has the respect ofVillagers,
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The project WIll follow the folloWIng steps to facIlItate thIs strategy
• IdentIficatIOn of current proVIders In the commuruty,
• IdentIficatIOn of cntena for selectIOn,
• DIScussIon ofcntena for selectIon WIth the commuruty,
• SelectIOn, traIrung and support ofthese commuruty proVIders

Pnonty3 The BRICS project WIll conduct a baselme study ofthe quallty ofhome
andprzvate praCtltlOner case management ofchildhood Illnesses
(mcludmg pneumoma)

Both the KPC survey and PLA exerCIses revealed that the maJonty of mothers seek przvate
practItIoners for curative care for theIr sIck chIldren WIth pneumorua The project, therefore, WIll
pay specIal focus to pnvate practItIOners The BRICS project WIll, m FY 2000, recruIt a local
consultant ill adaptmg the genenc BASICS/KulJI Holy FamIly Hospltal/BIhar PVO II OperatIons
Research questIOnnaIre/methodology for the to study the "QualIty of Home and Pnvate
PractItIOner Case Management of ChIldhood illnesses" (please see Annex 11) FollOWIng the
baselme study, the project plans several CQI exerCIses WIth pnvate practItIOners to Improve the
quahty of theIr pneumorua case management/serVIce delIvery, CQI mstruments wtll be JOIntly
developed WIth them to measure and track such Improvements

The project WIll also conduct Health FaCIlIty Assessment (see SectIOn M 434 for detaIls) ill

ApnllMay 1999 Through thIs proposed health facility survey, the current and future capaCIty of
health facilitIes to proVIde essentIal (IncludIng pneumorua SCM servIces) wtll be determmed

(To lobby support from the MOHIUP State health authorztles to tram community prOViders m
pneumoma SCM, the ERICS project Will prOVide the followmg bterature reView In a meta
analysIs of 9 commuruty-based tnals of case management of acute respIratory InfectIOns by S
Sazawal and R Black, a substantIal reductIOn In total and ALRI-speclfic neonatal mortalIty was
found ThIs demonstrates that SImple pneumorua case management, usually delIvered at home, can
have an effect In thIs age group In Bang's study In GadchIroh, IndIa, trammg of TBAs to
dIagnose and treat suspected pneumorua resulted In a 20% reductIon m neonatal mortalIty and a
44% reductIOn In pneumorua mortalIty)

(The BRICS project IS consIdenng replIcatmg The InnovatIve Commuruty Level InterventIOn for
Control of Pneumorua OperatIOns Research Project of the MOH m nearby Nepal WIth technIcal
aSSIstance of John Snow, Inc One of the project's ObjectIves was to expand appropnate
pneumorua case detectIOn and treatment beyond the health facIlItIes to the level of the commuruty
health worker (CHW) level In thIs project, two mterventIOn models were tested
I) Treatment model (where CHWs dIagnose and treat USIng "pneumorua" usmg only

cotnmoxazole and refer all "severe pneumorua and very severe dIsease,"
11) Referral model (where CHWs only dIagnose and refer all pneumorua cases)

(Both InterventIOn models proVIded home care adVIce and follow-up)
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Subject to MOHICMO clearance, the BRICS project IS plannmg to take up WHO/SEARO's offer
to collaborate m a pdot project to develop a tralmng module for these commumty proVIders
BRICS and WHO w111 adapt from and slmphfy further the tralmng modules developed by
OOIlCAREIWHO for BaSIC Health Workers (please refer to Annex 20 which gIVes the algonthm
for BaSIC Health workers (AWWs, AMNs) to Assess, ClaSSIfY and IdentIfy for Treatment of a
Chl1d With Cough ofDtfficult Breathing, Diarrhea, or UndernutntlOn)

Good contmumg assessment, classificatlOn, and treatment practices Annex 20 gIves a checkhst
for Momtonng Assessment, ClassIficatIOn, Treatment of Integrated ARIlCDDlUndernutntton
Skills Tralrnng for BaSIC Health Workers (AWWs, ANMs) These can be used for PHC/SC staff
re-tralned m pneumoma SCM and can be further slffiphfied for use With comrnumty proVIders
trained m pneumoma SCM

A supefVlsory checkhst (comblmng on-Site observatlon of chent-proVlder mteractlons and eXlt
mterviews ofmothers/care-givers) wdl also be developed

The observation part ofthe checkhst WIll momtor

A) ASSESSMENT
1 Whether the child's respiratory rate (RR) was assessed,
2 The degree ofagreement With supefVlsors' count ofthe RR,
3 Whether pneumorna was diagnosed correctly,

B) CLASSIFICAnON
Whether pneumoma claSSificatIOn was correct,

C) TREATMENT
1 Whether the chOice of treatment was correct, based on the classIficatIOn,
2 Whether children With "cough or cold only" were gIven antibIOtiCS,

D) ADVICE ON ANTIBIOTIC TREATMENT OF PNEUMONIA
Whether the proVIder explamed to the mother/caretaker the follOWing
1 Dosage correct,
2 Times per day,
3 Duration oftreatment,
4 Told to return m 2 days,

The eXlt mtervlews part ofthe checkbst will morutor

A) RECALL OF ADVICE ON ANTmIOTIC TREATMENT OF PNEUMONIA
Whether the mother/caretaker recalled adVIce correctly on the follOWing
1 Dosage correct,
2 Times per day,
3 DuratIon oftreatment,
4 Told to return m 2 days
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B) RECALL OF HOME CARE ADVICE
Whether the mother/caretaker recalled adVIce correctly on the folloWIng
1 Return IfbreathIng fast,
2 Return IfbreathIng dIfficult,
3 Breastfeed frequently,
4 Feed dunng Illness,
5 GIve more flUIds

Issues that wIll be dIscussed wIth the CMOIMOHIPHCISC staffand WHOISEARO mclude

• Who WIll be the master tramers?
• Who WIll proVIde support to tramed commumty proVIders and pnvate practItIoners?
• Who WIll proVIde the antlblOtICs?--the CMO has assured the project ofadequate supplIes for

the PHCs/SCs, but who WIll proVIde cotnmoxazole for the commumty proVIders?
• Annual refresher trammg and re-certIficatlOn,
• Whtle the project plans to tram these proVIders WIth pneumorua assessment, classIficatIOn and

treatment, It wIll dISCUSS WIth the CMOIPHC/SC staff on lImItIng the management ofdanger
sIgns/severe pneumoma to PHC/SC staff and traIned pnvate MBBSIBAMS doctors,

• RecogmtlOn, e g puttmg flag WIth happy baby over house of proVIder traIned In pneumoma
SCM

The pneumoma case management ObjectIves are gIVen under Sub-Result #la In sectIon C 1

The BRICS project WIll focus on Improvmg qualzty case management ofpneumoma by
1) Conductmg base-lIne assessment of pneumorua case management practices of both publIc

sector and pnvate sector health proVIders In Beruar Ben Block through on-sIte observatIon,
questIOnnaIreS and eXIt IntefVlews ofclIents,

2) ImtIally tralmng and supefVlsmg the PHC doctors and LHVs, and the sub-center ANMs m the
latest MOHFW pneumorua case management protocol,

3) ImtlatIng an Inventory system to morutor stock-outs, and workIng out a lOgIstICS plan WIth the
CMO's office to ensure adequate supply of cotnmoxazole (the antIbIOtIc of chOIce) IS readIly
aVaIlable at the PHCs and SCs year round (the CMO has already conumtted to ensure thIs),

4) Tratrung the pnvate sector practItIoners (RMPs, Ayurvedlc practItIOners, and Unaru/
HomeopathIc practItIOners or NGO staff) In the latest MOHFW pneumoma case management
protocol

The project WIll also conduct mIssed opporturuty surveys to assess the level ofaccess on dIfferent
days of the week and dIfferent tImes of the day or the year that mothers/care-gIvers have to get
prompt antIbIOtIC treatment for theIr chIldren WIth pneumorua signs/symptoms

The project WIll also conduct qualItatIVe PLA exerCIses to ascertaIn commuruty WIllingness and
abIlIty to pay for antIbIotICS for pneumorua treatment CMO staff WIll be traIned to develop and
use tools to assess caretakers' tImelIness oftreatment-seekIng behaVIors for pneumoma In under-2
chtldren
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To mstltutlOnabze essential household actions, the BRICS project wIll
1) Conduct baselIne PLA exerCIses and the KPC surveys to understand local behefs, practIces,

vocabulary related to pneumoma recogmtlOn, care-seektng and comphance WIth treatment,
2) Adapt drfferent messages emphasIzmg recogrutIOn and care-seekmg for neonates/young

Infants and for older mfants/chIldren WIth pneumorua SIgns/symptoms,
3) Tram VHGs, TBAs, AWWs, mahIla mandals and ANMs to teach mothers and chtld care

gIvers to recogrnze, name and refer chIldren WIth lIfe-threatenmg pneumoma SIgnS/symptoms,
especIally In neonates and 10 young 10fants (the groups at nsk ofdeath from pneumoma),

4) EqUip health proViders/volunteers to track all cMdhood pneumoma referrals and ensure
referral completIOn,

5) Develop role-plays and observatIon checkhsts to assess the face-to-face counselmg sktlls of
the health proViders and volunteers and to morutor the qUalIty of clIent-proVider mteractlons
regardmg antIbIotIc complIance and home care for clnldren WIth pneumoma, and

6) Tram health volunteers and proViders to promote preventIve steps such as measles and
pertuSSIS ImmumzatIOn, exclUSIve breastfeed10g and Improved weamng practIces

The project WIll use techmcal staff from Balha dIstnct CMO and the State MOHFW DIrectorate
for retralmng PHC and SC staffm standard case management ofpneumoma The VHGs, AWWs
and TBAs wIll be the pnncIpal commumcatIOns channels for pneumoma referral and treatment
The PHC and SC staff WIll be tramed to refer all comphcated pneumoma cases to the Balha
DIstnct HOSpItal

About 4,277 newborns each year and 7,922 chIldren 0-23 months ID Beruar Berl Block WIll
be dIrectly Impacted over the life of the project

Centers ofExcellence From the thtrd year of the project, 1 PHC and 2 SCs WIll be developed as
'centers of excellence' (COE) or demonstratIon SItes, host1Og 'Lessons LearnedlBest PractIces'
PHC-shanng workshops on qUalIty case management ofpneumorua 10 under-5 chIldren for PHC
staff from the entIre 17 blocks of Balha dIstnct and 40 staff of 3 other WV ADPs 10 UP state
WHO/SEARO and UNICEF/DelhI WIll proVIde TA for thIs These SItes WIll also eventually 10 the
fourth year become a COE for IMCI for the entIre Balha dIstnct

About 4,277 newborns each year and 20,391 chIldren 0-59 months m Beruar Berl Block
wIll be dIrectly Impacte~ and about 90,164 newborns each year and 403,116 chIldren 0-59
months m all the 17 blocks of Balha dIstrIct wIll mdlrectly be Impacted over the bfe of the
project

The drugs from The PRC and SCs are supplIed to the patIents free of cost The drugs avatlable
from RMPs cost US$ 1-2 for five days' treatment for mIld pneumoma The project IS currently
workmg out WIth the CMO to ensure round-the-year access ofantIbIotICS for pneumorua

M 5 5 Involvmg workers who do not currently treat pneumonia

Thts IS dIscussed 10 sectIOn M5 4
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The number ofhealth workers to be tramed m pneumorua SCM IS gIven m sectIon F 1, F 2 and
F3

M 5 6 Program protocol for pneumoma case management

The MOH protocol on pneumorua SCM IS attached as Annex 27 Annex 20 proVIdes the
GOl/CAREI WHO algonthm for BaSIC Health Workers (AWWs/ANMs) to assess, clasSIfy,
IdentIfy treatment of a chIld With cough of drfficult breathIng, dIarrhea or undernutntIOn The
project plans to SImPhfy With WHOlGOI the latter for commuruty prOVIders once clearance IS
gIVen

ChIldren Will be assessed for breathIng With UNICEF-supphed tImers (for all proVIders tramed m
pneumorua SCM) whIch the project IS currently negotIatmg Countmg of respIratory rate for full
one mmute usmg WrISt watch haVIng seconds needle or a ARI tImer Will be emphasIZed

Health workers Will be tramed to recognIZe chest mdraWIng through the use of WHO-supphed
VIdeos m HIndI and through actual chrucal VISItS to the BallIa DIstnct HospItal and to clrmcs With
a hIgh case load Id chIldren presentmg With rapId or dIfficult breathmg EXamInatIOn Will mclude
lookmg at the abdommal or lower chest movement m exposed condItIon m a calm or asleep
condItIOn

There IS no prevalence ofjalclparum malana, and the project Will drop the malana component

M 5 7 Counselmg for antibIOtic use, home care and referral

PHC doctors, LHVs, ANMs and RMPs Will be tramed to proVIde counselmg regardmg antIbIotIC
use and home care of pneumorua at the tIme of consultatIon The lIst of adVIce to be gIVen IS
proVIded m the proposed supervISOry checklIst mentIoned m sectIon M 5 4

The project will mtroduce a referral completIon form to ensure prompt referrals of pneumorua
cases Health workers Will deCIde on feaSIbIlIty of the referral based on the follOWIng cntena
• SocIO-eCOnOmIc SItuatIon
• Support offarntly members
• AvaIlabIlIty oftransport
• Supphes/servIces avaIlable at the referral center, such as antIbIOtICS, oxygen, medIcal speCIalIsts

The same VIllage-based obstetnc emergency transport scheme Will be used IT the famIly IS haVIng
finanCIal problems Funds generated by the apex bodIes Will be used m such cases where referral IS
not feaSIble If there IS no elder m the famIly to support, youth groups Will take responsIbIhty for
the mothers/caregivers of such chIldren

Morutonng of the counselIng Will be done usmg a supervISOry checklIst mentIOned m sectIon
M 5 4 and by the KPC dunng the MTE and FE
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Quality of the counseling Will be Improved m the folloWIng ways
• Role-plays, usmg peer cntIque and checklists,
• Feed back to the counselors (ANM, VHGs),
• Refreshers traImng for the counselors,
• Face to face counselIng slalls to the counselors

M 5.8 Follow-up of children treated for pneumoDla

For early or I1l1ld pneumoma, a follow-up consultatIon IS recommended WithIn two days after
Imtlal consultatIOn Home follow-up VISItS wIll be made Immediately by the health workers for
those who faIl to come for the follow-up consultatIOn WIthIn two days

Mother/caregIver recall (ofadVlce on antIbIotIC use) dunng eXIt mterVIews will be conducted With
checkhsts to assess whether they know how to gIve oral antIbIotICS correctly (see sectIOn M 7 4 )
The caregIver WIll be asked to demonstrate how she measures and gIves a dose of antIbIOtic to the
chIld

ComplIance faIlure IS defined as faIlure on the part of the mother or caretaker to complete the
treatment of the chIld when they see some Improvement m the SIgnS and symptoms of the chtld
To check comphance fatlure the BRICS sta£fand SC staff WIll make random home VISitS to check
whether the chIld has received complete treatment It can be cross-venfied WIth the number of
bottles, tablets or doses consumed dunng the penod between consultatIOns The mothers!
caretakers Will also be mterVIewed to check the dosage and the number of days the chtld has been
gIven medICIne The caretaker Will also be asked to demonstrate how they gave the doses

Treatment success Will be measured by knowmg the doses gIven, the number of days gIven and
the type of drugs gIven In addItIon, other factors such as whether the mother has followed the
recommended regImen WIll also determme the treatment success The success of treatment IS
determined by general Improvement m the condItIon of the chIld and the dIsappearance of the
SIgnS and symptoms of pneumorua Treatment fatlure occurs when an assessment of the chtld IS
done 2 days after the lrutIal consultatIOn and found to have no trnprovement, or the chIld's
condItIOn has worsened (more dIfficult breathIng, unable to dnnk and has other danger SignS) In
the case of a worsened condItIOn, complIance Will be checked and necessary referral and ItS
completion will be ensured WIth the help ofBRICS staff

M 5 9 Assessment of current access

From the remotest VIllage m Beruar Ben Block, It takes 3 hours to reach the Balha Distnet
hospItal In the daytIme, and about 5 hours at rught, dependmg on the mode of transport An
average ofRs 40/- (about US$ 1) per person or a total ofRs 120/- (US$ 3) for 3 people (who
accompany the pregnant women) IS typICally spent by a Villager In seekIng treatment Transport
facIhties are usually aVaIlable In the daytIme, but at rught they have to arrange for theIr own
vehIcles, such as tractors, Jeeps, nckshaws or even carrymg the chIld on foot
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The fees charged vanes from proVider to proVider average $3 to $5 for the cost of antibIOtIcs
The waItmg tIme depends on the number of patients At the PHC, waltmg time IS about 30
mmutes At the RMPs' clImcs, waltmg time IS 15-30 mmutes

The mam constramt to obtaInmg treatment sefYlces IS poor econonuc status Prompt care-seekmg
IS often constramed by mothers-m-law behefs, referral first to a traditIOnal healer, and the
unwIllIngness among women to make a decIsion If the husband IS away

M 5.10 DefimtJon of adequate access

Access can be defined m terms ofphysIcal, financial and aVaIlability of antibIOtIcs Prompt medical
serVIces WithIn a distance of 5 kms and the necessary transport are aVailable to take the chIld and
the fanuly to the health care center Treatment IS gIVen free of charge at the PHC, but for access
to pnvate chmcs farntlIes Will have to pay $1, and aU essentIal antibIotiCS Will have to be avatlable
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M.5 11 Increasmg access

To mcrease access to pneumoma SCM, the project plans to tram commumty proVIders The
project IS explonng whether VIllage phannacies WIth antibIOtIc aVailable can be establIshed With
comrnumty orgamzatiOns and local NGOs

A recent PLA exercIse found that 76% of the target populatiOn have access to treatment from
some proVider Around 20 of the 83 Villages m Bemar Ben block are not hnked to the mam road,
hence they do not have access to such sefVlces

If thIs plan succeeds, It IS estImated that least 90% of the target Vl1lages Wl1I have access to
pneumoma SCM ThIs IS cntlcal, because even m the villages where there are proper roads and
servIces avadable, the schedule caste and the "backward classes" do not have access to these
servIces due to SOCIal restnctlons

Severe cases of pneumoma wdl be taken to the PHCIDIstnct hOSpItal usmg the emergency
transport system to be establIshed m the VIllages SOCIal Issues of caste Will be addressed through
development programs planned for the project such as MED and commumty mobIlIzatIon

The project m collaboratIOn With RMPs Will mtroduce the 'free coupon' system Mothers WIll be
given 5 green coupons depIctmg a chIld WIth pneumoma, along With the project logo Mothers
Wl1I be requrred to bnng the coupon together With the llnmumzation card to the chmc to receIve
treatment for theIr chIld ThIs Will also ensure that the cards are kept safe

M 5 12 Beliefs, practices and vocabulary

Key PLAfindmgs mclude

1) 40% ofthe commumty members are wdlmg to pay for antibIotics Most ofthe people spend
up to 10% oftheIr mcome on medicmes However the remalmng were not W111mg to pay for
medicme as they were very poor

2) Vocabulary related to pneumoma recogmtIon, local belIefs and practices, care seekmg and
complIance With treatment In local vocabulary pneumoma IS called Haba Dhaba or lalmoma,
and some call It pneumoma as they have heard from doctors, If the cluld tends to cry a lot and
refuses to eat, It IS called paslz chalna, chest m-draWIng IS sakkar sakkar, aJasth IS phYSIcal
restlessness, hafna IS fast breathIng, and dam marna IS dIfficult breathIng TeJ Sans lena4

, sans
phoolanas, Paslz Chalna6

, Dood kum peena7 are some of the local terms for pneumoma SIgnS
and symptoms Chest mdrawmg and fever are recogmzed by caretakers and are conSIdered
senous

4 Local term for fast breathmg
5 Difficult breathing
6 Chest mdrawmg
7 Breastfeedmg poorly
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They belIeve that the dIfference m body temperature of lactatmg mothers who take baths m
the evenmgs, or eat cold food such as curd and nce, wlll give the cluld pneumoma A cluld IS
also belIeved to contract pneumoma from bemg exposed to cold or playmg m cold water
They also belIeve It spreads from one chIld to another, and belIeve that It mostly affects
cluldren m the age group of0-5 years ofage

3) For home treatment of pneumoma, there are several tradItIOnal remedIes caretakers heat
camphor and/or mustard 011 and feed them to the cluld, they may also massage the body of the
baby WIth heated mustard od and garlIc (a local 011, nuram, IS also used), a paste of
"AJuvame" (thymol) and mustard od, or a paste made of dned peas and oLl may be applIed to
the cluld's head, mothers may feed the baby heated cow's ghee (a SemI-flUId clanfied butter),
and lactatmg mothers are given AJuvame to eat as a preventIve measure Mothers also stop
feedmg cluldren cold food They usually seek care from unquahfied medIcal practItioners or
tradItIOnal practItIOners

4) Cluldren are usually affected WIth pneumoma m the months of November-March (WInter
months) Mothers are ready to obtam medicmes for theIr cluldren at any time of the day and
any day ofthe week when theIr cluld IS III

5) Caretakers/mothers proVIde ImtIai treatment for pneumoma at theIr homes If the cluld does
not Improve they go to tradItIOnal healers/registered medIcal practItIOner If the dIsease stIll
perSIsts they wIll seek out a PHC proVIder and other 'good' hOSpItalS

Findings ofNovember 1998 KPC Survey (please see report submItted under separate cover)
revealed that

• 46% (136/298) of mothers reported that theIr under-2 cluld had a lustory of cough dIfficult
breatlung m the last two weeks to the survey, wluch was conducted m November, the
begmmng of cold WInter season m the area

• 854% (117/136) of these chIldren expenenced rapId or dIfficult breathmg, conSIstent WIth the
dIagnosIs ofpneumoma,

• 63 2 %(189/299) of mothers were able to recogruze 2 or more dangers SIgnS/symptoms of
reSpIratory illness/pneumorua that would prompt them to seek care,

• 66%(76/115) of mothers reported seekmg treatment for theIr under-2 chIld Wlth pneumorua
SIgns/symptoms, these mcluded the 574% (66/115) of mothers who sought pnvate
practItIoners Tins findmg IS conSIstent Wlth those from the qualItatIVe PLA exerCIses wluch
revealed that the maJonty of mothers sought pnvate practItioners for curatIve care for theIr
SIck cluldren and publIc health stafffor preventIve health serVIces

• 59 5% of mothers (178/299) Said fast breatlung, 32 1%(96/299) Said dIfficult breathIng, chest
mdraWlng 14% (42/299), loss of appetIte 11% (33/299), fever 40% (121/299), and cough
42 1% (125/299) as the SIgnS they look for m taking theIr cluld to the health center for
treatment Imtially try home treatment, and If there IS no Improvement they go to a pnvate
chmc 57% (66/115)

• DeCISIons at the household level m seeking care are made by the husbands and mother m law
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(The KPC survey mstrument was not able to capture what percentage of cluldren 0-23 months
receIVIng antIbIotic treatment were treated accordmg to standard case management protocol, a
separate assessment WIll be done later However, addItional studIes descnbed below show that
most treatments receIved do not meet establIshed standards)

The bamers to seekIng prompt recogmtlOn and prompt care are illIteracy among
mothers/caretakers, although the maJonty of the mothers know one or another symptom Even
though the mothers/caretakers seek treatment, tins treatment IS from untratned pnvate
practItIOners, as they are easily accessIble at any tIme of the day or mght Other commumty-based
health proVIders do not have tramIng In pneumoma SCM, hence they are not avaIlable to the
mothers seekmg treatment

M.5 13 CommumcatlOns for recogmtlOn and care seekIng

The project WIll proVIde feedback to mothers, motherS-In-law and fathers on the findIngs of the
PLA exerCIses and KPC survey on childhood pneumoma and Its treatment The follOWIng medIa
wIll be used for InfOrmatIOn and education VIdeo, posters, charts, flash cards, and counselIng
cards
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The followmg matnx IS a gUide to the proposed lEe program

Groups to be Key messages lEe activity to be conducted CommUDlcators Time How often
tarl!eted

Mothers For chIldren 3-11 months • House hold VISIts of the • RMPs • Noon hour • Dally
caretakers • Fever mothers 0-5 years ofage
RMPs • Fast breathmg (50-60 resps • Ammator • Noon hour • monthly
Ammators permmute) • Group meetings held by meetmgs
ANMs • Restlessness Mahlla Mandals • ANM • trammg sessIOn
VHGs • Dlfficult breathmg held • onetime

• Coughmg (mayor may not) • Vldeos/demonstratton • PHN

For children 12-35 months • Trammgs • Tralmng
• Fever personnel
• Fast breathmg
• Coughmg • VHG
• Difficult breathmg

For children <2 months
• Chest mdrawmg
• Difficult breathmg
• InabilIty to dnnk
• Respiratory gruntmg
• Drowsmess
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The project WIll adapt mc matenals developed by orgarnzatlOns such as CARE, CRS, VHAI,
UNICEF, WHO and translate mto local language and use appropnate messages With the help of
techrucal expertise from UNICEF Field testmg of the IEC matenals WIll be done pnor to
adaptation WIth the target groups

The quaitty of commumcatlon WIll be momtored talang mto account the follOWIng

• Mode ofcommumcatlOn
• Matenals used
• Language ofcornmurncatIon
• Methods m whtch matenals used
• Message shared
• TIme ofcommumcatlOn
• Target audIence served (15-45 years of age)

The mothers/caretakers WIll lIsten to the messages, diSCUSS With theIr peers and put mto practIce
the learmngs The mothers WIll seek prompt care, take standard antIbiotIc regnnen and reduce
treatment non-complIance

M6. MATERNAL AND NEWBORN CARE

M.6 1 Baselme Information

The maternal mortalIty rate for the UP state IS 570 per 100,000 lIve bIrth (NHFS 1992
93/UNICEF 1997) No relIable data are avatlable for the Balha dlstnct or the drrect impact
(Beruar Ben Block) Although UP state has made stndes m some dlstncts m lowenng fertility
through famIly plannmg/spacmg, maternal mortalIty remams hIgh in Balha dlstnct Seventy seven
percent of the MMR. m BaHIa IS pregnancy related (post partum hemorrhage, puerperal sepSiS,
eclampSIa, abortIon and obstructed labor In the dIrect Impact area, the maternal malnutntlOn rate
IS 41%, and 87% of pregnant women have nutntlonal anemIa (With mean hemoglobin levels
among pregnant women as low as 92 gldl--AgrawaVI987) and 20% are defiCIent m folIc aCId
The 1992-3 NFHS found that only 295% ofbIrths were to mothers who had receIvmg Iron/folate
supplementation The November KPC 1998 found that only 7% of pregnant women had at least
card-documented prenatal contact WIth the traIned health prOVIder, and only 8 8% had received
Iron/folate supplementation HIgh fertIlIty IS related to 58 7% ofmaternal mortalIty

EIght-one percent ofdehvenes are conducted at home by an untramed attendant Half of maternal
deaths occur at home and 10-15% occur on the way to a referral faCIlity

BaselIne PLA exerCises With women explonng the major causes of maternal deaths revealed the
follOWing commuruty perceptIOns
• Cuttmg ofumbihcal cord With unstenhzed mstruments (rusted blade, axe) leadmg to tetanus
• ExceSSive bleedmg dunng dehvery
• Anerrua
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• Obstructed labor
• Poor ante-natal care and checkups
• In-addItIon the folloWing reasons were gIven
• Non-avaIlabIlity ofvehIcles to hOSpItalS
• Placenta not completely removed and cleaned
• Frequent abortIons
• Rupture ofthe uterus, loss ofammotiC flUId dunng delIvery, and fetal deaths

Neonatal mortallty accounts for 60% of the llvlR MaIn causes of neonatal mortality are ALRI
40%, low birth weight 29%, neonatal tetanus 10% (mIITonng the low 5 6% TT2 card
documented rate), and pre-matunty and congerutal malformatIOns, 21% Based on an unpublIshed
reVIew by Barbara Stoll, InfectIOn from ALRI appears to be a more Important cause of late
neonatal death (8-28 days) than early neonatal death (0-7 days) Once a newborn has sUTVlved
early causes of mortalIty related to congerutal malformatIOns, preterm bIrth and asphyxia,
mfectIOn from ALRI becomes even more Important proportIOnally as a cause of death As such,
the project Will address the emergmg need for essentIal newborn care to reduce the number of
neonatal deaths

M.6 2 MOB Policies, current public and private services

The ReproductIve and ChIld Health (RCH) program, With the 4 components of chIld sUTVlval, safe
motherhood, famIly planrung and women's reproductive health, IS the center-pIece of ItS FamIly
Welfare Program (FWP) m the Nmth Plan, mvolVIng a comprehensive re-onentatIOn of the
Program Over the past 30 years, India's FWP's smgle objective had been to reduce fertility
through a strategy based on contraceptIve targets and cash mcentIves However these latter
strategies resulted In Inflated performance statistIcs and neglect of qualIty of seTVlces Inherent In
the new RCH program IS a paradIgm sluft from the preVIOUS top-down, target-dnven, vertlcally
onented and quantItatIve approach to a decentralIzed, partICipatory, clIent-centered, mtegrated
and qualIty-focused program

The followmg changes m program management have resulted from the polIcy re-onentatlOn
under the new RCH program, namely (a) ImplementatIOn of decentralIzed dlstnct planrung to
replace natIonal and state targets, (b) Improvmg qualIty and accessIbIlIty of seTVlces, (c) IncreaSIng
utilIzation of seTVlces through mcreased commuruty partICIpation through the Panchayat (village
leadership) system

a) NatIOnal maternal health polzcIes andprograms

The MOR protocol on EssentIal Maternal Care and Mmanagement of Normal Labor and
Essential Newborn Care are appended In Annex 29 These call for
1 Early regzstratIOn All pregnant women should be registered early dunng pregnancy so that

montWy morutonng can be done WIth early registration, the annual estimatIOn of the pregnant
women to be followed up can be done for each SC and PHC, as well as for the dlstnct level
It could also show the number of pregnant women not yet receiVIng essential maternal care
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2 Three antenatal checkups dunng pregnancy to assess the normal progress of the fetus, and to
detect and manage abnormal pregnancy The appropnate tImes for all three antenatal
checkups are

First at 20 weeks' gestatIon or as soon as pregnancy IS known
Second at 32 weeks' gestatIOn,
Third at 36 weeks' gestation

3 Antenatal counselmg
a) Pregnant women need to take an extra meal every day, to meet the 10creased nutntIonal

demand Rest for at least 8 hour a day Heavy work should not be done or should be reduced,
b) ConsumptIon of 100 Iron/folate tablets (each tab contam 100 mg of elemental Iron) dunng

pregnancy m three months to meet the mcreased demand of Iron
c) TT2 unmuruzatIOn to protect mother from tetanus and the fetus from neonatal tetanus,
d) Prepanng for labor pregnant mother IS adVised to keep a new blade and thread for dehvery

The thread IS to be boded m water for 20 mmutes She IS also adVised to keep ready a clean
cotton cloth for herself and the newborn, she IS also adVised to ImtIate breastfeedmg and
contmue It through the second year

For newborn care
a) Dunng dehvery the follow1Og clean procedures should be Implemented clean hands before

attendmg dehvery, clean surface, clean razor or blade(clean cut), clean cord tIe, clean cord
stump, no applIcatIOn over It

b) The cord should be tIed With a clean thread 2-5 mches from umbilicus The cord stump should
be mspected for bleedmg, Ifbleed10g contmues, apply another cord tIe No apphcatIon of any
medIcatIOn or dressmg of the cord should be made

Breast Feeding
a) All newborns who cry soon after bIrth and are normal
b) The mother has to keep the newborn With her to put to the breast soon after birth
c) Breast feedmg should be ImtIated Wlthm first hour ofbIrth
d) No glucose water, honey,jaggery, or ghuu (herbal extract) should be gIven

Assessment ofbIrth weight
BIrth weIght should be recorded soon after the bIrth by a spnng balance WIth color-codmg, but
not later then 2 days Management ofthe newborn should be based on the follow1Og

BIRTH WEIGHT COLOR CODE WHERE TO MANAGE
more than 2 500~ Green home
2 000 - 2,500 gms Yellow home
less then 2 000 gms Red referral

Prevention ofhypothermIa
a) To prevent hypothermta, the mother should keep the baby In close phySIcal contact, wrapped

10 several layers ofcotton or woolen clothes dependmg on the enVironmental temperature
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b) If hypothermIa persists In spite of above management, the baby should be kept under a lamp
with a 200 watt bulb placed 45 cm above the baby If there IS no Improvement In 30 to 45
mInutes the Infant WIll be referred to PRC or DIstnct hospItal

Low bIrth weight management
Newborns WIth a bIrth weIght of 1,800 gm - 2,500 gm can be managed at home as follows If they
have no SIgns of tllness
a) proVIde warmth
b) exclusIve breastfeed!ng
c) prevent InfectIOn (see below)
d) teach the mother to recogruze danger SIgn for seekIng help refusal to feed, Increased

drowsiness, dIfficult breathIng, cold to touch, yellow stainIng ofskin, convulsIOns

Referral
a) All newborns weIghing less than 1800 gm should be referred for special care at the dlstnct

hospital
b) SIgns indIcatIng a need for referral Poor suckling, hypothermIa, lethargy, fast breathing,

apnea, abdominal dIstentIOn, cyanosIs, dIarrhea, convulsIon, JaundIce

Below IS a summary ofthe potentIal health players to be Impacted by the project

Presently, the MOR IS fully cOmmltted to safe motherhood as IndIcated by ItS new RCR program

b) Pubilc/Pnvate healthfacliltles andservices

POTENTIAL HEALTH PARTNERS DIRECT INDIRECT
IMPACT AREA IMPACT AREA

•
I
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12

17
65
82

8

1
2
3

Care ofeyes
Clean eyes WIth a soft clean cloth or cotton swab uSing one for each eye Clean the eye from
medial to lateral Side Do not apply any eye drops or kajal (IndIan remedy) to eyes

Careofskm
The skin should be cleaned WIth a dry and clean cotton or cloth, and not by water In cold weather
In hot weather, the skin can be cleaned WIth lukewarm water after some tIme

Prevention ofmfectlon
InfectIOn should be prevented by
1 SuctIon of secretIOns from the respIratory tract, If any
2 OPV and BCG vaccinatIon WIthin one month of In-home delIvery, and at discharge In hospItal

and PRC dehvery
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The three PRCs are supposed to be eqUIpped to handle essentIal obstetnc care They have the
follOWIng m vanous stages of dIsuse or In need of repaIr, replacement or replerushment obstetnc

Remote, underserved Balha dIstnct has a three-tiered pubhc health mfrastmeture Sub-centers
(SCs) and Pnmary Health Centers (PHCs) m each of the 18 blocks, With the DIstnct HospItal m
the DIstnct Head-quarters servIng as the FIrst Referral Urnt (FRU) for the entrre dIstnct The
PRCs are the GOl's most penpheral non-hospItal chmcal facIhtIes prOVIdIng techmcal and
commodIty support (ORT, vaccInes, weIghing scales, VItamIn A and Iron-folate supplements and
contraceptIves) to the SCs Each SC serves 5,000-7,000 people (approXimately 5-7 villages)
focused on center-based serVIces (antenatal care, famIly planmng, ImmUnIZatIOn) and antI-malanal
campaIgns

However, WV customer appraIsal exerCIses usmg PLA have found that (a) 70-90% of all
curative servtces for women m Bemar Ben block are dehvered through pnvate practItIOners, most
of whom lack regulatIon, standardIZatIOn and tramIng In qUalIty case management of obstetnc
emergencIes, (b) the met need for obstetnc semces (1 e the proportIon of women WIth obstetnc
complIcatIOns) whIch reflects the utIlIzation of the DIstnct Hospital, IS extremely low at 4 3% (c)
there IS no block-level FRU or post-partum center In Bemar Block, (d) a large number of
maternal deaths are due to the lack of orgarnzed VIllage-based transport for obstetnc emergencIes
to the dIstnct hOSPItal, to delays by pregnant women and therr supporters (husbands, mothers-m
law and PHC/SC staft) m seeking aSSIstance, and to delays In receIVIng appropnate care at the
Dlstnct HOSpItal due to madequate eqUIpment and skills of staff, (e) the PHCs and SCs do not
have regular power supply and cold cham maintenance for TT vaCCine IS a challenge, (t) rmssed
opportumtles for TT ImmumzatIOn are numerous, as eVIdenced by the low card-documented 5 6%
TT2 munurnzatlOn coverage of pregnant women, and (g) there IS no MOH poltcy or program for
VItamIn A supplementatIon of post-partum women

21415

:3 82
3 82
3 82
9 246
15 366
1S 366

79 (IdentIfied)
173 (reported) ?3,840

71 ?1,207
82 1,852
5 '1

NO OF PRIMARY HEALTH CENIER STAFF

• Doctors
• Lady Health VIsitors (LHVs)
• Auxlhary Nurse MIdWIVes (ANMs)

• TOTAL
NO OF SUB-CENTERS (SCs)
NO OF SUB-CENTER STAFF (ANMs)
PRIVATESECTOR HEALTHPROVIDERS
NO OF TBAs (DaIS)
(traIned/untraIned)
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UNANII HOMEOPATIllC PRACTmONERS
NO OF VHGs (funetlomng/non-funetlomng)
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• Purvanchal Gramm Chetna Saml!1
• Center for Rural Development
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table, gloves, delIvery forceps, vagInal mspectlon specula, oXltocm, Methargm, IV salme sets
None have a blood bank

The ANMs m their field VISitS are supposed to regIster the pregnant women, proVIde Iron folate
tablets, TT2 and follow up counselIng to pregnant women on safe delIvery and the bIrth spacmg
However, many ofthe SCs VISited by BRICS staffm the past three months reportedly had run out
of Iron/folate tablets for pregnant women for more than SIX months Yet most of the ANMs run
their own pnvate practice and proVIde supplIes for a fee

On the other hand, many pnvate quahfied doctors (MMBSIBAMS)8, proVIde fee-for-serVJce
prenatal serVJces (phySical check-up and laboratory tests), and have a ready supply of Iron/folate
tablets, and TT vaccmes for paymg clIents They also manage mmor prenatal "abnormalities"

Drug retailers (local cheffilsts) sell Iron/folate tablets Some local unqualified "doctors,,9
admIDlster Injection ofOXltOCIn and TT vaCCIne and manage mInor aIlments dunng pregnancy

There are total of 79 daIS (TBAs--both tramed and untrained) It IS drfficuIt to drfferentlate them
On average, daIS attend 45 dehvenes (based on personal diSCUSSion With some daiS) each per
annum An ANM conducts approXImately 40-45 delIvenes per annum Other faffilly members
(mothers-m-law) conduct approXImately 10-15 per annum

From the remotest vlliage m Beruar Ben block, It takes 3 hours to reach BallIa Dlstnct Hospital m
the daytIme and about 5 hours at mght dependmg on the mode of transport An average of Rs
40/- (about US$ 1) per person or a total ofRs 120/-( US$ 3) for 3 people (who accompany the
pregnant women) IS spent by a VIllager for such emergency transportatIon Transport serVJces are
usually avaIlable m the daytime, but at mght a VIllager has to arrange hIs/her own vehIcle such as
tractors, Jeeps, nckshaws, or even manual transportatIOn on a make-shIft stretcher An estimated
35-45% of the populatIOn currently have access to essential obstetnc care (EOC) Around 20
VIllages In the block are not lInked to the mam road, hence they do not have access to such
services Even m the villages where proper roads and serVJces avaIlable, the people from
"scheduled castes" and the "backward classes" do not have SOCial access to these serVJces

The mam constramts for obstetnc emergency serVJces are poor econOffilC status, non-avaIlabIlity
of transportation, and dIstance to the DIstnct HospItal, where EOC and blood transfuSion serVJces
can be arranged

M 6 3 Knowledge and Practice

a) BarrIers to prompt care seekmgfor obstetnc emergencIes mclude

I Lack of emergency VIllage-based transport sefVlces, espeCially at mght
2 PRCs and SCs not adequately eqUIpped for EOC m terms of tramed staff, equIpment and

supplIes

8 Registered MBBS, BAMS With the Medical College
9 RMPs (non MBBS, but certified by the Government based on experience)

109

•
I
I
I
I
I
I
I



I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

3 Delay In decIsIon makmg, as pregnant women do not have much say m how therr dehvenes
are managed

4 Poor SOCIo-economIC status
5 illIteracy and lack of health educatIon

b) Knowledge ojwomen andjamllzes regardmg danger Signs

The FGDs conducted m the commumty showed the knowledge of women and faffilhes about the
dangers SIgnS that mdlcate the need for prompt care-seekIng dunng pregnancy, labor and dehvery
and post partum

Durmgpregnancy Cessation offetal movement, Edema, Vagmal discharge (bleedIng)
Durmg labor Prolonged labor
Delzvery Rupture ofmembrane (premature)
Post-partum Hemorrhage, Odorous dIscharge

Usually cessation of fetal movement, prolonged labor, rupture of membrane (premature), and
postpartum hemorrhage are signs that would lead women and the families m the proJect's target
area to promptly seek outSide care The decIsion about when and from whom to seek care outSide
the home IS made by mothers-tn-law and husbands The nearest referral center for attention to
these SignS IS the Balha Dlstnct Hospital

The November 1998 baselme KPC survey found the followmg

ITvaccmatlons
• Only 358% (107/299) of mothers knew that tetanus toxOId (TT) vaccmes would protect both

mother and chtld against tetanus, another 11 4% (34/299) knew that TT would protect the
newborn agamst tetanus,

• 475% (142/299) ofmothers dId not know why pregnant women are vaccmated With TT,
• 793% of mothers knew that 2 or more TT doses are needed by a pregnant woman to protect

her newborn Infant from tetanus,
• Only 5 6% ofmothers had two card-documented doses of TT before the birth of her youngest

chIld less than 24 months,

Reproductive Health

• None of the VIllage clusters had functlOnmg vtllage-based emergency transport schemes for
obstetnc emergenCIes,

• 31 8% (95/300) of mothers WIth under-2 chddren reported at least one umntended pregnancy
In the last 12 months,

• Only 8 8 %(26/295) of mothers who dehvered therr youngest chdd m the last one year
receIved at least 90 rron/folate tablet supplements dunng last pregnancy,

• Sources ofIron/folate tablets mcluded the PHC (8 5%), ANM (11%), and SCs (3 5%),
• Only 7% (21/300) of mothers had at least one card-documented antenatal VISit before the

dehvery the dehvery of her youngest chdd less than 24 months,
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• Only 1 7% (5/300) of mothers had at least three card-documented antenatal ViSZts before the
delIvery the delIvery ofher youngest cluld less than 24 months,

• Only 17% (51/300) of delIvenes In the last 12 months had been attended by a trained health
proVIder or PHC/SC/ANM staff

• 333% (100/300) ofmothers dId not know ofany food to prevent pregnancy, those who knew
cIted eggs (29 3%), and green leafy vegetables (26 7%)

• Only 47%(14/300) ofmothers knew that a woman should gam at least 8-121010grams dunng
pregnancy,

M.6 4 Approach

a) The BRICS project's maternal care component Will focus on pre-pregnancy and antenatal care,
delIvery care, postpartum care, and newborn care

The maternal and neonatal component objectIves and annual benchmarks are lIsted under Sub
result # 1 e and #1 b under sectIOn C 1 The maternal care component wtll support the MOH's
new ReproductIve and Cluld Health package In 5 ways

1) The BRICS proJect's Community Development Organzzers (CDOs) wzll mobzlzze and tram
170 members ofthe youth clubs (Yuvak Mangal DallNehru Youth Club) and the NSS to form
Village-base referral management teams to mztzate vzllage-based transport schemes for
obstetrzc emergenczes InItIally In 40 of the more remote VIllages of Beruar Ben block, where
half of maternal deaths occur at home and 10-15% occur on the way to the FRU--namely
BallIa HOSpItal These transport schemes Will help reduce maternal mortahty from ItS prmcipal
cause, post-partum hemorrhage Introductory InfOrmatIOn exchange VISItS between convenors
of these referral management teams and staff of the BailIa DIstnct HospItal and PHC wtll be
faCIlItated by the BRICS project to accept women With obstetnc emergencIes The mahzla
mandals and Parush mandals (men's groups) In each VIllage Will also be mobIlIzed to educate
pregnant women and theIr Inunedlate relatIves In preparmg for obstetnc emergencIes The
project Will also facIlItate refresher tratrung ofPHC/SC staff (doctors, LHVs and ANMs) In
IdenttficatIon, management and appropnate of obstetnc emergencIes (please refer to sectIOns
F 1 and F 2) Supplemental eqUIpment wtll be proVIded to the PHC and SCs (see Annex 23)
It IS enVIsaged that at least 60% of the populatIOn of the dIrect Impact area (Beruar Ben
Block) wtll have access to an emergency obstetnc health facility at the end of the 4-year
project

11) In Bernar Ben Block, 88% ofdelIvenes are conducted at home by an untrained attendant and
77% ofthe lugh maternal mortalIty IS pregnancy-related More than 95% of the 173 TBAs are
not trained m clean delIvery techruques currently To mstitutlOnalIze well-managed delIvenes
by TBAs, the BRICS team, together With PHC/SC staff, wzll znltzally tram and eqUIp 79
TBAs (dazs) In (a) prenatal care, (b) nutntlOn counselmg of pregnant women, (c) referral of
pregnant women for TT2 ImmuruzatlOn, (d) recognItIOn and referral of htgh-nsk pregnancIes
and obstetnc emergencIes, (e) the use of TBA lots, (t) In clean delIvery, (g) In essentIal
newborn care, (h) In Iron-folate dIstnbutIOn dunng pregnancy, (1) VItamIn A dIstnbutIOn to
post-partum women, (J) In bIrth spacIng educatIOn, (k) In recordIng and reportIng InformatIOn
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of each pregnant women--to IdentIfy for TT and prenatal referral and traclang of pregnancy
outcome (hve brrths, neonatal deaths, and maternal deaths)

111) The project wdl moblhze ANMs, LHVs, TBAs, VHGs, local NGO staff and mahlla mandals
to distrIbute Iron/folate supplements to at least 35% ofpregnant women (1 tablet a day for at
100 days for all pregnant women, and 2 tablets a day for at 100 days to those chmcally
aneffilC, as per MOHFW gUidelInes)

IV) The project wtll also assist the PRC/SC staff m pregnancy trackmg to ensure that at least
35% of all pregnant women have at least three prenatal contacts This Will be done by
mtroductlOn of cornmumty-owned pregnancy registers to allow systematic follow-up by
pregnant women by TBAs, VHG and marula mandals to ensure completion of referrals This
IS cntlcal m Bernar Ben dtstnct, where only 7% of pregnant women have at least one card
documented prenatal contact With a proVider All prenatal contacts, TT nnmurnzatlOns WIll
also be recorded m a home-based maternal card (See secbon E 1 for a descnption of this
mnovattve commumty-owned pregnancy register and Annex 13 for the pregnancy register
form) Commumty use of these registers Will factlttate VHGs, TBAs and mahlla mandals to
make post-partum VISIts Wlthtn 4 weeks of delIvery Any Identtfied post-partum problems wdl
referred by the VHGs, TBAs or mahtla mandaI members to the ANM m the nearest SC

V) VItamm A supplementatIOn ofpost-partum women The project IS currently negotlatmg this
pdot project With the MOHICMO, mcludmg the lOgistical requrrements of such a program
(please see sectlOns M 2 4 2 and M 2 4 2) As It IS not yet a natlOnal program of the MOR,
the project has postponed the posstblhty of pdot-testmg low-dose supplementatlOn of
pregnant women m Bernar Ben Block, where the prevalence of maternal mghtblmdness IS as
high as 10% ofpregnant women (UNICEF/1997)

VI) Essential Care of The Newborn The project plans to tram 15 ANMs and m 173 TBAs
(mltlally 79) m Bernar Ben Block to teach post-partum mothers m essential care of their
newborns Focus areas mclude management of asphyxia, hypothermta preventIOn, low brrth
weight management, and establIshment of exclUSive breastfeedmg

The project plans to conduct With the Ballia CMO a puot project m 10 vtllages to mtroduce a
sunpltfied PATH weighing scale to the tramed TBAs to Identtfy and refer newborns With low
birth weight «2,500 gm at birth) to the SCs and PRes The project Will facilitate daIS to use
colored beads to record weights

The BRIeS project Will
I) Re-assess the need to use eye drops With STDs rates lIkely to be htgh m the drrect nnpact

area, the project Wtll assess the need for and the feaSibilIty of antibIOtIC treatment of the
newborns' eyes

11) ReView whether the qualIty of referral servtces for LBW newborns IS suffiCIent to JustIfy
referral

ill) Explore the pOSSibIlity of an OR study to pIlot-test the appbcatlOn of antibIOtICS to the
umblhcal cord at birth
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The BRICS project wIll track the Impact of thIs mterventlOn by pIlot-testmg commuruty-based
death surveIllance focusmg on mvestlgatlons of deaths m the chIldren 0-28 days, chIldren I month
to 59 months, and deaths m women 15-45 years The project wIll work With WHO/SEARO to
adapt death mvestIgatlOn fonns and the surveillance system from WV Bangladesh's CIDA-funded
ChIttagong CSP and the USAID-funded Dhaka Urban Integrated CSP (please see sectIon
M 1 10)

About 4,277 newborns and 4,277 post-partum mothers each year ID Beruar Berl Block wID
be directly Impacted, over the hfe of the project

b) Trammg Curricula

I) The BRICS project WIll use the MOH RCH traInIng cumculum for daiS The master tramers
WIll tram ANMs and LHVs The project Will procure local technIcal assIstance from SWACH
for these tralrung programs

11) The components oftralmng for the obstetnc first aid Will be compnsed of the follOWing
a Management of prolonged labor by external manual marupulatlOn for mal-pOSItion and

mal-presentatIOn,
b Management offirst degree cord prolapse,
c Management of dIstress due to blood loss,

lll) TBA traIrung kits The BRICS project wIll explore delIvery packs (for all Identified pregnant
women) whIch have been used successfully by NGOs lIke SWACH m IndIa PreparatIon of
these packs IS a potential mcome generation scheme for mahlla mandals The kits Will be
supplIed for the mahzla mandals for the first 3 rounds free of charge These delIvery kits wIll
be given to the proposed attendmg TBA, and WIll each consist of clean cloth, thread, blade,
forceps, and a paIr of gloves The ANMs Will also receive supplementary eqUIpment to assist
them m delIvenes (see Annex 23 )

IV) TBAs Will use phySIcal exammation of fetal presentatIOn and the fetoscope to assess any
complIcatIons the need to refer Cases of prolapse of cord, mal-posltion/mal-presentation wIll
be referred to the ANMs or Jomtly managed WIth the ANMs Any obstetnc emergencies Will
be referred directly to the Ballla DIstnct HospItal To get help the cases WIll be directly
referred to the DIstnct hospItal There IS no fonnal cham of referral

Assessment tools used by the DaiS and the ANMs for assessmg the need for referral WIll
mclude

a Usmg fetoscope for determmatlOn offetal dIstress
b Premature rupture of membrane
c Second and thIrd degree of cord prolapse
d Prolonged labor
e
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v) BIrth attendants Will be trained m the followmg for unmedlate care ofthe newborn
a Clean cord cut
b Clean cord tie
c Clean Cord stump
d Clean hand
e Clean surface
f Clearance ofrespIratory pathway

c) Sustamabillty
ActIVIties to facIlItate the technIcal, financIal, and orgarnzatIOnal sustamabllIty of the selected
actiVIties are dIscussed m sectIOns F 1, F 2, F 3, and HI and Annex 16, the Sustamability Action
Plan

d) Program documentatIOn methodfor the maternal care component

These mclude the maternal card and the cornrnumty-owned pregnancy register (Annex 13) and
TBA regIsters

e) Momtormg quabty ofservices

Tlus Will done Jomtly With CMOIPHC staff through the use of superVISOry checklIsts whIch will
be developed m the next three months for TBAs, ANMs and PHC staff InterventIon-specIfic
mdicators (annex 18) Will be used to track progress toward ObjectIves Repeat KPC surveys
(MTEIFE), eXit mtefVlews, FGDs and PLAs WIll also be conducted by BRICS staff, PHC staff,
local NGOs and other partners to assess the quality of sefVlces

M.65 lEe

ANMs, PHNs, tramed DaiS and project LCOs will contact all mamed women m the reproductIve
age group and conduct classes for them

Among the messages to be delIvered dunng these IEC seSSIOns are gIVen m the matnx below The
program WIll use audIO-VIsual matenals promotmg TT IrnrnumzatIOn and maternal care developed
by UNICEF, CRS, CARE and VHAI The messages wIll be adapted m the local language and will
be mamly pictonal, as more than 70% of women are Ilhterate The matenals wIll be tested m the
cornrnumty, WIth mothers obtatmng profeSSional aSSIstance from UNICEF's commumcatlon
consultants

114



Groups to be targeted Key messages IEC actwlty to be Commumcators TIme How often
conducted

• Mother WIth chddren • Blrth-spacmg • House hold VISits of the .CDOs Noon hour Dally
0-23 mos • Delay pregnancy up to age 20 mothers 0-23 months of Noon hour monthly meetmgs

• Pregnant women • Have 3 ANC checkups age .ANMs
• Mothers-m-Iaw • Take 100 lfon fohc tablets • Group meetmgs held by
• Dais • Take at least 2 doses of tetanus Mahtla Mandals .PHNs
• Husbands toxOId • Dais Group tratmng

• Folk songs

The qualIty of commumcatlOn effort wIll be done by constant supervision at the field level done WIth the help ofPVOs, PHNs, techmcal
officers, and LHVsand w1l1 be momtored usmg the followmg framework

• Mode of commumcatlOn
• Matenals used
• Language ofcommumcatlon
• Methods In which matenals used
• Message shared
• TIme of commumcatlOn
• Target audience served (15-45 years ofage)

lIS-------------------
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M7 CHILD SPACING

M 7.1 Current status of famIly plannmg

Fertllzty
The 1992-93 NFHS found that 58 7% of women In BallIa practIsed htgh-nsk fertIlIty behaVIOr
(1 e had bIrths at ages less than 18 years or more than 35 years, had 4 or more bIrths, and had
bIrth mtervals less than 24 months)

PopulatIon CouncIl and SIFPSA 1996 data revealed (a) the deSIred famtly sIZe IS stIll large (3 or
more chtldren), (b) 33% of men and 70% of women were not correctly aware of the legal age of
mamage of gtrls, (c) over 50% of men reported no commumcatlOn WIth thetr WIves on thetr
reproductIve goals and acceptance of contraceptton when It occurred, It was tnltlated by the
husband, and only after 2 or 3 chIldren, (d) the contraceptIve prevalence rate for modem methods
IS 8 1% In Balha dlstnct (agamst a natlOnal average of 41%), (e) the use of contraceptIves for
spacIng IS still an allen concept--86% of acceptors were usmg famIly plannIng to stop chddbearmg
and only 14% offamlly planmng acceptors were adoptmg non-termmal methods (mostly IUDs),
(f) most men who accept famtly planmng do so to stop chtldbeanng among these, 40% prefer to
use non-temunal methods--thts underhnes the need for WIde range ofcmtraceptlve chOIces as well
as the optlOn of changmg from one method to another, If they so destre, (g) 39% of currently
mamed women (agamst a natIonal average of 19%) and 29% ofmamed men reported an unmet
need for famlly planmng--thts gap was mamly because few men expressed an unmet need for
spacmg, and (h) 19% of women reported at least one umntended pregnancy

WV PLA exerCIses found 60-70% of mamed women reportmg 1-3 abortIOns/pregnancy
termmatIons Tms practIce of usmg abortIon as a fertIhty control method has grave consequences
WHO (1996) estImates that lout every 8 maternal deaths m UP state IS due to unsafe abortIOns

The 1996 SIFPSA survey m Balha dlstnct also revealed that famtly plannmg servIces were ofpoor
quahty m terms of access, chOice, counsehng and clIent-proVIder InteractlOns, as eVIdenced by the
follOWIng findmgs (a) non-eXIstence of commumty-based dIstnbutlon of contraceptives, (b) 86%
of couples who have accepted a contraceptIve use stenhzatton (almost exluslvely vasectomy),
mdlcatmg a heavy program bIas towards permanent metrhods, (b) contraceptIve chOIces offered
to clIents are lIffilted, With only about 4% of streIltzatIOn acceptors told about IUDs, and only
11% of stematlOn acceptors told of the surgical procedure, how the method works, and about
SIde effects, (c) 859% of PRC/SC resources were focused on famIly planmng, With pnvate
chmcs, local NGOs and vendors comnutttng only a ffilnor proportion (125%, 189% and 22%
respectively), of resources to farmly plannmg, (d) missed opporturutles for cluld spacmg servtces
were slgmficant, With only 55% ofSCs haVIng oral contraceptives on the day ofthe ViSit, and only
41% of SCs haVIng condoms on the day of the VISIt

The KPC survey conducted In November 1998 revealed that
• 7498 % (206/275) women dId not want any more chIldren for the next two years,
• 31 8% (95/300) of mothers With under-2 cmldren reported at least one umntended pregnancy

m the last 12 months,
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• Only 8 1% (24/282) of women who desIre no chIldren m the next 2 years or are not sure, are
usmg modem contraceptIves

There are no relIable data avaIlable on contraceptIve drop-out rates

Other baselIne PLA exerCIses showed the followmg

a) MisconceptIOns regardmg contraceptives such as oral pIlls causmg exceSSIve bleedmg Women
also mentIoned expenencmg bleedmg and back pam from IUDs Condoms are not preferred as
they are belIeved to reduce sexual pleasure

b) The participation of men In family planmng IS low as they belIeve that methods such as
vasectomy reduce theIr sexual pleasure and theIr ability to work Though women prefer bIrth
spacmg they are pressured by theIr husbands who threaten to seek other sexual partners or
stop proVIdmg for household expenses If theIr Wives use contraceptIves They long for a boy
cIuId which results m frequent pregnancIes Fanulles also prefer to have several cIuIdren, as
they are a source of addItIonal mcome for the fanuly, belIeve they have Increased phySIcal
strength from haVIng numerous children, and they fear the children they have wIll dIe Usually
mothers prefer to have a bIrth mterval of2-5 years

c) Most of the DaiS have lllruted knowledge they say that pIlls have to be consumed as well as
mserted mSIde the body SupplIes of contraceptIves IS also poor VHGs are the commuruty
based dlstnbutors of pIlls and are selected by the Government However they are not bemg
utIlIzed properly and effectIvely for dlstnbutlOn

d) Most RMPs do not prOVIde any fanuly planrung sefVlces They say that they refer elIgible
couples to the PHC for stenlIzation Some RMPs who stock condoms supply them to theIr
clIents

M 7 2 MOB PolICies, Current Services, Knowledge and Practices

(a)MOH Pobcles
The ReproductIve and Child Health (RCH) program, With the 4 components of child SUfVlVal, safe
motherhood, fanuly planrung and women's reproductIve health, IS the center-pIece of ItS Fanuly
Welfare Program (FWP) m the Nmth Plan, mvolVIng a comprehensIve re-onentatlon of the
Program Over the past 30 years, IndIa's FWP's smgle ObjectIve had been to reduce fertlIty
through a strategy based on contraceptIve targets and cash mcentlves However these latter
strategies resulted m mflated performance statIstIcs and neglect of qualIty of sefVlces Inherent m
the new RCH program IS a paradIgm shtft from the preVIOUS top-down, target-dnven, verticaIIy
onented and quantItatIve approach to a decentralIzed, partICIpatory, clIent-centered, mtegrated
and qualIty-focused program

The follOWing changes In program management have resulted from the polIcy re-onentatIOn
under the new RCH program, namely (a) ImplementatIon of decentralIzed dlstnct planrung to
replace natIonal and state targets, (b) Improvmg qualIty and accessabillty of serVIces, (c)
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mcreasmg utIhzation of servIces through mcreased commumty partIcIpatIOn through the
Panchayat (vIllage leadershIp) system

The Balha CMO has made the Improvement of famIly planmnglbirth spacmg servIces hIs top
pnonty

(b) Current ServIces and FaCllltles
The PHCs In Bernar Ben Block proVide stenhzatIOn serVIces (tubectoIDles/vasectOlmes),
Norplant, oral contraceptIve pIlls and condoms The SCs proVide oral contraceptIves and
condoms Some ANMs proVide IUD InsertIons The PHCs and SCs are the mam depot holders
The contraceptIves are easIly avaIlable With regular and contInUOUS supply In several villages,
VHGs proVide commumty-based dIstnbutlOn (CBD) of oral pills and condoms None of the
contraceptive servIce proViders had had refresher traImng m the recent past and almost none
proVide systematIc IEC and counsehng serVIces

The November 1998 KPC survey found that modern methods preferred by couples were pills
49% (12/245), tubal hgatlon 2 4% (6/245), condoms2% (5/245)

Women have ready access to condoms and oral pills m the SCs and PHCs, except m the more
remote Villages, where CBn of oral pIlls or condoms has yet to commence Condoms are also
readIly aVaIlable from vendors and local chemIsts

Mam constramts to famIly planmng
Though famdy planmng servIce IS hIgh on the MOHJCMO agenda, ItS success IS hmIted because It
lacks three essentIals (a) adequate supply (b) tramed prOViders and (c) counselIng Supply of oral
pIlls and condoms m remote VIllages IS hmtted or non-eXIstent There are tremendous SOCIO
cultural barners as outlmed m sectIOn M 7 1 above There IS an urgent need to mcrease male
partICIpatIon m chIld spacmg PLA findmgs mdicate that commumty members perceIve that they
are depnved of theIr chent nghts to pnvacy of serVIces, comprehenSIve and accurate counsehng,
and qUIck referrals of complIcatIOns

M 7.3 Approach

The BRICS Project WIll Introduce a range of mnovatlve FamIly Planning (FP)IBIrth Spacing
(BS) actIVitIes to Increase access, Improve the qualIty of servIces and Increase demand Under
the new RCH program of the MOHFW, a paradIgm shtft IS m process from the preVIOUS top
down, target-dnven, vertlcally-onented and quantitatIve approach to a decentraltzed,
partICipatory, clIent-centered, mtegrated and qualIty-focused program for FP/BS The UP State
government has Withdrawn contraceptive method-specIfic targets from Balha dlstnct To Increase
the contraceptIve prevalence rate among couples With under-2 chtldren from the current 8 1% to
20%, the BRICS project Will faCIlItate the followmg actIVitIes

1 Cllent IdentificatIOn The panchayats wllll be encouraged to establIsh a vtllage-Ievel health
InformatIOn system In each Village, fOCUSIng on a few cnttcal mdlcators that can be 1) Visually
represented, 2) be tracked regularly by themselves, 3) result III actIOn, and 4) lead to Improved
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health, reduced fertlIty and reduced mortalIty The project WJ.11 recommend two ferttltty
spect.fic mdlcators for commuruty trackIng (I) women's age at first brrth--mdlcatlOn of pre
birth mterval (women's age at first birth mmus women's age at mamage) to promote
commumty/soclal norms for delayed age of mamage, longer pre-birth mtervals, and need for
fanuly spacmg, and (11) percentage of active users of modem contraceptive methods
(temporary/permanent) BRICS staff, workIng With village panchayats, mahzla mandals,
ANMs, VHGs and TBAs Will IdentifY the couples who deSire the famIly planmng servIces
These workers wIll be trained by the PHC doctors and LHVs

The commumty-owned pregnancy regtster that the project plans to mtroduce (please section
Eland Annex 13) Will also be another source for IdentrlYmg and targetmg women after
delIvery for chdd spacmg or famIly planmng Mahzla mandals, VHGs and TBAs WJ.11 be
traIned for tIns by BRICS staff

After elIgible couples have been Identified, the next step would be to follow them With
mtenslve mc on modem contraceptives (condoms and oral pIlls) at the commumty level, With
demonstratIOns on theIr usage Those who mdlcate mterest WJ.11 then be referred to the nearest
SC or PHC for contraceptive servIces

2 Commodzty Management

The BRICS project Will
a Help mcrease access to FPIBS services by partnenng With With the USAID-funded SIFPSA

(State Innovations m FamIly Planmng Planmng Agency), and 3 local NGOs to promote
commumty-based dlstnbutlOn ofcontraceptives (oral pills and condoms) m 30 relatively
remote vIllages where publIc health facIlities (PHC/SCs) do not eXIst or are far away,

b MobilIze 15 pnvate sector vendors m 9 underserved villages to sell condoms and oral pills m
Beruar Ben, and

c Tram and utilIze 71 pnvate sector practitIOners to proVIde contraceptives

SIFSA Will work with both publIc and pnvate sector servIce proVIders m commg up With a
contraceptive logistics morutonng system to ensure that the procurement of contraceptives by
a couple Will be gauranteed over time

d Test alternative strategtes to strengthen the publIc sector famIly planmng With SIFPSA, the
Ballia Dlstnct CMO, and PHCs and SCs m Bernar Ben Block (I) ImproVIng contraceptive
chOIces at the PHC and SC level, where staff Will be encouraged to promote spacmg methods
such as oral pIlls and condoms, and (11) meetmg unmet need by ensunng that PHCs and SCs
have at least 3 months' supply of contraceptives at anyone time,

3 Trammg
The project wIll recruit SIFSA's techrucal assistance m mcreasmg clIent satisfactIOn by trammg
PHC doctors, LHVs and ANMs m mterpersonal commumcatlOns skIlls as famIly planmng/spacmg
counselors to counsel clIents on fatnlly planmng/spacmg methods, their effectiveness and slde
effects A supervisory mstrument Will be pre-tested to assess the quality of the clIent-proVIder
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mteractions and momtor the stock-out rate of contraceptIvers III PHCs and SCs (Tms IS

especIally cntIcal m Bernar Ben Block, where a 1996 SIFPSA survey found that most men who
accept farmly planrung do so to stop cluldbeanng--arnong these, 40% preferred to use non
tennmal methods, thus underhmng the need for WIde range of contraceptIve chOIces as well as the
optIOn of changmg from one method to another, If they so deSIre The same survey also revealed
that 39% ofcurrently mamed women and 29% ofmamed men reported an unmet need for farmly
plannmg--tms gap was mamly because few men expressed an unmet need for spacmg) Essentzals
oj Contraceptzve Technology from the Johns Hopkins School of PublIc Health, PopulatIOn
InformatIOn Program, Will be used as a fanuly planmng trammg cumcula for the dtfferent types of
health worker

4 lEe

The BRIeS project Will faCIlItate

1) The launchmg oj a large-scale commumty-based advocacy program m Bernar Ben block
where the use of contraceptIves for spacmg IS stIll an alIen concept, and where 86% of
acceptors use farmly plannIng to stop cluldbearmg and only 14% of fanuly plannmg acceptors
adopt non-permanent methods (mostly IUDs )

The vIllage panchayats,parush mandals (men's groups), mahlla mandals, VHGs, TBAs, and
pnvate sector practitioners, youth groups aand adolescent gtrls will be mobIlIzed through
comrnumty assemblIes, villages dramas and songs, PLA exerCIses and FGDs The advocacy
program wIll hIghlIght the Important lInkages between chIld spacmg and chIld sUrvlval--that
chtld spacmg patterns have a powerful effect on the SUrvlVal chances of the IndIan cluld m UP
state To promote the need for longer pre-bIrth and bIrth mtervals, data Will be shared from
the 1992-93 NHFS whIch found that mfant and cluld mortahty mcrease sharply as the length
of the precedmg bIrth mterval decreases, that mfant mortahty IS 3 tImes hIgher m chIldren With
a precedmg bIrth mterval of less than 24 months compared to chtldren WIth bIrth mtervals
more than 24 months, and that only 28 9% of bIrth mtervals exceed 24 months m UP state
The advocacy program wIll also promote commumty/soclal norms for delaymg the age of
mamage, espeCially m Bernar Ben Block, where 33% of men and 70% of women are not
correctly aware ofthe legal age ofmamage ofgtrls Efforts WIll be made to promote a smaller
deSired famIly size (three or fewer chIldren) from the current deSIred famIly SIZe whIch IS stdl
large (3 or more chtldren) The project Will also hIghhght the need for reduced hJgh-nsk
fertility behaVIor currently 58 7% of women m Ballia DIstnct practIse htgh-nsk fertility
behaVIor (1 e have bIrths at ages less than 18 years or more than 35 years, have 4 or more
bIrths, and have bIrth Intervals less than 24 months)

11) The BRICSproject WIll mobllzze the men's groups (parush mandals) m FP/BS and mcrease
the demandfor male famIly plannmg methods The project Will use focus groups and PLA
exerCIses to encourage men to allow then wives to commurucate WIth them about their
reproductive goals and acceptance of contraceptIOn,
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111) The BRICS project wIll assist m Impactmg maternal mortahty reduction by dIscouraging the
practIce ofuSing abortIOn as a fertliity control method In Beruar Ben Block, 19% ofwomen
report at least one uruntended pregnancy and 60-70% ofmamed women report 1-3 abortions/
pregnancy tenrunatlons,

IV) The BRICS Project WIll Increase awareness among youth ofreproductIve Issues by engagtng
male youth group members m a senes of dialogues on fannly planrung and spacmg, and by
mtroducmg an adolescent reproductive health cumculum for hIgh school grrls

v) The BRICS project wtll work WIth NGO partners and PHC/SC staff to adapt IEe matenals
developed by orgaruzatlOns such as CARE, CRS, VHAI, and UNICEF mto the local language
and use appropnate messages WIth the help oftechrucal expertise from SIFPSA Field testmg
ofthe IEC matenals WIll be done pnor to adaptation

The IEC actiVIties can be summanzed m the folloWIng matnx

BehavIor change Groups to be Key messages IEC actIvity to be Communicators How often
obJectIves tarf!eted conducted

Men/women WIth -women - one IS fun • Household VISIts of .CDOs • Dunng daIly
chIldren less than couples WIth VISts
24 months/or are -men • small fanuIy, chIldren <24 mos - Ammators
not sure WIll be happy fannly • Group meetIngs - Monthly
usmg modern - adolescent held by Mahzla -ANMsIPHNs meetIngs
contraceptIve youth • Bebi rakho Mandals
methods tIp top ekke • AdaptatIon of • RIv.lPS - Monthly camps

baddfull rnatenals
stop • DemonstratIons .VHGs - When mothers

- SOCIal marketIng of seeks treatment
contraceptIves for SIck chIld

The quahty of the IEC messages Will be morutored accordmg to the follOWIng categones

• Mode of commurucation
• Matenals used
• Language of commurucation
• Methods m whIch matenals used
• Message shared
• TIme ofcommurucatlOn
• Target audience served (15-45 years ofage)

Repeat KPC surveys dunng the MTE and FE WIll be used to morutor the Impact of the IEC
messages on behaVIor and practIces

The IEC matenals currently avaIlable are Video, posters, charts, flash cards, and counselmg cards
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8 DocumentatIOn Method

Other mstruments wtlI be developed after the COPE exerCIses

5 Quallty Improvement

Good supplIes and SIte mfrastructure,
Good management and superVISIon,
InformatIOn, Trammg and Development,

Staffneeds for

Action Plan Prepared by PRC/SC staffus10g the three other tools, wmch descnbes the
problems that staff have Identrfied, recommended solutIOns and the persons responsIble for It

ClIent IntervIews Done by PHC/SC staffWith the aId ofa ClIent-InterVIew Form,

ClIent-Flow AnalySIS (CFA) a "low-tech" method oftrackmg chents through a chmc or
Subcenter from the tIme they enter to the time they leave,

The four COPE tools that make up the mam body ofa COPE exerCIse are

In FY 2000, the BRICS project wIll procure local techrucal assIstance from AVSC International
indIa office facIhtate COPE (Chent-Onented ProVIder-Efficient) exerCises 10 the direct Impact
area With all program partners and SIFPSA These COPE exerCIses are a process as well as a tool
to Improve the quahty offanuly planmng and other reproductive serVIces

Self-assessment gUides focusmg on
Cllents' rights to InformatIOn, Access, ChOice, Safety, Pnvacy, Confidentiahty, DIgnIty,

Opimon, Comfort and ContInUIty

The COPE tools Will also look at the mIssed opportumbes for fanuly planmng/clnld spacmg,
stock-out rates ofcontraceptIves, and procedures for preventIOn ofInfection

The proJect's efforts to assure the techrucal, finanCial and orgarnzational sustatnablhty are
reflected In sectIOns F 1, F 2, F 3 and section H 2 and In Annex 12 (SustaInablhty ActIOn Plan)

6 Sustamabllity

7 Lmkages to Other Partners

A key strategy of the chJ.ld spacmg component IS to budd strategic alllances With SIFPSA (a
GONGO), the CMOIPHC/SC staff, pnvate practitioners and local NGOs and commumty as
mentIOned 10 sectIOns F 1, F 2, F 3 and sectIOn H 2 and m Annex 12 (SustaInabihty Action Plan)

The morutonng mdicators trackmg the Impact and coverage of the chtld spacmg component are
lIsted m Annex 18
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N TECHNICAL ASSISTANCE PLANS

The quahficatlOns and expenence of the key PVO Headquarters, country and program site staff
are appended In Annex 15 Steps to Increase intervention-specIfic skIlls are hsted In sectIOn 1 4
The techrucal assistance schedule and source are lIsted In the workplan (sectIOn G)
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ANNEXES

DETAILED
IMPLEMENTATION PLAN

WORLD VISION INDIA
Balha Rural Integrated
Clnld SUrvIVal Project

(BRICS)

March 31,1999
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Immediate Impact Area
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A ASMO

i

20 000 n:potting .sites

Data Flow
AFP Surveillance In India

510 District Immunbtion Officers

---__L .__

Distribution of SUlVeiliance Medical
Officers in India

7 Regions of India for AFP Surveillanc.

1~1 Research lnatitutIl, Kaaull
-2-Natllnst. for Communicable DIs.. DeIhl
3-B.J MedIcal College, Ahmedabad
4-CnteroWua Rach. Ctr.. ICMR, Mumbal
5-lnatItubt ofSerology. ealeutta
&-Nan 1nstItuts ofVJroIogy BangaIoI'e
7-Puture Institute oflncfl8, Coonoor
8-I<Ing Institute, CflennaI

Current Status of AFP Surveillance'
India, September 1997

Annex 3

District Immunization Officer~Activities
for AFP Surveillance In India

• only cllmcal polto cases are reported
• no standard case definmon
• no linkage to lab specimens
• Intensity of surveillance vanes
• age, sex. OPV status, date of onset

reported for <50% of cases

• Identify and enroll reporting Sites
I • weekly report to State EPI Officer
/weekly momtonng of timeliness and
• completeness
I - quarterly report to State EPI Officer
/actlve searches of reporting sites

- monthly x3, then at least quarterly
..,4 Immediate investigation & follow-up of cases
, feedback

Polio Laboratories iri India
with catchment areas
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Annex 4

Centre for Rural Deve1opmen~ Raghopur, Atlu1apura PO,
Rasra, Balha, 221 712, Utter Predesh, IndIa

March 4, 1999

PartnershIp wIth World VISIon

We are ready to share our resource on followmg areas

1 OnentatIOn programme for the VIllage level ammators and VIllage leaders
on People's orgamzatIon

2 Micro enterpnse trammg programme for

3 We have well formed commumty orgamzatIOn of women and men

4 Trammg for VIllage level health workers on mother and clnld health care

Areas we would lzke to get help from World VisIOn

1 SpeCIalIzed tnnmng m COlDIDWUty health
2 Trammg on PRA
3 Trammg on TuberculOSIS
4 Fmanclal aSsIstance to tram our Health workers and Ammators
5 CooperatIOn m world heath day celebratIOn
6 Introducmg our orgarnzatIOn to the government and other orgamzatIons



.... ..........~. r--trurvancnal tyramln Lnerana ~amlll

Raghopur Rasra Balha

IShort History Tne organIzatIon was establlsnea m tne year 1979 for SocIal ArumatIOn
Iof the poor, oppressed farmers, laborers and unemployed VIllagers of Varanasl dIOcese at I
Ipresent con<:;lstmg 7 dlstncts The mfant steps of It were m the VIllages of Katayan and I
ILahasan, of Gazh,pur and Ball,a respectively Rt Rev Patnck D'Souza bishop ofl
,Varanasl was tne mam msplratIon ana Rev Fr Ivan Josepn was me pIOneer to begm trusl

I
noble task It began under the project of Arumatlon and Commumty BUlldmg The I
orgamzatIOn was registered under IndIan SOCIety registratIOn Act m 1983 havmg ItsI
office at St Pushpa AshranJ., Jamnroan , Balha In 1985 It was slufted to Ce'1ter for Rural
Developnlent, Raghopur, Rasra, BallIa Smce then It has been reachmg out to more thanI
500 Villages of thIS dIOcese It has fonned more than 400 VIllage groups through anImation I
and Commumty BUIldmg Each VIllage umt has 15 to 20 members totalIng about 7 000 I
Ialtogether Almost 300 ~!1lts have es;abhshed small savITlgs and credit uruons There IS aI
total of8,00,000 Rs III vanous savmg accounts I

I
IAim - Self relIance, self-goverrung and umted develooment I
I POAnl",'s an,,.,..,.,t1A'1 nOAnl", S Araanlzat'An anA pOAnlos ro, A1 1tlAn f'Ar a stn rotural'I t .L .......V.... ....... Ul,. V , p ....... vtJ...... v.::> v ...." .......vtJ V ..... V """ tv.LV "" - 1".& ....... " I
I<-nange I
j I hrough nontormal educatIOn, adult educatIon and school educatIOn marchmg I
Itowards a better socletv I
I I
ObjectIves - EconomIcal, SOCial eaucatIOnal nyglemc ll1structtons ana ammatlon of tneI
vIllages through meetmgs IIEducating people In leadershlp for de\elopmental works I
ICa....s,ng d,scuss,ons and debates on socIal problems and bad socIal S1 stems and the,rI
Ieffects and heJpmg the communIty to find solutIons for tnem I
IFmdmg people and finance force for SOCIal welfare I
IBUlldmg a common fund for commumtv develooment I
IEducat; people to TrIarch to'vards prog~ess through hard worl( and untted efforts I
ITeach cleanhlless and preventIve measures 111 health matters I
I I
IActIVItIes - Orgamze meetmgs of villagers tWIce a month I
I~orm men and women groups for developll~entaI works I
Itncourage small savmgs ana crean umons ror economIC progress I
IEncourage lrteracy through nonforml educatIOn adult educatIOn and school educatIon I
I, Fmd alternatIves for economIcal develooment throwlh mmcroentemnse small scale I
'prl"st.,-" "lr.'tYlQ 11"1rt11S't't""'\.1 ta,]"",ru"'lO ot...... 0..../ I

I
u'"'" (. y, v/. '"" 1. uu. J, I,. v ::;, """ '"' I

TT alt' " h " ,ne n awarene:>:> tnrougn ed1tn camp:> conMentaIZatlon, Immumzatlon ana preventIve I
Icare I
IHelp women and youth to get emploved through mICroenterpnse trammg etc !
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IRegulanze Anganwadl schools m the vlliages I
IGet all the benefits trom ANMs regardmg health and hygtene
Fmd all the alternatIves for emplovment ofwomen and youth I
IBflrg awareness about pew eco~oPl1C pol'cy and ItS·bad effects 0'1 poor and farmers I
Implement all the development programs of Government avmlable for the area
Help the ratIon and retaIl pnce Shops functIOn better
IHelp the Grampradhan to get all the benefits from the government



THANK YOU FOR YOUR NICE CO- OPRATION & HOPE IN FUTUR
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PRATINIDHI
MEDIA FOR DEVLDPMENT

Dated

~yy~

D,~~1/
(Secretary) /
Secretary

Pratlma ~l Sc:nsthan
5/149 BlCha1a Pokhara

Be1tbara Bead. Balha-22.17j5 {U Pj

We are ready to share other resources m followmg areas

~
't'"'~r"1":

;r~~ ...
~r

of ell tl SOCIetl-- of Workuzg for Development through Empowermellt

:.;:."
,;"~

",~-:r t,t>

~~~~-~-

~
H Q 5/149 8echala Pokhara 8elthara Road Olstt Balha 221715 U P

~O<fiT 5/149 fcRrc;rr'CImRT ~~ Rif<;rr- ~-221715 \3"O1;!O I

Ref No

1 Trammg commumty on Pachayat Raj Issue

2 AssIstmg BRICS to work WIth Panchyat

3 Shanng of expertIsed In PRA and convergence

4 Need based partclpatory Trammg programme

We would lIke to get help from world VISIOn

Orgarusdtional development

2 Process documentatIOn and managment mforrnatIOn system(M I S)

~$J ..,
Proposal vmtmg.Y

4 Health experties sharmg
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J ABOUT THE PRATINIDHII

Pratlnldhl a centre for partclpatory learning and action IS a ragrstered cIvIl society workIng

as a support organIsatIon for local instItutIon (such as panchayat,youth club,self help

group[SHG] and community orgnrsatJon) on empowement related Issues through traIning,

workshop l study circles and dissemInation of Information and action oriented works

(dlmonstratlon) besIde caplclty bUilding organisation PRATINIDHI also carnes out process

documentation, partlapatory research and studies, evaluation , participatory training etc on

vanous Issues of funding agency &small CIvil society

keeping In view of obJectlve PRATINIDHI orgamses various tralmng programe for local

Instltutlon(such as panchayat,SHG,commumty orgamsatlon)chleffunctlonnes middle level

functlonnse fOCUSIng on leadershIp development

for all the progarams,booklets manuals learning matenals taechlng aids are being produced

and dissemination There In four quarterlybulletins are also being published to provide tlmaly

to community and panchayat repersentatlve

, VISIONJ Empowerment through people centred development

I MISSIOIj BUilding caplcltles ofcommunity organisation through and approch Vv'here people

are placed In the centre of all the development Initiative

IOBJECTIVE t
... To ensure the commumty partlclpatlory In development process strengthen local

Institution to ensure enable to panchayat

... To encourage partIcipation ofwomen and depnved classes In panchayats

... To promote Intrectlon of local Instltuatlon ,community and admlnstratlon through the

convergence process

... To facIlitate flow of news vIews and Information

... To orgmsatlon programme one structured around health do education community

development resources and skll development

IStrategy I
To operationalise the objective PARTINIDHI has adopted speclflce strategy and plan

depending on the focus ofeach centre and the nature of Its constltucncles

... Community Orgamsatlon

... System Development

... Convergence Community Action

... Participatory Learning & Action

J OUR PROGRAMME AREA -I
1 Panchayat Streangthlng Lf~
2 SHG Formatlon & Streangthlng



3 Helth & Nutratron

4 CommurutyOragarusatlon

, OUR PROJECT -I
1 Rural Empowerment In Panchayat Groups

2 EnVironment &HeJth Education Programme

3 JOInt Forest Management

4 Awareness motivation In rural people through agrJculturallabour

5 Partlcepatary development & selfemployment programme

r OUR KEY INTRERVENTION ON PANCHAYAT INSTITUTION I
Seventy thlrdd and seventy fourth amendments to the constItution are aimed at

revltallslng Institution to local self governance In rural and urban areas respectIvely

Acceptmg the challenges posed by the two amendments, PRATINIDHI dlcleded to work to

strengthen panchayat mstrtuatlon In the present time PARTINIDHI selected 10 Gram

Panchayat for direct rntervetlon We have also developed the two micro plalnlng by

panchayat member and follow up through conervegence convergence community actIon IS

a forum of solving the problum Wlht the community

lOUT COME IIMPECT -I
Through our intervention panchayat emerged as Important Issue In the communIty

Panchayat realised that opportunIties like reservation for women and depnred classes of

the society could be tapped for ImprovIng the standard of irving In the villages They also

realIsed that Wlthour Involment With the rural cOmmUnities, keepIng In vlewthe changes

taking place In development process

PRATINIDHI has been able to reach the Information about new lows, rules and order

to the Village & Panchayat It has published qurterly news letter IS easy hindi for community

& panchayat repersentatlves

JOUR TEAM -I
We are team profeSSionals drawn from vaned diSCiplines, Our programme staff IS aided

bg the rfficlent support four devrslon With library etc
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Sub About Orgamsatlon & the activities

Dear Sir,

The Project Officer
WORLD VISION OF INDIA
AD P Bailla

WIth reference to your letter dated 8 3 99, regarding the N G a network
under banner of BRICS PrOject of JOintly develop the roles, responsibilities and
capacity strengthening plans on the basIs partnershl In this reference I draw
your kind attention towards the follOWing POints as desired by you

Organisation - Nawal Shlkshan Evam Shodh Sansthan (Nawal Educational &
Research Institute) Balha IS a registered NGO under Society Registration Act
21,1860 Vide Reg No 854 dt 25 3 91 & renewal No 135/97 dt 2 8 97

Workmg Areas - Urban & Rural Areas of the DIstrict Balha, specially In Block
Dubahar & Hanumanganj, Beruarban

ObjectIves - The summary of the objectives of the organisation area-

1 TechmcalNocatlonal - Learning & Tralnmg

2 Adult & Non-formal Education

3 Coachmg - TeachIngl Tralnmg

4 Health EducatIon & TramIng

5 Integrated Development Programmes Income Generating
Programmes for the peoples - which belongs to low Income group &
below poverty line

6 Survey & Research work on Soclo-Economlc Problems

7 To established the Library & Reading room

8 Panchayat Training Programmes

9 To orgamslng educatIonal Awareness, workshop, seminar programme
on Health, Population Control, EnVironment & Pollution Aids Drug
Abuse Prevention, Immunization, Family Welfare Safe Child
Motherhood, (Mother & Child health care) Malnutrition etc

10 CommunIty organisation at Village level L\'--7

Date.- IINERII

'~T~a ~r~CllH ~HT SfT<:rrfJfiI' S T 0 No 05-198
SPONSORED BY GOVERNMENT OF INDIA No-213.:-+

;:rq~ f~e111( ~ !rita- ~t~l~

HAWAl EDUCATIONAl &RESEARCH INSTlTUTE
QijHcrn o1t; a~Cf1I€t aiJIoG!

REGISTERED NON-GOVERNMENTAL ORGANISATION
Sf'i:TFf 'fP:rT~<r t ~~("<i1T-fl1~sr, f~T-~f~<rT (~o 110) 277001

Head ofllc~ Mohalla-MIDDHI, Dlstnct-BALLIA, PlO 27700]

Reg No

To
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Pulse Polio International
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Date ~ .../NERI/ •• _ _. /.... .. ,.... ...... -

·m-"& ~r{ifiH '[Hr 5fTZr"'tf':JfCf' S T D No 05498
SPONSORED BY GOVERNMENT OF INDIA No-~L;~4

;:rqtwr f~~1Jf ~ ita- ~~~';{

HAWAl EDUCATIONAl &RESEARCH INSTITUTE
qijHcrn ii~ a~Cfi[€t aaloGi

REGISTERED NON-GOVERNMENTAL ORGANISATION
!reTH if'Tq1~~ I ~q:~T-f~~), fm;rT-qf<ff~T (~o vo) 277001

Head oftlc~ Mohalla-MIDDHI, DJstnct-BALLIA, Pm 277001

Recognised by-

1 MInistry of Welfare, Govt of India

2 MInistry of Environment & Forest, Govt of India

3 Mlnrstry of HRD (ICSSR)

4 Labour (Central Workers Education Board)

5 U P Voluntary Health Association

6 Family Planmng Association of India

7 U P Control Board- Women & Child Deptt

8 Gandluan Institute of Studies

9 Prayag Sanglt Samlty

10 Land Use Council

11 Regional Rural Development Institute

12 Labour Deptt

13 Drug Abuse Deptt

14 Central Pollution Control Board

15 Environment Deptt

16 Bachapan Bachao Andolan

17 IndIan Anrmal Welfare Board

18 Human Rights Commission

Nehru Yuva Kendra Sangathan

FINGO DAP

The Society for Capital Market Research Development

E C I U P Chapter & others

Staff Health worker 2

Social worker 13

OC 1

Class IV 1

Doctor Consultant 3

Annual Budget Rs 1,13,500 00

Reg No



Supports Required from World VIsion

~~L 1<"~t---c ~~~t:~J4",",

~E'fHF''''ARY

'\tnvAI Educati?nal & Research IJ1!tltut~
t ~LL ..... p,

1 Organlsmg Training /Workshop on safe child Motherhood Project

2 Organising Health Melas

3 Organising Commumty awareness programmes

4 Organising Panchayatl Raj Tralnmg

Date ......

Supports prOVided by organisation to BRICS

'tlT~ ~"{<fiT~ ~n:r 5fP:T)f:;rcr~ S T D No 05498
SPONSORED BY GOVERNMENT OF INDIA No-213::!4

;:rq~ f~~1Jl ~ m~ ~t:~I;:r

NAWAl EDUCATIONAL &RESEARCH INSTITUTE
qijHrrn ule a~Cfilfi aiJt(JGi

REGISTERED NON-GOVERNMENTAL ORGANISATION
!onni'[ Cf,Tl:li~~ 1 ~Q:~r-f~~ifr, fmiT-c:rf~lfT (i3'o 11'0) 277001

Head ofilc~ Mohalla-MIDDHI, Dlstnct-BALLIA, Pm 277001

(A) For Training Workshop I Health Melasl Awareness Programmes - Survey,
PRA

(8) Learning matenals
(C) Training & plannmg for Integratmg family planning Into our eXisting

programme
(0) Trammg our staff In pnmary health care

Reg No ...... ... /NERI/ •• ..... _ I
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Thank you and With best regards

II Primary education for every child - the best Investment IndIa can make II
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UNICEF FIELD OFFICE
14 B Mall Avenue
Lal Bahadur Shastn Marg
Lucknow 226 DOl
Tel 211196 239317
239318 239481 239527
Fax 0522 239566
Cable UNICEF LUCKNOW

3 March 1999

Technical support for commumty based
Disease and death surveillance

Yours smcerely,

\ J

'-~ c-QJA--
DrKRAntony
Project Officer (Health)

As discussed With you, Dr Demus T Chen«lI1 and Dr Rakesh K Smgh earher, UNICEF
shall support techmcally the Inlt1atlVe of World VISion ofIndta m strengthenmg Mortahtv
and Morbidity surveillance m Eastern UP, specially, Baruarban Block of Balha dIStrIct

Luc/1011B4/278

We wish you all the best m strengtherung the dIstnct health system to unprove IvITS
and dIsease surveillance

Dear Dr Kumar,

Thank you for your letter dated 1 March 1999 mVltmg me to Balha for the trammg of
functlonanes on communIty based disease and death surveillance

Dr Subodh Kumar
CSP Team Leader
Balha Rural Integrated C1u1d SUrvIval Project
Post Box No 25
Thstt Balha
UP 277001

UnIted NatIons Children's Fund
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AGREEMENT BETWEEN

BALLIA RURAL INTEGRATED CHILD SURVIVAL PROJECT

\~
WOCl..:lON 3NOHd

DISTRICT MEDICAL AUTHORITIES, PRIMARY HEALTH
CENTER

Sd Wdc£ v0 6661 Lc ~EW
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INTERVENTIONS ROLE OF PHC ROLE OF BRICS
~;:.:....:;~~-=:.:..==:...::..:..::::.----~=.=.:::=--.:=-=--=..;::.:.;::-..-----+-:=-=:.=:=-;;::;.=-=:=.:::::...=.~-----I

Agreed Roles & Contributions between Primary Health Center and
BalIla Rural Integrated Child Survival Project.
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__i?1 I
wO~.:J

=> TraInIng to PHC <staff/
RMPs/ VHGs on
late~t MOH pohcles

=-> Estabhc;hulg OR1'
("orner...

::::> EducaLmg
commurl1tles on ORT
I ORS mtake ,
hyglenlc condltlons
that c:;hould be
mront<:\tlcd, proper
stool disposal, safe I
clean dnnklng waLer

=> Asc:.;es.;;ment ot ORT
competency t hroguh
Supervl'sory
checkh'3ts

=> Educattng mothers on
food Intake dunng
diarrhea and the
inItiation at brea'3t
feedlng

ON 3NOHd

=> Adequate <supply of :::::> Trc:unlng PHC staff on

::::> Organl/.1ng medical
camps

"'::> Supply of drug., and
ORT stock

=:> Treatment for
pcrsU';tent DIarrhea &
Dycentry

=> Adequate supply of
drugs

=> Treatment on ARI
dlseases as per MOH
po!lcles

New Born Care

Diarrhea

r----.--------t-----------r----

Pneumonia => Educatmg
Cammu111iles

=> TrainIng to PHC staff
I RMPs / NGOs on
latest MOH
PneumonIa Case
Management

=> ASMsllng PHe in

commumcatlo1l5 and
l--_. .__+- +_-=re:.::::.fe::;r:...:r:...:::s:.:;,l mana.~ement

9d Wd££ v0 666! Lc ~EW
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ON 3NOHd

=> VaCCIne supphes
=> Cold Chain

Mmntenance
=> OrganIZ1ng Pulse

Pobo / mass
ImmunIzatIon
programs

=> Orgamzmg
Immumzatlon camp"
at the tlmc of
outbreaks of EPI
dIseases

\~
WOCl.:l

of
and

management
Ac;phyxla
Hypothermld

=:> Edu<-atlllg po<..t-
partum mothers on
the Importance of
exc1uC)we breast
feedIng

=:> Trammg 'fBAs In
lndentlfytng and 1n
referrnl 1l'lf\J'l.agement

=:> RCH Cd!'ds
=> Mobllt'Team
=:> Community

mobtlvanon
=> 'lrammg to PHC staff

on cold chain
matn1 ena11CC and
Vaccme storage

=> Trammg RMPc;/
VHGs I TBAs on
ImmunlZc.'lUon
reFerr.tls

=> Ass1stmg PHC In
conducting mass
ImmuUlzahon camps

--.. !'T<:I.3c - 'lj;\.",h ~;:Ol.Lv}J" \11.1.

CBDDS for PHC &taff
and the COmm'llnlty

=> MIssed opportumty
surveys & trammgs

=? Ed"l1.<-atlng community
on the Importance of
ImmUn1.ZatlOJ:l

c1m1.cal
of

and

medICInes I
management
A~phyxIa

hypothermia

Immunization

Ld Wd££ v0 666! LZ JEW
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Malnutrition &
Vitamin A defioiency

=> Tram th{' PHC staff
on essentIal of famtly

~ Educcl.tmg
COmnlt.lnltles on
famIly plannmg

:=) EducatIng
communltl{'''' on usmg
modern
contrac..eptlves

=> Tr~nntng PHC ...taff I
VHGs / TBAs on safe
and hyglenlc dehvery
practl<:-t'"s

=> EducatIng youth and
the community on
obstetnc emergency

:::::> f\SSlsung in SUPPlY O!

VItamin A
supplementatlon to
communlbe~

=> Educatmg
communItIes on mght
blIndness In c.hllclren
and Ln pregnant
women

==> Educatmg
communltlCS on nch
local food reCIpe and
early i:mttatlOn on
exdUSlve
brcastteedlng

=> 'rram PRe <)taff I
TBAs I VHGsl NGOs
on malnutntlon and
Vitamtn A
supplcmenlation

=> Supply of
doc\lnlcntatlon co.rds

I
I
I
I
I
I
,I
I
I
I
I
I
I
I
I
I
I
I

____----.\v((~.1
ON 3NOHd

~ Health Education on
Famlly Plannmg

=> OrganIzmg famIly
piannmg camps

:::::> Supply of
contraceptIves

=> Supply of Iron / FoIl(..
tablets

::::::> lEe
=> Counsehng
==> S trengthenlng of

CBDs

--:::::> ~upply of VltaITIlii 1\
Supplementanon

:::::> Health Educatlon

HealthReproductive
Covel'age

8d Wdv£ v0 6661 LG ~EW
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Add Mr Subodh Kumar
CSP Tea.m Lee1.der
World V1S1<.m

Post Box no 25
Balha - 277 001
UP

Phone! fax - (05498) 23014
E mall - adp_balha@wvl org

b

ON 3NOHd

planmng ~d dIfferent
methods

~ Strengthemng of
CBDs through
vanous tr&!UIIlgS

=> Educettmg
commumties on blrlh
spacmg

~ Trammg RMPS on
hyglemc delIvery
practl.ces

::::::> Ensurmg that all the
PRC staff and TBAs
are lrcl1ned to attend
dehvcnes

=> Ensuring TBA~ on
debvery klt~

Add Dr Umesh Kumar
Medu...al Oflicer
PrImary Health Center
I3crl..lmbdn
Balha DIC3tt
UP

'[ hi::' was dls<-u::.c;,ed and tmd.llzed 1n the DIP workshop on 18~!l & 19th January ,
1999, ..md fonow up meetlng'S Thl'i was wltne<;sed by Mr N<:lre~h Ku
Collector, Ballla Dlstnct & Dr 0 P Slngh, Chtef Medical Officer la

f:}...f
~\c.....v..~

Medical Officer PRe \..IN' _I ! (()IT'Ire1
(Dr U~Sli.Kum~~n

l? \~ \
B<.\J~'l.a
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Doa.r ..si.r, ,

PHONE NO Mar 26 1999 08 54PM P4 II

I

'<:1ii'Cl "'" IE"'q- ~ qjUt f 0: It! l"tll Ut 8 iE'il1 i'1, ;;r 0 ~ 0 I
~Q:(U"r Q$'D're. e &.6fai-226016 I
State 1nstitut8.of Health & Family Welfare, U. P. -
IndIra Naoar. luoknow-228016 ~ 382201.. 384147.. Fax 0522_0 - !2.01

V.. 1:. Sr.1.yaat:.aVA 'D.o.NO.1i'A-33S/S:t.2::tFW/ \. - -a) /9 GI
P;u=ec:t;oz: No.

Data J6'~OV•• ~9~71

•,

X aolalowJ.o4qe vj,'U::L thank-v tho z;acQ!.p~ of yOU%' J.C!lt't.er dA-:.. ,_

)..7 ~ovo.mbar,,:L9g7 and. to kc.ow «bout your ~ro:Sact 134.11:1
Xnt:aq:z:..6a4 Q.t14 ou:viva.l Project whioh it b.1n~ i..a.);sn"ul>

T
OQ. of~ "8J.oobo~ n~lla. D.iatr1ot. 'I'his effort on t.he Jll' J""l

CIt:: "Wor:Lc! VJ..c..i.on 1.8 re.!:l.l.l.y oo~dabJ.. AS Ba.:tl.i.a bQS.n~ one I
t:.ha z:oa=oetlat. 4;i.ut;.ri.ots of 'O'.? :I: bope th.~~ tJ;'l.G "i):'Ojeet. w'\,~

.. I

m.a~: #I: :' ~az:t.1:. em t:hc Rca: 802:V1c.. ~n t.he ..rea. and w11.1 leAd I
CI~ f~1::4SuJ. re.c:cmmeDd&'l:ions.

j..
1
I

l
I

~

J
l

t
~J'-------------:----'-- .....:-........l..L""""""""__.-.£...--=..-.1..~............d..-.....~c..i....J..""'--~..£..:...;

0'.Ii'..' ...1:. ~ueka.o", j"e; a. pJ:em.1or 1n&t.1.tutQ :t.n the

tr.iL:l.n.1.ng and r&&'...z:ch .1.n th.e heaJ.th. ~eet..or. We W"l.~ 1 ~e hill"

1;0 ~~~4 all tn-a 8\1pport and techni.ca1. expert.ise ;for ~

GUde~5G of the p.ojeot. Z will ap~rQC1a~8.~~ you wr~teto ~
t.he .. ro1.o 't:.h4e ~L&l inseitu'tG hail 1:.0 a,J'lq i.n t:.hill .l>rojQ.C1'

t~L~
(V.E. S~~Va8tAtal
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Mar 26 1999 08 SSPM PS

tit - 4~..3/
~, OIlS8 ..:J.S_J.J-g,7 ---

PHONE NO

---

I-II

.. I ;.m .~1'U1.~y t~l to }POI;. tor tiJ.t1ng u.p t'bGChild. Sczv1Ve.1 Ic.t.2:v.u~1oQ, JI'1'o~..ut 10. d.i.'U2:i.ot Flo.Uie.. Youho....O' .oUgb.'t 'tI8obn!.~ Q.:.cp.rt1a. 1n this N[;B.N. r ~No. ..r:t't.h t.p::ojoet ~ro'POsal. on 'tbe to:l1.ov~ intervention~:..
~. O~a.n1.za;t:1.~ o~ tba CO%%IL'llm'1'tl partners ~o:r &(;j.o~.J.:L1ZAti.orJ,abou.t re.prQd,u.et1.V$.~ et1Ua. Ba.a.l.th Prob~~s :?4"loiIvc-l.entin 't~ ~tl:T.:.11Z'l, ty e.~ velJ. ;'Q oapao1ty ba.U<l.1::l..& fro tbQY::oc;.,y u.c't a.s Qf!ectiva :pa.r'tUBxos in impl.OJIienta't.1.o.'"l of the

~.C.E:. P~o.i~e..

2 .. ~v"rg~n~G" o~ 'tho b(ll.l.tn ~a.a'trQ.C:1iure &S ';e~~ as C~ unitpa~rG a.i; ~ grU& root 1.ev41. ror ottoc't.1ve p~a.nnine,~pJ.(jn:nen:t.at1on. cw.d mon1:toriu8 0% 'tbe nCR p%"~ra.mma.

Ew;rtaer-, 1.:1. s,s. aAvi.sed the:t. you. m~ 1>lEl&5' cU.•OUGSyou.:' P~opo.al w-j;tn to. Cb.1.et ~d1c&.l ot"t'~oer. ~ll» 60 du:plic,Qf. tho ett'or'ts may be a.vo1~a"'. .
r Vi.sh you G~~ success in your e'Od.eavotU'.

Yours Sa.i:'C~,

~~~COpy to I 'liiiiIOiAi DI!US~~01l( ~'l)
~.~c D~ractor Gene~~ F.w.. ,U.?, ~ckoow. -~.:J1le Mcu.• ..J.1.l:'Oc'tor,:z.~1, .AJ';~a:x-h. }.1s.t:d.Q.).., Jl::<:Qr.).~urh..3. The Cb.~o£ l'1~d~()al. Ot'£1cer, Ea.l.lla.

(P. It) J"O&o:i.),
:alJ:Qro1\ll.L .D L'\E C'XO 1.1.< E&J.""W
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Annex 5

Assessment and Monitoring Tools
For

Institutional Capacity Building
ofNGOs

BALLIA RURAL INTEGRATED CHILD SURVIVAL PROJECT

Adapted From Paper June 1998
Jomtly Developed by IPHC and its Funded NGOs

j (



DEFINITION OF MANAGEMENT CAPACITY
~~ !lfl1ClT CJ5t Qf{'iJI6II-
Management CapaCIty refers to the abIlIty of the NGOs to effectIvely plan Implement and
evaluate theIr own MCH and FP programmes WIth Increased partICIpatIOn form both commumty
and government

~q.:r WKIT cnr \31Tm (3l~ WRJ"IT cT5 WKIT cnr fcrc5"rn~ ~ ~!I~ ~, ifu"'ll«:JlI'i Clm

~ CO{~~ &IT ~T~~ Clm qftcrR~ cT5~ it~ Clm mCJ?Tft~
m'<f <fiT~ COBT ~ I

Cntena Measurable IndlCators Means ofVenficatzon
*'1t ~~ JIJf/u!t<b '< '1 </iT afkrrr

The NGO IS able to develop The orgarnsatIOn IS able to Project Proposal
Its own project proposal for prepare a project proposal

Donars and GOI WIth speCIfic WIth realIstIC Goals and
ObjectIves and Goals ObjectIves

~ 00~ -31l:AT~ ~~~~ ~ m:aTCFfT

~ GAR if B11~ uTI ~~ it B11~ m~ ClI«1lcl'h ~

q~mm%g~~!I<:f q ~~~ cnr ~!lT m

q~~ml

Capable to manage project ServIce rules are approved ServIce rules
personnel by ExecutIve Comrruttee (BC)

and shared WIth staff

~~cf;~<Rif 00~c€r~~1m 00 A1I1Oj1Clct!

~ ~~ CfJ< Cf)'"1tjIR~

WI crrblt
Personnel records are Personal files

mamtalOed

Cl1fcR1 l ld ~ w:rruil ~ tf'l1fffi Cl1fCRPld~ (~.-tFIT)

\ffiir
RecrUltement of staff IS done CopIes of relevant

accordlOg to Job speCIficatIOns certIficates and
and recruItment polIcy documents WlthlO

personnel files
~ <fit 'l1W Clm opr:f~ WW'T-tpJ <fit >!fu "ffm

'l1W ~tft ~ cf; C@f mrft ~ Cl1fcR1 J ld~

ifM
Personnel IS belOg developed Staff development plans are Staff appraIsal record

accrodlOg to project needs prepared and Implemented
~ cT5 \31TCl!("'lCbctljBl { cnm IcrCflffi~m cp@fcp~~

Ch4tjIR~ cnr mm- "&rrr qm [))lIl«:Jf£!ct m7t Staff development plan

cp@fcp Icrcm1~
Good leadershIp IS developed A partICIpatory planmng MlOutes of staff meetlOgs

declSlon makIng process IS
m place

~~ cnr Icrcm1 l:%~~ Clm Rof<:T ~~ cnr IcrcJ1ur
WI" Cffi'lt~ cnr Rl1fur
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Cntena Measurable Indlcators Means ofVenficatLOll
.wutt dij'l/4<b~ J( '17 Oflq; (07 <fiT o3fmrr

DelegatlOn of responsIbIlIty StaffJob descnptions,
wIth authonty IS m place office memos/CIrculars

~~ ctr Ni+iJeuD ~ Cfirf fcrcr{ur

~~c5m~ Cfil'lfw:r ijqf~

N~ it
Staff are satIsfied and Staff turn over record

motIvated

~~l:!;Cf~ ~ ~~T"ffim

The NGO IS able to supervIse Regular supervISOry Progress Reports
supervise, mOllitor and evaluate mechanIsms are In place

the programme effectIvely

Q1~ wrc;;r ~~, OOR ~~ (ffl iffi" \FfRr CffRf
c=rm~ it ~~rrffi ~ it ~N~ifm

<Tr<:r M
Workplans

cor<l~
Programme IS momtored and Programme meetmg

evaluated penodIcally illInutes

~ Cjjf ~~R (Wf ~~ fcrcr{ur

~~ B'i'4l"fHlct

irm
SupervISOry checklists

1:f<fct~ \ilTif~

SupervISOry reports

1:f<fct~~

EvaluatIon reports

~~
Co-ordmatIon and networkmg The organIsation coordmates Meetmg mmutes

of the project between G01, NGO WIth other agenCies
and other agenCies eXist
~ ffiCIiT{~~ Q1~ ~ Cjjf W"I'<:l'4Cb ~ ~ fcrcr{ur

~'* cfj m wmq Cjjf~ ~&tcfjm

Cf \ij I'iCflIR41 95t >3Fff Cfl\'JT~

MettIng records

~~

The orgamsatlOn mobl1Ises Project reports
and utIlIses local/non-local

resources
WTO'f~(Wf~ ~~

~ c€r \3€Ifuf &:rr

~~I



Cntena MeasUl able bzdzcators Means ofVerzficatzon
i(uft

~~ jJ J.U ufJ<b (OJ q:;r atRrrr

The orgarusatIOn partIcIpates Project records and
m GOIINGO programmes reports

and actIvItIes

W1?i'1 'l:fffil mm (FIT "111~ ~ ffisrr 1J;Cf ¥fRf
~c6~(FIT~

ir~M

An effectIve Management Data collected by mdIvIdual Data collectIOn forms,
InformatIOn System IS m place worker/staff are bemg used for sample surveys.

developmg theIr own future momtonng and evaluatIQ[
workplans m achIevmg targets reports. workplans

set

Q,Cfi );f"TICrllTIffi ~~ "WRT~ ~ cpr mwr C4f?R1'ld~ trfCl? IDffi"UT ~, RcfllFf
~ Fcr~if ~ !Cb4'ilIR41 am~~ tfcf~, ~1I"R (FIT~

~~ CbI441Ji "11 CjJf FcrCbffi ~,cpr4~

Clm~m&r~~

Cummulatlve data IS effectIvely Monthly reports, annual

complIed analysed and used reports. strategIc plans
for planmng, Implementmg

and evaluatIng the programme
at project level

~ trfCl? Cfif );f'qjCf9rrffi ~, 1ilfficn CJ:CfR[, cnfitq;~

fcrll~~~,~, ;f®~

f;p;Q1;:q;Q1 (fm~~ fc1i
wg;q "fd't c6~ c6 ~ ~

An actIve partIcIpatIOn of the The ExecutIve COmmIttee IS ExecutIve COmmIttee
ExecutIve COmmIttee In the selected or elected and IS electIon record

decIsIOn makmg process of the functIOmng as per constItutIon
prOject IS In place

1Ill'"fPf~~ mtrFcr wg;q~ WWf ~cIT~ q<:R <:IT~ ~ffifi W~ tlf4R1
q{ FfoP:r CfTfA' Cf5t~ ir~ m~~c6~ ~ffisrr

~~ Cfif4~

LOgIStIC and supplIes are Appropnate utIlIsatIon of Stock regIster
managed effectIvely supplIes and transport IS In

place

~ Cf5t fcrm ~ 3lJCf~~ mm ~ -um B \ffiCf~ ~ CjJf WFf~

cpr J:l"'liTGf~mft );fi'fER ~ Clm tr<m" ire terR <R
Health seVlce delIvery

records

~~ooWm
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DEFINITION OF FINANCIAL CAPACITY
fcRIt<t~ c6T Qft'4illSll-

FmancIaI capacIty refers to the NGOs abIlIty to effectIvely utIlIse funds for stated programme
actIvItIes through plannmg, forecastmg and controllIng theIr finances as per GO! standard
gUIdelmes

~ WRlT CfiT ~~ll[ i31~~~ c6~ if fcrc!im~~ m1T CfiT ~~~1RiIT wWr~~-31W~

em-~ \3W€r~ CfiT~ cor CSjfcl&lCllofi~~ Cl?B if~ it \if!~ m<IiIT cfi 11f\fcl)

~mc6~NI

Cntena Measurable Indlcators Means ofVerificatwn
#uft '.!J ~ JJJ.JlofjCjj~OJ <fiT aitffa

The NGO has sUItable project NGO's own Fmanclal gUIdelInes FmancIaI gUIdelmes
finanCIal gUIdelmes acceptable arem place

to donors and Gal

>3WTfBett<r~ c6 qrn~ ~ if \3i ~II flcb1 '4 W1'O"l CfiT M<i wmsrr
~ fcRfr1~ uIT Glffi.m q ~ CfiT fcrciFr~
~~cm-~N

The NGO IS ablek to forecast An annual projected expenmture Annual expendIture plan
expendIture accordmg to plan IS prepared wIthm the

programme needs organIsatIOn

>3l~~~~~~ crrfi;fco czrr fcr:clR uIT f4i~ if ~<ZFf~

c6 >3lT~ lR <ZFf BCfm 'lOlfcl'Sqcll oft W.-£ffi~~ it~
mit <W<:r ~

The NGO IS able to prepare and The orgamsatIOn IS able to Prepared budget
and JustIfy ItS own budget prepare ItS own budget and

accordmg to programme needs Justlfy It

>3l~~~ >3l'AT >3lflI"-~ ~~ \3iFi-ap:f w..m~ i31llf-ap:f ~m~

!flq..m~~ c6 ~~~- (q;;rc) q.Wr emf~ Cj;f(UT GR!R GF!RT

~ ffi ~ '3WIif~ CfiT\UT iftf&Ff
~it~M

The NGOlIS able to control and The expenses remam wIthm Quarterly and annual
momtor finanCIal expendIture the orgamsatIOn's budget expendIture reports,

cashflow plan, annual audIt

>3l~~~~~m~ ~ c6 ~--a:r:r ~ if ~~~ -a:r:r CJCiRi,
~~ c;m W~R ~ it <W<:r ~~ -a:r:r "Ufu fErqr{,~ ~

The NOO IS able to mamtam Ledgers/cash books and other Ledger, cash books and
and record all financIal relevant documents are relevant books of

transactIOns mamtamed correctly accounts
>3l~~~ "Wffii fcffir::r~ ~rrK~ elm '3Fr~ ~~~emf~

MCfiT~c;m~OOit~ ~CfiT~~ #w:rf~~~

The NGO IS able to prepare All finanCIal reports are comp- Annual audIt reports,
finanCIal reports and statements leted accordmg to the agreed quarterly and annual

as and when requIred proforma on tIme finanCIal reports

>3l~TTWhl<:r~~ ~'* emf "Wffii fcr:ill<l~ Fi"mmr~ if qffifcp~ CflRf~
Cf)qTf CAR it B11~ %\ijC[ CRlT fl'"llJljfll{ ~ ~ ~ qffifcp~ CflRf

0iTcf~ -&r

5-.5



DEFINITION OF SERVICE CAPACITY·
}f~ t1crr lffJR'IT ctt qft ~ I t5j 1-

ServIce Dehvery CapacIty refers to the NGOs abIlIty to achIeve Its objectIves and targets through
delIvenng qualIty MCH and FP servIces

:qRNI~d 00 WRIT C!if -m~F:r ~~m:rctr:r WIQ.1 cIJ wrcrr C!if Fcrc5rn~~~ ~~7;j) ~~ ~ mq CR"

wf; ;;:iT fcn ~ T'fcJTIT~~ ~T~ ~ c=rm CIftcrrr~ 00'* BWlf~ lWrr I

Crzterza Measurable Indzcators Means ofVerzjicatzon
#uft ~~ $/J.J/of)Ch? OJ q;r aihrrr

Project ObjectIves and targets All staff are aware of project DocumentatIOn of
are beIng aclueved purpose and output purpose and output

~,~~~~~~ tMt~~ cIJ ~~<1 ~~~

mt<i~ em-~ trfturr:r cfi ~ \i'fT1lWP lIfturr:i 'IJf &:'k1ICl \fICh<0 I

The output and target are beIng Progress report
fulfilled III the proposed tIme

f.lcTIftr~ ~~ qf{urrq ~~

~~~

Progress revIewed and annual Annual Implementaron
Implementaron plan developed plan

~~rcftTf~~ cnftfcp ffiJlIl;:q 1I"1 fcmR
qffifcp ffi?1I1;:q 1I "1 fcl"ilR C!if fclc!;ffi

Quarterly and annual
reports

~~~~

The PiovisIOn of qUalIty serVIces Increase III the number of ClIent regIster
IS In place people USIng the servIces

BTR fcr~ if~ "OO@ 'IJf ilcrr mq~ qffi ffi-.rr cfi~ Wwff~

mcrE1ff ~~

6-lo

I
I
I
I
I
I
I
I
I

J
I
I
I
I
I
I..

I
I
I

\~D



I
I
I
I
I
I
I
I
I MANAGEMENT

I ~<SF~ ..
I
I
I
I
I
I
I
I
I 6-7- \~I



CAPACITY ASSESSMENT CHECKLISTS
~ f~fl:~ f 'to I crifq ;qR:p.:iY

MANAGEMENT
~~

INDICATOR - 1
~'qCj) 'j

The orgamsatIOn IS able to prepare a project proposal WIth realIstIc Goal and ObjectIves

~~ >ffiTICAT GRFr if w:r~ m~ CllffifclCIJ ~ am ~11~ cpr ~~T mI

ChecklIst Yes/No Comments

~~ mrnft 't'fJ''1I~:qTJI

1 Are the Followmg skills available wlthm the organisation?
cp.;rr~NWlC1~m~%?

a AbIlity to do a situatIOnal analysIs and needs assessment

~~~J1m~Fr~'lirN

b To set prrorrtles

~~rPfiR~

c To set goal, purpose and outputs

~, ~m (FIT ~1m qj7qp:r (r:f :pi.r ~

d To set mdlcators (Quality, Quantity, Tlmeboundl and targets

~(~, tilc4l(tfllidl (FIT~)~~ 'lit (j<l m~

e To Identity and design future strategies

~ cTi ;j'tfu" f1tJRcn m\W ORR~~ q;f.r ~

2 Does the PP contam the followmg

cp.;rrWWf~~~O&f~?

a Goal that addresses the organrstfOn s miSSion

~ii1T~cTiCfil<iT'liT(~~)~~

b Goal and purpose that are consistent with the GOI plan

~~~;;iT~mm-cTimcTi~m

c Measurable Indicators and realistic targets

~~~~~

d Planned activities and strategies for each output

~~~~~.lJftuwrcTi~

e Allocated workmg area and target group defmed

~ 1fI<ltr (FIT i'll1Ia~ Cfl CZ!T@jf

3 Have all the relevant staff read/shared and understood the PP?

Cf.TI W!f<fri 'lilftIffr ;:[1f?! !mi/CAT if "Q6/~/trrn '(iCli(f ~?

I
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INDICATOR - 2

~~

ServIce rules are approved by ExecutIve COffirmttee (EC) and shared wIth staff
00 f.r:rlTI 9iT~~m:R" Bo/~ ~ am M 11?TI~ CflJ:{i:1IR4i if fcRrfur M "l"J<IT I

ChecklIst YeslNo Comments
u:ifq ~~ mrm «PiIctl i:1'1 I

1 Are service rules available?

Cf.!f WIT B1o/m fl(j1f ~~ ~7

2 Are skills avaIlable to prepare the service rules?

'Flf~~~ iijf 00 oc.tft~ 'lif W1for 'R wfi7

3 Are the rules appropriate and gender rules?

'FIr~~ C!m fi~ 'IT~~?

a Rules and procedures Include

f.r;:p:rC!m~_

.:. Working hours

cwffcl;it<N~

.:. Leave and public holidays

~Gm~~~

.:. Recruitment and selection procedures

~C!m 'q(R m
.:. Staff Incentlvelsalanes/overtllTlelbenefitsfincrements regulations

~~~/~ Wr:V~~T~ ~

.:. Promotion plans

~R

.:. [)Isclphnary and gnevance procedures

~~Jrn"!Im C!m~ 'Iil'ffifu
.:. A mechanism for amelldlng and reviewing the policy

~ If;i W1T~ cfi~ iijf~ \f{ T! WlR <it

b The rules have been approved by EC

~ 'lif~~TIWf M w am fcIilll '1'lI

4 Is there apolicy In the organisatIOn to encourage/develop women staff?

CFlI wro.r it _ ~ 'lit ~!fclcIiffi 'fiR 'b1 -;fifu ~7

5 Has the orgamsatlOn Increased women representalOn In the EC
committee for last two years?
'P1f Wrcr iT qq1 it ww! cfi _ ~R1Afl'rcf;:ar~ 'lif ~m wr-:m tW!fcr

it~~7

6 Do all staff have access to the service rules?

:f.lT B'l1!~ CfI ~~ frcrr Wr1 if, Off[ sJTI %7



ChecklIst Yes/No Comments

~~~ ~~ t1JOlj{illE111

7 Is the policy In operatIOn and are the rules followed?
'FIT~ ~~lNf ~ emf~ 'lif~ Cj){ m~?

INDICATOR - 3

~'CjCp ~

Personnel records are mamtamed

ClIfcR1 J ld~~

ChecklIst Yes/No Comments

uif:qwft mrnft Wi 1<'11 "1'11

1 Are the personal files of all staff available?
:p.rr~~cfi~~~~?

2 Do the personal fIles contam the f()II()wmg?
'FIT~~~~ mtr ~?

a Job applicatIon form

'lirfmwr=r

b Interview/selectIOn record
manw;tPFf mm

c JOinting letter

B"WTlf3f

d Appomtment letter, service contract

~ lf3f, 00 tlfcro

e Renewal of contract

"RfclGr'lif~

f Job descnptlon
r

Cjif<f C1lT@lR

g Leave documents
>WfCljf~~

h Appraisal records

~~

I Copy of educatlOnal/trammg certificates certified by Executive
Director (EDl/authonsed person

~n;m1mur wrrtft 1fl1TUf-lf3f eft >!fd~~ m ~m~

!WllfOm CllfcRr am WIT 1fi1T m

J Any other documents related to the staff concerned
~ ~~ \ill 'li11tlTft fcr~jq it wIT'cRi mI
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INDICATOR - 4

~~ '6

RecrUitment of staff IS done accordmg to Job specIficatIOns and recruItment polIcy
~ c6r ~, Cflf4 fcffirrt Clff&IT ~ ~~ it~ c6r ~

ChecklIst YeslNo Comments

~\~ ml"® fPMllil"'i1

1 Is recrUitment done as per service rule?

Cfl! ~ WIT~ cfj GQCf 'lit 1Jt?

2 Do Job specifications contam the following Job specificatIOn

Cfl! 9ir4 fcR:qrr 2!T@lT ~~ mq~ ~?

a ReqUIred educatIOnal quahficatron

1RTItTM_N

b ReqUIred skills and experience needed to accomplish the task

1RTI tTM FrTrcrr mrr~ 'lit ~~~ U1T fcs 9ir4~~ '*'f~Wli ~

3 Are staff recrUited accordmg to Job specificatIOn?

'FII 'Iil\tIrtt 'lit 1RTI~ cwf film rllJllZlR cfj i3FIWf ~h

INDICATOR - 5

~t

Staff development plans are prepared and Implemented
~ Icrcnm~m crm m;<:IIf.;:lC1 fctir 1Jit

ChecklIst YeslNo Comments
uffij-wft mr=m fPil iffi i1"'11

1 Are skills avaIlable to prepare astaff development plan?

:FIT~~df ~ uTI m-u fcrc!;R:r m q.rr Befi?

2 Is astaff development plan available?

Cfl! 'Iil\tIrtt mm m~~?

3 Does the staff development plan contain the follOWing?

Cfl!~ mm~ ~~ CliG ~?

a Yearly staff appraIsal

.~~

b Skills available to Identify training needs

mM~~ 9it~ em- cEt fWRrr~
c Training plan (including In service training)

m~rour M (~ ~ ~)

d PrOVISion for staff to partICipatIOn In workshops, seminars
forum meetings regularly

<fl1iIffr ~ meltlR fcs ffi~T1~IF3TI ~ ~, fi{f mrr~ R<Wrcr
~ if '>IPT #i

5"-1/



ChecklIst YeslNo Comments
\ilfq~ m~ tllOJl('fJil'1l

4 Is the staff development plan Implemented according to the time frame?

'FIT~ fcrcmf m 'IiI~~~Jff?

INDICATOR - 6

~~
A partIcIpatory plannIng and decISIon makIng process IS In place

~~~~f.rUP:rWr ~~ \ffi~ ir~

ChecklIst YeslNo Comments

\ilfq~ m~ tllOJlii11il'1l

1 Are the s1aff Involved In revlewmg the project targets and s1rategles
'FIT tNt~ if >l'IiW~ om 'IifIf ;ftRr cf;~~ 'l1fIf lWn?

2 Are the problems of the project solved ma participatory way?

'FIT >l'IiW cf;~ 'IiI WIJ<iR~ "ffl ~ ~JlT

INDICATOR - 7

~\9

DelegatIOn of responsIbIlIty wIth authonty IS In place

~~<;IR4f ~ tTffi"~ if) tWf \ffi~ it

ChecklIst YeslNo Comments
\ilfq~ m~ tllOJliffi il'1 I

1 Are the staff members clear about theIr Job descnptlons?
'FIT tNt~~ 'IifIf fcRm amszrr cf; Qfij m ~?

2 Are delegatIOn documents avaIlable?

'FIT~~m~~t?

a Old the preparatIOn mvolve the financial staff and the concer
ned semor staff?

- 'FIT m cf; "WI'f fcRr WftIT~ om tW.-1Rf~~ c@" _

Fcli<lr 1J!lT?

3 Is the projected expendIture plan followed?

Cf.II~ C11'I~ 'IiI~mm ~?

4 Are the expenses reviewed monthly against the expenditure plan?

Cf.II fi C1Fl m cf;~~mm ~?

5'-/2-
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INDICATOR - 8

~'qCl1 ~

The orgamsatlon IS able to prepare Its own budget and JUStIfy It

"WTOTf~ \3W1-a:r<1 CfiT fcrcRur ~ \ffiCfiT~ CfiR'IT~ if "Bl1~

ChecklIst YeslNo Comments
;sffc{~ mrrWt tllilcmil"1l

1 Do the organisation's staff members have the skill (training) to
to prepare abudget?

'FIT Wlc.r~ cf; ljffi GWIf (m) ~ fcli ~ ~-ClFI Fcmur q;:rr \fcTi?

2 Is the prevIous expenditure trend reflected 10 the new budget?

'FIT~ c€t "l'T tfi9fu 1clR ~-~ fcrcRor em- M ~?

3 Is the budget broken down by Ime Item?

'FIT ~-"l'T fcrcRcrr 1m mql cf; am ~?

4 Are the Ime Items well specified?

'FIT 1m mtil c€t WR ron 1I<1f ~?

5 Does the budget serve all the needs of the programme activities?

'FIT ~-"l'T m • cf; ri~ c€t ~~'fcliGT em- wr '!mIT ~?

6 Are the fmanclal staff and the concerned semor staff mvolved In

prepanng the budget?
1<lT ~-CZJ'j fcrcRcrr cf; Ww: em- ~ ~ wr.m mu WIT Wlf'..qq~
~ c€t _ M 1I<1f

7 Is the financial contnbutlOn of the orgamsatlOn reflected In the budget?
'FIT Wlc.r 'b1~mtt -31Ff-aj<1' fcrcRor 'B M ~?

8 Are the fInancial contributIOns of other donors reflected In the
budget?
'FIT w<r GJQT0TI 'iii~~~-"l'T ~ em- M m?

\
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INDICATOR - 4
~~~

The expenses remam wlthm the orgamsatlOn's budget
WTo;r ifi \ffi<T-ClFf fcrcr\uT if ~ qiM

ChecklIst YeslNo Comments
\i'lfq ~'E\T m~ Wi 1ci1"CJ"1/

1 Do the expenses remain wlthm the agreed budget?

'FIT (!if ~ ~ Jiri-CljIf fcrcRur ~ "@"il ~?

2 Is wlthm approval obtamed when over expenditure IS higher than
the 15 percent limit?

'FIT R • ~ iifo!~ CljIf 9it~ ~t 0 ~ J111lc!i mt ~?

3 Are there written Justifications for alteratIOns rn the hne Items
WIthin the 15 percent hmlt
'FIT fi~ fcrcmq ~ lW( ii1T :mm _ ~ ~t iIfcwf ~ WIT ~ -3Rt ~?

4 Does the orgamsatron review monthly expenditure statements?

'FIT wwr • CljIf~ 1R:fI ~ 'li«fr ~?

5 All the expenses approved by the authOrised persons?

'FIT w.ft ri 9it • ~~ &m WIT 1flIT?

6 Are reports on expendIture prepared on time?

'FIT CljIf t!o/tIT ¥Rf Wflf q{ t fc#t 1jV;?

INDICATOR· 5

~~

Ledgers/cash books and other relevant documents are mamtamed correctly

~~~~ \3Fi~ c;tt1)~;ffl CfiT fffiT~

ChecklIst YeslNo Comments

~~ mrrnr tPHoffl 'CI"'11

1 Is the accountant skilled to marntarn books of accounts?

'FIT~ ?;ij ~ Fcli ~ ~ ~..m ~ '!if~ n'lit?

2 Are the vouchers

'FIT ~ 'ffilff-q:f

a Written rn the proforma agreed mthe gUldehnes?

i3tf~ ~~ ~ Jff <m GJ1m &m !jRf ~?

j- fLj
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Checkhst YeslNo Comments

~ ~'ift ml'ftft €lOJI <:ill '€jYjI

b Prepared as per Ime Items?
~m cj) • q;:rr<j[ 'FIT

c Approved by the authonty?

~"W'Ram~

d Supported by relevant documents

~~amtmrWrrg~

3 Is the format for the cash book as per the accountmg manual?

'FIT mT~ 'liT mwr~m~ cfi .~?

4 Are the vouchers consistent with the cash book?
'FIT m!R 1f?I (m 'fit E uWi) _ ~ <fi~~?

5 Does the openmg balance of the current month match with closmg
balance of the prevIous month?
'FIT~ 1W Cfif~~ m1T fcrm 1W <fi Wllfu ~ m1T "B i:Rr m %?

6 Are the calculatIOns In the cash book correct?

'FIT~~ ~ 'fit 'It 1JURT -mt ~?

7 Are the bank statements collected and verified with the cash book?

'FIT~ 'li<R m ~ m~T~ ~~ 'fit lit?

8 Is the cash book mamtamed on a weekly basIs?
'FIT~~ <€t n ~~qrr If{ eft?

9 Is the cash book closed, checked and signed by the concerened
authority on a monthly basIs?
'FIT~~ 'liT W!J1R, ~~DR WlftRI~m C1lfcRr &m _

~ If{ FclillT 'FIT?

10 Are all cash transactIOns wlthm the cash cellmg?
'FIT~ mT~mr qfu[qr <fi~ %7

11 Are approval for cash transactIOns above the cash cellmg (If any)
available
'FIT ri "{lfu~ '!if~ m-r qfuWrr "H .am (lift~~~7

12 Do figures In the cash book correspond wIth the ones In the ledger?
'f<1T ~~ ;;IT ;pj?i~ c6~ offit ~ ~ 1% ~7

13 Are columns In the ledger completed correctly?
'FIT tffit <fi~~ I1tt WI ~ rT~ 1'f<l7

14 Is the ledger mamtamed accordmg to the Ime Items mthe budget?
'FIT tffit cIil~ JWr-CZf1l fcrITur <fi WI R cfi~ %7



ChecklIst YeslNo Comments

~ ~:cft ~19tt {iJiIci1"Cl'11

c Are supplies labelled and organised man accessible way?

Cf<lT fcRRur ~ ~~ Bit l<i\f if ~7

d Is the store well ventilated with enough light?

Cf<lT~ if q<ffl(f -U~ ~ -U~ Cf[~ ~7

28 Is there a person responsible for store management?

Cf<lT ~ a@Rr~ WRR cfi~~~7

29 Are stock/mventory registers malntamed properly?

Cf<lT 'lJSf{UffiKil"~ cEt fcrcRur ~m ~~ ~7

a Each Item listed with a balance

.WWlR~B"~cEt~

b IdentificatIOn mark gIVen

tW<IR m m WIT 1f1lI

c Updated regularly

~l<i\f~~WITs*

d Is the stock physIcally venfled?

'Il1T 'lfDSff _ WI if~ S*7

INDICATOR - 6

WJCP l;,
All financIal reports are completed accordmg to the agreed proforma on tlme

B'4T fcRftlf~~ Jm<iq crm Wi'<:f if{ wr Fcliit .-m
ChecklIst YeslNo Comments

U'ffqtL:cft ~19tt {i%:rll "Cl"1 I

1 Is there a agreed form for fmanclal reportmg?

Cf<lT Fcffitq 'JClRf cfi~ <€It~ ll'!'f ~7

2 Is the fmanclal report prepared and dlstnbuted on time?
Monthly/quarterly/sIx monthly/annually

cr<1T fcffil<r 'JClRf m q"{ o/!l!If om i"Cl<1Rct lnr 1f1lI7 ./fW!@~1'llf$o

3 Does the project management venfy the fmanclal reports based on
... ~ , ~ ~

'1"'-11 1l'l1~~ .1'"1"1'1 '1 ICf(lI-l ~<1I'U '1"1 v11~1' " (1('111~<1 1'1''"11
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ChecklIst YeslNo Comments
;;ffcrwft m/~ «"""III!?l~'11

a The agreed budget

'lRf ~-CJFi Icfcr\ui 1R

b Accuracy of calculation

'P1T~~ lfiTIl{f U~FJGR (1m mRr 'lit CZfcWlT ~?

c Support documents

~~

- Bank Statements

~~

- Bank reconcIliation certificates

~~ WlfUf-1f:i

- Cash and bank balance certificates

;:pj?; ~ ~ cf; ~ WlJUf-~

d The c10smg balance of the last fmanclal report

fcrm W1flR ~ eft m WfRl

4 Are the project accounts audited annually?

'FlT~eN ~-mCjj[. ~mm~?

5 Are terms of Reference (TOR) prepared for audits?

'FlT~ eN qrft~~~~~7

6 Is the audit report dlstnbuted to the followmg person/organisatIOns?

'FlT €lw 1ffu1uT~~~ ftffifur 'lit 7Jt

a Government

'ffi<liIT

b Executive Committee and concerned project staff

~m W.m mfu Qm~ ww:l~ <liT

c Donors

m-m'fil
7 Are the audit recommendatHlns addressed?

q<jf €lw~ 'lit IWri1fuif eN ~ Wrr 1f'lT7

5- (f
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CAPACITY ASSESSMENT CHECKLISTS
~R~f{OI~~~

SERVICE DELIVERY
WIT ~Rtqlq~

INDICATOR· 1

~~

All staff are aware of project purpose and output
ri~~ if;~~~ 'Clftaw:r if; >Jf(r~

Checkhst YeslNo Comments

~wft mrm *I&fl(ifl ijTl I

1 Are the purpose and output of the project shared with all concerned
staff
'Fll~ B~ qm • qftorrq 1foIf.-trcr mmt cTi m ~ ~

2 Can the concerned staff descnbe the purpose and output of the
proJect?
'Fll1folf.-£lQ CfilftIrtt~ cTi~~ _ n 'lit 2jJ&lf 'li{ WJjij ~?

3 Do the staff fell that the targets set for them are realistic/achievable

'Fll mfl~ 'lifIr ~ fc6 ii1T~ RtDfur WI ~ ~ ~~~ 'liB
~ ~?

INDICATOR·2
~:qtfj ~

The output and targets are reached In the porposed tIme

~ tIftarr1:r m ~~ wrl if m'<f ~

ChecklIst YeslNo Comments
;;ffq~ m.r.:m- 'liP'l il!fl'i:i'1 I

1 Does the project management compare achievement agamst targets
q<jf~ llor.tR~~ 9it WU~ -a 'Ii{~ i?

2 Are the output and targets reached In the proposed quarter?

'Fll iWIT?iro'lfturrq am ~,~~ ~ Jlll(f ~\3IT?

3 If no, are the targets reviewed and reset?
qfu ~, 'Fll~ Cjj[ Tl f.rtl~ qm i3B cJ<mr Wi fcli<rr l(ZIf?

6-('1



INDICATOR - 3

t!,:r:rcP ~

Progress revIewed and annual ImplementatlOn plan developed

\F1fu TRT&TUf ~~ bblll'"Cjll'1~~

ChecklIst YeslNo Comments

~~ mrm f1lilctlq'1I

1 Is there any mechmsm to revIew the progress of services provided?

'FIT~~~ ~ ~oq~~, WITcffr~'fT fI~'lit~

2 Do the project staff have the skills to review the progress of
services provided?
'FIT~ _ c6 qrn a:mrr ~ ~ ~ <6t ~ WIT <6t iF@" 'liT ~

~ 'lit trcfi?

3 Are the review fmdlngs being used for revlsmg staff work plans?

"F-TI fI~~~~m 'liT wWr mm C5l4 m ~ ~~?

4 Do all staff participate mthe process of reviewing and In the
development of annual ImplementatIOn plan?

'FIT~~~ fI~ <6t m am • ~ $Mr c6 fcrclirn
~ 'qj1f !WIT?

5 Is the annual ImplementatIOn plan adhered to?

Cf<lT.~m~~?

6 Do the staff have the skIlls to pnortlze activities?

"F-TI ri~ cf; qrn _1I<lf q}~~ 'liB <6t m ~?

7 Do the staff Imtlate alternative measures when faced With problems

Cf<IT~mm 'liT "ffilAT cWr "fflllf m mw 'liT~ CJffit ~?

5-70
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INDICATOR - 4
~~

Increa~e 1D the number of people usmg the servIces
Wn"-3TI c€r m<q m cn€f m cET ms<IT it~

ChecklIst YeslNo Comments
~~ mrnft f1Ji(@'l:l'i1

1 Are there records of clients usmg the servIces?

'FlT Wm~ '!if~ ~ ~ ft~ 'liT lWlf m~?

2 Are the rate of chents uSing the following services increasing?

'FIT WIm '!if r;t~ft~ 'liT i3lFIFr 'IifcIT ~?

a ContraceptIve users

1flf~ '!if i3lFIFr em- CfRi[

b UtilizatIOn of TBAs (TradItIOnal BIrth Attendant) for home dehver~

~G$TI'!ifm~~lRICfcf;~

c Pregnant women

1flfcrcfr •

d Women In post partum

~'hI~

e ImmUnizatIOn of children

cr;tij '!if~

f ImmUnization of 15 49 years old women {Tatanusl

~Ht; ~ crT 'hIl:ffirr~ '!if~(~)

3 Is the drop out rate of chents decreaSing

'FIT tM ~ WIm 'hi r;t ~ 'li1ft~?

a Contraceptive users

1flf f.Rtqcp cf; i3lFIFr em-~
b ImmUnizatIOn of children

cr;tij'!if~

c ImmUnizatIOn of 15 49 years old women (Tatanus}

~~-II~ ~ crT 'hIl:ffirr~ '!if~

5-2{
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Annex 6

LIST OF QUALITATIVE BASELINE EXERCISES CONDUCTED THAT ARE SPECIFIC FOR
CHILD SURVIVALIREPRODUCTIVE HEALTH INTERVENTIONS

A) PARTICIPATORY LEARNING FOR ACTION fPLA) EXERCISES

1) Pneumoma Case Management

a) to ascertam commumty wlllzngness and abllzty to pay for antIbiotIcs for pneumoma treaunent,

b) to understand local belIefs, practIces, vocabulary related to pneumoma recogmnon, care
seekmg
and complIance treaunent,

2) DUlI'l'hea Case Management

a) to IdentIfy causes of the ORT knowledge-practIce gap and the obstacles to materna1Jcaretaker
adoptIon of essentIal household behaVIOrs regardmg preventIon and management of childhood
dIarrheas,

3) Preventwn ofMalnutrlilOn

a) Causal dIagram ofundemutntIon III under-5 chIldren, especially In under-3 chIldren

b) IdentIfy appropnate complementary (weanIng foods) WIth women's groups,

c) Causal Diagram to look at the causes of mght blIndness,

4) Reproducftve Health Care

a) Causal dIagram of maternal deaths,

b) Commumty/soclal norms for delayed age of mamage pre-birth mtervals and need for famIly
plannmg,

c) Assess women's need for spacmg

5) Customer AppraISal

a) assess the level of access on drlferent days of the week and at different tImes of the day or the
year that mothers/care-givers have to get prompt antIbiOtIc for theIr chlldren WIth pneumoma
Signs/symptoms

b) assess caretakers' ttmehness oftreatment-seeklllg behaVIOrs for pneumoma In under-2
cmldren

B) FOCUS GROUP DISCUSSIONS

a) explore the Wllhngness ofVillage leaders and vanous community leaders to prOVide child care
III

day care centers to ensure that children 12-59 months get 5-6 feeds dally

1



b) IdentIfy causes of the ORT knowledge-practIce gap and the obstacles to maternal/care-taker
adoptIon of essentIal household behaVIors regardmg preventIon and management ofcluldhood
diarrheas,

c) different messages emphaslzmg recogmtIon and care-seekmg for neonates/young mfants and
for
older mfantslcluldren WIth pneumoma SIgns/symptOms

d) explore WIllingness and abilIty of panchayats and parush mandals to establIsh Village-based
referral management teams to ImtIate VIllage-based transport schemes for obstetnc

emergencIes

e) gauge the knowledge and attItude (of the VIllage panchayats, parush mandals (men's groups)
malula mandaIs, VHGs, TBAs, pnvate practItIoners, and youth groups) toward the use of
contraceptIves for birth spacmg

f) explore awareness among youth of reproductIve health Issues (farmly planmng/blrth spacmg
IDYlAIDS, STDs),

g) engagmg male youths youth group members In a senes of dIalogues on farmly planrung and
spacmg,

h) probe the practIce ofusmg abortIon as a fertIlity control method

C) OBSERVATIONAL STUDIES

I) Develop role-plays and observatIon checklIsts to assess the face-to-face counseling skIlls of the
health proVIders and to asssess caretakers' tImeliness oftreatment-seekmg behavIOrs for
pneumoma 10 under-2 chddren,

2
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*** Total No of Children (0-59 months) Total populatIon survey - PHC, Sub-centre - Beruarban block

PULSE POLIO VACCINATION STATUS BERUARBARI BLOCK

Annex 7

17-&1-9906-12-98_1. Dec '98

15500

15400

15300

15200

15100

15000

14900

14800

14700
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, lcn1 District Magistrate, BaJlla

7 Families ofWortd VIsion sponsored children from Beruarban block.

8 PrIVate practitioners. including RMPs, Aryuvedlc practltloners, Unam/Homeopathlc
practitioners from Beruarban block

9 Project (ADP/CSP) staff

10 Local NGO staff (Rotary Club. Purvanchal Gramln Chetna Samltl, Public Support Group)

g- {
1'1

2 MOH staff - CMO and dlstricUblock level health stalf (from all 17 blocks). Including doctors.
Lady Health VISitOrs and ANMs

6 DaIS (TBAs) from Beruarbarl block.

4 Village Panc;;hayat ISamJtI leaders from Beruarban block.

5 Community representataves • both men, mahda mandals, village health gUides. youth clubs 
and NSS members from Beruarban Block..

3 Selection of Working Group of the Sustalnablhty Action Plan (SAP)

1 ReVised agreed DIP project goals. objechves, benchmarks and targets

2 Agree on wntten roles and contnbutlons of vanous project partners/clients

4 FinalIZe DIP project goals. obJecWes. benchmarks and targets

3 Assistant 800 of Beruarban block

3 Promote a shared understanding of sustalnabllity Issue

2 Present findings of project baselines (KPC Survey. PtA ExercIses, FGDs. and Health Care
FacIlity Assessmel]t. etc) with Cb~nUpartners

1 Share project background/milestones With clients/partners of the project

SCHEDULE FOR DETAILED IMPLEMENTATION PLAN (me> WORKSHOP

January 18 to 19r 1999

(e) PROPOSED PARTICIPANTS

(8) ANTICIPATED RESUL.TS

(A) PROPOSED OBJECTIVES

BALLIA RURAL.INTEGRATED CH~LJ;;) SURVIVAL PROJEC~..T
/\ (BRlCS) (])

Anoex8
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BALLIA RURAL INTEGRATED CHILD SURVIVAL PROJE(,
(BRICS) ~

SCHEDULE FOR DETAILED IMPLEMENTATION PLAN (DIP) WORKSHOP

January 1B to 19, 1999 •

Me - S K Samson I
Monday (January 18,1999)

9 00 to 9 10 AM IntroductIon speech (project background)

910 to 9 30 AM

9 30 to 10 45 AM

10 45 to 11 00 AM

11 00 to 11 15 AM

11 15 to 11 30 AM

11 30 to 1 00 PM

1 00 to 200 PM

Share baseline findings

Speech by District Magistrate Balha

Speech by 015tlct Development Officer

Speech by Chief Medical Officer

Speech by USAID official

Finalization of DIP Project goals, obJectives,
benchmarks and targets

Lunch break

Mr Subodh Kumar

Dr Dennis T Chenan

Mr Naresh Kumar, lAS

Mr H,ra Lal

Dr 0 P Singh

Dr Shantanu Dutta

I
I
I
I
I

200 to 330 PM

330 to 415 PM

415to 5 00 PM

Sustamabillty Issues

Group diScussions on sustalnabllJty

Group DISCUSSions & synthesIs
Output No 1 =revised agreed DIP project
goals, obJectives, benchmarks and targets

Mr J S J SUJeevandas I
Mr J 5 J SUjeevandas

Dr Shantanu DuttalSUbol

I

Thursday (January 28, 1999)
Working groups meel to develop the Sustamablllly Action Plan

CO r '"2--

Tuesday (January 191 1999)

9 00 to 9 15 AM Short Recap of prevIous day

Come together, share and agree on roles, contnbutlons of each partner

Output No 2::: Wntlen agreement on roles and contributIons of vanous
project partners and clients

Dr Rakesh Kumar$INd1

partner working groups

I
I
I
I

ij'1 I
f

Lunch break

,
Work on respective roles and contnbutlons

4 00 to 500 PM

200 to4 00 PM

1 OOto2 00 PM

915 to 1 00 PM
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Detailed ImplementatIOn Plan Workshop
January 18, 1999

The first day of the DIP workshop was attended by 62 local particIpants, 1Oclud1Og the Dlstnct
Magistrate, the ChIef Medical Officer (CMO), the doctors of the 16 PHCs, the ANMS, the commullity
and the World VISIon staff The workshop was held at Vikas Bhavan of BaHia Distnct, and was
orgamzed by the BRICS project under the gUIdance IfDr Sn Chander and Dr Shantu Dutta

The mormng seSSIOn commenced with a bnef 1OtroductlOn of the BRICS project, Its ObjectIves and
strategies by the Project Manager, Mr Subodh Kumar ThIS was followed by a presentatIOn of the KPC
Survey findmg by Dr Denrus T Chenan of WV India The lrutlal part of the day was marked by
speeches given by the Distnct Magistrate, the CMO, the chIef Development Officer and the block
Development Officer

The Dlstnct MagIstrate, Mr Naresh Kumar, po1Oted out that econorruc progress was possIble through
effective mterventions m the Villages of India He also remarked that economic development meant that
the common man who lIved 10 the vIllages could enJoy the fiuitS of hIs labor All the speakers reiterated
the Importance of the role ofNGOs m development work, and commended the work of World VISIOn
and Its implementatlOn of the planned chIld survival project 10 Balha Distnct

The lack of hospItal facihtles and competent staffm remote vIllages was felt by the particIpants, and was
considered a constramt to Improv1Og health conditions 10 the Village commumties

Dr Shantanu Dutta bnefly mtroduced the work of World VISIon 10 general, and 10 Uttar Pradesh m
particular He reIterated the orgamzatlOn's chtld focus m all its actiVIties and programs Followmg tills
seSSIOn, Dr Dutta ImtJated diSCUSSion and opened the floor for comments from the participants on the
KPC survey findmgs The mam objective of the diSCUSSion was to amve at a consensus regardmg the
annual targets of the 4-year project

The groups discussed the targets for the SIX mterventlon programs

Pneumoma Case Management The government medical officers who were present debated on the
medlc10e that was currently adrrurustered by the RMPs ("barefoot doctors") to commumtIes, whIch was
not prescnbed 10 the government protocol When cases became senous, they were then referred to the
PHC who had to adnumster other antlbIOtics After some debate, the whole group amved at a
consensus on the yearly target, and the target for the final year was raIsed from 70% to 90%

Followmg the bnefing, the partIcipants were asked to break mto 8 groups and the representatIves of
each group were asked to make presentatIOns based on three questions

1 DefirutlOn of Sustamabl1lty
2 Factors workmg towards susta10abIhty
3 Factors workmg agamst susta1OabI1lty



The group responses were ImpressIve Some of the pomts were
1 DefimtIOn of SustamabilIty

• SustamabIhty IS a never endmg process
• SustamabIhty is the abihty of the commumty to contmue the programs and their benefit to
the commumty m the same manner, with proper momtonng, even after the project closes

2 Factors workmg towards sustamabIhty mcluded

• Health educatIOn awareness

• Involvement of commumty

• Regular source ofmcome

• LeadershIp / responsIbihty

• Proper coordmatIOn and mtegnty

• Trammg for capacIty buddmg

• FormatIon ofvIllage societIes

• Acceptance of the commumty

• CorruptIon-free and mterestmg

• Accessible, affordable and beneficial

• Government support

3 Factors workIng agamst sustamabIhty

<g-~
2

ImmUnIZatIOn ImmUnIZatIOn workers refuted KPC baselme data, and claimed that ImmUniZatIOn rates
m Beraurban were double the stated percentage TT2 coverage was claImed to be 90% These claims
were based on card hIStOry documentatIOn and other relIable sources, whIle the KPC data was based on
card documentatIOn only

Diarrhea Case Management It was discussed that to encourage mothers to contmue breastfeedmg
their chIldren who suffer from diarrhea, a behaVior change among the mothers was needed The other
Issue was that the ORS supply dId not meet demand The final target of 70% was brought down to
40%, as the need to set realIstic targets was recogmzed

•

I
I
I
I
I

IllIteracy
TraditIons and superstItIons
Pohcles and SOCIal dIscnmmatIOn (cateclusm)
Poverty
Lack of mcome generatIon program
Maternal/socIal calamIty
CorruptIon
Non-cooperatIOn
Dependency
IneffectIveness ofbasIc structure
Lack of cooperatIon from Government•

•

•
•
•

•

•

•

•
•

•



Essential Care of the Newborn Doctors saId that there were no facIlIties avaIlable at the PHC for
newborn care--only m the Medical College

PreventIOn of MalnutritIon and VItamm A Deficiency The government dId not have a plan fOf
provldmg a supply ofvltamm A fOf post partum mothersm, and the madequacy of the supply ofVltarmn
A capsules was pomted out It was affirmed that the supply would come through In the near future
The final target of60% was increased to 80%

ReproductIve Health Coverage The CMO stated that the emergency transport schemes could be
made effective to achIeve goals Targets were specIfied

The afternoon seSSIOn was taken by SUJeevandass, who spoke on sustamabIhty He saId that regardmg
sustamabllIty we have to keep 5 pomts m mmd

1 PerceIved project effectiveness

• should delIver goods and servIces effectively
• should promote responsIbIhty and well-bemg

2 Development of a fundmg mechamsm, lIvelIhood secunty

• 3 Strong trammg component

I
I
I
I
I
I
I
I
I
I

4 Mutually respectful negotIation process and eqUIty

5 IntegratIOn WIth eXIstmg structures

The second day of the DIP workshop started off WIth a recap of the prevIOUS day's seSSIons by Dr
Rakesh Smgh Mr Subodh Kumar took over the next seSSIOn, where the role of the BRICS project was
dealt WIth The followmg pomts were presented, accordmg to whIch BRICS would make thelf
contnbutIOns

• Trammg
• SUpportIve Jomt supervISIon
• Appropnate tImely lOgIStiCS
• HMIS (Momtonng, EvaluatIOn and Commumty SurveIllance)
• Commumty Empowerment
• Safe dnnkmg water
• SamtatIOn
• Income GeneratIOn Programs (1\1ED)

• LIteracy
• Early chIldhood care and development

The partiCIpants then broke mto 5 groups
1 Beruar Ben PHC staff
2 Other PHe staff
3 NGO partners

3



4 CommunIty members
5 ADP BallIa staff

The groups were asked to discuss theIr contnbutlons towards the BRICS Project objectives m terms of
manpower, money (time) and matenal A representative of each group then came forward to make theIr
presentatIons

The Beruar Ben Group shared a lIst of reqUIrements for theIr PRC, namely staff, eqUIpment,
emergency and lIfe-savmg medlcmes, hIgher salanes, vehicles, dIesel to run generators, freezers to
mamtam cold cham for vaccmes etc The Project Manager mtervened by statmg that theIr expectatIOns
were mcongruent WIth the actual reqUIrements and antIcIpated collaboratIon

At thIs pomt, other medical officers demanded a c1anficatIOn from the BRICS project staff about theIr
role, contnbutIOn, and expectatIOns, and the strength of the job descnptIOns of the ADP BaHIa Staff and
their contnbutIOn to the program After some mterruptIOn the presentatIon resumed

The second group emphasIzed trammg, optImum utIlIzation of funds, qualIty assurance and concrete
morutonng and evaluatIOn patterns

The next group, WhICh conSIsted of commuruty members, was represented by a Youth Club PresIdent
who was qUIte vocal about the madequacy of the eXIstmg government health machmery He stressed the
promotIOn oflIteracy, effectIve obstetnc emergency servIces, and prOVISIon of ANMs 10 every VIllage

The other NGO lIsted the areas 10 which they were ready to contnbute pnmary health education, publIc
health trammg, promotIOn of and education m the usage of medicmal herbs, and tramIng 10 cottage
mdustnes They also assured help m developmg a core team for the work

The ADP Ballia team presented theIr first year actIon plan whIch mcluded
I Capaclty-buddmg m terms oftrammg ofvanous groups
2 CommunIty empowerment - development ofWomen's Savmg Groups m 5 Villages
3 VocatIOnal trammg would be gIVen to unemployed youths from 20 Villages
4 Safe dnnkmg water - mstallatIon of 10 handpumps and their regular mamtenance, and dIstnbutIOn of

chlonne for water punficatIOn
5 SanItatIOn facIlIties - construction of two todets m two VIllages
6 Income GeneratIOn Programs - AnImal husbandry
7 LIteracy programs
8 DIstnbutIOn of vltamm A and a survey on rught blIndness and malnutntIOn WIth the help of

UNICEF
9 TrainIng programs for pregnant women between the ages of 15-35 years regardmg pre-natal and

post partum care

Towards the end of the afternoon seSSIOn Dr Dutta once agam c1anfied the contnbutIOn of the BRICS
Project, m response to the demand for c1anficatIOn by some of the partICIpants He also expressed the
project's lImitations m terms of manpower, money and matenal

To thiS the other partICipants agreed and assured their cooperatIon Each group nommated a person
who would serve on the workIng group for further dIScussIons and plannIng

({;-(p
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The workshop ended after a vote of thanks by Mr Gmsh

The CMO formally closed the workshop with a speech He pOInted out the challenges Involved m the
accomphshment of the stipulated targets, and encouraged the participants to work zealously to fill the
gaps In the eXIstmg system
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Documented on

Documented by

20th January 1999

Hannah Maslh
ManJu
MamtaKumar
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IBALLIA RURAL INTEGRATED CHILD SURVIVAL PROJECT

DETAILED IMPLEMENTATION PLAN WORKSHOP

* The KPC (Knowledge PractIce and Coverage) survey was conducted from 13-15 November] 998 Tlurtv stratIfied cluster
samples of 10 mothers each WIth chIldren 0-23 months were mtervlewed usmg WHO standard 30-c1uster methodology

II
TARGETS

BaselIne Year 1 Year 2 Year 3 Year 4 IIndicator Survey Sept 1999 MTE FE
November

1998

IA. Pneumoma Case Management 632% 65% 65% 65% 70%
1 % mothers/caretakers able to recogmze a least

two danger SignS of pneumoma that call for 11nnmedIate referral and treatment 66% 65% 65% 65% 65%
2 % mothers/caretakers who sought appropnate

anublOuc treatment for theIr children under

I24 months WIth cough and rapid or difficult
breatlung m the past two weeks ? 10% 25% 40% 55%

3 % cluldren 0-23 months dIagnosed WIth
pneumoma who were treated WIth antIblOucs Iaccordmg to SCM protocol

B Diarrhea Case Management I1 % ofcluldren 0-23 months WIth dIarrhea m 177% 20% 25% 30% 40%
the past 2 weeks who were treated WIth ORT

I2 % ofcluldren 0-23 months WIth dIarrhea m 169% 20% 30% 40% 50%
the past two weeks who were gIven the same
amount or more flUids other than breast mIlk

3 % of cluldren 0-23 months WIth dIarrhea m 204% 25% 30% 35% 40% IIthe past two weeks who were gIVen the same
amount or more food

IC Increased Coverage of Essential Care of the
Newborn ? 5% 15% 25% 40%

1 % of post-partum mothers tramed m the care IIof theIr newborn (hypothermIa prevenuon,
low bIrth weIght management and the
ImuatIon of exclusIve breastfeedJng JI

D Increased ImmuDizabon Coverage 209% 30% 35% 40% 50% II1 % mfants 0-11 months who have received (card)
card-documented doses ofBCG OPV3 and
measles vaccmes before age 12 months. 56% 10% 15% 25% 35%

2 % of mothers WIth two card-documented (card IIdoses of tetanus tOXOId (TI2) before the bIrth
of theIr youngest chIld < 24 months

11
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TARGETS
Baselme Year 1 Year 2 Year 3 Year 4

Indicator Survey Sept 1999 MTE FE
November

1998

D Prevention of MalnntrltlOn and Vdamm A
Deficiency

766% 80% 80% 85% 90%
I % mfants 0-4 months exclusively breastfed m

the last 48 hours 258% 30% 40% 40% 45%
2 % of mfants 5-9 months who are bemg gIVen

solId or semI-solId foods 58% 60% 80% 80% 90%
3 % cluldren 9-23 months who received

appropnate card-documented doses ofVAC
seIDl-annually 0 5% 20% 20% 30%

4 % ofpost-partum mothers who received one
card-docwnented hIgh dose Vltamm A
supplement Wlthm 4 weeks ofdelIvery

D Improved Reproductive Health Coverage

1 Number of target VIllages whIch have 0 5 15 30 40
functlOmng Village-based emergency
transport schemes for obstetnc emergencies

2 % women With cluldren < 24 months who 316% 35% 30% 25% 20%
reported at least one Intended pregnancy 10

the last 12 months
3 % of women With children less than 24 81% 10% 12% 15% 20%

months who deSire no more chIldren, or who
are not sure, who are uSlOg a modem method
of contraceptlon

4 % women who delIvered theIr youngest chIld 88% 10% 15% 25% 35%
In the last year have received at least 90
Iron/folate tablet supplements dunng theIr
last pregnancy

5 % mothers who had three or more card- 17%* 5% 15% 25% 35%
documented antenatal VISits before the
delIvery of her youngest child < 24 months

6 % dehvenes In the last 12 months who have 17%** 18% 20% 22% 25%
been attended by a trained health prOVider or
PHC/SC/ANM staff

* Card-documented only
** Excludes tramed DaiS
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Annex 9

RESPONSE TO USAIDIBHRlPVC's TECHNICAL REVIEW COMMENTS

OF THE BRICS PROJECTPROPOSAL

CONCERNS AND RECOMMENDATIONS PROJECT'S RESPONSE

1 Project Destgn

• "Overly ambitIOus to mclude components on lMCl The BRICS project has decIded to drop the malana bednets
malana bednets and possible Vltamm A component It Will WaIt for the M1E Team to recommend
supplementatIOn durzng pregnancyn whether or not to mtroduce the IMCI component from the

thIrd year of the project As VItanun A supplementatIon
dunng pregnaney IS not yet a GOT MOHFW polley, the
project Will WaIt untIl MTE to recommend whether It should
do a pIlot prQject With the UP State health authontles

• "Too many actiVIties at the different levels" We have streamlmed our actIon plans, dropped some ofthe
actIVitIes, and re-scheduled and consolIdated others

• 'Complex management plan" The organogram has been SImplIfied The reVIsed
management plan IS dIscussed under the section I - Human
Resources

• "Phasmg needed The annual bench marks for each year of the project have
been re-set (please see DIP sectIon C 2 "ObjectIves and Sub-
Results" )

• 'Slow start m year J Year 1 WIll now cover 20 Villages mstead of 15 VIllages Other
actIVitIes have been stepped up 10 year 1 Please refer to
mterventlon-specJiic sectIons and the prQlect work plan

2 Fanuhes ofsponsored chddren

• 'Looks ltke WV zntends to give them speCial attentIOn WV polley dIsallows dIscnmmatIon of any kmd WV does not
at the expense ofthe rest ofthe community Are we dlscnmmate between farmlIes ofWV sponsored clnldren and
gomg to Involve other famlltes too? famIlIes ofnon-WV sponsored chIldren The BRIeS project

WIll engage all famlhes
3 MOH Involvement

• Unclear-need to spell out clearly the actiVIties ofthe The DIP/SustamabIlty ActIon Plan (SAP) workshop was held
MGH" In January 1999 The roles and contnbutlons of the dIfferent

partners were clearly spelt out Please refer to sectIon H on
SustambIlItv and Annex 12 on the SAP

• "Who WIll superrvIse qualrty?" As the BRIeS project IS pnmanly a capacIty-bUIldIng proJect,
BRICS staffWlll support and asSISt MOR, NGO and pnvate
sector and commuruty partners to ImtIate and SUperVIse
contmuous quahty improvement (eQI) actiVIties
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Annex 10

PROPOSED SCOPE OF WORK FOR DR STAN FOSTER'S CONSULTANCY FOR
BALLIA RURAL INTEGRATED CHILD SURVIVAL PROJECT,

WORLD VISION INDIA

RATIONALE

As part ofthe DIP preparatIons for World VIsiOn's USAID/BHRlPVC-funded BaHIa Rural
Integrated Cluld SurvIVal PrOject (BRICS) In Uttar Pradesh, the project had planned a health
faCIlIty survey ThiS was also strongly recommended by USAIDIBHRJPVC In theIr Techrucal
ReView ofthe BRICS proposal m June 1998

As the proposed consultant was not aval1able dunng the DIP preparatiOn phase, It IS proposed
that we InVite Dr Stan Foster ofRollIns School ofPubhc Health, Emory Uruverslty, Atlanta, USA
to lead the assessment team for 15 days between Apnl24 and May 29, 1999 Dr Heather
Goldman ofthe USAID MISSIon m New DellulIndla strongly supports Dr Foster's consultancy

It IS enVisaged that Dr Foster Will aSSIst the BRICS project staff and partners to test the PVO
CORE group's new module forNGO assessment of health facIlities

Through thiS proposed health faclhty survey, the current and future capacity of health faclhtles to
prOVIde essential services WIll be determtned Based on the survey, there may be need for some
readjustment to the DIP as to what can be done at the faclhty, by outreach and what needs to be
done at the commumty level ThiS w111 be commumcated at the end ofthe faCIlity survey

SCHEDULE OF ACTIVITIES

Apnl24-May 1

1) AsSiSt In onentmg the BRICS core team/partners to the process, and refilling the
questIOnnaire currently bemg developed by CORE

2) Plan With BRIeS stafii'partners the field work and data entry to be camed out over the
followmg three weeks

May 23-29

1) Work With BRICS stafflpartners to analyze results
2) Develop actIOn plan to address identified gaps between standards and performance

An Emory Umversity MPH student (self-paid) Will aSSist Dr Stan Foster III the trammg, Will work
In the field WIth the teams, assist In teachmg data entry and data cleanmg, and partiCIpate m

DRAFf March 16 1999



anIaysls

CONSULTANCY COSTS

As Dr Stan Foster wtll be m India for the CARE ICDS evaluatIOn around the same time, lus USA
Dellu-USA tnp wIll be paid by CARE

Dr Foster's domestic aIr travel and land transport costs, accomodatlOn, food and mCldentals and
consultancy fees for the 15 consultancy days wtll be paid out of the BRICS Project's DIP budget

DRAFT March 16 1999
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Annexll _

BALLIA RURAL INTEGRATED CHILD SURVIVAL PROJECT
PROPOSED FORMAT
- --- -

STUDY OF THE QUALITY OF HOME AND PRIVATE PRACTITIONER
CASE MANAGEMENT OF CHILDHOOD ILLNESSES

DATA ENlRY FORM FOR EPI-INFO ~

Date ofdata entry or most recent revISIon ofdata record <today/yy>
(entered automatIcally by EPI-INFO usIng current date on computer)

Name and ID numberofmvestlgator (mvname} {mvID}##
(from last page ofform)

RESPONDENT INFORMATION

IDNUMBER {ID} #######
{Dtst}net # {CD Bl}ock #- ~VtlI}age ## Household {HH} ###

2 1 {Resp}ondent's {name} _
Is she the mother (1) or guardIan (2) or other {relat}IOnsinp to SIck cluld (3) or no ans (9) #

22 {Fath}er's {name} _
23 {Resp}ondent's {age} In years ## 99 = no ans
24 {Resp}ondent's {edu}canonalleveJ (coded) #

code 1 = illIterate 2 = lIterate 3 =pnmary 4 = nuddJe 5 =matnc and above 9 =no ans
25 {House} type (coded) #

code 1 = mud house 2 = khapra 3 = concrete roof 9 = no ans

CHILDREN
3 1 Numberofhvrng cluldren 0 - 59 months In the famIly {numU5} #

Nwnber ofUS clnIdren Sick m last 2 weeks {numslck} #
Ifmore than one has been SICk, winch cluld IS ttus record about? #

(use senal no from item 3 2 )
32 The Sick chIld's name {slckname} _

- age m months {slckage} ## 99 =no ans
- male or female? {sicksex} <A> M or F

3 5 Type ofsymptoms I illness USE CODE
CODE Y = Yes N =No D = Don t know or no answer on fonn

I Fever? {sfever} <A>
2 DIarrhea? {sdJar} <A>
3 Cough/cold/trouble breatlung? (sresp} <A>
4 Other {sothr} <A>

Ifyes, descnptIon {sothrd} _
4 1 {Days sIck} ## 99 = no ans
42 {StIlI} SIck? <A>

." .Jbe.tA.ee . £ASIe.! fJYOII~j:;c.(,R.:7/ /f-o{:;! ~/ff/fT!:t;?/ 7"At:..
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5 HOME TREATMENT
LIqUIds/fluIds {hflUld} # (use code)

Code 1 = mcrease volume 2 = same volume
3 = decrease vol 4 = wIthhold flUIds 9 = no answer

2 Breastfeedmg (BF)
-- BF before Illness 1 = dId 2 = DId not {bbf} # 9 = no ans

IfBfed, change m BF whIle SIck {sbf} # (use code)
Code 1= same BF as before SIck 2_== more BF 3 = less 4 = stop BF

8 =not BF before Illness 9 =no answer
3 DIet

Usual dIet before Illness {udIet} # (use code)
code 1 = not yet takmg food (takmg only BF) 2 = already takmg food 9 = no ans

Iftakmg food, change In dIet whIle SIck {sdIet} # (use code)
code 1 = dIet/food NOT changed wlu.le SIck 2 =diet/food changed

8 = not takmg food before Illness 9 = no answer

RECOGNITION OF ILLNESS
4 3 What sIgns made you recogruze that the child was sick?

ENTER Y = YES, N = NO, OR D = DONT KNOW/REMEMBER OR NO ANS
1 Change In appetite {mappet} <A>
2 Change In actIvIty - play less {mactIv} <A>
3 Feel tired - he down - no play {mtIred} <A>
4 Fever {mfever} <A>
5 Change In conSCIOusness, fits/convulsIOns {mconvuls} <A>
6 PersIstence of symptom or sIgn {mpersIst} <A>
7 VomltIng (mvomlt) <A>
8 Change In stool color {mstIcol} <A>
9 Change In stool frequency, volume {mstfrvol} <A>
10 Blood m stool {mstblood} <A>
11 Cough {mcough <A>
12 Nasal dIscharge {mnoserun} <A>
13 Earache/ear dIscharge {mear} <A>
14 Trouble breatlung {mtbreath} <A>
15 Fast breathmg {mfbreath} <A>
16 Other symptoms or sIgns {mosym} <A>

~
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8 JUNE 19962

y = takes, N = not take, D = don t know or no answer
Before SIck Dunng SIckness
{bnce} <A> {snce} <A>
{bran} <A> {srotI} <A>
{bdhal} <A> {sdhal} <A>
{bml1k} <A> {sml1k} <A>
{bncwat} <A> {sncwat} <A>
{bcurry} <A> {scurry} <A>

(wrIte name of food)
{bother} <A> {sather} <A>

1 RIce
2 Bread/rot!
3 Pulses/dhal
4 MIlk
5 RIce water
6 Curry
7 Other {fother}-------

DIet components use code

kurdata wpd



7 CARE OUTSIDE THE HOME
1 1 AdVIce sought? {advIce} # (use code)

codes 1 = yes 2 =no 9 =no answer
12 Ifyes, from whom? {whoadv} # (use code)

codes 1 = own mother 2 = neIghbor 3 = communIty health worker 4 = other 9 = na
-- for those answenng 4, descnbe {whoadv4} _

2 1 Medicme gotten outSIde home? {outmed} # (use code)
codes 1 = yes 2 = no 9 = no answer

6 3 HOME CARE OF COUGH - COLD - TROUBLE BREATHING
2 Gave cough medicme {rcough} <A>
3 Gave fever med (paracetemol etc) {rfever} <A>
4 Gave pam med (aspIrIn, etc) {rpam} <A>
5 Gave herbaI/traditlOnal meds {rherb} <A>
6 Gave other local/tradItIonal treatment {rtrad} <A>
7 Gave other medltreatment {rother} <A>

Name of other medltreatment {rothem} _

DIet frequency, number offeedmgs per daY
DId number of feedmgs/day change dunng Illness? {chfreq} # (use code)
code 1 = no change 2 = fed less frequently 3 =fed more frequently

8 = not feedmg before SIck 9 = no answer
What was the actual frequency offeedmgs before and dunng Illness?

(gIve actual number offeedmgs per day, or 99 Ifno answer)
before sIck {bfreq} ##
dunng Illness {sfreq} ##

6 1 HOME FEVER CARE
2 Gave tepId bath (warm water) {fbathwarm} <A>
3 Gave bath/sponged WIth cool water {fbathcool} <A>
4 Removed clothmg {fclothoff} <A>
5 Gave pam tablets (aspmn, etc) {fpamtab} <A>
6 Gave fever tablets (paracetemol, etc) {ffevtab} <A>
7 Gave malarIa medlcme {fmaImed} <A>
8 Gave antlblotlC {fblot} <A>
9 Gave herbal/tradItIOnal medlcme {fherb} <A>
10 Gave other type of medlcme {father} <A>

Name of other med {fothem} _

8 JUNE 1996

<A>
<A>
<A>
<A>
<A>

3

{dORS}
{dSSS}
{dblOt}
{dherb}
{dother}
{dothem} _

HOME DIARRHEA CARE
GaveORS
Gave sugar-salt solutiOn
Gave antIbIotIc
Gave herbal/tradItIOnal medicme
Gave other type of medicme
Name of other med

62
2
3
4
5
6
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8 HEALTH CARE PROVIDERS DOCTORS, NURSES, COUMPOUNDERS
COMMUNITY HEALTH WORKERS, TRADITIONAL HEALTH WORKERS

8 2 1 Reasons for chOOSIng practitIOner 1
USE CODE Y =Yes, N = No D = Don't remember or no answer marked on fonn
1 prevlOusly treated chIldren {prevtreat1} <A>
2 easy to reach {easyreachl } <A>
3 always avaIlable {alwaysl} <A>
4 medIcmes always avaIlable {hasmeds1} <A>
5 not costly {notcost1} <A>
6 gIves credIt/loan {credIt1} <A>

~
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999 = no ans
###
###
###

4

Source 2 names ofmeds gl\ en

Source 3 names of meds gl\.en

:2 2 If yes from whom?
Source 1 {medsourc1} ## (use code)
Source 2 {medsourc2} ## (use code)
Source 3 {medsourc3} ## (use code)

codes 1 = allopath practItIOner 2 = ayurved pract 3 = homeopath pract
4 = other practItIOner 5 = shopkeeper 6 = govt health facIlIty
7 = comm health \\ orker 8 = other ty pe than types 1 thru 7 9 = ANM,
anganwadI worker 10 = source named but can't tell type 99 = no answer

2 3 MedICIneS obtaIned from each source of meds
Source I names ofmeds gIven {slmednarnl } _

{slmednam2} _
{sImednarn3 } _
{s2mednaml } _
{s2mednam2} _
{s2mednam3 } _
{s3mednaml } _
{s3mednam2} _
{s3mednarn3 } _

Cost ofmeds obtaIned (m rupees) from each source
Source 1 {slmedcost}
Source 2 {s2medcost}
Source 3 {s3medcost}

For first practItlOner consulted
8 1 I 1 PractltIOner type {practypeI} #

Codes 1 = allopath 5 =jharphunk
2 = homeopath 6 =dJha-gum
3 = ayurved 7 = other
4 =Jantar-manter 8 =shopkeeper

9 = no answer
81 12 Name ofpractltlOner {pracnamel} _
8 I 1 3 Address ofPractItlOner Vl1Iage name {pracvIlll } _

VIllage number {pvlllno I} ###
What IS relationsmp ofpraCtItlOner's vIllage to patIent's vIllage? {relavIIll}#
Code I = same vIllage 2 = next vIllage 3 = more than one vIllage away

8 1 1 4 Payment to practltlOner {pracpayl} total Rs ### 999 = no ans

l-..urdata wpd



8 3 1 Did you consult other doctors beSIdes local Health PractItloners?
{consult} <A> (code = Y, N, D)

GIve reason for seekmg consultatIOn
{whyconsult} _

8 3 2 Signs/symptome of chIld WhICh were reasons for seekmg consultatiOn
USE CODE Y =Yes, N = No, D = Don't remember or no answer marked on form
I poor appetIte {cappet} <A>
2 reduced actIVIty, lIstless {cactlv} <A>
3 lngh fever {cfever} <A>
4 convulSIOns, fits {cconvuls} <A>
5 changes In sleep pattern {csleep} <A>
6 perSIstence of symptoms {cperslst} <A>
7 VOmItIng {cvomIt} <A>
8 stool color & character change {estlcol} <A>
9 blood In stool {cstblood} <A>
10 couglnng severely {ccough} <A>
11 nose runmng {cnoserun} <A>
12 earache, dIscharge {cear} <A>
13 trouble breatlung {ctbreath} <A>

IF SECOND PRACTITIONER CONSULTED, DESCRIBE SIMILARLY BELOW
8 1 1 2 PractItioner type {practype2} #

Codes 1 = allopath 5 = jharphunk
2 = homeopath 6 = d]ha-gum
3 = ayurved 7 = other
4 =]antar-manter 8 = shopkeeper

9=no answer
8 122 Name of practItIOner {pracname2} _
8123 Address of PraCtItIOner VIllage name {pracvdI2} _

V1llage number {pvdln02} ###
What IS relatIOnshIp ofpractltloner's vIllage to patIent's VIllage? {relav1l12} #
Code I = same VIllage 2 = next VIllage 3 = more than one vIllage away

8 1 2 4 Payment to practltoner {pracpay2} total Rs ###
8 2 2 Reasons for choosmg practItIOner 2

USE CODE Y =Yes, N = No, D = Don't remember or no answer marked on form
1 prevIously treated chIldren {prevtreat2} <A>
2 easy to reach {easyreach2} <A>
3 always avaIlable {always2} <A>
4 medICInes always avaIlable {hasmeds2} <A>
5 not costly {notcost2} <A>
6 gIves credIt/loan {credIt2} <A>
7 someone recommended {layrec2} <A>
8 doctor/CHW recommend {hwrec2} <A>
9 other reason {otherrea2} _

8 JUNE 1996

<A>
<A>

5

{layrec1 }
{hwrec1}
{otherreal } _

7 someone recommended
8 doctor/CHW recommend
9 other reason
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10 Inventory of Other Health ProVIders
(WIll be analyzed separately)

92 FamIly expendItures
monthly expendItures

for food {foodcost} Rs ?? <A__> no ofRs or NA = No Answer
-- for meds/treatment {Rxcost} Rs?? <A__> no ofRs or NA = No Answer
-- tobacco/alcohoVetc {smcost} Rs?? <A__> no ofRs or NA =No Answer

annual expendItures
house constructIOn/repaIr {housecost} <A__> no ofRs or NA = No Answer
educatIOn {educost} <A__> no ofRs or NA =No Answer
clothmg {clothcost} <A__> no ofRs or NA =No Answer
conveyance {ndecost} <A__> no ofRs or NA =No Answer
entertamment {joycost} <A__> no ofRs or NA =No Answer

l
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<A>
<A>
<A>

6

{cfbreath}
{cchest}
{cosym}

14 fast breath mg
15 chest trouble
I6 Other symptoms or sIgns

9 SoclO-Econonuc Status of Respondent
-- {house}nurnber ### 999 = no answer

9 1 FamIly descnptIOn 99 =no aus
Total fanuly members mcludmg sIck chIld & respondent {totfam} ## (99 = no ans)
Total {males} ## (99 =no ans)
Total {females} ## (99 =no ans)
Total cluldren under 5 years ofage {uS} # 9 = no ans
{RelIgIOn}of the maJonty offarmly members #
Code 1= Hmdu 2 = MuslIm 3 =BuddhIst 4 = No relIgIOn 5 =Other 9 = no aus
OccupatIOn ofthe top three money earners In the famIlv {jobl} # {job2} # {job3} #
Codes 1 = agnculture, fanmng 2 = laborer, droh wage earner 3 = ammal ralSlng

4 =skIlled laborer/artIsan 5 =shopkeeper market seller 6 = other 9 = no ans
Total famIly monthly {mcome} Rs ##### (99999 = no aus)

11 QUALITY OF PRACTITIONER SERVICES PROVIDED TO CHILDREN
111 PractItIOner's name {NAMEPRAC} _

-- Wluch of the practItIOners mentIoned m questIOn 8 1 IS tlus? # (coded)
I = practItIOner 1 m questIOn 8 1 2 = practItIOner 2 5 =neIther I or 2

DId the practItIOner
USE CODE Y =Yes, N = No, D = Don't remember or no answer marked on form
1 {touch} the chIld as part ofms exammatIOn? <A>
2 use a {thermo}meter to check for fever? <A>
3 {weigh} the baby <A>
4 use watch or {timer} to calculate breathmg rate? <A>
5 ask about the {lustory} of the llIness? <A>

kurdata wpd



12 TREATMENT GIVEN OR PRESCRIBED
USE CODE Y =Yes )l' = No, D = Don t remember or no answer marked on form

12 1 1 Gave InJectIOn? {gIn]} <A>
12 1 2 If yes, what was n? {whatmJ} # (use code)

code 1= don't know 2 = antiblOtlc 3 = for fever 4 = other 9 = no ans

12 13 Gave tablets? {gtab} <A>
(use Y N, or D as above)

12 1 4 If yes, what were they for? {whattab} # (use code)
code 1 = don't lu10w 2 = for dIarrhea 3 = vItamm

4 = for digestIOn 5 =for strength 6 = for breathIng trouble 8 =other
9 =no ans

12 1 5 Gave syrup? {gsyr} <A>
(use Y, N, or D as above)

12 1 6 What was It for? {whatsvr} # (use code)
code 1 = don't know or no aus 2 = for dIarrhea 3 = vitarmn

4 = for digestIOn 5 = for strength 6 = for fever 7 = for resistance to cold
8 = cough svrup 9 = other

8 JUNE 19967

122 RECOMMENDATIONS BY PROVIDER
USE CODE Y =Yes N =No, D = Don't remember or no answer marked on form

each tunes no of
DIne per day days

{mal-e} ## {mal-t} # {mal-d} #
{fev-e} ## {fev-t} # {fev-d} #

{paIn-e} ## {pam-t} # {pam-d} #

11 2 In the practitIOner s exammation dId he/she
USE CODE Y =Yes '< ="l\lo D = Don t remember or no answer marked on form
1 ask about what care vou gave at home {homecare} <A>
2 ask you for the ch1ld s munumzatlOn care {lmrncard}<A>
3 recommend unmuruzatlOn of the child {munrec} <A>
4 {exam}me the child <A>
5 take the child's {c1oth}mg {off} to exarnme It <A>
6 look mto and exarrune InsIde the cruld's {throat} <A>
7 use a {stetho}scope on the chIld's chest <A>
8 feel the cillld's {abd}omen <A>
9 ask about hlStOrv ofvomltmg {hVOffilt} <A>
10 ask about hiStOr> of dIarrhea {hdlar} <A>

1 ChloroquIne/{mal}ana {med} <A>
2 Paracetamol/{fev}er med <A>
3 Aspmn/{pam} med <A>
4 TepId bath {wmwater} <A>
5 Increase flUIds {morflUld} <A>
6 ORS {ORS} <A> {ORS-e}__ {ORS-t} # {ORS-d}_

(mstructlOns for ORS are lIkely to be 1 glass/stool, at each dIarrhea tIme, untIl dIarrhea stops)
7 CO'1tInue regular diet {regfood} <A>
8 SpeCIal dIet {spfood} <A>
9 Increase food qualIty {gufood} <A>
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FURTHER INSTRUCTIONS BY PROVIDER OR HIS/HER ASSISTANT
USE CODE Y =Yes, N = No, D = Don't remember or no answer marked on form

12 3 Old the practItIOner or asSIstant tell you
1 How to adrmruster medlcme {howmed} <A>
2 What and how to gIve food {howfood} <A>
3 Whatlhov. to gIve flUIds {howflUld} <A>
4 How to gIve breastfeedmg {howbreast} <A>
5 SIgns to look for as mdicator {looksIgn} <A>

cillid IS gettmg worse and needs more help
6 How to ffilX ORS? {N6HOWMIXOR} <A>
7 How to prevent Illness In future {howprev} <A>
8 Old the praCtitIOner or asSIStant {anyques} <A>

ask you Ifyou had any questIOns?

SATISFACTION & DIFFICULTIES
124 Level of {satIsf}actIon # (code)

code 1 = very happy/satIsfied 2 = happy 3 = somewhat dIssatIsfied 4 = very dissatIS[
9 = no answer

125 POSSIble practItlOner actIOns to Improve servIce & mcrease satIsfactIon
{Improvl } _
{Improv2} _

12 6 PatIent dIfficultIes m carrymg out treatment
USE CODE Y =Yes, N = No, 0 = Don't remember or no answer marked on form
1 DId {not purch}ase prescnptIOn <A>
2 {Purch}ased only {part} ofprescnptlOn <A>
3 Cillid would {not take} medicme <A>
4 ChIld would not eat or dnnk {noeatdr} <A>
5 ChIld {want}ed {food}s restncted by practItIOner <A>

11-- ~
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{dmed-d} #
{ablOt-d} #
{VltA-d} #
{Omed-d} #

{dmed-t} #
{ablOt-t} #
{VItA-t} #
{Omed-t} #

8

{dmed-e}##
{ablOt-e} ##
{VItA-e} ##
{Omed-e} ##

<A>
<A>
<A>
<A>
<A>
<A>

10 AntIdIarrheal medicme {dmed}
11 AntIbIotIcs {abIOt}
12 Vitarmn A {VItA}
13 Other medlcme {Omed}
14 Go to other care source {refer}
15 Other suggestIOn {Osugg}
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Type of Case Management PractICe Pre-Test Post-Test Percentage
, ,~~ -- POIDt

(P. JCttlJon:.r Increase
/0Ik.,,)

£t4MIVATION PRACnCES

Asked the mother about care given at home

Asked about chdd s unmumzatl0n cards

Took child s clothmg offto examme the child

Asked about care given at home

Asked about the hIStory of Illness

Used a thermometer to check temperature

Used a watch or tUller to calculate breathing

Looked m and exammed the chtld s throat

Felt the child s abdomen

Asked about the child s hIstory ofvomltJng

COUNSEliNG PRACTICES

Recommended breast-feedmg

MenlJoned SlgDS to look for as an mdlcahon the child IS

gettmg worse

Recommended how to prevent Illness an the future

Asked the mother Ifshe had any quesuons

Descnbed how to admmlStl:r the medlcme

I
I
I
I
I
~
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I
I
I
I
I
I
I

I
I
I
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Annex 12

BALLIA RURAL INTEGRATED INTEGRATED CHILD SURVIVAL PROJECT

Criteria and Plan for Scaling Up

STRATEGIC OBJECTIVE The BRICS' strategIc ObjectIve IS to asSIst the BallJa DIstnct ChtefMechcal
Office and pnvate sector and conunumty partners to accomplish, sustaIn, document and replIcate best practices
to reduce fertlllty and mfant, chIld and maternal mortality through an mnovatlVe chIld survIVal and
reproductIve health Improvement project m one block (namely, Bernar Ben Block) of the remote BallIa
Dlstnct ill eastern Uttar Pramsh state over a four year penod

The project plans to go to scale by rephcatmg best practiceS m cluld sUTVIval and reproductive health to
(a) the entIre Ballla Dlstnct (of 17 blocks WIth 2,583,517 people) , and
(b) three other WV IndIa's Area Development Projects (ADPs) m UP state unpactmg 221,418 people

The project WIll pdot-test WIth the MOHFW, WHO and UNICEF the folloWIDg two prototype modules
1) Commumty-based SurveIllance of (a) chtldhood dtseases (polio, measles and neonatal tetanus), and

of (b) mfant, chIld and maternal mortalIty,
11) Integrated Management o/Ch,ldhood Illnesses (IMCI) at the commumty level by PHC/sub-eenter

staff, Anganwadt Workers (AWWs), VHGs (Vdlage Health GUides) and tradttlonal bIrth
attendants(TBAs)

WV IndIa enVISIons that these two prototype modules WIll also be adapted and utIlIzed m 100 dJstncts where
WV Inrna's 100 ADPs are located across almost all the states oflnrna As each ADP covers one block WIth an
average of 100,000 people, a potenl1al popula/ron of10 mIllIOn people and 245 local NGOs and commumty
based organzzatlons may eventually be Impacted through thIS proposed replzcatzon

To clearly reflect mtentlOnahty to scale up (wlule ensunng that qualIty IS mamtamed), the BRleS project WIll,
dunng the first annual reView m September 1999, consIder the followmg

(1) Estabhsh cntena for scahng up which WIll then be used at the mId-term evaluatIOn/final evaluatIOn to
assess the BRleS project's readmess for scalmg up m the next phase,

(2) Produce a Scale-up Plan detal1mg when, how and where the BRIeS project WIll scale up m the next 3 years
of Its current USAID fundIng The followmg pomts Will be used to help develop the Scalmg up Plan

(a) state the type of scalmg up that IS planned for each year/phase, e g
• quantitatlve program spread WIth growth m the number ofbeneficlanes,
• functIOnal mcrease m the number ofprogram sectoral components,
• organzzatIOnal mcrease m program sustamabllzty through partnenng and mtegratlon WIth

local players, or nurtunng and mentonng of local NGOs or people's orgamzatlons,
• cultural diffUSIOn ofan mnovatlOnibehavIOr change to CSP beneficlanes through

dlssemmatlon of best practices,
• mfluence on the program enVironment through pobcy reform or polzcy mtroductIOn

(b) Descnbe steps to mtegrate Impact, sustamabillty and scalmg up

** (please see map WIth concentnc czrcles)
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Annex 13
/ EPI CASE IDENTIFICATiON FORM

BALLlA RURAL INTEGRATED CHILD SURVIVAL PROJECT

1£ 002

PoliO

N ( )
N ( )
N ( )

N ( )

N ( )
N ( )
N ( )

I ,_

( )
( )
( )
( )

y () N ( )
y () N ( )
y () N ( )
y () N ( )
y () N ( )
~ days
Y () N ( )
Y () N ( )

N ( )
N ( )

_____ days

y ( )
y ( )

litle _------

Cat

Y ( )
Y ( )
y ( )

y ( )-
N ( )

y ( )

y ( )
y ( )
y ( )

Date of birth ----1,__.:1.__

I '

__J_~/,__

-l-f- By

I J By----

compartment --Ward ------------
First treatment date

Final DiagnOSIs from case IdentificatIon Form

1 Suspected neonatal tetanus
2 Suspected polio
3 Suspected measles
4 None of the above

Suspected measles

1 Is the child more than 90 days of age?
2 Does (did) the child have rash?
3 How many days did the rash lasted (did the rash last)
4 Where IS (was) the rash 7

a Face
b Trunk
c Arms I

d Legs
5 Does (did) the child have a fever?
6 ' How many days has the fever lasted ( did the fever last) ?
7 Does ( dId) the child have red eyes?
8 Does ( did ) lhe child have cOl.Jgh ?

1 Is (chtld) the child less than 25 years of age?
2 Does ( chIld) the child have rash?
3 Is the child paralyzed part of hiS' herbOdy loose of stiff?

Suspected PolIO

2 Is the Infant able to suck now?
3 Is the Infants body stiff?
4 Has the Infant had convulsions or spasms?

Was the Infant more than 28 days of age at the onset of dlness

Suspected Neonatal Tetanus

1 Was the Infant able to suck and cry normally
from birth until the Illness started ?

Is the Infant child alIVe now?

Address
Illness onset dale

Name of the child

InteNiew date

NotificatIon date

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I



1 CALCULATE THE DAYS BETWEEN DEATH AND BIRHT

Was the Infant 28 or fewer days of age at the death?

2 Please descnbe the circumstances of (child's) death

7a Was (c~ld) bom 1 month or more before the due date 7

~003 I
0.

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

\~1 I

y ( )

N ( )- end

y ( )
N ( ) _ end
y ( ) - 5

dunng ()- end

after ()- end
y ( )

N ( )
Y ( )

N ( )
y ( )
N ( )
y ( )

N ( )
y ( )

N ( )- 11

___ days

Cat

Title

Date of bIrth 1 ,
Compartment Ward

First treatment date I I

Date of death __I I

l"3 b _ I

SRI CHANDERIS PORE

By

By

_1_'_-
-'-'--

--'-_.:/._-

INVESTIGATION OF THE DEATH OF NEW BORN, 28 OR FewER DAYS OLD

BALL1A RURAL INTEGRATEO CHILD SURVNAL PROJECT

10 How many days did the fever last?

8 Was (child) malformed at birth?

9 Old (child) have fever dunng the Illness that led to death 7

4 Uld (child) ole of InJury?

5 Old the Injury occur dunng or after birth

6 Was (chUd) blue after the birth?

7b Was (child) very thin at birth ?

3 Old (child) breath or cry dunng or after the birth?

Address

InteMew date

Name of the child

Notification date

Illness onset date

Treatment place

29/03 99 MON 03 19 FAX 65 7861697
/'



Thank you for your help

12 Old (child) stop sucking With the Illness that led to death?

B-1'

c-

'al

, z( jr

~ . .;;If

""""-
~ N"';,,-

'"
,-,

" 'r

days ~ OS

- H

Y ( ) c r

....
N ( )

days me
I ... '"

stools '.
~r

I ;
Y ( ) 1.1
N ( ) 1 ;

Page ~ 2 (2)

1£004

y ( )

N ( )-25

1
,'::i(i I

Y ( )
N ( )
y ( )-14

N ( )

N ()-18 • TJT

__ days ..,.Cj~

Y ( )
N ( )
y ( )
N ( )
y ( )

___ days -

y ( )

N ( )-20
__ days

SRI CIiA.t'iDERIS PORE

22 Did ( child) have loose or watery stools dUring the Illness that led to death?

BEST AVAILABLE COpy

23 For how many days dtd he/she have loose or watery stools?

24 How many loose or watery stools did child have In one day 7

2') Old ( child ) have blood In the stools dunng Illness that led to death ?

21 How many days did the rapid breathing last?

16 Old ( ohlld ) have cough dunng the Illness that led t? death

13 How many days was the old Infant when he/she stopped sucking?
14 Was ( child 6 ) body strff during fIIness that led to death

20 Did (child) have breathing dunng the Illness

15 Old ( child) have convulsions or spasms dunng the Illness?

19 How many days did the breathing last?

...
18 Old (Child) have difficult breathing dunng the Illness that led to death?

17 How many days did the cough last?

J 11 Was (child) able to suck and cry normally from bIrth until the Illness started

29/03 99 MON 03 19 F~ 65 7861697
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AppendiX 11 CriterIa for Diagnosis by verbal Autopsy ( death investigation)

Investigation of the death of a new born ( 28 days or less)
~ -{ ~.:: (

29/03 99 MO~ 03 20 FAX 65 7861697
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sal ca~~~ERIS PORE ~0071

-Cfi

BEST AVAILABLE COpy

DIAGNOSTIC CRITERIA
Neonate who was < 37w·-.:.;..:ee-=k=s....::.:......:...-(-·_--~

gestation (It yes .. to Q # 3 and
gestational age specified In 0#4 )
Neonate wlth...J1Q signs of life after birth ( ·no ..
response to Q # 5 )
Neonate who died of Injury sustained dUring bIrth
("yes- response to Q # 7 )
Neonate who died of an Injury sustained after
birth ("Yes "response to Q # 6 S1J!L after
response to Q # 7 )
Neonate Who was slow to begin breathIng and had
poor color after birth eYes" response to a # 8 and
0#9 )
Neonate who was very light or small at bIrth (" Yes"
response to Q '# 10, LW8 may be suspected to be
due La plernaLunly Ir answel lo a # 3 is "Yes'
Neonate who was malformed at birth eYes"
response to Q # 11 )
Neonate who had a fever without other causes 0
death e Yes· response to Q # 12 WIth out
satisfaction of cntena for diagnOSIs of other.
Infections, such as tetanus, pneumoma,
diarrhea)
Neonate who was al least two days old at the time
of onset of Illness end was able to suck and c
normally pnor to the onset of Illness and wh
stopped sucking pnor to death and Who had either
sttffness or convulSion prior to death ( At least
days as response to Q # 16, and "Yes to Q # 1
and Q # 15, and a U yes" response to either Q # 17
or Q # 18 ). the diagnOSIs of the neonatal tetanu
should not be made In the presence or a diagnosl
of birth asphyxia, birth trauma, or congemta
defects
Neonate who had cough or dIfficult breathing fo
two days or more days, and rapid breathing for a
least one day ( 24 hours ) pnor to death rYes·
response to Q # 19 or Q # 21 With duration of tw
days or more days and "Yes" response to Q # 2
With duration or al least one day)
Neonate who had at least three loose or wate
stools per day for more than 24 hours prior t
death (" Yes" response to Q # 25, and appropnate
duration and number of stools In Q # 26 and a
27
Neonate who meets the cntena for dIagnOSIs I

diarrhea ( above) and has biood In stool { • Yes •
res anse lo Q # 28

13 - c-

Dysentery

Pneumonia

PROBABLE DIAGNOSIS

Diarrhea

Neonatal tetanus

Birth trauma

Neonatal sepsis

Birth Asphyxia

Congenital Malformation

Other InjUry

Prematurity

Still birth

Low birth weight
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~005

c
@

[ ]
[ j - end

[ ]

r J - 11

ciays

[ ]
( ) - ~4

days

y
N
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y ( ) - end
N ( )

~ ( ]
N [ ] - 7

¥ ( )
N [ J - 7

aays

y ( ]
N ( ]

----- day I

y
N

y
N
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CALCULATE :raE DAlS SETWEEN B:IRTH AND DEATH

At dea'th, was the chi~d between 28 clays and. 5
years of age?

Please descrJ.be the cJ.rewnstances of (chJ.ld's) dea~
f

Was (child) th~nner than other chJ.ldren cf hJ.s/her
age before the J.llness that led to death?

Did ~~e (~~J.ldJ dJ.e of an J.nJuxy?

Dld (ch~ld) have a cough durJ.ng the illness?

How Eany da~s dJ.d the cough last?

Did (chJ.ld) have d~fficult breathing during
the ~llness that ~ed to death?

Ho~ ~any days d~d the d~ff~cult breath~nq last?

DJ.d (ch~ld) have rap~d ~reath~nq dur~ng

the ~1.lness that led to death'?

How JIlany days d~d the rap:Ld. breat.hJ.nq last?

D:Ld (child) have loosa or uatery stools
d.u:r~g the ~llness that led to death"

Fer how ~any days d~d he/she have loose or
wQte.ry stools?

II 29/03 99 MON 03 19_ FAX 65 7861697

~
111 I

Inv6stiqaticn of the Death of A Chil~ From 1 ~onth to 5 ~e~aIn Msa F Fe "!ntegz:i!,ted "I>ild surr;"·]. prol~

I T I' 'I:> c,t:~ Notit~cation date: ~y.

I
] Int:ervie" date, ---1_1- By: Ti'le:

Name of infant: Date of B th: _'_I_

I
I Ac1~ass: Conparbnent: Ward.

IJ.lness onset date; --1_/_ First traab.ent d _1_,_

I I Treat:lnent place, __~ Date of de : _J_I-

I I ]..

,1 2 •

I[
II 3.

I ]4

, ]5.

,1.
J'.

I s.

I 1.
Jo.

I 11.

]
I 12.

I ]
~



Thanks you for your help.

21.. Was the paralyzed part of his/her body
loose or st.lff?

20. D~d (ch~ld) have a ne~ paralysls dur~ng

the l.llness that lad to death?

I
I
I
I
I
I
I
I
I
I
I
I
I,
I
I

N [ ]
N [ J
N ( J
N [ ]

( J
[ ]

days

[ )
( ]

~0061

®J
Pa9'e # 1. (2) \.....

I
stools

y (]
}( ( ]

Y (J
N (]

___ days

y
N

y
N

Loose ()
stiff [J

[ ]
[ J
( J
[ )

\ I

y
y
¥
"'l
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14. D~d (ch~la) have bloo~ In the stools dur.ng
the illness that led to his/her death?

~5. D~d (ch~ld) have a rash dur~ng ~he ~l1nes5

that led to his/her death?

1.6. lio.. nany days d~d the. rash lastl

J.7 • Where was the rash?

134 Ho~ many ~oose or watery stools d~d (ch~ld)

have ~n one day dur~nq the ~llness?

a. Face
b. Trunk
c. Arms
d. Legs

1.8. D.ld. (child) have a fever dur~ng the
~llnes$ that led to his/her death?

1.9. HoW' many days d~d the fever last'?

29/03 99 MO~ OJ 20 F~ 65 7861697
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DIAGNOSTIC CRITERIA

Child reported to have died - of InjUry ("Yes"

response to Q # 3 )

Child who had weIght loss or who was thInner than

other chIldren of hlslher ("Ves" response to 0 '# 4 )

Child who had cough or difficult breathing for lwo

or more days, S!:!fL rapid breathing for at least one

day (24 hours) pnor to death ("Yes" response to

Q #5 Q.!: Q #7 )wrth duration of two or more days

and ("Yes" response to a # 9 ) with duratIon of at

least one day

Child who at least had loose or watery stoots per

day for than more than 24 pnor to death {"Yes"

response to Q # 11mJ.Q. appropnate duration and

number of stools In a # 12 and Q # 13 }

Child who meets the cnlena for diagnOSIs of

diarrhea (above ) and has blood In stool (-Yes·

response to Q #14 )

Child who IS at least 4 months of age who had

Illness With fever and rash lasting 3 or more days

(~Yes" response to Q #15 and Q #16 and duration

of at least 3 days for Q # 16 and Q # 19 I Location

of the rash can help to make the dIagnOSIs more

certain)

Child who has a new flaccid paralysIs pnor to

death ("Yes· response to Q # 20 and a #21 )

SRI CBANDERIS PORE
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AppendIX (continued)

Algorithms for DiagnosIs basQd on Death Investigations

InvQstlgatlon of the death of a child ( 1 to 59 months}

PROBABLE DIAGNOSIS

Polto

Measles

Malnutntlon

Dysentery

Pneumoma

Diarrhea

I 29/03 99...-,/- 03 20 FAX 65 7861697
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Title _

Date of bIrth __'__...:'_

Rrst treatment date _----:'__-.:'

Date of death

SRI CHANDER/S PORE

By-'-'--

__I__..:/~__-

___________COmpartment Ward _

Inve~LJgatlon of death of B woman. Aged 15 - 45 Years

Balha Rural Integrated Child Survival Project
_,_,__ By , Cat

MON 03 21 FAX 65 7861697
/'

COuld you descnbe the circumstances of the woman s death?

Interview date

Address

Illness onset date

Name of the child

Notification date

Treatment place

1

~009 _I

~I

I
I
-I

'_-.:'_ '~<::1

'I
-------------------~-----------------

29/03 99

y ( ) - end

N ( )
y ( ) - 9
N ( )

-'--'-

Y ( ) - end

N ( )
y ( )

N ( )-6
f I--------

I
~I

I
I
I
I
I
I
I
I
I

'])I? I

)
) - end

)

) - end
)

)

)

)

Y (
N (
Y (
N (
y (

N (
Y (
N (

11 Did the woman have obstructed labor?

10 Old the woman have a hIgh fever dUring the pregnancy (after bllth) ?

8 CALCULATE THE DAYS 8ElWEEN BIRTH AND DEATH
15 thiS less than 43 days?

9 Dud the woman have bleeding dUring the pregnancy (after bIrth) ?

6 Was the woman known to be pregnant at the time of her death?

7 When did the woman last give birth?

4 When was the abortion?

5 CALCULATE THE DAYS BETWEEN ABORTION AND DEATH
Is this less than 43 days?

2 Old the woman die of an injury ?

3 Old the women have an abortion shortly before she died



PROBABLE DIAGNOSIS

Maternal Hemorrhage

Abortion

~010

@J --

Any woman who dies while pregnant or less than
42 days aner abortion or delivery ("yes" response

to Q # 7, and n Yes response to Q # 6 2!: Q # 9,~

l< Yes" response to Q # 3 ), even If another cause

of death 15 eVIdent

DIAGNOSTIC CRITERIA

woman reported to have dIed of an Injury CCyes.e
1"f"c;pOn~~ 10 Q .# 2 )
Woman who had abortion less than 42 days pnor

to death ryes"' response to Q # 7 and Q # 9)
Woman who had heaVf bleedmg dunng the
pregnancy or dunng or after delivery I abortton

("'yes" Il:Sl>onsc to Q # 10)
w0!TIan who had high fever durmg the pregnancy

or dunng or after delivery I abortion ("yes·

response to Q # 11 )
Woman who had seIZures dunng or after delIVery J

abortion (<<yes" response to Q # 12)

Woman who had reported to have obstructed

labor ('"yes" l"esponse to Q # 13)

SRI C~~ERIS PORE
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Appendtx contmued

Algorithms for DiagnosIs Based on Death Investigations
InvestigatIon of the death of a woman C15 to 44 years'

MON 03 21 F~ 65 7861697
;/

EclampSIa

Maternal SepsIs

Obstructed Labour

Maternal Death

InjUry
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STEPS IN COMUNITY SURVEILLANCE

The project Will undertake With Its partners the folloWing steps In developIng the commumty-based
dIsease and death surveillance (CBDDS)
Commumtv SUn'elllance of 3 vaccine-preventable disease cases (polio, measles and neonatal
tetanus)
To [Qedltate Case IdentzfieatlOnlReportzng, the pro/eet Will
1) Develop slmphfied slmpltfied defimtIon of a "suspect" case for popular use In the project area In the

detectIon of each target dIsease (I) pobo new paralYSIS 10 a cluld or adolescent, (ll) measles fever
and rash 10 a chIld, (111) neonatal tetanus stIffness or mablbty to suck In a newborn,

2) Field test/adapt all CBDDS forms to assure that design IS OptImal
3) Tram BRICS staff, CMOIPRClSC staff, NGO staff VHGs, TEAs, AWWs panchayats, parush

mandaIs, malula mandaIs, youth groups, pnvate practItIoners famIly members of WV sponsored
chIldren WV sponsored chIldren and school teachers In the above-mentIoned slmpbfied case
defimtIons that should detect most of the cases ofpobo, measles and neonatal tetanus

4) Conduct commumty educatIon through commumty meetIngs schools and home VISits to ensure that
health workers and comrnumty members wIll be able to detect suspect cases

5) Adapt and dIstnbute promotIon matelals includIng 'memory aids' and posters WithIn project area,
6) Instruct commumty members to ImmedIate report suspected cases of the 3 EPI target dIseases to their

first contact health worker (VHG, AWW or PRC/SC staffor to their closest contact In the BICSP)
7) Create a chmote where everyone needs to report every case ofAFP (Acute Flaccul Paralyszs)-

zero-reportIng of AFP WlJI be InstItuted on a monthly basiS
8) As the commumty defirutIons are very general, thIs Will result 10 more reported cases (e g reported

AFP cases) than actual cases (e g case-based AFP With stool posltlve for pollo ViruS 8)--the first
contact health worker Will be Instructed to report every suspected case ImmedIately to the SCIPRC
staff

9) Tram the PRC staff (DoctorlLHV/semor ANM) or SC-based ANM to promptly (Wlthm hours)
mvestIgate any suspected cases by fillmg out a "Suspected Case IdenuficatIon Form wluch IS

SUblDltted to the BaHIa Dlstnct Imrnuruzatlon Officer (DrO )
10) Conduct a fuJI mvestlgauon 10 collaboratlon With the PRC doctor or the Balha DIO usmg the natlonal

case report form for suspected pobo and neonatal tetanus cases
11) Arrange With the Balha DIO for stool specimens from suspected poho cases to be taken and sent on

Ice or 10 Speclalaly deSignated "reverse cold cham" to the deSignated poho laboratory at the National
Insltute of Cornmurucable DISeases

12) AsSist the Balha DIO In weekly mODltonng oftImehness and completeness ot reports

CommuDity SUn'edlance of deaths In neonates (0-28 days), children 1-59 months, and women 15-45
years The project Will
1) Fmahze 3 types of death InvestIgatIons fonns for field mvestIgatIon of (a) neonatal deaths (b)

chddren 1-59 months, (c) maternal deaths (15-45 years)
2) Fmallze dlagnlOStlC cntena for classlfymg cause of death by death mveStIgatlOn (verbal autopsy)
3) Tratn BRICS staff CMOIPRClSC staff NGO staff VHGs TEAs AWWs panchayats parush

mandaIs mahrIa mandaIs youth groups pnvate practItioners famIly members of WV-sponsored
cluldren WV sponsored chIldren and school teachers In the management of tlle communuty based
death survedlance

Death Reportmg
The first contact worker (VHG TEA AWW or SC-based ANM) Will report ImmedIately any deatlls to
the PRC LHV who Will conduct a verbal autopsy/desath InvestIgatIon to determme the cause of death
The ERICS s LeOs (Lady Commumty Organizer) Will be tramed to obtam notIficatIon of deaths m
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under-5 cluldren and women 15-45 years from panchayatJrelIglOlls leaders daIly Any deaths WIll be
reported unmedIately to the LHV The BICSP WIll liaIse WIth the VballIa dIstnct hOSpItal to obtam death
notIficatIOn among under-5 chtldren and women 15-45 years from Beruar Ben block It WIll also arrange
for mamtenance of lme hstmg of all neontal, cluld and maternal deaths to facilItate summary and to
prevent double-countmg The project WIll dIscuss WIth commumty and NGO partners on possible
strategIes to raIse the proportion of neontal, chIld and maternal deaths captured by the death surveillance
system

The project Will also facziltate more effectzve use ofsurvezllance data at
(1) the commumty level--e g if there is a dIarrheal or pneumorua death or NNT death or maternal death ,
target all pregnant women m the cluster/compartment for mtenslve health educatIon regardIng ORT,
Pneumoma recogmtIon and referral, IT or family planrung/spacmg;
(11) program level-map the geograplucal dIstnbutlon ofall identIfied neonatal, cluld and maternal
deaths,
(m) strategzdpJanmng leveJ--recommend family planmng as the smgle most Important mterventIon to
reduce neonatal mortalIty

13-h-L-
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FOCUS GROUP
MOTHERS

BALLIA CHILD SURVIVAL PROJECT
DETAILED IMPLEMENTATION PLAN

DATA FLOW DIAGRAM
COl\1MUNlTY BASED SURVEILLANCE SYSTEM

COl\1MUNlTY

VILLAGE I I VILLAGE I I TBAs I I COMEMMUNITYMBERS I
LEADERS HEALTH GUIDES_ . .

VHGfTBAlAWW
Case IdeotIficatlOn I1

AcuteRespoOSl: ANMIPHN Acute ResponSl IandOutbreak Level 1 InvestigatIOn and Outbreak
InvestlgatIon

1
Investigation

IProject Team/CommuDity
Dlstnct EPIIPHC Level 2 InvestigatIOn PHC/CMC
Staff and BRICS 1 Staff IProject Staff

Project Design Management
and Trend AnalysIs
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Annex 14

LIST OF IN COUNTRY ADVISORS
NATIONAL LEVEL

1 USAIDlNew Detru
Dr Heather W Goldman, Ph D (Director, Office ofSOCial Development)
Dr RaJanI Vatd (project Officer, Health SelVlces DIVlSIOn, Office ofPopulatIon,
Health and NutritIOn)
Ms Aslu Kohh (program Management AsSistant, Office ofSOCial Development)

2 WHO/Southeas1 AsIa Regional Office/New DelhI
Dr T Walta (pubhc Health Adnumstrator)
Dr Imam Moceny (ChiefofEP!)
Dr John Fltzfommons (Admimstrator & Program Officer)
Dr OratIn (MedIcal Officer Safe Motherhood)
Dr ViJar Kumar (DIrector Integrated Management ofDlSeases)
Dr Sanvatt (M 0 Integrated Management ofChildhood lllnesses)

3 UNICEF
Dr K Swesh (MedIcal Officer, Epldenuology)
Dr K.RAnthony (U P State Health Officer, UNICEF, Lucknow)

4 UNPP
Tim Mckaye (RegIOnal IllVlDeveiopment Project Director)
Ms Geeta Sethi (Semor Project Officer)

5 POPULATION COUNCIL
Dr ME Khan (Country AdVlsor)

6 PLAN INTERNATIONAL
Dr Nallm Abraham (AdVlSOr Health)

CENTRAL GOVERNMENT
Dr Vlmte Umar (DIrector, Reproductive and Chdd Health)

U'ITAR PRADESH STATE GOVERNMENT
1 Dr S D Trupatru (AddItIOnal Drrector EPI)
2 Dr Gayatn Shanna (AdditIonal Director MOHFW)
3 Dr VK Snvantara (DIrector State Institute ofHealth and FamIly Welfare)
4 Dr P C Josm (DIrector MOH and FamIly Welfare)
5 Dr A Z RtZV1 (DIrector General Fanuly Welfare Govt ofU P )

DISTRICT
Dr A K Snratteva (ChtefMedlca1 Officer, Balha)

LOCALNGOs
Annpam Khatn (presIdent Rotaract Club ofBalha)



Annex 15

Objective

Specific ResponslblhtIes

Background Summary

1993-1994

Jan 1995-present

1<"' -- \

• Drafted gUIdelmes and workplans for implementatIon ofthe assessment ofWVRD
secondments to the field, customer satIsfactIOn survey, rmdterm reView of the ISG

• Successfully faCIlItated a SED deSIgn workshop m collaboration With headquarters,
regIOnal, and natIonal offices

• Accelerated the development and completIOn oftraImng docuemnts and matenals
related to GTE Imtmtives

To contnbute to the Acluevement of the mmIstry goals of a Chnstian humamtanan orgaruzabon
wluch has global operatIOns by proVIdmg leaderslup to the GrantsTramng and EvaluatIon diVIsIon
ofWorld VISIOn, Inc

FED GARCIA
4940 SW 319th Lane #H303

FEDERAL WAY, WA 98023
(206) 874-3064

Nineteen years ofsuccessful expenence In managing Pnmary Health Care/Cluld SUfYlval projects
internatIOnally, WIth a strong record ofaclueVIng results m complex polItical enVironments

Pnnclpal actIVitIes Include program deSIgn and development, grant management, traImng, fund
raIsmg, and evaluatIOn Current responsIbIlItIes mclude management (planmng, coordmatlOn,
reportmg, budgetmg, qualIty mamtenance ofthe work ofthe dIVISIOn) and strategIC (capaCIty
butldmg, resource acqUIsItIOn, evaluatIOn, marketmg and reportmg)

Career HIStory and Accomphshements

GTE Programs and EvaluatIon Manager. WVRD

ResponsIble for the procurement of new funds from USAID for Inlcroenterpnse programs and
proVides techrucal aSSIstance to selected staff at WVRD, egIOnal, and natIOnal offices to enable
them to negotIate, deSIgn, Implement, and evaluate partemslup-supported programs

Pnmary Health Care/Child SurvIVal Manager
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Responsible for the productIOn ofqualIty proposals, fund raiSIng, grant management, evaluatIOn,
field capacity-buIldIng and evaluatIOn Annual budget of projects In over 20 countnes IS estImated
at $6nulhon WVRD became the US-based pva With the most USAID grants

Education Attamment

Master ofPubhc Health, School ofPubhc Health, Umverslty ofHaWaII m Manoa, Honolulu, ill,
USA (1975)
Doctor ofMedIcme, Far Eastern Uruverslty, Dr N Reyes Medical FoundatIOn (FEU-DNRMF),
Marula, Phthppmes, (1971)

Completed Trammg Programs

LactatIOn SpeCIalty, Mercy HOSpItal and Medical Center, San Diego, Callforrua, USA (1984)
PedIatnc Reslden<;y, ChIldren's MedIcal Center, PhIlIppmes (1972-1974), Quezon CIty,
MetroMamla, PhIlIppmes (1976-1977)
FamIly Plannmg SpeCialty, InstItute ofMaternal and Child Health, Quezon City, MetroMarula,
PhIlIppmes (1972)

Work Experience

Senior ProJect Officer, World VISIOn RelIef and Development, Inc, 34834 Weyerhauser Way S,
Federal Way, WA 98001 1988 to present

Technical Consultant for USAID-funded Child SUrvIval Project, World VISIOn Haiti, Port-au-
Pnnce, HaItI 1988 (4 months)

MCH/FP Consultant, World Health OrgamzatlOn, Western PaCific RegIOn 1984 (1 month)

PrOject SpeCIalIst and Field MedIcal Supervisor, InstItute ofCommuruty and FamIly Health,
Quezon City, Metro ManIla, PhIlIppmes 1976-1986

Consultant m Pnmary Health Care and FamIly Plannmg, PopulatIOn Center FoundatiOn, Metro
ManIla, Phthppmes 1979-1986

Affihate Consultant, Department ofFamIly Medlcme and CommunIty Health, Fatlme College of
MediCIne, Valenzuela Metro Manila, Phlhppmes 1980-1986

ASSIstant Professor, Dept ofMedIcal BIOchemIstry, InstItute ofMedicme, Far Eastern UnIverslty-
DNRMF, Mamla, Pluhppmes 1977-1986

Cumculum Vitae
Fe D GarCIa
March 28 1999

I
I
I
I
I
I
I
I
I
I

v{v'



Post-graduate Courses Attended/Audited

Pubhc Health/Sclentdlc Papers Authored/Co-authored

Chmca1 NutntlOn, InstItute ofHuman Nutntlon, ColumbIa College ofPhysIcIans and Surgeons,
New York, USA 1980 (1 month)

1971-1972

«The PhysIcIan as a TramerfFaclhtator A Challenge" Presented dunng
the InternatIOnal ConsultatIon on Health sponsored by WVI m Geneva,
November 2-9, 1989

"The NBT (NItro Blue Tetrazolmm) Dye Test to DIfferentIate Bactenal
from Nonbactenal InfectIons Among FIlIpmo ChIldren"

"UtllIzatlOn ofMothers for Some Aspects ofPnmary Health Care m
PhIhppme Barangays (VIllages)" from Pnmary Maternal and Neonatal
Health A Global Concern New York, Plenum Press, 1983, pp 495-501

"Gutdehnes for Tramers of Mother Health Workers" by the InstItute of
commumty and Family Health (ICFH)

"PractIcal Proposal Wntmg", presented dunng the InternatIOnal
ConsultatlOn on Heath held m Geneva, November 2-9, 1989

"Pnvate Efforts m the PreparatIOn of550 Mothers as Commumty and

Research and Teachmg Fellow, as above

Assistant Professor, Dept ofMedical BlOcherrustry and Dept ofMedIcme (Chmcal NutntlOn),
FatIma College ofMedIcme, Valenzuela, Merto Mamla, Pruhppmes 1980-1986

Crash Courses m BlOchermstry (4-5 days/year) College ofMedIcme, Umverslty of the Phthppmes,
Mamla, Plullppmes 1978-1986

Teachers' Trammg Courses, NatIonal Teachers' Trammg Center, College ofMedIcme, Umverslty
ofthe PhIhppmes 1978-1986

Doctoral level courses m NutntlOn (18 umts), College ofHome ECOnOlnICS, Umversity ofthe
PhIhppmes, Dlhman, Quezon CIty, PhIhppmes 1983-1984

SpecIal Summer Trammg Program In SOCIal Research, InstItute for SOCIal Research, Ann Arbor,
MI, USA 1975 (2 months)

Semor Author

Author

Co-author

Curncu1um VItae
FeD GarcIa
March 28 1999
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Famlly Health Workers m 41 Pluhppme Barangays (Villages)" by ICFH

A Trammg Manual for the Hdot* Atde by ICFH

"The Botlka sa Barangay (Village Drugstore) and Its Relevance to Pnmary
Health Care In Remote PhllIppme Commumtles "

"TraditIonal Birth Attendants as HIlot MCHIFP AIdes m Phlbppme Rural
Commumtles "

"A Ten-Year Study ofAbdonunal Tumors Among Fdipmo Chlldren"

f<"- l~

"PresentIng Mamfestatlons m Acute LymphocytiC Leukerrua as Prognostic
Parameters m 56 FllIpmo Chlldren (ten-year penod) "

Cumculurn Vitae
FeD Garcia
March 28 1999

• Member, Amencan Pubbc Health AsSOCiatIOn 1989 to present
• Secretary (Ist), PhtlIppme AsSOCiatIOn of Acaderruc BlOcherrusts

(medical schools) 1984
• Charrperson, CommIttee on FamIly Life, PhtlIppme PediatrIC Society,

Mamla, Phlbppmes 1985-1986
• Co-chairperson, Comnuttee on School Health, Phlbppme Pedlatnc

SOCiety, ManIla, PhilIppmes 1983-1985
• Member, Board ofJudges m Chmcal Research, Dr Jose Fabella

Memonal Maternity HospItal, Mamla, PhilIppmes 1984-1985
• Member, PhIhppme Pedlatnc SocIety, Mamla, PhIhppmes 1977-1986
• Member, Maternal and Chlld Health ASSOCiatIOn of the Phthppmes 1976-1986
• Member, Faculty Club(s), Institute ofMedicme, FEU-DNRMF and

I
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1974

1984
1983

1980

1985

1980

USAID Fellow, LactatIon Specialist, San DIego, Cabforrua, USA
Diplomat, PhllIppme Pedlatnc Society
FEU Medical Alumru AsSOCiatIOn Fellow, course/audIt observatIOn
tour ofUS medIcal schools
UDAID Fellow, Master ofPublIc Health, Umverslty ofHawau, Honolulu,
Hawall
Most Outstandmg Faculty m BIOchemistry awarded by the Graduatmg
Class of 1985, FEU-DNRMF, Mamla, PhtlIppInes
Most Outstandmg Faculty m BaSIC SCience Category awarded by the
InstItute ofMedIcme FEU-DNRMF, Mamla, PhllIppmes

Fellowships/Awards

•

Memberships m OrgamzatlOns

•

•

•

•

•



I

Also Guest lecturer/tramer for other medIcal schools, medIcal SOCIetIes, and NGOs Involved In
health and health-related actIVitIes

*TraditlOnal BIrth Attendants

1983-1986

1981-1983

1982-1984

1979-1981
1977-1979

1971-72, 1977-86FatIma College ofMedICIne, Metro Manila, Phtbppmes

Manager, NOVIB (Netherlands)-funded project Development ofa
SImplIfied Health Care System 10 15 PhthppIne rural Villages
Manager, MEMISA (Netherlands)-funded project NutntlOnal
Ennchment Program 10 Isolated PhIlIppme Vl1lages
Manager, APPA ( AsSocIatIon ofPhIlIppme PractICIng PhySICIans m
Amenca)-funded prOject Trmmng ofPnmary Health Care Workers 10

PhIlIppme VIllages
Manager, WHO-funded project Health SerVIce Research for Pnmary
Health Care
Co-Manager, IDRC (Canada)-funded project Trammg ofHl1ot AIde

PrOjects Managed

•

•

•

•

•

Cumculum VItae
FeD GarCIa
March 28 1999
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CURRICULUM VITAE
(I) PERSONAL PARTICULARS

NAME SRI CHANDER Sf0 TlKAMDAS NEBHRAJ
SEX MALE
NATIONALITY SINGAPORE CITIZEN
MARITAL STATUS MARRIED WITH ONE SON
ADDRESS WORLD VISION INTERNATIONAL SINGAPORE

1 SOPHIA ROAD #04-05 PEACE CENTRE SINGAPORE 228149
TEL (65) 785-7679 FAX (65) 334-5848

(II) CURRENT POSITION IN WORLD VISION INTERNATIONAL RegIOnal Health AdViser Asia Region

(III) PROFESSIONAL TRAINING

MAJOR DEGREES/QUALIFICATIONS YEARS COMPLETED

lyear(I982-1983)
5yeaIl(l96S-l973)

1 PublIc Health
2 Medical/Surgical

3 EpIdemiology

Master S m PublIc Health (MPH) (Johns Hoplans Umvensty)
Bachelor of Me<hcmefBachelor of Surgery (MBBS) (Umverslty
Smgapore)
Certificate (Dept of EpldemlOlogy Johns Hoplans School of PublIc
Health and Hygiene)

4 Occupational Health Certificate (Industnal Health DlvlSlonfNatlOnal PrOductIVity Boards SIXmonthsfpart
Smgapore) tune (1987)

5 TuberculosIs Control CertIficate (National Asthma Research CenterfNatlonal JeWlsh Hospital, 0newee1c(1983)
Denver Colorado, USA)
Certificate (NatIonal Hansen s DISease Center, Carville, LoulSlanna USA) 'J\\.o\Weks(I983)
Certificate - Schoeffelem Leprosy Research & Trammg Institute Kangm Ten \Weks (1982)
IndIa)

6 Leprosy Control
7 Leprosy Control

(IV) WORK AND EXPERIENCE

1974 - 1978

1990 - 1991
1987 - 1989

1985 - 1986
1983 - 1984
1981 - 1982
1978 - 1980

(MONTH/YEAR) TYPES OF WORK
1991 Now Regional Health AdVISor, Asia PaCIfic Region World VISion InternatIonal Smgapore (PrOVIdes techmcal

backstoppmg to ±l health-development and HIV/AIDS PreventIon & Control projects funded by
USAID/AUSAID/ODAlCPHAletc m Asia PacIfic)
Director of Health, South ASIa RegIon World VISion InternatIonal (Bangkok ThaI.1and/Smgapore)
Pnmary Health Care AdVISor ASIa & Middle East ReglOn World VISIon International (Smgaporef
Bangkok ThaI.1and)
Pnmary Care PhySICIan Singapore
Medical Officer Refugee Camp, Singapore
Rural Pnmary Health Care/Leprosy Work, India
Pnmary Health CarefRefugee MedIcal Work m IndonesIa South Chma Sea Smgapore KampUChea and
Somaha
Medical Officer m vanous hospItals and medical centres m Smgapore

r
I
I

(V) AREAS OF EXPERTISE
Conduct of feaSIbilIty studies and wntlng of project proposals for specially-funded mtegrated health and development
projects (both rural and urban) m AsIa RegIOnal countnes

2 AsSIStance m baselIne surveys and developing detaI.1ed ImplementatIon plans for specIally-funded health and development
projects (USAIDIAUSAID/ODAfCPHAlete)

3 AsSIStance m the conduct of mid-term and fmal evaluations of specially funded health and development projects and
HIV/AIDS prevention proJccts (USAID/AUSAID/ODAlCPHAletc)

4 ASSistance to World VISIOn field offices m the development of a specific country strategy for health and development
of mnovatlve and holIStiC models of health projects

5 ASSIstance m the development of trammg modules/matenals for health workers
6 Conduct of country-WIde surveys on health and development of natIonal health profI.1es
7 DeSIgn and conduct of Chtld SurvivaUSafe Motherhood trammg workshopsflearnmg events
8 ReVIew of Health Management Information Systems
9 ASSistance to health projects m development of commumty-based DIsease and Peath SurveI.1lance Systems (CBPPS)
10 Conduct Quahty Assurance exercises Involvmg Child SurvIVal projects

I
I
I
I

(VI) ADDITIONAl QUALIFICATIONS
ExtenSIve expenence throughout ASIa/S E ASia m trammg pnmary health care workers facilitatmg and orgamsmg
workshops for health workers and perfonnmg evaluatIOns ofPnmary Health Care programs and Health Information Systems
Also attended conferences and workshops on PartICIpatory Rural AppraISal QualIty Assurance STDfAIDS Immumzation
and other reglOnal/mternatJOnal health/chdd survIval workshops and conferences

IC)"- Co
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Personal

fLJ-l

OrganizatIonal and mterpersonal skIlls demonstrated by successful perfonnance of dutIes as
dIscussed above Team player With solId commumcatlon skills and commumto, Involvement
(e g youth director weddmg coordmator and Church counCil member)

Bachelor of SCience m Busmess AdnuDistratlon, UDiverSity ofPhoemll., 1996

Bachelor of Arts m Management, Umverslty of Phoemx 1996

Umverslty ofWlsconsm Disaster Management, Four courses 1985 to 1986

10/84 to 1/85

ProfessIOnal Expenence
Grant Accountant, Fmance/Corporate SeIVlces Department 10/95 to present

Responsible for managmg the finanCial reportmg for the Asia regIOn and Cluld SUIVlVal
Headquarters grants DutIes mclude prepanng grant budgets In cooperatIon WIth the field
offices for subnusslon to donor agencIes, subnuttmg monthly drawdown requests for grant
expense reimbursement, prepanng quarterly finanCIal reports to A I D and other donor
agencies and momtonng field expendItures AddItlonal responslbl1ltles Include prOViSion
of grant accounting and compltance tralmng to Asia reglOnal staff

PrOject CoordInator, Innovatlve Programs 10/92 to 9/95

Managed all World VISion workplace gIvmg and payroll deducuon programs, coordmated
the use of prepackaged "Fly-Away KIts" for emergency dIsaster response, prepared and
momtored departmental operatmg budgets, coordinated all MonrOVia-based volunteer
ImtIatlves, and prOVided backstoppmg to all domestlc dIsaster response actlVlues

AdrmmstratIve Coordmator, Intematlonal Rebef 4/90 to 9/92

ASSisted m proposal wntmg and edltlng, acted as pnmary lIaIson to profeSSional mecbcal
volunteers for WV Romania program, coordmated all mternatlOnal and domestIc travel for
program reView and evaluatlon

Cred1t!Legal Secretary

Tracy D. Stueve

(202) 608-1855 (IN) (

AdmlmstratlVe Support SpecialiSt, Donor SeIVlces DIVISion 1185 to 4/90

PrOVided duect managenal support, maIntamed mventory of office supplIes and wntten
matenals, asSiSted m annual budget preparatlon and momtonng and prepared departmental
payroll

EducatIon

World VlslOn Inc

World VlSlon, Inc

C Itohand Co
(America) Inc
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Address
Name
Profession

CURRICULUM VITAE

ADP Balha POBox 25 Dlstnct Bailla Uttarpradesh-277001
Denms T Chenan Age 32 years Mantal status Single
Public health specialist/proJect manager

Skills Project deslgnmg and plannmg QualitatIve research des/gnmg Report wntmg & Fmanclal management
Communrty Based Programme deslgnrng & Implementation Knowledge of MS word Excel, Wordstar
Wordperfect

Professional Qualification
Masters In Health AdmlnrstratlOn
M S (Counselling Psychotherapy)
Bachelor of homeopathiC medIcine
and surgery (BHMS)

Tata Instlfute ofSocial SCiences, Mumbal,1995-1997
IBM S, Chlftor,A P 1995

M G unlVerslfy,Kerala, 1984-1992

Work expenence
1992-1993 PhysIcIan at a pnvate clinIc managed self at Cochm Kerala
1993-1995 Worked as a medIcal officer In -charge for CSI MIssion HospItal, Warangal PrOVided cllmcal

care and health education on nutntlon and health care for approximately 100 Villages

Professional expenence
May 1997-September 1998
As project officer for an Action cum research programme" Infant feedmg practIces" Helped In facilltatmg the
project, deslgmng the project proposal, qualitatIve research and conducting a SOCIO- behaVIOral study of feeding
practices of children less than 1 year of age ASSIsted In prOViding an outline for matenals development for
health commumcatlOn, which would cater to a community which IS illiterate and semIliterate

Tramed on
• Project deslgnmg and project proposal wntmg (World VIsion, New Delhl-1997)
• PRA techmques (PRIA New Delhl-1997)
• Use of Qualitative research Techmque with focus on "Infant feedmg Practices & Nutntlon" (AED,1998)
• Review of IMCI trammg package for baSIC health workers (WHO,Chand/garh-1998)
• KPC survey deslgmng (Tramer certIfied by John Hopkms School of public health 1998)
• Use of EPIINFO package In data analYSIS (1998)
• Reproductive health Integration Imtlatlve & TOT (SEATS USAID Bangladesh,1999)

Trammgs conducted
• Trained grass root level staff of 12 NGOs on momtonng and evaluation
• Trained grass level staff on qualitatIve research techniques
• DeSIgned a package and tramed barbers on HIV/AIDS
• As resource person for ICDS Lucknow workshop orgamsed on Dec 8th&9 lh 1998 presented paper on (a)

Socle-cultural aspects and beliefs of feeding children less than 1 year of age and ItS Impact on nutnt/on (b)
Socle-cultural practices and bellefs-A commumcatlon bamer In use of ORS and ItS pOSSible reasons for
failure at the communrty level

• As resource person for Prathlmthl Sansthan a local NGO to tram commumty leaders on safe dnnklng water
nutntlOn and family plannmg (1999)

Studies conducted and proposals developed
• "Role of CMAI In supporting community health programme of member mstltutlons"
• Developed a proposal for "'nfant feeding programme"
• ASSisted m developing a project proposal for "Truckers mtenm HIV/AIDS project"
• Utilization pattern of health services m an urban slum
• Part-time communrty health workers and their role m Implementmg TB programme
• Arches Rural Hospital a step towards commumty partiCIpation
• An evaluation of trammg programmes of Haryana State Health servIces

()--)t
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CURRICULUM VITAE

Subodh Kumar,
Shantl kunJ, Tagore Nagar,
Balha, Uttar Pradesh
Inma - PIN 277 001
Tel 05498 23267
Personal Informatton
Age 28
Natlonahty Inman
Status Marned
ProfesslOn Statlstlclan and Front Lme Leaderslup Tramer
Spouse Mamta Kumar
Cluldren None

Office Address
Balha Area Development Program,
Near U P Setu mgam Office,
Post - Tlkhampur, DIStnct - Balha
Uttar Pradesh - PIN 277 001
Tel/Fax 0091-5498-23014
ema1l balhaadp@wvJ. org

Professional Objective
Management overSIght of BRICS and Area Development Program Also to faClhtate the
strateglc mtegratlon ofboth teams under the BRICS project to ensure the synergetlc Impact of
clnld survIval/reproductIve health mterventIons

Education and training
• Masters m statlstlcs, Dr B R Ambedkar Umverslty Agra U P (1993-95)
• Short course m commumty Health Management, XaVier Instltute of Management,

Bhubeneshwar, Ornsa (1997-98)
• Certrfied Zenger Miller Facilitator (1998)
• Short course and workshop on Team Bwldmg (XLRI, Gurgaon 1998 )

proposal Wntlng (New Dellu, 1997)
Trammg ofTramers (Konark, 1997)
CEDC (Madras, 1997), ChIldren m hlgh nsk (Bangalore 1997)

• Tramed m KPC Survey methodology by tramer certIfied by John HopkIns Umverslty
School of Pubhc Health (1998)

• Tramed on Grand Fundmg With USAID standards by WV Internatlonal finance consultant
of Bangladesh

• Tramed on AID Fundmg rules and regulatlons for US government funds by assoclatlon of
PVO Fmanclal Managers, USA (1999)

Work History
October 1998 Present Team Leader, BRICS ProJect, World VlSlon IndIa. Major responslbility

mcludes Over all Facmtatlon of the BRICS mterventlons, and ensure the
strateglc mtegratIon of BRICS and Balha ADP team

July1997-Sept'98 Manager, Balha Area Development Project World VlSlon of IndIa Major
responslblhtles mc1uded set up the ADP, prOVIde leadershlp for the ADP
mterventlons m Health and development program

I~--9



Oct' 96-June'97 ASSOCIate program support, Major responsIbilitIes mc1uded Supervlsmg
Special prOjects hke Cluld Abuse prevention proJect, Street chtldren
project, etc ASSIst m trammg and deslgnmg

Apnl' 96- Sept'96 Research ASSOCIate, Kanpur Street clnldren Project World VISIon of Inwa
Major responSlbilities was to conduct a research study among the
cluldren of Kanpur and plan project mterventlons

Oct' 95-March'96 Assistant Pastor and PnnCIpal, City Church/ School, Church of North Inwa

Languages Fluent m oral and wntten Enghsh and Hmdt
SurvIVal level PunJab1, Bhojpun, and SanskrIt

Other Board Member Shalom Cluldren's Home Dehradoon
Member All Inwa pulse Poho Immuruzatlon Task Force
Member Rotract Club Balha (present)
PreSIdent Rotract Interact Club Roorkee (1987-90)
ParticIpated m MId Term Evaluation of USAID funded Kean Svay ChIld SUIVlVal

Project m Cambodta

Publications - Research paper on Probability Model on couple Fertlhty (Sankhya 1995)
- "The Dead End Kids" pubhshed by World VISlon of Inwa
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BIO-DATA

EMPLOYMEKT AND EXPERIENCE:

COURSES IN HEALTH/DEVELOPMENT

OCtober 1995 to December 1998. Manager for Programme Support In an Intern.atIonal NGO

EDUCATIONAL QUALIFICATIONS

qHANTANU nU'ITA

INDIAN, CHRI:::>TIAN

N:;lmf"
Father's Name
Date of place ofbuih
NatlonalJ.ty & Rehglon

1<;-- {(

1) Assessmg trammg and staff development needs facilitatIng In house or external trammg
2) Momtonng and evaluatmg projects unplemented by the organisatIon
3) ProVIdmg techmcal backstoppmg to CEOC' and Healthj nutrItIon projects {currently totalling 8 projects}
4} IdcntIfymg and respondmg to cmcrgmg trends and wntmg proJcct proposals I dcsignS
5) DocumentatIon
6) Canymg out operatIonal research on relevant subjects
7) NegotJ.atIng and operanonabzmg projects WIth assistance from USAID,DFID,CIDA, AUSSAID and other

InternatIonal and Ind:tan donors

ResponsibilitIes Included

ResponslblhtIes Include ProVIdmg Managenal And Techmcal SupervISIon To A Cluster Of Projects In
UP And Mef'tIng Donor Account::tblltty Standards The Projects Receive MultIple Fundmg From Pnvate
And Government Sources Also ReqUIred ConductIng Regular MomtorIng And EvaluatIon And
Moblh.6lI1g Addl1.l0Ildl Rt:l>our<.-t:1> AI> Nt:<.-t:I>l>dIY By LkU.l:>OIl And Dldlog Willi Vd.IlOLtS Donor Agt:Il<'-lt:1>

1 Drug Abuse and Alcohobsm (Natlonal Insntute of SocIal Defence, New DeIhl 11990))
2 Project FormulatIon (NatIonal InstItute of Pubhc Co-operatIon and Chdd Development, New DelhI [19931)
3 NCOs and Rural Ind18. (Ind18.n SoCIal Instltutc, New DelhI [1993])
4 Gender and Development (Madras [1994D
5 Rebel and Disaster management Workshop (Dhaka/Bangladesh l19941)
6 1'ran81t1on from Rebef to Sustamable Development (ColombojSn Lanka [1995])
7 South EastAsta Reglonal Health Workshop (Phnom Penh/CambodIa (1995])
8 Course on Managenal effectIveness from Tata Management Trammg Centre, Pune [1996)
9 Transformanonal LeadershIp Course (Zenger Miller Modules (1996-97J)
10 KPC swvey trammg conducted by tramer certJfied by John HopkIns UnIVersIty School of Pubbc Health

(1998)

1 MBBS from Armed Forces MedIcal College, Pune (1984)
2 PostGraduate Dtploma In CommunIty Health Management from Chns1:Ian MedIcal College, Vellore (1992)

Ja.nu.ary 1999 Tin Date Opera1:lons Manager man Interna1:lonal NGO

PROFILE OF PROECTS SUPERVISED

a) chtldren of sex workers
b) CBR project for phySICally dIsabled
c) Sexual explOltatJon of tnbal gIrl chlldren
d) street chIldren project
e) chtld labour (supported by AUSSA!D)
f) refugee chudren of war ( supported by AUSSAID)
g) mfant nutT1t1on I ~upportf'd by USATnj

h) Child l>LtI"VIVd.1( l:>uppOlted by USAID)
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PROJECT UNDER NEGOTIATION
a) Law as a tool for development
b) HIVI AIDS project WIth truck dnvcrs
C) CBR IDltJab.ve for the mentally handIcapped
d) Street chIldren 10ltIatIves 10 two more centres due to start by Dec 98

September 1993-~5 Manager for North IndIa for an InternatIonal Rehef and Development Agency Major
respons1bilibes 10clude overseemg the executlon of more than 50 chlld care Health and Development ProJecl$

\10 8 North Inrban <3t::1.tes, IdentIfymg and selectlng npw projects, hatson WIth n~tlonal ::mn mternatlon::t
agenCles

AuQust 1992-~3-Field Program DIreCtor for NIRPHAD, an 10tegrated Rural Development PrOject 10 Mathura
DIStrIct of UP Project has mterventlOns m areas of Health. Faml1y Welfare Agnculture. Arumal Husbandrv
Women's' Development, Incom€' GeneratIon, Los Cost Housmg, <3OC1al Forestry, C'.ommunIty Eye Progranune
and other WIth fundmg from Natlonal and InternatIonal AgenCies ....,

1990-1991 Employed WIth Emmanuel MInIstrIes, Calcutta, and a regIstered Trust. Along WIth my WIfe
pIoneered the "Tapunaghata Commumty Development Project" an mtegrated SOClal and Health uphfunent
project In the suburbs of C'alcutta Also mvolved In the trea1ment, counsellmg and rehabilitation of Dnlg
addICts and alcohohcs dunng tillS tune

1984-1989 Medical Oilicer 10 the IndIan AJr Force m the rank 01 Fhght LIeutenant. DutIes mvolved. General
practIce attendmg emergenCIes promotlon of lugh health standard at AIr Force bases lIDplementatlon of ,
Nabona! Health programmes and a WIde range of admtmstratrve dutIes

MEMBERSHIP OF PROFESSIONAL SOCIETIES

1 IndIan Pubhc Health ASSOCiaTIon
2 Ind1aIl SOCIety of Health AdmmIstrators
3 ChnstIan McdiCal ASSOCiatIon of India

LANGUAGES KNOWN

Read. Wnte and speak EnglIsh. BengalI and Hmdi

Computer Rtency- Wmdows 95, MS Office

OtheR:

I
I
I

1 Part of the E.valuatIon Team for CanadIan Publtc Health ASSOCIallon funded Child SlirVlVal Project 10
Kandal Stung (Cambocha) - 1997 I

2 Presented paper at Frrst IndIa PublIc Health Congress organIsed by IndIan Pubhc Health ASSOCIatIon at
Cdk.UUd. - 1997 -

3 Member of a RegJ.onal Rehef ActIon Team for the ASia PaCIfic RegIOn for rapId response to majOrI
dIsasters-smce 1995

4 PartIcipated 10 ASia ReglOnal Workshop on MICro Nutnents orgarused by Helen Keller InternatIonal-ManIla
1997

5 Attended '1 th InternatIonal Conference on AIDS In l\.slajPacmc-MamIa 1997 I
6 Attended the 51 st RegIonal COmmlttee meeb.ng of the World Health OrganIsatJon (SEARO), New Delhi, and

September 1998 as an NGO observer

ADDRESS FOR CORRESPONDENCE
World VlslOn-Indla
8oIII, Bah Bhavan. 2nd floor
LaJpat Nagar- 11
New Delhi - 110024
Tel 011-6831168
Fax: 011-683117
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SubOi..lh h..Wllfu

Mamta KumaT

Very fluent ill Enghsh, Hmdl

NAJME

TECHNICAL QUALIFICATIONS

ACADEMIC QUALIFiCATIONS

DATE OF EIR:'H

i!1JDRZSS

x

DIp10Ul8 ('Onl ")1'" m F'(f'C"l1twe Sf'C"H"tm'81 Prr1C"t,('(' - Y \Xl ('< f\ of n""lll' n~lth t11""

IOUO\\-llH~ ~llOJf'C'TS - ..,nortn8JlO I vpf'\,-nnng Llu?,llsn TOr Ml1<.,mf'~S ( 0mml1TIl(':::lT10TI

WOP.!!' EXPERIENC:E

On the LTob trammg at Perff'ct Relations ,JangpllTa, NeT\," DelhI

.0.>

May 1996 - Octobel 1998 wOlked a::. AdmllllstIatr\ic ASSistClJ.ll Witli Ire Llllutecl,
Janprrth, New DelhI

Jul} 1995 - Mille::::' 1996 \\"o:-ked a::, a ::,ec.::-etill"J at the BU::'illC::,::' Ce:::ltle of fue Tn.J
Mah81 Hotel Mansmgh Road Ne\, DeLhI

HOBBIES

EXTRA CURRICULAR ACTIVI77ES ACUVCIV lJarllulJdtc~l ttl Dcdcu.lldLLull dlHI

deb2.te~ ....! school1e"t!, .lI..ct:"e I'-1embcr of l_Trlltc.2 1\b:"::::l2.~, !:::dL.C':>!.l:)::''!~, Socd,
(nlnu'al ()n~~1'}1~Rt10n rl l N I:, '" <. ()jflt ~('t100l I\J( ( {ndf"t ..·t { Ol'f'~f' Lf'Vf' I

lvIAMTA KuivIAR

LANGUAGES PROFICIENCY
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Husbapd's Name

Date andplace ofBIrth

NatlonafJty and religion

Hannah Maslh

Akbar maslh

Indian, Chnstlan

•
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V\'o ..k-ed ,n AGO Ballte (a prOject Of \lVorld

V510111 IJ 5all 12 fo- b montt"s as a Laav

(S A) Graduate In Economics, Engllsn

ana Sociology f"'om Hl\:B

univerSItY 8ehradoon 1997

fV1asters In SOCl0109Y from AnnamaJal

Unlvers,ty Delhr(Contmumg) rAe-'ll 0"-'> '(-eo-<.,

Diploma cOurse In Family Life Education

8i'e t\1ontJ-. C"'ash II' ::-/D "g

.(PC SL!rve' tva1j"llrg -:cndL.cted b)1 the

~i2 ~Ie'" certr" ec ~ , ':')'~r Y~P,<lfjS

Ur"vevsr:-r' S~hCCI 0'::: Pd~IIC wec:ltr

\r"orhed as Lad\ cOii'muntty

Organizer In ADP DISHA, Rajasthan fo~

8months 1997 (a project of World

~ eSE;l)lIv c x.eCL1drl~1 rn" 10:J ,"I1:n Ei:\~C.::;,

I Dallta k.Lll al Integrated (nlIG SurviVal

ProJect, a DroJect of \lvond VIsion) as an

homJn.Stratlve Asslstam
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\\ OIled (I, Commumty De\.elopment (hgmu...er m
-\ D P Paun Oal1n"al (1\ PlOJc;ct of ,''V IndIa)
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PROFF~,JON\L TR<\II\:lNG

EOUCAflON-\T QtT \LIFICA1ION

WORK F"\PERIFi\;t('E

ClTRRIC{iL '--1\1 ,[[ 'XL

BENJA.1\lF" N JF~PRUN

S/o 1'1 lSI <id

DRIes
BaHia - PI oJect of "'mid "15.IOn India

BALLIL\. UP

DIploma III Publtc He11th And lhgtelle

Inlc;nnedlatc; (BOal d of Intl;,nnc;dlak
~ducat1On, Hj del abad )

Worked Vvlth nRS r BAP flS1 :rvllSSION
a(j CoonhnJtor

Prepared a Hou(je Hold Surve) Fonnat wl11<.,h IS

fca(jlblc for aU kmds of data collection

\\ Olklllg as llamlllg A<;Sl<;tant m l:HUCS

(BClllamm N Je5.urun)
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CURRICULUM VITAE

FRANK FRANCIS
C/o Dr J P N Smgh
Tagore Nagar, District - Ballia
Uttar Pradesh - PIN 277 001

Personal Information

•

Age 24 years Nationality Indian Marital Status. Single

Educational QUalification

(1) B Com from Lucknow University (1995)

(2) PGD in Rural Development from IGNOU (research on Child survival &. safe
motherhood with special reference to Beruarbarl block, District Ballla, Uttar
Pradesh) (1998)

(3) Masters In Sociology from Annamalai University (Previous year continuing )

Technical Qualification

(1) FA (Fmancial Accounting) &. DTP (Desk Top) in computer baSICS from lICE,
New Deihi (1995)

(2) Through with MS-Office &. Internet environment

(3) Knowledge of Sun System &. Manual Accounting according to WV standards

(4) Trained in grand fundIng With USAID standards by WV InternatJonal finance
consultant of Bangladesh (1998)

(5) Trained on KPC survey methodology by trainer certified by John Hopkins
Umverslty School of Public Health (1998)

(6) Trained on AID funding rules and regulations for US government funds by
Association of PVO Ananclal Managers, USA (1999)

Work Experience

1 Worked as a Computer Instructor in lICE (Indian Institute of Computer Education)
New Delhi for one year (1996)

2 Worked With ADP Bharpur, Kullu (Project of World VISion for 2 years as an
countant cum fOP (1997-98)

3 Presently executing my Job With BRICS (BaHia Rural Integrated Child Survival
ProJect, a Project of World Vision) as a Finance/AdmInistration Coordinator
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BALLIA RURAL INTEGRATED CHILD SURVIVAL PROJECT
(BRICS)

JOB DESCRIPTION

JOB TITLE: CSP Project Manager

REPORTS TO: Operations Manager

JOB PURPOSE: To lead the project team In the day to day lmplementatzon of
the BRIGS actllnfies In acluemng Its goals and obJectwes,
control the serutce delwery and also coordmate the work of
Techmcal Officer and Traml11g Officer

DUTIES AND THE RESPONSIBILITIES:

• Keep abreast of the latest developments m pubhc health through systemanc
readmg and research

• Facilitate project mterventIons and prOVIde overall dIrection to the BRICS team m
purSUIt of program objectIves

• Plan and lead day-to-day unplementatIon and operatIons of the project
• Mamtam good workmg relatIonshIps WIth other NGOs, and coordmate and

collaborate WIth DIstrIct Health OffiCIal to bUIld capaCIty for quahty serVIces
• SubmIt monthly and quarterly reports to the OperatIons Manager m accordance

WIth the reportIng requIrements of USAlD (m consultatIOn of CSP Team Leader)
• SupervIse the work of the TechnIcal Officer and Trammg Officer
• Ensures the formatIon of the local adVISOry board m Balha ADP through

networkIng actIVItIes
• DISCUSS, plan and Implement sustamabIhty strategIes WIth the commumty and

other partners m Balha DIStrIct
• FmalIze the project plans m consultatJ.on WIth CSP Team Leader for each quarter
• Develop specIfic plans of actIon for the second, thrrd and fourth year of the project

m hght of the fmdmgs of penodIc surveys, assessments and evaluation reports
• Perform any other dutIes as assIgned by the Project Team Leader

QUALIFICATIONS

• Must be a graduate from a recognIzed medIcal college or have a Masters of
PubhcjCommumty Health/Health Adm1lllstratIon degree, WIth a conSIderable
amount of expenence In communrty health programs (RCH/CS IS preferable)

• Expenence In management of commumty health programs
• Fluency m both wntten and spoken Enghsh



BALLIA RURAL INTEGRATED CHILD SURVIVAL PROJECT
(BRICS)

JOB DISCRIPTION

JOB TITLE: CSP Team Leader!ADP Manager

REPORTS TO: Operations Manager

JOB PURPOSE Responszble for the management overSIght of the both BRICS
and the BaUza ADP Team. PnncLpal task wzll be to faClb.tate the
strategzc IntegratlOn of both teams under the BRICS project to
ensure the synergzsnc zmpact of C1uld Survwal/Reproductlve
Health znterventlons

DUTIES AND THE RESPONSIBILITIES

• Manages the overall programs, fmanclal operations and mterventlOns of the BRICS
project and the Ba1lla Area Development Program

• Coordmates and collaborates WIth top level OffiCIalS of the Health Department m
Ba1lla, UP State and the mtematlOnal orgamzatIons m the ImplementatIon of the
BRICS project

• Work WIth Zonal Health Coordmator by seekmg lus guIdance m managmg
program mterventIons, and ensunng program obJectlves are met and Implemented
WIth qualIty

• Ensure that National MOH gUldehnes are followed m ImplementatIon of the
mterventIons of the CSjRH program

• Ensure that project satIsfies the lugh technIcal standards of both USAID and
WVUS and honors Its baSIC thrust

• Irntlate strategIc alhances WIth the key partners/potentlal donors
• Lead the BRICS Core Team and IdentIfy, prOVIde and mstItutIonahze capaclty

bul1dmg programs for all the personnel m the BRICS team
• Call the monthly staff meetmg of the BRICS and the ADP Team
• SubmIt the monthly and the quarterly reports to ADNZ, for forwardmg to

USAlD/WVUS/WVAPRO office, m accordance WIth the reportIng requIrements of
USAlD

• Mamtam good workmg relatlOnslups WIth representatlves of USAID, and ensure
that changes m the budget and the ImplementatIon plan are commurucated to and
approved by USAID through WVUS

• Carry out annual performance appraIsals of staff under BRICS project and the
BalhaADP

• Perform other dunes as aSSIgned

QUALIFICATIONS

• Must be tramed ill publIc health or statIstlcs, WIth suffiCIent field expenence ill

commurnty health

•
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Ability to work ill a team.
At least two years of proven managenal expenence m managIng health projects
Demonstrated management expenence ill the area of trammg
Excellent commUnlcatlon skills both m verbal and wntten Enghsh and Hmdl
Strong mterpersonal and leadership skills
Strong analytlcal skills



BALLIA RURAL INTEGRATED CHILD SURVIVAL PROJECT
(BRICS)

JOB DESCRIPTION

JOB TITLE- Traming coordinator

REPORTS TO Project Manager

JOB PURPOSE: Responszble for orgaruzzng all the trmrung for the BRICS team,
government health sector, pnvate sector and at the grass-roots
level

DUTIES AND THE RESPONSIBILITIES

• Be responsible for carryJ11g out tranung needs assessment, and deve10pmg
mnova1:lve, competency-based tranung curncula/matenals relevant to project
ac1:lVl1:les

• Llasle With UNICEF, USAID,VHAI, WHO, MOHFW and other agencies to collect,
develop and u1:lhze dlfferent trammg matenals

• Develop yearly trammg calendar, quarterly newsletter, notebooks, and health
messages for vanous target groups

• Prepare reports of annual/quarterly mee1:lngs of TBAs, VDWs, vanous tranungs,
speCIal semmars and workshops

• Mamtam copIes of all relevant trammg matenals and other project documents
such as Vldeo, shdes etc and make them available when reqUITed

• Help develop, orgaruze and coordmate trammg needs assessments, cUITIculum
development and schedules

• Conduct trammg sessIOns from 1:lme to 1:lme for project staff and grassroots
particIpants

• LIaISe With mass media m consulta1:lon With Project Manager/ CSP Team Leader
• Perform other du1:les as assigned by the Project Manager/ CSP Team leader

QUALIFICATIONS:

• TOT skills and facilita1:lon skills
• Masters degree In SOCial SCIence or CommUOlca1:lons
• Fluency m both wntten and spoken EnglIsh
• Preferably two-three years expenence workIng With any PVO m the field of

tranung
• Ability to commumcate Ideas

!t)- 2-0
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BALLIA RURAL INTEGRATED CHILD SURVIVAL PROJECT
(BRlCS)

JOB DESCRIPTION

JOB TITLE: Training AssIstant

DUTIES AND THE RESPONSIBILITIES:

QUALIFICATIONS:

JOB PURPOSE: ASSIst tralrung Coordmator m orgaruzmg all trmrung for the
BRICS team, government health sector, pnvate sector and at
the grassroots level

Training CoordinatorREPORTS TO:

• ASSISt Tram.mg Coordmator m tram.mg needs assessment and In developmg
mnovat:1.ve competency-based traIDlng curnculajmatenals relevant to project
act:1.V1t:1.es

• ASSIst Trammg Coordmator to halse Wlth UNICEF, USAID, VHAI, WHO, MOHFW
and other agencIes to collect, develop and utthze traIDlng matenals

• ASSIst Trammg Coordmator to develop the yearly trammg calendar, prOVide dianes
for field staff, prepare quarterly neWSletter, notebooks and health message folders
for the dIfferent beneficl8.ry groups

• ASSISt Tram.mg Coordmator to prepare/pubhsh reports on annual/quarterly
meetmgs of TBAs, VDWs, vanous tralllmg seSSIOns, speCIal semmars, and
workshops

• ASSIst Tram.mg Coordmator m mamtam.mg a stock of all relevant trauung
matenals and other project documents such as photographs, Video, shdes etc and
make them avaIlable when requrred

• Mamtalll the project resource center
• ASSlst Trammg Coordmator to develop, orgamze, and coordmate trammg needs

assessments, curnculum development and schedules
• ASSISt Trammg Coordmator to conduct tratmng sesslOUS from t:1.me to t:1.me for

project staff and grassroots partICIpants
• Perform other dutJ.es as assIgned by the Project Manager

• TOT skIlls and faclhta1:J.on skJ1ls
• Masters degree ill any subject
• Fluency m both wntten and spoken Enghsh
• Preferably two to three years expenence workmg With any PVO m the field of

trammg
• Ability to commUnIcate Ideas
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BALLIA RURAL INTEGRATED CHILD SURVIVAL PROJECT
(BRICS)

JOB DESCRIPTION

JOB TITLE. Fm.ancelAdministrative Coordinator

REPORTS TO CSP Team Leader

JOB PURPOSE: Resp0nS1.ble for the jinanczal management of the BRICS project
and ensunng that project repornng standards and deadlznes
are met accordmg to USAID regulatzons

DUTIES AND THE RESPONSIBILITIES:

• Collect and malntam all necessary frnancial rnformatlon
• LIaISe With government departments or general admInlstratlon (post office,

electncl'ty etc )
• In charge of EDP and related work ???

• Ensure compllance With frnancial requrrements of World VISlOn IndIa, WVUS and
USAlD Estabhsh finanCIal system to rnclude fund requests, bank transfers,
dIsbursements, record keepIng, repornng and forecastIng of fInanCIal needs

• Ensure that funds utI.hzatIon follows the agreed budget plan as reflected m the
DetaIled ImplementatlOn Plan

• Prepare monthly, quarterly and annual fmanClal reports, pipehne analyses and
other reports requIred by World VISIon IndIa, WVUS and USAlD

• PrOVide feedback and technIcal support m the area of fInanCIal plannmg analySIS
to the Project Manager and CSP Team Leader

• Perform other functions as requested by the CSP Team Leader
• Help m daily admInlstratlon, I e mamtenance of log book

QUALIFICATIONS:

• Must be a commerce graduate With suffiCIent expenence rn WV accountIng system
• Two to three years of expenence In managmg accounts of a development project of

anyPVO
• Preferred expenence in grant accounting
• Good mterpersonal, analytical and mtegratIve skIlls
• Good communlcatlon skills
• Can work under pressure With mmImum supeIVlsion
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BALLIA RURAL INTEGRATED CHILD SURVIVAL PROJECT
(BRICS)

JOB DESCRIPTION

JOB TITLE· TechnIcal Officer

REPORTS TO: CSP Project Manager

JOB PURPOSE: ResponsIble for ensunng that MOD & HFW protocols and
standards are attaIned, and best practr.ces are follwed
Assunng the qualzty, coverage and Impact of the CS/RH
actllntzes

DUTIES AND THE RESPONSIBILITIES

• Facilitate the work of four Pubhc Health Nurses
• Work WIth the counterpart PHC MedlCal Officer m assunng the quahty, coverage

and lIDpact of the CSjRH actlVl1:l.es
• Ensure that the proper reglsters are mamtaIned by the PHNs for coverage of

CSjRH mterven1:l.ons, and lDlDlumza1:l.on and maternal cards are safely kept by
mothers

• Facilitate the IdentIficat.1on, reglstrat.1on and trackmg of all the pregnant women
and pregnancy outcomes

• Facilitate the educab.on of pregnant women and adolescent grrls m proper
antenatal and postnatal care

• Tram mothers and members of the Ma1:ula mandal m the IdentrlicatlOn of
symptoms of ARI and CDD

• Develop trammg programs for TBAs along WIth the Trammg Officer
• ProVlde counsehng to mothers on Family Planmng/brrth spacmg and the

management of STDs
• Launch large-scale program on Family PlannmgjBlrth Spacmg
• Work WIth the CSP Manager m lID.plemen1:l.ng other CSjRH mterventlons and

ensunng the quahty of the program
• Perform other dutIes as assIgned by the Project Manager

QUALIFICATIONS-

• A medical doctor WIth MBBS degree from a recognIZed medIcal college
• Ability to work under pressure WIth mUUIIlum superviSion
• Good mterpersonal commumcatlOD skIlls
• Expenence of worklng m commuruty health



BALLIA RURAL INTEGRATED CHILD SURVIVAL PROJECT
(BRICS)

JOB DESCRIPTION

JOB TITLE. Monitoring and Evaluation Officer

REPORTS TO: Project Manager

JOB PURPOSE. Responszble for establIslung the Health Informatlon System,
establlSlung and mamiazrung an effecb.ve morutonng and
evaluatlon system, Irutlatlng CBDDS IncludIng AFP
surveIllance Launch CQI Irutlatlve to morutor and Improve
program qualIty

DUTIES AND THE RESPONSIBILITIES

• Estabhsh and mam.tam a systematJ.c and decentrahzed recordIng and reportIng
system that will proVide conSIstent, accurate and tJ.mely mformatIon to the BRICS
Project ManagerjCSP Team Leader at all levels

• Coordmate the collectJ.on and data analySIS related to rogram goals and obJectlves
• Ensure penodlc assessment to measure performance m accordance With program

goals and mdlcators
• With the Project Manager, bUIld strategic alliances With the DIStnct CMO office m

estabhshmg the HIS system to track progress towards the project objectIves
• Evaluate trammg related to HMIS and share recommendatJ.ons for Improvement of

trammg
• Tram. CDOs and Commumty Volunteers m establIshIng CBDDS With

1 School chIldren
2 Schoolteacher
3 Members of the Malnla Mandal
4 Members of the youth club

• Ensure that accurate and relevant data are gathered, aggregated, entered mto the
computer (backup copIes stored securely), and analyzed, and prOVide feedback to
the appropnate staff

• Develop, field-test and refme formal mstruments needed for trackmg progress of
project

• Ensure accuracy of qualItatIve and quantItatIve data (through PLA, Focus Group
DISCUSSIOns, KI1, health care facility assessment and KPC surveys) and properly
document the same

• Work closely With the core team and prOVide support m the area of field
assessments and surveys

• Ensure that all deaths and bIrths ill the commumty are registered With the DIStnct
Registrar's office

I

,
I
I
I
I
I
I
I



•J
~

I,
I
I
I
I
!
I
I
I
I
I
I
I

• Ensure along With PHNs that Iden1:Ifical:lon of pregnent women, nnmumzal:lon,
Vltamm A supplemental:lon, TT2 and Iron folate dlstnbul:lon are properly
documented through cards and regIsters

• Penorm other dUl:les as assIgned by Project Manager

QUALIFICATIONS:

• Bachelor/ Masters degree m StatlstlcsIBlO-statlStlcs
• Good worlang knowledge of the followmg software MSWord, WordPerfect,

MSExcel, Power Pomt, EPI-Info, and Harvard Grapmcs
• Fluency m verbal and wntten Enghsh and HIndI
• ConsIderable expenence ill the fIled of HMIS
• Strong analy1:lcal skills and mterest m research



BALLIA RURAL INTEGRATED CHILD SURVIVAL PROJECT
(BRICS)

JOB DESCRIPTION

JOB TITLE: Monitoring and Evaluatlon Asslstant

REPORTS TO: Monltoring and Evaluation Officer

JOB PURPOSE: ASSIst the Morutonng and Evaluatzon Officer to establzsh the
Health Informatzon System, to establzsh and mamtazn an
effectzve morutonng and evaluatzon system, and zrutzate
CBDDS zncludzng AFP survezllance Launch CQI zrutzatzve to
morutor and zmprove program quahty

DUTIES AND THE RESPONSIBILITIES:

• AsSISt M&E Officer m establIshmg and mamtammg a systematic and decentralIzed
recordmg and reportmg system that will proVIde conSIstent, accurate and tImely
mformatlOn to the BRICS Team Leader

• ASSISt M&E Officer to perfom penodlc assessments of performance m achIevmg
program goals and mdicators

• ASSISt M&E Officer m coordmatIng the collection and analySIS of data related to
program goals and objectIves

• ASSISt M&E Officer to buIld strategic alhances WIth the DIStnCt CMO office m
estabhshmg the HIS system to track progress towards objectives

• ASSISt M&E Officer to evaluate trammg related to HMIS and make
recommendations for Improvement of trammg

• Tram CDOs and Commumty Volunteers m establIshIng CBDDS WIth
1 SchoolchJ.ldren
2 School teachers
3 Members of the Malnla Mandal
4 Members of the youth club

• ASSISt M&E Officer to ensure that accurate and relevant data are gathered,
entered mto the computer (WIth back-up copIes stored securely), analyzed and fed
back to the appropnate staff

• ASSISt M&E Officer to develop, field test and refme the forms/mstruments needed
for trackmg the progress of the program

• To be responsIble for accuracy of qualItatIve and quantitative data gathered
through PLA, FGD, KII, health care facility assessment and KPC surveys, and
properly document the same

• ASSIst M&E Officer m workmg closely WIth the core team and prOVIde support m
the area of field assessment, surveys, momtonng and evaluation of progress
toward project objectIves
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• To ensure along Wlth the PHNsJ ANMs that IdentrlicatlOn of pregnant women,
lmmumzanon, VItamin A supplementation, TI2 and Iron fohc dlstnbutlOn are
properly documented through cards and regIsters

• To be aVaIlable for any other dunes ass1gned by the CSP Team Leader

QUALIFICATIONS:

• Graduate m Statlstlcs/ BlO-StatlStlcsj SOC1al Work/ Pubhc Health
• Good workmg knowledge of the followmg software MSWordjWord Perfect, Excel,

Power Pomt, EPI-Info, and Harvard Graplucs
• Fluency m verbal and wntten Enghsh and Hmdl
• Conslderable expenence m the field of HMIS
• Strong analytlcal skills and mterest m research work



BALlA RURAL INTEGRATED CHILD SURVIVAL PROJECT
(BRlCS)

JOB DESCRIPTION

JOB TITLE: Public Health Nurse/ANM

REPORTS TO: TechnIcal Officer

JOB PURPOSE: To provzde operational as well as mecharucal servzces In order
to acfueve project goals and maIntazn proper records and
reportIng system.

DUTIES AND THE RESPONSIBILITIES:

• Work WIth relevant project staff and commuruty partners to accomphsh project
obJectlves for assIgned workIng area

• Facilitate the work of LCOs under her care and also build up theIr technIcal skills
on project mterventlons

• ASSISt m facilitatIng lngh qualIty care management among partner health care
prOVIders

• ASSISt m pre-servIce and on-the-Job traIrung of commumty development
volunteers

• Be responsIble for all technIcal lOgIstIcal arrangements and mventory records
needed to accomphsh project actIVItIes

• ASSISt m developmg supervISOry mecharusms, tools and schedules
• ASSISt m all surveys and evaluatIons
• ASSISt m preparmg and ma.:mtaIrung regular techru.cal reportmg system m relation

to aSSIgnments
• Work With the government ANM m EPI coverage and to ma.:mta.:m proper records
• Work With the PHC ANM In. promotmg farmly plannrng measures, and ma.:mtam

the proper records
• ASSISt m EPI dIsease IdentIficatIOn, help In. conductIng mIssed opporturuty surveys

and verbal autopSIes both of chrldren and women on receIpt of lIlformatIon from
VDW/TBAs or LCO

• Perform other tasks as aSSIgned by Techrucal Officer/ CSP Manager

QUALIFICATIONS

• Nursmg certrficate m Pubhc/Commuruty health from a reputable nursmg school
• At least 2-3 years workmg expenence m commuruty health

I
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BALLIA RURAL INTEGRATED CHILD SURVIVAL PROJECT
(BRICS)

JOB DESCRIPTION

JOB TITLE:

REPORTS TO:

Development Coordinator

CSP Team Leader

I
I
I
I
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JOB PURPOSE To orgarnze and mobIIlZe different panners of the proJect,
Includmg PublIc Sector agenctes and NGOs Imtzatmg
1Tllcroente7pnse development programs, and developmg the
leaderslup and management sloBs necessary to aclueve
project sustalnabtllty and have a posItwe Impact on health.

DUTIES AND RESPONSIBILITIES

• To ensure that targeted number of VDWs are recrulted and tramed to promote the
proJect's duld sUIVlval mterventIons, and to strengthen the eXlstIng people's
orgamzatIons

• To ensure sustamable, preventIve CS services by creatIng a demand among the
commurn1y for PHC services, and prepanng them to take over of the project
actlVl'ues dunng the project Me or after the project functlon cases

• To asslst the commum1y ill therr efforts to develop mlcro enterpnses 1llluatlves
(MED) by means of access to technIcal asslstance m market research, productlon
management and marketIng , so as to sustaIn the econOIDlC condltlon of the
commum1y

• To help m illtegratIng the Area development program and the BRIes
• To address the commumty demand on enVIronmental hYgiene and samtatlOn by

workmg closely Wlth concerned agencIes
• To orgamze and support the potentIal commum1y resources for the estabhshment

of sustaInable health mfrastructure that may lead to the contmuation of health
care services dehvery after the project phases over

• To build capacl'ty of partner orgamzatlons, mcludmg people's orgaruzations
• To be responsIble for any other duties asslgned by CSP Team Leader

QUALIFICATIONS:

• Masters degree ill SOCIal work
• Fluency m Both wntten and spoken Engllsh
• Fluency m Bho]pun preferable
• 4-5 years of workIng expenence Wlth the grassroots preferable
• Has an mterest m busmess management and small scale development program



BALLIA RURAL INTEGRATED CHILD SURVIVAL PROJECT
(BRICS)

JOB DESCRIPTION

Job TItle:

Reports To:

Job Purpose:

Community Development OrgalllZer

ADP ManagerI CSP Team. Leader

To asSlst In ensunng good rapport wzth target commurutles
and to faCIlltate the commuruty In becorrung self-rellant by
InVOlVIng them In the planrung, Implementatlon, and evaluatlon
ofADP-BallIa

JOB RESPONSIBILITIES

• To VISIt target commumtIes regularly to build and maIIltam good relatIonshIps
• To obtaIIl and submIt all necessary mformatIon from the target cluster as needed
• To work conSIstently towards organIZIng core groups, such as commIttees,

women's aSSOCIatIons, and youth clubs and to aSSIst them rn developrng effectIve
leadershIp

• ASSISt core groups to regIster WIth the regIstrar of SOCIetIes
• AsSSIt commumty leadershIp to IdentIfy real needs through PRA/PEP, and

encourage hIgh level of partICIpatIon and ownershIp among them
• ASSISt as a member of the recruItment team for anImators, bastl sevtkas, and

volunteers WIthrn and outSIde the commumty
• Mamtam hIgh standard of stewardshIp and accountability
• Inculcate team spmt through demonstratIng actIve team membershIp
• Estabhsh and nurture healthy mter-personal relatIonshIps among staff members,

local churches, and among commuruty members by example
• Facilitate monthly meetIngs WIth the core group and ensure mrnutes are kept

properly
• PrOVIde the commumty WIth mformatlOn about VarIOUS goverrunent and NGO

schemes for therr commumty's development
• ASSISt m momtonng the teachers, anImators, bastr. semkas, and mstructors, and

facilitate penodlc follow-up meetIngs for teachers/parents etc
• OrganIZe awareness-buildmg programs/trammg In the commumty through

mternal and external resources
• ASSISt Sponsor RelatIon SerVIces staff at the tune of APR, CHS, ChrIstmas Card

preparatIon, Head CountIng etc
• Penodlcally ensure the presence of sponsored chI.1dren In theIr target commurutles
• Mamtenance of mstnbutIon regIster, field staff (grass-roots level) attendance

regIster, dally house VISIt regIsters and sponsored chI.1dren VISIt regIster, wnte ill

dlanes regularly, and prepare theIr monthly plan of actIon m consultatlon WIth
Program Coordmator and other staff

• Accompany VISItors to the project

I
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• Wnte monthly reports mcludmg lughhghts, accomplIshments, constramts, and
success stones from theIr respectlve target clusters and submit m a tmle1y
fashton

• Work toward fulfilling ADP obJect.:Lves m the planned tune-frame
• Be avaIlable for ADP-re1ated work as and when needed
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I) Tra"sfer prDgfilm
respoII:r,brlJty stf!(ll/,Iy to
Imbgt!1Unllf players by
fualltllhng consenlJus on
fuMn'lIablllly goal lI"d
obpdiws,

2) PU aercno!Ilc,htaletlto
k"e!"J.
Village Resource
Developml!llt Plans
(JIDRPs) w"h
potlchaya' and
romm,mlly members,

2) Jf. qfVDRP.~ tkve(o~d

FY 1999 15 flDRPs,
FY 20C)O 20 J'DRPs'
FY200! 20 VDRPs,
f Y2002 11 I'DRPs

2) #I ofVDRP6 developed
per year,
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(collSlSfmg ofrepresenls'l"es
ofUSAIDlWV/CMO/NGOsI
GONGO/commumlyfpnvate
seclor) establrshed to adVISe
project on susllU!Jsblbty
Imlllmves

I) P oj SemH1n"ual muhngs
oj ItUII'f-secloral Pro}tef
Arh',.fOl')' COnlfflrJIffll

eomlMftd,

I§I

~~

2a
l) Presenoe of functlOmng

and eqUIpped Health
MllI1llgemenl Team.

2a -On gOIng over 4 years,
(Please see sechon
F J)

2a
1) 1Team buddIng

exerctse faCIlitated for
CMO!llalJ,

20 One BaIlla DIsinct Health
Management Team
estabhshed.
eqUipped prnf
functlornng

2) Bu,Id publIC health secror
eapaedy by equlJ1pll,g oNd
fra"""g staffofIhe Bollia
Dlstrclt CMO ami flHCJSC stt41
In Bema, Den Brock and /6
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reVIew report.melblated,
3) # ofstafftrwned In3) 12 CMO staff'tramed 10

• PLA exercIses.

• PLA exerotses,• CODDS.

• CBDDS,• CSfRH management

• CSIRH managementskills,
skills,• QAlCQI

• QAlCQIloolsltechtuques.
toolsltechruques.• Iugb qualllY case

• Iugh quality casemanJlBement of
management ofpneumoma and
pneumoruaanddtarrhea.
dllUThea,• MIssed OpportuMy

• Missed OpporturutySurveys,
Surveys,• TOTal-dis.

• TOT sktlls,• Health fuclbty

• Heallh facilItyassessment,
assessment,• COPE exercISes

• COPE exerCises
4) 6 ClViO staff sent on

4) f# of CMO staff sent on2b One Health Management
cross VISIts,

2b -on-gomg over 4 years,
cross vlslls.

TelUl1 In Demar Ben Block
(please see sectIonfor 3 PHes established.
I'I).eqUipped and

2bfuncuorung,
I) I Team butldmg

1) 1/ of Team buddmgexercise f'aetlJ1l1ted for
exercises fac4hlaled forstaffof3 PHes,
slaffof3 PHes,

2) 9 PHC stafftnuned In
2) 1/ of PRe stafflfllmed In• PLA exercl8e!l, • PLA eKemses.• KPCsurvey

• KPC surveytoots/tecroques,
tool!l'lecmques,• CODDS • CBODS,• QNCQI

• QAlCQItoolsflechmques,
toolsllecluuques,• Iugh quahly case • bJgh quality casemanagement of
management ofpneumama and
pneumorua anddJarrheo.
dIarrhea,• MIssed Opportunrty

• Missed Opportumty
f3
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• cold cblUD survey Surveys,

• TOT skIlls J • cold cluun survey

2 c CapacIty of Subcenler staff • emergency obsternc • TOT skills,

(ANMs) enhanced care • emergency obstetric

2 c -On-gOing over 4 yem., care
3) 9 PHC staffsent on (Please see sectIOn

cross VISIts, F I), 3) # of PHC staffsent on
cross VlSlls.

2 c 15 ANMs tramed In 2 c # ofANMs tramed In

• PLA exercISes, • PLA exercIses,

• KPCsurvey • KPC survcy
loolsltecmqucs, tool9llecmqullS,

• CBDDS, • CBDDS,• QAlCQI • QAlCQI
toolsltecbmques. CoolslCecbmques,

• high quahty case • lugh qualtty elise
management of MallBgement of
pncumorua and pneumoma and
dIarrhea, dIarrhea.

• MIssed Opporturnty • MIssed Opporrumty
Surveys, Surveys,

• cold cham survey • wId cham survey

• Tor sktUs. • TOT skills.

• emergency obstetnc • emergency obstetnc
care. cere.

• essential newborn care; • essentl8' newborn care,

• mterpel'lOnal • mferpef9ona.l

2 d Capnclry of PRe tdaJ] commumcatlOns skills. WrnmDntcauons sktlls,

in the mdua-t /mpad • superv1sory skills. 2 d -On-going over 4 years. • supeMSory skt!ls,
llren (/he OIbu16 • VltammA (please see section • Vltarrun A
blocla ofBulfra "'slnd) supplementatIOn of the F I), suppteinenfirtion orche
enhanced, Sick cluld, SIck cluld,

2 d 79 PRe staff", mdlrect 2 d II of PRC sllfiflll
rmpacl area (the atlrer mdlrect Impacl area
16 hlocksoJBalllfl (the other !>locks of
dlsJnct) willpartiCipate. Ballra d,sIYlct) who
in "Lessons Learned! partrclpated l/I
Best Prachces" workw "uasons Learned!.
shops", Best PractIces" work-~~i
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• PlA exercises, shops",

• KPC survey • PlA exercISeS,
toolsltecruque8. • KPC survey

• CBDDS, loolsftecrnques,

• QAlCQI • CHDDS,
tools/techmques, • QAlCQI

• luSh qlJll1tty case toolsftechmques,
rnanasementof • lugh quality case
pneumonia and management of
dIarrhea, pneUnW1lI8 and

• Missed Opporturnty diarrhea,
Surveys, • Missed Opporturnty

• Reproductive Health Surveys,

• Reproducllve Health,

1) Mobr/,~ andmengllrelt 311 OrgaruzallOJUII 3& lAeal NGOs, 3a On gomg over 4 yean, la LgcaI NGOs
entrtprenenrs111p ('fke)' pmate development(OD) and (please see sectlOl1
sector odors in prt1Vllbng capaCity ofJ local NGO~ 1) 3 00 eKerCIgeS F2), I) # ofassessment &
tlhernaJivt CS Itn'Wn; faCilitated and enhanced, facllrtated one each for monrlon"ll toolJ for

the 3 local NGOs, i"ntutlonal~l1IJacity
'"lild"" ofthe. tJrree
partiteI' NGOs

• CnienaJmeasurable mmcators
fur management, linancial &.
servlOO CllpaCity

• CapaCity assessment checkhsts
for management,
finsl1C1al & seMOO

capacity,

2) if of local NGO staff

2) 2410001 NGO staff ItIllned In

tnunedm • program Inl1llagement

• program management and techmc.ol OVersl!!ht
and techmcoJ oversight • financral, management,

• financ18l. mal1ll8ement, acoounllng!coslmg

accounlJDglooSlmg Wlls,.
skJJls, • networking. fundw
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• networkll1g, fund- wnbng skills,
rlUsmg, propo9a1 - Bscornmurnty
wntlDg slal/s, development

- ascommumty workers.
development • Missed Opportumty
workers, Surveys

• MIssed OpportunIty • PLA exermses,
Suneys • KPCsurvey• PLA exer~lse8, tool sltecmqUCll.

• KPCsurvey • SUpeMSOf'Y, morntonng
toolslteclUques, and evaluation stolts,

• SUpeMllOry, morntonng • rnterpersonal
and evaloaUon sla"s. c;ommURlc.Il!lons skIlls,

• Interpersonal • TOTslalls,
commurucahons skills, • CBDDS,

• TOT slaUs, • QAlCQI

• eODDS, toolsltechmques.

• QAlCQI • h18h quahty case
I toolslteclmJques, mBDogement of

• Iugb quality case pneumoma and
mBnaBement of dllllTheo,
pneumoma and • referral manage-ment
diarrhea, skills,

• referral manage-me", • c;onduct of &OCuli
skills, autopsIes,

• oonduct ofsocial
autopSies, 31> # of rBAs fralUed In

Jb Capacity ofTBAs • clean dehver
enhanced, 3b 17] THAi framed m 3b On-gOIng over 4 years techmques,

• clean delIVer (please see sec110n • essenltal newborn care,
teehruques, F2), • lron-fo/llte dlStnbuUon

• essenbal newborn care, to pregnant women.

• Ifon-folate dlslnbut!on • tlltlcly referrals of
to pregnant women, obsletnc emergenclI'8,

• hmely referrals of • vl'amm AdlslnbutlOn
obstelnc emergenCIes, to post-partum women,

• \'1taIllm A duilnbutton • CBDDS,
to post-plUtum women. • QAlCQI

• CBODS, too!s{teclmJques,

• QAlCQI - - !ugh quality case
toolsltechrnques, management of
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• lugh quality case pneumoDlB and
- manasement of dIarrhea

pneumolllll Bnd
dIarrhea,

3c 1/ of pnvate
practlllOners tnlmed In

3c 4S pnvBte pra.ctltlOners • CBDDS
trRm~m • lugh qualIty caseJc CapacIty ofpnvale • CBDDS rnan88ement ofpraclrtlonera enhanctd, • lugh quahly case pnellDlonJa and

management of diarrhea,
pneumonia and
dlJllThea,

4)Strengtlfell cOllunu"lty 4a 83 Village Health Management 40 425 Village panchayat leaders 4a On-going over 4years, 4a I HorVlllagc panchaYllI leaders
slnlctures a"d burld'bm capne't)' Teams (VHMTs) established tramed In (please see sectIon tJalned In

In CSIRlI Rctivltks, and functtorun8, • PLA exerCIses, F3), • PLA exercIses,

• KPC survey • KPC survey.
toolsltecmques. toolsltecmques,

• developing VDRPs, • developing VDRPs,

• eBDDS, • CBDDS,

• conduct of sccUJ1 • conduct of IIOClai

8I1topsles, autopSIes,

• VIUage-based Health 40 u II ofVtll88e Health
InfolllUltlon System Management Teams
(lOS) e8labhshed In (VHMTs) estabhshed
83 larget Villages and funct.IOIunS,

40 III #I oftllfget VIllagers WIth
Village-based Health
Infonnahon System (1-05),

4b 83 women's groups (Malula 4b 225 MaMa mandai members 4b On gomg over 4 years, 4bl # ofwomen's groups
Mandai) WIll be funned and tramed In (please see seciton (MaIuIB MiUldaJ) wdl be funned
functlOmng liB baSIC uruts of • PLA exerC1ses,

F 3). and functlolllng as ballle urnts of
women empowemlent, • KPC survey

women empowenm:nl,

loolslteeruques, 4b 11 1# of Matula mandal members• CBDDS, lralned In

• horne gardens • PLA exerases,

- - - - - - - -... .....£..romot~.
1----1 • ·'Dr IIUl1- - - - - - 1--1 '-- - - - - -
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.:lcp

• e!ltabhslung two tool9ltecmques,
community-owned • CBDDS.
regtsters • home gardens
(EPlIPregnafiCy), promotIon,• appropnale weamng • estabhs!ung fwo
food receples, communrty-owned• blC1h spaclng/faJmly registers
planmng. (EPlIPregnancy),

• approprurte weamng
food rerep'eJ,

• bIrth spacmgffalI1lly
p1anrull8,

4cI II ofYoutb clubs would be
ok 83 Youth dubs would be 4c 210 ycuth club members 4c On-going over 4 years, fonned and funcbonmg

formed Rnd functtomng, tTlllJled In (Please see secllOn 4c h II of ~DUlh club members• CBDDS, F 3), trllJnelllR• organJllOg Village-based • CRDDS,
transport sylltcms for • organmng vtlIage-basedo1>s1etnc emergencies.,

Iransport systems fur
oblltetnc emergencies

4d 83 VHG!I trained m
4d I Preselllle ofAssocmtlon of

4d AssaClftllon of VHGs formed • PLA exercises, 4d On-going over 4 years, VHGs that IS funclJorung
and functlonmg • KPC surve.y (Please see sectIOn

tools/techmques, F3), 4ct u #I- ofVHGs trained In

• mterpersonal • PLA exerCIses,
commurucatlons slolls, • KPC survey• CBDDS, lools/technlques,

• estabhs!ung oommuruty- • interpersomU
owned registers cornmullicatlons slolls,
(EPlIPregnancy).

• CBDOS,• role.modelrng skills, • estabbsJung commuOlty-• CroSS-VISIts, owned regISters

• lugh quallly Clue (EPJlPregnancy),
management of • role-modeling slnlls.
pneumoma and • cmOS-VISits,
dIarrhea, • lug/l quabty case

mallllgcment of
pneumoma and
dtarrhea,
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5)Promole self-filtillfc'Hg of 5 J Three types offinancml 5 I S I On-gomg over 4 years, 5 I # In place
CS senolces through (a) Om- sUflainabrhty ,tuIlatJve3 In • SCost-recovery mechlllllsms • Cost-recovery mechlIDJSll1S

TUoveTJ methods, (b) RffiJUrte place, to Increase revenue generallon to Increase revenue generntloll
gelferall6n methods, (c) Inmlute mtbe delIvery ofCSIRH In the dehvery ofCSIRH
mechalflSllU to Improve project servtces In the publtclpnvllle setvlOOS mthe pubhclpnvllte
corl-effecli.'eness, 0",1 seclor, ~or;

• 7 Mecbarusms to tmprove the • Mechanisms 10 Improve the
cost-efficlency ofproVldmg cost-efficlency ofproVIding
CSIRH serv100S. CS/RH servtces,

• 4 Resource oomnutment~ by • Resource comnulmenls by
counleroart msl1lUhons made couoteroor1 mslltullonll made

6} ''''rime advocacy andpoflcry 6 I Stale Healtb Departmenl 6 I Notional (fLessons 61 FY2000 6 1 1# ofNational IILessolU

formulation. faclhtated to officially LeamedlBen Practices In LearnedlBm Practices III

t!1Idonf! po-llcyfor wlamln 1UlICY" work-shop mcrulated RHICSJI workshop faCIlItated wllb
It suppremenlatroll ofpost- WIth MOHFW, USAID and MOHFW, USAID and partners
lJartrlm moIheI's partners
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Annex 18

WICATORS TRACKING IMPACT & COVERAGE OF CSIRH INTERVENTIONS
Impact Inthcator #1 Total Feruhty Rate number ofcluldren born to a woman who hves up to 45 years
Impact Inthcator #2 Under·5 MortalIty Rate number ofunder-5 deaths per 1000 hve buths
Impad Inrhcator #3 Infant Mortahty Rate number of mfant deaths per 1000 lIve births
Impact Indlcator #4 Maternal MOrtalIty Ratio no ofdeaths In women 15-45 years per 100,000 bve
bIrths
Impad Indwator #5 AFP Prevalence no of reported case-based Acute flaCCId ParalysIs (AFP)/lOO,OOO

population
Impact lndtcator #6 VItanun AdefiCiency prevalence no of reported cases ofVAD m cluldren 9-35 mo
Impact Indtcator #7 % ofcluldren 0-23 months who are moderately or severelY wasted (who fall below

-2 Z score from the medzan weIght for age ofNCHS/ WHO reference populatIon)
Sub-Result #la Increased Coverage of Essentlal Care o[the Seck Chtld
Pneumoma Case Management
-Proportion ofmothers/caretakers able to recogmse at least two danger signs of peumoma that callfor

ImmedIate referral and treatment
-Proportzon ofmothers/caretakers who sought approprzate antlbzotlC treatmentfor theIr children under

24 months With cough and rapid or difjicult breathmg In the past 2 week
--Proportzon ofchIldren 0-23 months dIagnosed as pneumoma who were treated With antibiotICS accor-

dmg to standard case management protocol
DIarrhea Case Management
-Proportzon ofchIldren 0-23 months WIth dzarrhea m the past 2weeks who were treated WIth ORT
--Proportzon ofchIldren 0-23 months WIth dIarrhea In the past two weeks who were gIven the same

amount or more flUIdS other than breast mIlk
-Proportion ofchildren 0-23 months wIth dzarrhea m the past two weeks who were gIven the same
amount or more food
Sub-Result #lh Increased Coverage ofEssentlQl Care o(the Newborn
--Proportzon ofpost-partum mothers who were tramed m care oftheIr newborn (hypothermIa preventIOn
low bIrth weight management and establishment ofexclUSIve breastfeedmg

Sub-Result #lc Increased Coverage ofImmumzatwn
--ProportIOn ofmfants (0-11 months) who have been received card-documented doses ofBCG OPV3

DTP3 and measles vaccmes before age 12 months
--ProportIOn of mothers would have receIved two card-documented doses oftetanus tOXOid (IT2) before

the bIrth ofher youngest chlid less than 24 months
Sub·Result #ld Preventwn ofMalnutrliwn and VItamin A De{Wlency
-- Proportzon ofmfants 0-4 months exclUSively breastfed In the last 24 hours
-- Proportzon ofmfants 5-9 months who are bemg given sobd or seml-solldfoods
- ProportIOn ofchzldren 9-35 months who receIved approporlate card-documented doses of vltamm A

semI-annually
- ProportIOn ofpost-partum mothers who received one card-documented hIgh-dose vztamm A supplement

wIthm 4 weeks of debvery)
Sub-Result #le Improved Reproductive Health Coverage

-Number oftarget VIllages which have functlOnmg wllage-based emergency transport schemes for obste
tnc emergencies

-ProportIOn ofwomen wrth chtldren less than 24 months who reported at least one un- Intended preg
nancy m the last 12 months

--ProportIOn ofwomen With chtldren less than 24 months who deSIre --no more children In the next two
years or are not sure who are uSing modern contraceptIve methods

--ProportIOn ofwomen who delrvered their youngest chlld In the last one year who receIved at least 90
Iron/folate tablet supplements during theIr last pregnancy

--ProportIOn ofmothers who had at three or more card-documented antenatal VISIts before the dellvery of
her youngest ChIld less than 24 months

··ProportlOn ofdelzvenes In the last 12 months who have been attended by a tramed health prOVIder or
PHCI Sub-center ANMlstafj)

l'b- I
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CONCERNS AND RECOMMENDATIONS PROJECT'S RESPONSE
4 MomtorInK and Evaluatwn

• Objectives/mdicators lIsted only capture the CSIRH Please refer to DIP for the project's development component
servIce delIvery component not capturmg fully all objectIves, work plans and annual benchmarks
what you plan to do

• "Need to hIghlIght Objectives/mdicators to capture Please see Annex 5 on the "Assessment and Morutonng Tools
capacIty buIldmf! measurements' for InstitutIonal Capacity BwldIng ofNGOs"

• At the end ofthe day need to ask 2 questIOns Please refer to
-What do you want to be accountable for? I) Annex 18 on "Indicators trackIng Impact and Coverage
-What IS measureable that can be measured? of CSIRH InterventIOns"

11) Annex 5 on "Assessment and Morutonng Tools for
Institutional Capacity BwldIng of NGOs"

• ' Include monotormg/evaluatIOn ofcare takers ThIs IS Included III the InterventIon-specIfic sectIons

• ' Include health faCIlIty assessment A HFA exercise was planned before tlus DIP was wntten
However the consultant was not aVaIlable earlier and IS
scheduled to facilitate tlus exercise only In late ApnIlMay
1999 A separate HFA report WIth recommendatIons WIll be
submItted after that, and factored Into the DIP

• Need to measure health worker performance based on The project WIll asSiSt faCIlitate the traInIng of CMO staff
protocol ofobservation measurement 'What IS the PHC and subcenter staff In a CQI exercise III FY 2000
QA momtormgplan?" follOWIng wruch observatIon and SUpervISOry tools WIll be

developed to Improve the quality of traIrung supervISion and
servIce Some prototype cQr tools are mcluded Annex 19
(EPI SeSSIOn Supemsory Checklist, TWIce-a-Da\ Vaccme
Temperature Recordmg Chart Missed Opporturuty Survey
Forms) Annex 20 (Checkhst for morutonng assessment
classificatIon and treatment for health workers tralned In
Inte.!mlted ARI CDD and Undemutnuon skills)

5 Care Gzvers
a) Focus also on care takers other than chzldren a) The project WIll also focus on mothers-m-la\\s and
b) Need to hlghbght przvate practItIOners fathers

• HowlWhy we are gomg to help them partiCIpate In b) The project WIll recruIt a local consultant In FY 2000 to
the program? assist In adaptIng the BASICSIKUfjI Holy FamIly

• Assess their market share Hosplta1JBlhar PVO II OperatIons Research quesuon-

• What proportIOn ofSIck chIldren/women seek their nmre/methodology to study the "QUality of Home and

servIce m comparzson to government health care Pnvate PractItIoner Case Management of Cluldhood

prOViders? Illnessess" (please Annex 11)

• Assess the quabty oftheir case Both the KPC survey and PLA exercises re\ ealed that the

management/service delIvery maJonty of mothers seek pnvate practitIoners for curatIve
care for their Sick children and pubhc health staff for• Assess them to Improve the qua/zty oftheIr case preventIve health services FollOWIng the baselIne study

management/service delIvery the project plans several CQI exercises WIth pnvate
• Measure such quality Improvements practItIoners to Improve the quahty of their case

management/semce dehvery, CQI Instruments WIll be
Jomtly developed WIth them to measure and track such
improvements
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6 Interventzons

• "Drop the bed-net component" • The project has already decided to do tlus
• "Check the target age group ofchildren recelvmg • The MOR protocol IS for VA supplementatiOn of chtldren

vltamm A supplementation - IS It 9-35 months, 6-7J aged 9-35 months (please see Annex 26),
months or 6-59 months?

• "CDD-some techmcal errors need a deSign strategy" • Please see CDD-speclfic mtervenuons m secuon M,

• "Screemngjor hIgh rISk pregnancy - out ojdate • 11us has been excluded

• "OR - need new methods/materzals • Besides the planned OR on pnvate practtttoners descnbed
above, the project MIl explore others In the next 6
months,

7 PartnershIP / Capacity Buddmg

• "Need a management plan to Improve the qualzty of • Sectton F 2 descnbes tlus, and the Sustamablhty Actton
local NGOs Plan (Annex 12 )

• What funds I resources are gozng to the local NGO s • No funds Mil go to local NGO's but Will be used for
tralmn1?; and other eQwpment

CONCERNS AND RECOMMENDATIONS PROJECT'S RESPONSE
8 Sustaznabllzty

• (Donated drugs undermme sustamablllty who IS gomg • The project Wlllm not sohelt any donated drugs but Will
to be responsIble for sustamabzllty ofantIbiotiC supply access the supply from the CMO office, the project Will
ofCS?fundmg ends? Donated drugs need to befor the use Its pnvate funds to meet shortfalls, and plans to work
short time only" out With partners a cost-recovery plan,

• "Localfund ralsmg-How are we gomg to get • The BRICs project IS an add-on to the Balha ADP, which
communzty mvolved? ' plans Income generatton/resource generaoon acUvtoes
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B \LLI-\ RURAL IN rE("I~\lED ( IIILD ~llR\ [\ AI.. PR()...~( Pi

~UPEHYlSORY CUECKI..J&11l 0R COLD-C'IL\lN l\lONI I (HUNG

~L•• H i\.uu(. -------- AI ell. ------------ -.
1 Invento:y of eJ:;jwpme.nt (location and c:ondluon)

2 ReCngeratol"i and freezelS UI workmg condluon and weD mauuawed

3 Vacanes camen; and cold boxes dean and well m&nUl.lned.

.; Vac:cnes properly 6tored (placement and orderly)

5 Thennometer In refnger.ator (fwtCllonmg properly)

6 Temperature recorded every clay (two tune5-8 a.m and 2 p.m)

7 Temperature morutor present

8 Temperature morutors placed and recorded properly

9 Vac:cmes Witn ~U"atJon date

10 Voltage stabJI.1zer present and workmg

11 Frozen lee packs ,uffioent for next day's outreach lieSSlon WIth reserve

12 Vaocmes taken care of when e1eaoClty fads for more than three hours

13 The fiL2Ild-by generator 15 Ul good condition

SIgnature of Supernsor _

DesJgnaoon _

Date., _
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CHECKLIST FOR STERILIZATION
Yes No

Each cluld mJected usmg a stenhzed synnge I needle (steam boiled for 20-
30 mmutes)
1 Clean the synnges and needles With nuld soapy water and nnse them

With plam water
2 Place barrels, pIstons and needles m the holes of the synnge rack
3 Rack to hd on the loaded rack and press the chp so that It fixes on the

rack
4 Fdl water m the stenhzer based up to the mark
5 Place the loaded stenhzer rack mto the stenhzer
6 Put a palr offorceps on the rack lId
7 Put the stenhzer base, matching the arrow marks on the base and the

hd and tum It clockwtse to close It
8 Put the stenhzer on the stove
9 As steam starts commg out ofthe pressure valve, walt for 5 mmutes

reduce the flame
10 Keep It on flame for another 15 mmutes
11 Remove the stenhzer from the stove and allow It to cool
12 Open the hd only when the synnges and needles are reqUired
13 Turn the hd upSIde down and keep the forceps on It
14 Use to forceps to assemble the synn~e
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EPJ SESSION SUPERV/SORYCHECJCL1ST
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VaCCination team members present

5 AMNs present
6 ANM data forms present

I

Vaccmes/cold chams
7 One Ice pack on the Iable- 
8 Needle rack In sterilIZer
9 Vaccmes on solid lee w
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Record Keepmg
10 ANM EPI register Includes nameslblrth dates of all children 0-11 months old
11 ANM VAC regIster Includes nameslbn1h dates ofalJ ohlldren 12·59 months old
12 ANM presnancy register Includes names of all pregnant women
1J ANM FP regls1er Includes names of all women wlth an under 2 child
14 EPllally mar1<s '::l1umber of syrfnges used
15 Number of vIals used Is appropriate to number of doses given •
16 VAC tally marJ<s =number of capsules used

I

,
. - -

I PATIENT MANAGEMENT t
I t~ <I ,

I

lnfllnl VaQclRslJon Teohnlque Mothar Heolth Educutlon Exit IlltsMaw Know8

I
GIveR Deaths

Chslln Not Corfect Correct Neodrxl ImmunlzetlcR FPI IZ I Nutrition ( 14 I Dhlllhllul17 I PneumonIa (25)
MIl Sill Touch SIre DOllll 11

PIli (3 ) ( .. ) 161 (lSI PI Sido NaKt lIIood Under KnoW8 Knowl(1) Knows Knows Knows
Eflllet Veee OK Bonefite stando Wll8nln~ when how to Two
I B) ( 10' (111 ( 13 I Chart Foode GIVe glVo SIgns.

1151 ( 16) ORS ORS (21)
( 18 I (19)

1 YIN YIN YIN YIN YININA YIN YIN YIN YIN YIN YIN YIN YIN YIN YIN

2 YIN YIN YIN YIN Y/NINA YIN YIN YIN YIN YIN YIN YIN YIN YIN YIN

3 YIN YIN YIN YIN YIN/NA YiN YIN YIN YIN YIN YIN YIN YIN YIN YIN

.. YIN YIN YIN YIN YININA YIN YIN YIN YIN YIN YiN YIN YIN YIN YIN

S YIN YIN YIN YIN Y/NINA YIN YIN YIN YIN YIN YIN YIN YIN YIN YIN
-

,
Comments

"---- --- ---r..- 'i I JI"' SDf" ' ...... ,. -- ---- ,~ -u-r-r----- ---,- --r 't'r---, _.........-.._--



I
I
I

29/03 99 ~ON 03 34 FAX 65 7861697 SRI CHANDER/S PORE ~005

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

General tn1Qnnatlon Sheet
Identify Missed Opportunilies

I Oall ;I:a;.ula3ed, ....a1lh l&Clrny L,r;x::lI1on olladlrty (c~d:OM)

ConduC\QQ by urban other
_rur~1

Type 01 UlSSIO" as511~"~ (cMd:o-) Numblr anen~ln9 da,ly

»aGdlilrlC dine MCH dinll; ctuldr."

-
hud II1'Iml.ll'ulallCn $8"10" .anlenatal dll\lc woman

outrG1ch ImmunIZation SaS.l:lOn Olhar(&'lualb. kli:lw)

I
I

On rile d.rry Dfl~ aJSCSmvfll IUC fM 'Md:l£S1 b~lqw t~,~~w.he pr~pcva.tl.(Jn.s

1 Cold cham aqlll\:ul,anl IS used appropnasal)' a.c:l thal ....c:c:tn. I. ~apl bot-aln OlaC 10 SoC

2 VaC:Z:;lII'. ar. ~ccasslbla to the hlla/lh work."

:) TIn lallowlng vae:;ane• • r. ava,labla today

BCG

OPV

OPT -
. "b,ule,

._TT

~ The haal\l'! warkerl are u4l1n.c:11Q

usa the ,.comm.ncf~Immunlzallon 'cftodula

ob_rve ~proprlat.c:ontralncllc:allona

,a••n chlldre" and women at ave". CClntaet ~d' immunl%a Ihem as necessa".

opatt a vial 01 vaccll'la win Ion., Clnl IlIglble child or woman IS pr.san( 'or ImmunJuslons

U$e one ::Il.file needl. £fId CIne III.nl. Iyrlni' for e.en InJec:ti:;u'!

'III pallenls when lCl rlitUln 'orthe n.~ clo.. and whelher thar. will be any side .lfQCtS

5 S~'fl.;lenl questionnaire 'otms are available lor alllhe children ~nd _me.. who wiD b. uuu..:t Iodzy

S Any addl1lcnallnle,...,a.a,. a,. lralned 10 a:mduet Ul. In&orvl.ws and c:ompt.'a lhe qU.1I1Ionnall••

7 Th. lIupann30t has upJainad the ass.ssm.nI1O th. h.alth work8~ 10 Ihey know whalls laking place

Commanu (G.:IQ/JI PU;tQ'GlID"{D' I'M t:l.UU:lnVN~WJlllUJJlDIIllIlJo4~GWt{Q&Jll'1)

(C\-<Z.- \

(20)
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Idenlrty M,ssed 0ppol'\unilies

Child s OueSllOnn;:ure
-..

I

I

•
•
I
I
I
I

I

(21)

---•
I "lullh facility Todats calli Inle........ Nul'll:lor -

Whit II TQUI cnlie' s agl at Ail. 01 bltln'

~9' ~c. 01 bUVl IflM cJuJd u Ids Uuut J l~.ld '0 '0q~ 2.
IlrM ~JlIld IZ MD" titAn l7~o", /flU '" 101M ..,,,,,..,,, I qu.«s'IDN'WJI,e

I - - - - -
rnOt'lll'll ..e_lts da1 monQ'\ ,eat

I
1/ YES ,0 '0 qWCII.-..t JINO.I/flle q-.n."", .r'12 Oon .... cI'Iold 1'\,. ... ~ lIIImUl\lZuon c:arcl7 - Y£S - NO
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[ (T.d: UII:/J don. ",,--..rt:porlS uCII'"..d IIINS,.~rd11/1,'''.-'_ J,,;./C ~Jo"" J•

VGCC''''C l{cllV:S ~o.lab"" ,cco,J IIf:lVtI__lAbk. ,"O#'tJ Clll&Jt Rt:C'~ D06" """'U4 u,u,:f
I Dtl7 MoNIt Yeai' d41, ..J qp,,,J!UtIl:IJe .uu. _;,.u",al•

TTl
~ waaks

1T2
8 menlh,

1T3
'2 monlhs

TT4
12 months

TTS
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lB\A1LJLJL~ JRUUlll{.AlL l[NlflEGll{.AlflED CJH[l[ILD stUll{.Vl(VAIL IP1R.OJfJECT

MONTHLY TIME REPORT

<..+
CJ-

Employee Name _ Employee No _ Month I Year _

Hours worked Date

Project name Project No Total Hrs

BRIGS Date

Total Hrs
,

Total Hours worked In month (A)

Paid Leave

Weekend I Vacations

Holiday as ADP holiday list

Personal (Gasualleave)

Personal (Pnvllege leave)

Personal (Sick leave)

Personal (Maternity leave)

Other (Explain Below) •

Total Paid Leave (8)

Payroll I Personal summary

Total paid hours (A & B) (C)

Regular HoursfDay (7 B hours a day) (0)

Unpaid leave (O>C) (E)

Report tIme to nearest half hour In deCimals

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15

16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31

• Remarks Employee Signature

Checked by Supervisor

Approved by

Date _f_'_
Date
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I DAILY TIME LOG SHEET

IEmPIOyee Name _ Employee No _ Month I Year March 1999
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1)1-03-1999

••
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I
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1°5-03-1999

16-03-1999

••
1°7-03-1999

J8-03-1999

09-03-1999

I
110-03-1999 lq-~
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ServIce Need Perfonnance
51 No ACtlV1ty (Efil<i :m:) (~~t) %::::r (;PT<i ~fa-fCffi:i) AnnuaUy IM·.;:o:L.n-:h:--,t,....-l-y-1 Monthty ICoroulatlve

____________~__~._-_....;.-_.:(~cn:.:..:.ff..:.!fEfi.::J)~..-..:ttT..:..:...:...:f~~__,:.-~..;.:r~fu.:..:.~Ji-.._~(..;.q;-p~--,-)-:-__
1 A N C RcgcstrltlOn (Total) t 2 3 4 5

(~&' ~§cr rnr.....trr T{f~mi'r)

•

•I
••I·I
I,
I

I
I
I
I
I
I

2f.7 wo.l

2 EaL ly Rcgl~trah.on (Les~lhan

16 week,;)
(16 ~~ U q~f qur~)

3 (<I) t\ N C Recl(~vcd T T i
~icrer f{~T3T1 q;) c:r eft (51'l!llf')

3 (b) A N C Rccrevcd T T 2/Booster
~ i ml l-1f~'lrarr "1i1" c:r ~r (f~tr1<1)! _

4 A N C ~ lcchv~'d Cornplate
(';lW ~"U~ qTdr iJ~:rQ'r ~~~)

1

r. «1) 1 F A Prophyllll c-s (;;rqT~ ~~)

(h) I Ii' A Therapy (~~§;)
.. '.;> *

5 A N C ~ EX,lmltlcd (:ry~:;rqr qft~)

6. A N C s Completed 3 VISIt")

(~Cfar f\ifff'if~ ~ il"R f;;.rf:;jf<!;' Etn' tttft')

7 A N C clmu..~ conducted
(~\r;; ~r <{("f1for'{i GTT q;~rif ~)

8 High n~k A N Cs rcffere<l- (1J"(;~~ ~o~ 4" ~l~ \iff WGnm r~q. :If~)

9 ~.0 In'>tl tutl.Ona.l DelIvery
(<<~~rq6' ~~q)

9 (b) DelIvery by Tramcd person
(srfl'Tflffit <S7.l"frcr cr:T~r sr~)

(i) t!olJ;~0 '!f.1'1l::.lT-l'olnto<':fr0 trT-q

(11) srfqrfe;"f~ <mft fJ:Rf

9 (c) DeltveTY by untralQcd Den/other
(a{srfl(Tf~~ a!f~/Of tr «rtr) "

td Wd0£ v0 666t LZ ~~w
T

ON 3NOHd
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I
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ON 3NOHd

1

[ 2 ]

18 (a.) Chlh.\ren gtven V"lt A doses

(Gft;;"e{T 'f"')' ~~otrT fGf~~ f~ftt"f '1:!;'f~ ~TJ

18 (b) ChIldren Completed 5 dos.es

of Vlt A.

(~';:ff ~T ltl!>li'T '3tT 'ol.. ~~q:; f.!ie:Tf~ 'll:'
~trT fE\i7:r)

19 Adverse events for:I lrom.
(5ifaw"OT it ~f~ fqlm")

16 No (jf Cluldren hnmomscd

fV\:;;rT ~~f~~ iFf; ~fjT~ 1ft)

.1 BeG (;;()"o ~o 'ifTo)

b (i) D P. T 1 (~o cf\o i\ .. 5[~-q)

b (.11) J) P T 2 {~o q'fo C.ro fa;a'l'tfl

b (lH) D P T 3 (~ro tfto i'\o ~al~)

c (I} 0 P V I (q)f<.""'i~r~) ,

8 (ill 0 P V 2 (tf)~r f\l:tft'7;r)

<. (m) 0 P V 3 (cr)ft·p:r) ~a') .f)

d 'Mc...ask~ ,~)

17 Chll<.hen fl.llly lmml!1H~t::tl

(tJ.11f STfCf"(f~Cf ~}

14. M T PReferred

(,f~<>~o ~m"T=r ij:~ ~r~o)

15. No TmmuDlsatlon

Scs')on con(;l:ucted

(srfu't.~lIJ' n ~qyf(m)

10-nl;t.b weight~o-r-d-e·-d----__:/I

(..,~~ ~ f~qqr) -

Il. B W bolow 2 5 Kg

(~ ~ fQ;o~ro ~ If":q' Cl'1:i{;r ~ «l~)

12 High nsk new born Refe(cd

(:rnft"t ~a-=t m ifq~T6' f~ Gil ~mr
fei>~ ~)

13 No of PN CS

Completed :3 VIMtS

(5t~1~~ ~ llIn'~~ <;;"'~ft)

I '
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I



r 3 ]

---"'---------------:~---_:-----_r_----..__---_;;_---

(111) c.om1<..'m users(f.:r,,)?'.:r w.i'I'l'J' "fi'ffir) I
(lv)Tl adJtlondJjIiH.leg....nous mclhoJ

, (<1"1: ~.f"tTlj ff <t!lf( qrrfd arq;:rri't ~~

20 la} Jomt &\"::.s~'n. wllh A W W

(Ol1'lT~m llflr.ti.,.fl'{<:r"'f ~ mq'~ ~)

20 (b) J()1nt SC"i,;ons wIth Dais
(GTl\'l71~;:r~ mit en) ~r)..

20 (t.) Jomt Sl,,~&....,n wLth women group

(~~~lar)~ ~~ ~'ffi~ "i~ fT~)

21 (d) USvr~ Qrprnt mctl10ds

(~~r r"ff"i 3fq;:rr~ ~)

(0 Vu~ccLomy (~QqT ffir ~GI<fl')

(Ii) Tubc("tomv (~f~ar"'f qft ;mcriq:r)

::1 (h) Acceptor of <;lMcing methode;
~nr<: fqfoq ar:r;;r~~) ,

(1) J U D (<-rrio ~o ~ro)

(Il) 0 P lto;CI:', (arro tfro~) "
"'"

y

(v) Natluul lVlelhod (5fwfu;;n m:rr.r)

2.2. NoU FP DI~contIttU~ =r~~,..~~_,

=t~ l:ift \I) FrfiR.JT;q.
(11) f'l{i<.1' ;r~

23, No ('f F P Cac;cs followed up

(qoE'fio~;;r~~Tt-t Nt;:rT.TtfiNfT ~ f<tlCiPT<.JT

24 CotnpLccl.t1oll VUf- to Contracepteve

<i1IT((;-~f 'ff<Tq1fr

25 Sten1t7<,tton f.ultlre
(Cf::v:{n·"~l1r aHii1:fi~ ~'l)

£d Wd~£ v0 6661 Lc ~ew

..
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0'" 3NOHd
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L,..... >rfi{m "1';"1 'I'ft
- \

~r.r ~ qir ;rTlf-

m~f1=t~ ~<Ho ~i'st

Q{'t'i~-~r<i'ttl.r

[ 21

f
1 \

""" -.,. ""'- - "Ir'__ '1- __ 1:' -4

((l~~)1r~«it~~"t If.<<fim fq:;:q llir)

I

26 (n) No of C<lses cf (~lTr~)

PalLo ('''itR;lr''r) • :

Meclsles (lS"~)

N N Tetn<\.s (~qm ~~=!J) I

AR1 US treated I
(Y.. ~ti U~ \S~ %" ~tr.r ~ ~ -epft) t

AR I US refered (~arl,(arr~ ~Ntr)

Dlau US treated

(!( ~ri ~ f{~a' iltt,~ ,*,il(INJ)

Dian; US refered

(y.. 'eff{ m- r.t~ ifl~ ~rna)

27 Vital events Recorded

(um:r~tMt~)

LIve Buth,s (lJflf.:f~~)

Neo lldtal deathst28 d)

~C3ffiT frmg 1{\~ = -;;:z:: fl(;r) I

Inf,mt death (under 1 Yr) l
t ~ei %" en;r~ it; "iff fq3ff qf}" ~~T

Ma.telndl deaths (mcJ:-1J<$

Marna ges. (f"-ten'i{ ~lfif) t
MarrIages of gIrl below 18 yl S 1

( ~z:: 'eft;{ ~ Ef>~ \l"Ji ii> ..fcrqrf({a' ~f'liqt)

~6. No of Cases of Reproductive

problems

(51I$fii'(;:r ~~'liT<lf') ~'ffl ?Sqf\:51rllf>l~)

R TI/STD referre.d ({:I~a-) :

I
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I
I
I
I'
I
I
I
I
I
I
I
I
I
I
I
I
I

ON 3NOHd



I
I
I
I
I
I
I
I
I
I,
I
I
I
I
I
I
I
I

Annex 20

CHECK~LIST FOR
MONITORING ASSESSMENT, CLASSIFICATION, TREATMENT

PartiCIpant's Name

Age of the chIld (months)

General Danger SignS
Cou~h

Severe disease or
Severe pneumoma
Pneumoma
Cough or cold

Dtarrhoea
Dysentery
PersIstent
Severe dehvdrabon
DehydratIon
No dehydration

Undernutrition or Anaemia

Severe undernutntlOn
Severe anaemIa
Undernutntlon
Anaemia
Not undernourIshed

or anaemIc

Fever HIgh

Treat
-ORS
- Cotnmoxazole
- Home care - dIarrhoea
- Home care - cough or cold

Counsel

Feedmg - ask questIOns
Idennfy problems
advIse

When to return

~-et- ,

4-
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INTEGRATED ARI, COD, UNDERNUTRITION SKILLS
MONITORING OF TRAINING COURSE

Locahon: District: State __ No of Partlclpants _

Dates" From To _ No of FaCIlItators _

Durahon _ Type of Parhclpants
(mdlcate number)

3 Best Features of Course

2 Best TraIners

2 Best Parhclpants

I
I
I
I
I
I
I
I
I
I
I
I

#1

"---

Rural

Cough or Cold __
Diarrhoea __
Fever __

Pneumonia __
Dehydration __
UndemutntJon __
Anaerrua __

No of hours each day _

Anganwadl Workers
ANM
LHV
Anganwadl SupervIsor _

Video
Photographs

Locatton
Hospltal- Inpatient
ClIme-OPD
Commumty Urban

ORSUsed _
Cotnmoxazole AdVlsed _
Feedmg AdvIsed _
Mothers AdVised _

Onlls
Group DIscussion
Role Plays

No of days _

Leamer's GUide
Tramer's Manual

Severe DIsease _
Severe Pneumoma _
Severe UndemutntJon __
Severe Dehydrabon __
Persistent Diarrhoea __
Dysentery _

3 SuggestIons for Improvement

No of Cluldren:

Course Momtonng:

No of Cases

Course Matenal
Used

arnIca} Pracbce

Teaclllng Methods
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GROUP CHECK-LIST OF CLINICAL SIGNS

-

Not able to dnnk or breast feed Lethargic or unconscIous

Chest Indrawlng Fast breathmg

Very slow pinch Slow skm pinch

Eager to dnnk Dnnks poorly

Blood In stools Diarrhoea more than 2 weeks

Severe vIsible wasting Oedema both feet

,
I,

Severe pallor Some pallor

Very low weight for age HIgh fever
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MONITORING OF FEEDING PROBLEMS

Child below 4 months Child above 6 months of Child not actively fed
age gets water other age IS not given
flUids or foods complementary foods

Complementary food IS Food stopped dunng Animal milk IS diluted
very thin Illness

Child not given family Child 1-2 years of age IS Child between 6-12
food at 3-5 years age given only breast milk or months given

animal milk and no complementary food less
solids than 3 times dally

Child IS given Child IS not breast fed at
complementary food night
without added 011

7,.0- ~ ~ '"1

I
I
I

•
I
I
I
I

1..-1° I



PolIO 3

TreatWl1h DRS
ProwJe Home Care

Feedmg advice
Iron Home C8llI

Treat wrth Cotnmoxazole
provide home care

Refer If no Improvement In 1 clay

GIve ParacetamoI

Refer If chiIcI below 2 months age

PolIO 2

High Fever

pll6Ull'lOflla

Undemutnbon
orAnaerma

- >

~betJia..!iOIi- - / -

Some Dehydrabon

No~OR- - ~ffchid
~ .,.--> ~ ,'''!i: - ~4-)'e8I'&-age,

&mecare

PolIO 1DPT3

Fast Breathing

HlghFever

.--- .....- -;- ~

.'::""-~~".. ...- ....~ .:; ...

:~....
~~n.:_:'''''~~J"'r>,.r -:<'0 .::'.-

Slow Sian PIlCh OR
Dnn1t$ eagerly

t40necif~~~ ~
biitrtboea- .....dlart.f04daYS-,

-No bkild-itifDd$-

Very Low Weight For AQe OR
Some PaBor

~-::~~
O~~-

D('\'eloped by.\\'HO, C\RI:, GOI

OPT 2

Vitamin A

OPT 1

Measles

BCG

THEN ASK. "Does the c:hIld have
diarrhoea?
If yes ASK-

• "Is there blood In the stool?
Is diarrhoea of more than two

weeks duration?

Offer 1I1e child a fluid to dnnk
- Dnnks poorly
- Dnnl<s eagerly
- Dnnks normally

" Pinch the sian over the
abdomen

- Very slow
- Slow
-Normal

THEN ASK. "Does the child have
cough or diffICUlt breathlng?
If yes-

Look for chest mdFaWlng
Count the brealhtng rate In one
minute Breattnng rate IS_Jmmute

Fast BreathIng

Below 2 months - 60 or more
2 months up to 12 months - 50 or more
12 rnonIhs up to 5 years - 40 or more

ASSESS. CLASSIFY AND IDENTIFY TREATMENT OF A CHILD
WITH COUGH OR DIFFICULT BREATHING,

DIARRHOEA OR UNDERNUTRITION

CHECK FOR GENERAL DANGER
SIGNS

ASK
"'5 the child able to dnnk or
breastfeed?

LOOK
see If the cl'nld IS lethargIC or
UnconscIOUS

ASSESSMENT

Then check for undemutn1lon and
~

" Look for VISIble severe wasting
• Look for oedema of both feet

Look for palmar pallor
- Severe Pallor
- Some Pallor
- No Pallor

Detamllne 'N6I9ht for age

Then check for other problems
Does the child have fever?

Then check 1116 child S ImmUnization stallls

1l!ESf~8LECOpy
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Give flllnlly foods and enleM

~
[':4\. y.'./

-~

!If

GIve adequate servings of family
foods such as rice dol chapall
bIscuits milk yoghurt seasonalflUll
Isuch as banana guava mango
elc) vegetables Isuch as potatoes
carrots green leafy vegetables
etc) meat fish and eggs

• Give family loods 3 times each dqy

2 Years up 10 5 Year.

• Give family foods

• Also give nulrlllous snacks twIce a
day between family meals

---

GIve family food, .00
conUnue breasf feeding

-

/fJIjt

12 Month. up to 2 Years

• Give adequate servings of foods such
as rice dol chapall bIscuits milk
yoghurt seasonal fruit (such as
banana guava mango etc)
vegetables (such as potatoes carrots
green leafy vegetables etc) meat
IIsh and eggs

• Continue breast feeding as ollen as
the child wants

~

• Also gIve tamlly foods

-RECOMMENDATIONS
... -

FEEDING-

COnlinUIl bre.st feeding and also
give seml·lolld food,

p
Give adequate servings of mashed
foods such as rice dol mashed
chapall milk yoghurt seasonal fruit
(such as banana papaya guava
mango etc) vegetobles (such as
potatoes carrots green leafy
vegetables pumpkIn ele) meat fish

,gp~

6 MonthI' up 10 12 Months

• Continue breaft feeding as often as the
child wonts and also give semi solid
foods

• GIve semI solid foods II time. per day Itll. Feed the child Slimes per day
the child I, not breaatted

•

· AGE SPECIFIC
4 Months up to 6 Months

• ConUnue brel,t feeding as otlen as the
child wanls day and night at least B
times In 24 hOUf.

~

ContInue brent feeding

• Complementary foods should be
mashed thick pasty and have some
added all Examples of special
complementary foods to give are
dalla rice kheer sujl kheer

~

• Give complementary foods only If the
chlld
shows Interest In semIsolid foods
appears hungry after breostfeedlng or
Is not gaining weight adequately

• Give~ and b.9usehold
complementgrv foods 1 or 2 times per
day aHer breast feeding such as mixed
rice and dal khlchorl mashed
banana potato and carrot

~)

Brea" feed only
Give no other fluIds or food

Up to .. Months 01 Age

• Bream fee<! only

• Breast feed as often as the child wonts
day and night at leasl 8 lime. In 24
hours

• Do not give waler food or other fluids
for any reason unless advised by a
healfh worker

• Contact 0 health worker If you are not
able to breast feed your Infant

\
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feeding ProIl!emf
• Child is gIven very diluted feed
• Child Is fed by a bottle
• Food given Is Inadequate
• ComplimentOf)' feeding IS delayed
• Complimentary food Is too thin

• Feeding Is stopped or restricted durmg illness
• Ammat milk given Is Inadequate
• Baby IS not actively fed
• Child Is given very diluted powdered milk

• Complimentary foods are started too early
• Breast fed less than 8 tImes dUring day and night
• Problem In breost feeding the baby

S9!ytIon. 'IU guideline. Of! 19/y/oo tgedIQg prob/l!IJ!IJ
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3 COUNSEL THE MOTHER ON HOME TREATMENT FOR
C COUGH OR COLO (No Pneumonia) D DIARRHOEA (No Dehydration

900-1400

6-8 cups

700-900

S-Ocups

400-700

G VITAMIN A PROPHYLAXIS

3-4 cups

41l1011ttw up to 12 months up to 2 year. up to
12 months 2 years 5 years

200-400

2 cups

Up to
4 months

ADVISE THE MOTHER
If the child wants more ORS than shown give more
For lnfonls under 6 months who are not breast fed elso Qlve
them 100-200 mI ptan clean water In addifion to ORS dunng
the first 4 hours

•
•

Inml

In Cups

ORSI----r----.------r----

"'-HOW MUCH ORS TO GIVE DURING THE FIRST 4 HOURS

Determine the amount of ORS
for treatment of dehYdration

AGE OF CHILD

~ SHOW THe MOTHER HOW TO GIVE ORS SOLUTION
• GIve frequent small SiPS from a cup For small tnfants tell the

mother 10 Qlve one teaspoon every mrnute
• If the chrld vorruts wart for 10 minutes 1hen conflnue giVIng

ORS but more slowly
• Conflnue breast feeding whenever the ch1ld wants

~ AFTER 4 HOURS
• Reassess the chlld (see over # 1) and
• select the appropriate treatment (see over # 1)
• Begtn feeding the child

o 1SLLTlfe1otOTHER -
GIve.... ftuId(asmochas the cbIfd wIIt-talcfJ8UCItas:~ mlIk.
voght;If~, sliKanji.. rf¢e, kanji mondtpeeohJ... dolSOlP
...eg.ef<:lble-soupArud~ ...plaln~wQtefforotherfocolly
s:\V~-tluId$;. e g ..-......."--......."-----'-------

'I. -~ .,..1ke_c"leed1requeaClJC1n(Hor~-ate«h feed
~ ff ttlEJd'iId l$ootexcJysively breosdlfe<t {lIVe one or more of ihe
• doov.-bome~tuds~~~otORSl

-~ ~the-moth«ftolIvfltUClllluklb) gt(IIl der IIhldt ltOOfirl additfon
_ t~IfMt~~ .,~' L -.

- :Cv'l- ~~"""><;,,,;:l'1C:IIf-CUP' ~tI:\Qf& if1he:-<;l'idw«Jt$ more.
~'Z{ ,.rJ~~-V~ .:..,,~CtJp~ Gke~~<:hti~more
"'3 ~,.·-...~....frotn-Q~For:srttal{~oiIs.QIVe one

~~iiiJ;me" ~ , ' ~.

- :. lf~lI6ITlIts~ wort for 10 fl'lIl'U6S.-lhen cQntfnue butmore
.... ~ .-:::r;._~,.JI' -.... '"'
~-:~~....~unflHhed~~
+-')~~-'-';: ~ - .-', ~-

5 "':\'VIIeq:~.-TeII1hemo1hertO~J;fhl'1)eQllhwod:erjf
• !tieditd l$nof able to-c:!flnk orbteQSf~
- 1he cfii/d becomeslIclc;er;
-1tler~tbloOdlnstoot

• '!he ChltdIs dnnIdngpooffy

4 TREATMENT OF
F ANAEMIA

2 TREATMENT AT HOME FOR
B DIARRHOEA (some dehydration)

1/2 tablet

1tablet

2 tablets

3 tablets

A PNEUMONIA

E FEVER

Under 1month·
f<4kal

12 months up 10 5 years
110 - 19 ifnI

2 months up to 12 months
14-< IOkal

1monlh up to 2 months
1< 4 kal

COTRIMOXAZOlE DOSAGE
~G1ve two times claD Iof 5 clava

AGE (WEIGHT) OF CHILD PEDIATRIC TABLET
20 mg lnmethopnm +

100 mQ sulphamethoxazote

Determine the dose of Cotrlmoxazole
for treatment of Dneumonla

*avold colnmoxazo(e In Infants less lhan one month of ege who ere
premcfure Of JaundIced

ADVISE THE MOTHER

~TeU Ihe mother the reason for glVlng the drug to the child

~Explalnhow much to gIve 10 the chlld

o¢Show the mother how 10 crush and mx the tablet with llutd

or food

~Explalncarefuny how to give the drug.

o¢Mother should give first dose In your presence

o¢Explarn Ihat aU the tablels must be used to finish the course

of treatment even ff the child gets better before the
medICine IS fimshed Child must be seen after 2 days

~ TELL THE MOntER
1 Feed tfM cl1JId

- Feed lhe~cMfngillness-

2. Give lnereued ltJId$
- Increasebreastfeeding
- Offer the childextra to drili'. (See' home fluIds.tst~

at #30)
3 Soothe the throat andreiev~ f~ coughwdhasde

home made cough remedy {mc:lde.lnfQofeal suchCIS

- sugar ginger lemon. IuIst~ J

- sugar gnger;!emon. mrnf:. '"'~ .' -',,:;;0<.,:;, r" - <
- son' elachl~ ... Of- - _ 'A _ ~ ,

4 If fhe child s nose isb1Qd:e<1aJdnerfer~ with~g.
clean the nos.ebypvtfing Irt nose-d'ops (boiIedc:nd
cooled water f¥lIlCed.WJth sclt~ endby dearmg thenose
wrth (] softcotfotl,Wtd:,

5 Keep1heJOUllll~~ ~ - :'<'
£> watch forJhe-fOlowitlg~~-qulctdfIt-tfley

occur-
- Fast breofhlng
- Difficult 6reafhlng

Child becomes SIcker:
- Not CIbIe to dnnl: -Qf breasHeed

Paraeetamol Tablets Iron FlUte Tablets Vitamin A Syrup

Aae Dose Aae Dose Aae Dose
2 months up 10 3 years 1/4 2 months up to I year 1/4dady 6 monlhs up 10 1 year 100 ()(() untls (IV)
3 years up 10 5 years 1/2 1year up to 3 years 1/2dady I year up to 5 years 200 ()(() unrts (IV)

3 VealS uo to 5 vears 1/2dodv

1),-\ ,-lop".! by \\'IJO, ( ,\RI , COl
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Assess Feeding
All children up to 2 years,

all children who are undernourished or anaemic

I
COUNSEL THE MOTHER ON FEEDING

WEIGHT FOR AGE CHART

2 year 3 year 4 yell'rj----------------------...:.,-,.-,.-,...,..,~ir__Ir__ir__,.....___,,__,I___TI ttl I i I I I I Iii i Ifro

-....-I--~+.

lIy...
11

JncutOfU~Ol'~ ;~ ) ~~ '<;"11
How 1000ge dr& ft1b 3~_IKQtotU~ tSQ S~eN),'{; f" ,1" "1 ;'
D~~ C::hIId'fe66N~~Iif:S6tate ~(\rvJng91 I·'" "/" , I:,
Whofeed!1h&~~~1 "I 'f"lr. il~§( , \

i ~J~ ( ) ~ t
AlklflhechIfd'.'~~d~ml.~'?'~\\'~<,: Z.~ I I

If yes howV " > i. I'> ~ ~ "
/~ " ~ }.r. ttl f '\

,II .., 11
\ \ j ....

, J1 )1 ~ l~ I~lt,~i ~~./l
{ (\ i t, {~

I , l ~~ ~ 't J {

~
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Do you bnlUt.'the child?
HOWrt'l¢l'ly limeS' In a day~
00 you alsO breast feed at nigh"

l

0Qn1he child tQuny other foOc:ft Or fMa~"~' \, I

What food$ or fluldsV
How man¥'tJJmts~r doy~ > ,

Ard the foOdfftltd:-or thln~ \ '" "-
What dQ Yoy ute tofeed the child$' 111 { ',~"

I J 1~1 g... ~(1

t2

tt

r
CJI
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C'
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"§,l
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•
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>
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4 year

3 vear

2 y••r

1 year

Age In Years

S yea

~
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SOl \T\i(; 11-1 DINe PROBI.Lr\IS

Feeding Problems Solutions

Age group Up to 4 months

1 Mother IS not breast • Breast feed at least 8 tImes dunng day and mght

feeding exclusively • Do not give glucose water tea animal milk porridge and even water This WIll

reduce the protection provided by breast milk

2 Mother feels she does To Increase her breast milk supplv

not have enough breast • She should breast feed the baby more often and for longer period at each feed

milk. • Breast feed dunng the day and at night

• Mother should eat more and dnnk more liqUids

3 Mother goes out to • Mother should breast feed the baby offen before gOing to work offer returning

work and IS not able to from work. and at mght

feed the baby • If possible she should take the baby to work and she must take boef breaks from

work to teed the baby

4 Mother has flat or • Teach the mother to gently pull the mpples and massage them WIth 011 (do not

Inverted mpples and use mustard 011) ThIS should be done~ times per day
cannot feed the baby • Refer the child to a doctor If the problem does not Improve In 2-3 days

5 Mother has very sore • Refer to a doctor
mpples or swelhng on • Breast milk should be expressed regularly every 2 hours
the breast • If the breast Is Infected throwaway the expressed breast milk.

6 Child IS fed by a bottle • AdVise the mother to stop bottle feeding This can be very harmful

• Put the baby to breast every time baby IS hungry and feed tor as long as the

baby sucldes

• Since breast milk may take 3-4 days to Improve feed the ammol milk by a cup ,
7 Baby IS not able to • There may be problem In suckling poSItion or attachment Refer to a

breast feed doctor/health worker who can solve the problem
I
I

Age group 4 months up to 6 months

1 Complementary food • Prepare SUJI nee dalla' With undiluted aOlmal milk (add butter/ghee)
,
I

given IS very thin • GIve mashed banana or potato With butter or ghee I
I

• GIve thIck dol With added all
2 Child IS gIVen very small • Increase the cooked food amount by 1 tea spoon at each meal until the baby

amount of takes 1/2 katon/cup
complementary food • If the baby cannot eat large amount feed the baby more often

3 Child IS gIVen mIlk by a • Try and Increase breast feeding
bottle • If ammal milk must be gIVen then give It by cup or katon

4 Child IS given diluted • Try and Increase breast mIlk feeding by Increasing the frequency and by feechng I
ammo! milk longer

I

• Ammal milk must never be diluted

• If mother IS very womed that animal milk IS too strong adVise her to give plain
clean water affer a teed

Age group 6 months up to 12 months

1 Mother has • Breast feeding can be done up to 2 years age
dlscontmued breast • Ask mother to resume breast feeding by putting the baby to breast every 2-3
feeding She conSiders hours
child IS too old to breast • Breast milk will come back after 3-4 days
feed

Dl'\t,jop('(! hy lYIIO, (·.\RI·, (;()J
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SOLYING FFEDING PROBLEI\IS

Feeding Problems Solutions

2 Complementary foods • Tell the mother that only breast milk IS not suffiCient for the child

not started • Introduce soft mashed but thick food like

• cooked In oll/ghee
• mashed potato with butter and
• mashed cooked vegetables (peas carrots) with all

• Mashed seasonal frUit (banana chlku mango guava papaya)

• Khlchan WIth all or cooked dol and nce with all

3 Complementary food IS • Increase complementary food by 1 tea spoon per feed unfll the child takes

very small In amount 1/2-1 cup or katon

• If the child cannot toke large amount of food feed 3-5 tImes/day Instead of 3
times per day

4 Child takes breast milk • Continue breast feeding but stop ammal milk
and aOlmal milk only • Replace ammal milk feeding by complementary foods

• For what foods to adVISe. consult problem No 2

5 Child does not wont to • Offer the child Its most favounte food
eat complementary • Play with the child or distract him whIle feeding

foods • If III child may be fussy mother will have to be more patient and persistent while

feedmg the child

6 Child SPits out the food • Do not place the food on tap of the tongue
given • All chIldren will SPit out the food If placed on tiP of the tongue

• Place the food inSide the mouth
Age group 12 months up to 2 years

1 Child IS not actively fed • Mother or somebody In the family who IS responsible should feed the child

• The food for the child should be separate from rest of the family

• Some food should be teft behind when the child has finished the meal

2 Child does not take • Make sure that family foods like dot vegetable meat eggs nce are soft and

family foods mashed

• Do not add any chilies or spice In the child's servmg

• Offer what the child likes
• Give snacks (biSCUit Chlkkl besan laddoo chlku fned potato)

Age group 2 yeatS up to 5 years
1 Child IS not hungry • Determme the most favounte food and offer It

• GIVe snacks the child likes (biSCUitS chana ground nut chlkk. besan laddoo
chdru fried potato)

• Increase the frequency of food to more than 5 times dally If the child cannot eat

enough at one meal

2. ChIld IS not actively fed • Refer to the age group 12 months up to 2 years (problem No 1)

3 FamIly IS poor and • Get snacks from Anganwadr centre and gIve to the child
cannot give snacks • Increase the frequency of family foods to 5 times per day Instead of 3 times
between meals

4 Child IS under • Increase the food amount by 2 tea spoons at every meal
nounshed • Give foods whIch are thIck and have all added

• Give food more often

• Include snacks (procured from Anganwadl Centre or biSCUitS Chlkkl chana

ground nut laddoo panJln fned potato seasonal frUit) In between 3 meals

))l'\ dopl'd by \VBO, C\H.I:', G01
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Annex 21

MOB IMMUNIZAnON PROTOCOL

4 1 The stcategy ui th" ImrTluruzat!oJ1 Programme IS to 11l{"Ke rootme
unmunilatlon ~erVtces avallable on a re'iZu1ar b.~ on fIxed days at
readlly accessIble fixed sites Acancellation of an ImmUniZatIOn session
is a breach of trust with the commumty and should be avotded at all
costs Sessions on an unscheduled day should be held only in case
of an emergency such as an outbreak or for conducting supplementary
activities for poho eradication The community should be informed
of these sessions in advance

4 2 AU health facilities wlll provide immUnization services on flx.ed days
The periodicity of the se.rvices (dallYt weekly, fortnightly or monthly)
will depend on the number of children immunized In these centres
Outreach visits wlll be made to all large vdlages at least once a month
by the ANM of the subcentre covering these vlllages The place of
the Immunization site in the village should be fixed

4.3 Efficacy of the vaccmes in preventing disease IS ophrnal 1£ the full
course of the potent vaccine 15 given at the tight age Efforts would
be mad€ to start the ImmunizatIon of chtldren at 6 weeks of age and
complete the three doses of OPV and DPT by 14 weeks or as soon
as poss~ble, thereafter Measles vaccine is to be given between 9·12
months It will be aimed to cover all infants before they reach their
hrst buthday Chtldren born m the institutlons will be gIVen a dose
of BeG and OPV before discharge The dose of OPV '0 dose' WIll
be addlh.onal and the primary series of three do<;es wIll start at 6 weeks
of a.ge

Old~r unimmunlzed chIldren wIll be gIven vaccmes ON DEMAND if
brought to the sessIons Older chddren In high risk pockets may be
vaccinilted In anticipation of an outbreak or dUring the supplementary
activities for pollo eradication

4.4 Minor illnesses. includmg mild fever t coughs and ('oids as well as
maln.Ji1trltion, are not a contra-indlcabon to immuntzation lmmumzabon
should be deferred only If the children are seriously III or have high
fever as any aggravation 10 the condJtion of the chIld may be attnbuted
to immUnization The chrldren should, however l be Immunized as soon
as they recover The longer the Immunization Is delayed the longer
the child IS exposed to the fisk of mfectIon Case fataltty rates.
especially following measles, are hIgh In malnounshed chddren In case
of hlstory of convulslons Dr vaccine should be given Il1 place of DPT
vaccine All vaccmes can be gIven to a child wIth diarrhoea The dose
of OPV should, however, be repeated dunng the next lmmunizahon
sessIon
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FROM GlJNEET COMMUN ICAT ION NO
PHONE NO 91 11 6311586

Feb 11 1999 04 22Ft

MALNUTRITION, lOW GRt\DE FEVER. MILD RFSP1RATORY
INFECTIONS, DiARRHOEA AND OTHER MiNOR K LNESSES
ARE NOT A CONTRA-INDICATION TO IMMuNIZATION

4 5 All the vaccines will be available at an IlnmUT1lzation session and the I

child .,hould not be made to return due to ,)Oq-dJallabihty of any 
vaccme A chlld can be given more than one \iaccme at the same
session, such as DPT and OPV If vaccmes are being given by injection
such as BeG and DPT or DPT and measles, the sltes of the lOJectlOn$
should be different The vaccmes should be In}ected by using a separate
sterile syringe and needle for each \njection

4 6 V1tamm A should be given along with measles vaccine at 9 months
of age If the schedule for OPV has not been completed, a dose 0t
OPV can be gIven at the same time along with vitamin A solution

NATIONAL IMMUNISATiON SCHEDULE r
FOR PREGNANT WOMEN

I..:. Early In Pregnancy fT-l or Booster
.:. One month after TT-1 TT-2

FOR INFANTS :J.:. At bIrth • BeG and OPV-O dose
.:. At 6 weeks BeG IDPT-l and OPV-l
.~. At 10 weeks DPl-2 apd OPV-2

I.:. At 14 weeks DPT-3 and OPV-3
.:.. At 9 months Measles

<* At 16 - 24 months DPr and OPV
(

.:. At 5-6 years DT
The second dose of DT should be given at an interval of one month I

}f there is no clear hlstory or documented evidence of previous tmmunization
with DPT -
.:. At 10 and at 16 years TT

.
•The <;econd do')~ of TT vaccine should be given at an interval of one

month If there 15 no clear tustOfV or dOLument(,)d evIdence of previQul
immumzatlon with DPT, DT or TT vaccmes

* For InstItutional Dellvenes

4

I
4 7 if the sessIons are held regularly, quality of the serVlces are satlsfactor

mothers mformed of the ImmUniZatIon schedule the aUendanc6
the immunizatIon seSSlons are hkely to be Tn the esllmated rangdl J

fewer than expected number of chIldren turn up for any sesslor

2-l-""2- I;{,g
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5 ROLE OF MEOICAL OFFICLH.S

5 1 The medical officers of the Pi ICs must ensure uIllverSdlllrlIllU'lizallOn
of chtldn~1"j tn the!1 areas and must monitor the progrdlIlll1e to sustain
quahty of servIces

5.2 The medical officer s must also ensure that the dIstribution of essential
supplies are regular and that all subcentres have adequate supplies
Sufflcient number of syrmges and needles should be available at each
subcentre

5.3 They must provide addItional assistance to pockets of low coverage
The typ~ of assIstance wdl depend on area-specific problems If the
low coverage IS due to a long-term vacancy, specIal immunization
camps may have to be organized by mobihzmg resources from other
areas If the coverage IS due to poor acceptance of services, lEe
activ1tJes may have to be stepped up

5 4 The PHC medIcal officer must also monitor performance and analyze
survelJtance reports

5 5 The penpheral health staff must receIve support from the medIcal
officer tfthere is any adverse reaction followmg immunization MonItoring
of adverse events foUowmg ImmUnIzation is tmportant todetect programmatic
lapses Adverse events should be reported and Investigated Immedlately
Serious adverse events includmg death followmg Immunization must
be reported Within 24 hours Other children vc.Kclnated In the sesstOn
should be exammed to check for reactions and to prOVIde treatment)
if requlred Cluster of cases (more than one case) is expected If the
reactIon was due to a programmattc error Clustering of cases can
also occur if the cause of the symptoms was due to inCidental causes
such as an mfectlon Other non-Immunized children of the same age~

group in the neighbourhood of the affected chHd should also be
exammed to rule out temporal relationship b.etween r~ported adverse
effect and ImmunIzation

5.6 The vaccine Issue register must be checked periodIcally to ensure that
the vaccmes are being taken out only on scheduled days The temperature
record forms of the ILR and the freezer must be checked weekly

5.7 Medical Officers must ensure
o UmversallmmunlzatlOn coverage to all infants starting at 6 weeks

of age or as early as possible thereafter
o That the chlldr en receIve full course of the vaCCInes by reduc1l1g

dropout rates

PHONE NO

!

5

Feb 11 1999 04 23PM Pi91 11 6311586
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j II LH ..\OlCA liON or POLIOMYFLI rI~

1 Among the "~I.,1 trH PH)vt'1l1dbl" dl')('<1"'('" polJoll\Yc II) J.., c:I v l d r ( )","zed
and feared dlS€aC;€ lf1 th(.) lomrllUlltty due to the atr Clphv (It t ,'. rl' fcc ted
muscles that ,esults following the dIsease PrIor 10 the tr,llIlUI'lz,Hlon

programme pol1omyehtls was the cause of lameness m two out thr..ee
chHdren \kith the physical handicap

2 Pohomy~ht1s IS caused by three types of polio viruses Type I polo vIrus
15 predomInantly isolated In children with paralysIs It 1$ estimated that
for every chIld wIth paralytIc poliomyelitIs. at least 100 other children are
affected who have either no symptoms or have only non-specJflc syMptoms
6f a mild Illness These children also excrete pollo VIruses <md COrH<1mtn2lte
the environment Man is the only host for polto vrruses

3. Oral polio vaccine is effective in preventing poliomyelitis Many countrIes
have $ucces~{uUy become polio free zones by immunizing all susceptible
children thro¥gh hIgh Immunization coverage levels and by ellmlnating foel
of mfectlon by organIzing supplementary activIties m addll10n to sustammg
hlgh levels of uumunizatlon coverage In 1993, 141 countnes reported
zero cases to the WHO, mc1udmg 106 countnes whIch reported zero cases
for three consecutive years The World Health Assembly in May 1988
adopted the goal of global eradIcatIon of poliomyelitis by the year 2000
The goal of polto eradication means not only the absence of chmcally
Identifiable cases of poliomyelitis, but also the ehmmatlOn of the wIld polio
Viruses from the enVIronment so that future generatIons are h ee of the
rIsk of the disease Without Immumza1ton

4. Or~1 poho vaccine provides immunity to vaccinated children The VIruses
10 the vaccme also multiply in the gut and are excreted in the envuonment
This abIhty of the vaccme viruses to multiply m the guts of the chddren
IS used In th~ strategy for 'mop-up' rounds By Immunlzmg close to 100%
susceptlble Children in an area. wild polIo vIruses which cause paralytic
poliomyelit~s, are replaced by vaccine Viruses The larger the number of
chJldren immunized and the larger the size of the area covered. the higher
the ItkehhoGd of the replacement of the wild viruses Also. all pockets of
·high~rlskt in the PHC area or the district should be covered. otherWise
foci of mfection wfl) remain with the potential of spread to the areas where
the 'mopwup· rounds have been successfully conducted The mop-up rounds
are in addlhon to, ana not a substitute to routme ImmUnIzation services

6. Smce the purpose of these rounds IS to replace the wild polio VIruses w1th
the vaccine VIrus the effectiveness of the rounds Increases If these are
conducted In the low transmIssion season {months during whIch the number
of reported cases !s mInImum} In India the number of cases start mcreQslng
from May to October. With a peak In July - August The mop-up rounds
should be organlzed before or after the seasonal peak dunng the penod
October to Apnl The orgowzahon of the rounds therefore requ.re careful
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"IIi NEONATAL TETANUS ELIMINATiON
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1 P"'lOT to the national IInmuolzatlon prourarnme an ~$!trnah)d 0 35 mtllion
\. r'lldren died annually due to neonatal tetallus The baseline surveys
conducted In 1981 confirmed that 25 to 33('1[, 01 T'eonatal deaths were
Que to tetanus The problem of neonatal tetanus Is usually uJlder-estimated
as the children dIe within a few days of bnth often without bemg brought
for treatment Unless there IS active surveillance I deaths due to neonatal
tetanus may not be recorded or reported

2 Two doses of TT vaccine, at an lnt~rval of one month, provide adequate
protectIon agam<.it tetanus If there is hislory of previous tmmUnizatlon,
one dose (booster) Is sufficient However, m case of any doubt, two doses
should be gwen Pregnant women are Imrnunh:ed to protect them and the
newborns against tetanus Immunization should not be delayed. The Hrs1.
dose is gwen at the first contact durmg pregnancy and the second after
an tnterval of one month The last do~e should be given at least one month
before the expected date of delivery

3 In 1993-94, 81% of the pregnant women were Immunized, although there
was a wide variation b(>lween states and wlthln <hstncts 44% of the
deliveries in 1990 were either InstltutlOnal or by lramed personnel, while
56% were conducted by untrained personnel In Rajasthan, Madhya Pradesh,
Bihar, Onssa, Assam and Uttar Pradesh more than 70% of the delivenes
were by untramed personnel
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t h, CONTROL OF MEASLeS

1 All children a!'<=' <;It'>< eptrhk to I ned~I(.?!:> III fc<..tlon unless prolE'( !pd hI, l J r.11 h..l. lZ<,ltlon

Measles has a wIde fflng€' of c1u1J<.al ~evellty In InalflolJrl"h('d chldren,
case fatality ,oates of post-mea'ilcs (otl1pllu1tlons are lugh If dpJ..H opriate
treatment is 'lot started early aftpr the on<>et of ,;ymptolfls Deaths due
to measles ale preventdble by IHHTlunizalion between 9 to 12 months of
age and by appropnate and early treatment of post-measles complIcatIons

2 One dose of measles vaccme provides life-tong Immunity Smce the median
age for measles InfectIOn IS around 24 months of age, It 1$ Important that
children receIve m"'asles vacctn~ at 9 months of age or as soon as possIble
thereafter a.nd are tmmunlzed before they are exposed to the tlsk of
an fectlon Coverage with measles vaccrne has increased from 1 3% m 1985
86 to 86 9% In 1993~94 The rapid increase in measles !mmunizatlon
coverage levels has saved many lives However, each year about 15% of
the 25 ml1Jlon mfants or 3 75 million children remam UnimmlJOlZed and
are potentially at fisk of measles infection

3 As a result of the vaccmation programme the reported It'lcldence of measles
has dechned substanUally The reported average annual number of 179,00.0
cases dunng the penod 1985-89 has declined to around 80,766 during
the period 1990~93 Accordmg to provisional data for 1993, 63409 cases
have been reported A 75% declIne jn the mCldence of measles has been
recorded In 1993 as compared to 252940 cases reported m 1987

4 Measles lmmuruzatlOn coverage levels, although relattvely high, ale not
uniform with wide vanatrons betwepn the states and th.e dIstrIcts Wlthm
distrIcts, the unlmmunlzed children are du<;ten~d in pockets of I hlgh-riSK
such as urban slums, perl-urban areas and remote, dIfficult to approach
rural areas Some dlstncts are yet to reach hl.gh coverage levels These
areas are at nsk of measles outbreaks Although reports of large outb~eaks

of measles are becommg Increasingly rare, several r.elatively small outbreaks
were reported in the last few years, largely In the tribal and remote areas
Case fatality ,rates are generally much higher dunng outbreaks than the
av~rage rates due to relative inaccessIbIlity to health facJhtIes and other
scx:io-economic factors AnticIpatory actIon taken In the hIgh nsk pockets
can mlnirruz€ th~ risks of outbreaks and reduce mortality rates Early
lckmliflcaHon of outbre<lkc; t~ al')c) ltrtporlallt ill (Onlfolllug the SPICdU of
the outbreak and In minimizIng mortaltty rates

5. The treatment faclhtles and the health staff must Immedl<.1tely report any
sudden mcreaSe m cases Even a single case from far-flung. dlfflcult to
approach and tnbal areas should be treated as an outbreak and necessary
mvestlgatJons and foHow action must be imtlated Immedlatel~, to prevent
deaths due to measles
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For example. In a PHC with a population of 30,000, bIrth rate of 29/
1000 population, estImated beneftclanes would be

2. VACCINE REQUIREMENT
2.1 Estimation of vaccme reqUIrement at various level 1$ essenbal for

proper implementatIon of the programme ThIS wlIl help to indent
the right quantity so that there is no over or under stocking and that
no session is cancelled due to shortage of vaccines While calculating
the requirement followmg factors ar'" tn bl? ("onsldered

a number of beneficiaries

o number of doses of each vaccine

o wastage multIplicatIon factor

Cl number of sessJOns

-.
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JV~ TI IE COLD CI-IAIN SYSTFM

1 INTRODUCTION
1 1 1 re '-(lId chalf! IS a syst(>1Tl of transportmg (llld ~lorlng vaccme:s at

reco>nmended tempetalures from the manuf~( turf:1r lo the point of
use The cold chain 1S essential as vaccines lose thetr potency if exposed
to temperatures above 8"C Once the vaccmes lose their potency, It
cannot be restored even If these are put back In the refngerator

1.2 The loss of potency]s dependent on the temperature and the duration
of "xposure At high temperatures, even short penods of exposure
can be detnmental to the vaccines Vaccmes are also sensitive to direct
sunlight

1 3 During the transportation of vaccmes there are a large number of levels
and personnel Involved tn the cold chain system A break in the chain
at any lev!?l wlH affect the vaccmes

1 4 Vaccmes also have a Itmlted shelf life and must be used w1thin the
expIry date Large stocks should not be maintaIned in the peripheral
health faclhttes and the principle of first-in first-out' should be faHawed

1 5 It IS essential that the equipment are handled properly and thE' preventive
mamtenance 1$ undertaken from tlme to time Equipment whIch are
used proper1v. funcbon for a longer time However, in anhcIpahon
of a break.down of the eqUlpments, contingency arrangements for
stonng vaccmes must be made

1-6 $mce the vaccmes must be kept at temperatures between 2 to 8 Q C
(orbelow for some. vaccmes), the properstorage, handlIng apd transportation
of the vaccines is cntlcal for the success of the Immunizahon programme

24
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/3 MONITORING VACClNE SUPPLY AND U1ILll,YT iOI\l

3 ~ 'f IS "..,erttltll that Vo1( (inC l')~ue 1':> r('Q,'L~1 Y ,- Odd )" ,f) see Uwt the
'v,H'Clnes .He lssu<,d on tlw da.y of <,<%SI()I' ,H)(' lbelt d \'accmes Issued
talh.. wIth the <::()!rrTlntPd nurnber of helleltcltHW .... Ilkl l ..; to attend the
seSSton MOflLtorlng of vaccinE' utJlI7i1tkH/ will help (' (l'isess service
de!lv~rv

FOLLOW FIRST-TN F1RST-OUT RULE
Vaccmes receIved earlier or with <Jhort expiry dale shOUld be used hrst

3 2 Vaccme utilization should be penodlcally talhed wIth the number of
children immunIzed (f a subcentre reports high vaccine utilization
rates. further Investigation should be done to rule out

C1 false reporting of Immunization performance

o reuse of opened vIals of vaccines

o duplication of reported performance I
3 3 Vaccines should be fS5U('l'd only In cold cham

3 4 Vaccine stock and Issue regIster must be kept up to date

I
I
I
I
I
I
I
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o Do £svt keep auy obJed on these eqUlplIl(;!T1ts

Cl Do Hot store anv other drug

[J Do not open unless necessary

D Do not keep food or dl mklng water in them

o Do not keep more than one month's requirements at PHC level and
3 months requirement at district level

CJ Do not keep date expired vaccInes

o ahr" )flV'dldtP (\( lIon If till? {'qUlpnHml c (,

o \/'".. ,< j "'l' )f ltl (cHtons lYl,1ke ho!ps ( II .1\(' <d l (' \1 '( ~ cr cold
dl r , "II( ~J la t,.;

4.4 Cold Boxes

Adequate numbers of Cold Boxes have been supplied to all penpheral
centres These are mainly to be used for transportation of vaccines In emergency
they can also be used to store vaccmes Before the vaccmes are placed in
the cold boxes fully frozen Ice packs should be placed at the bottoIT' and sides
The vaccmes should be placed m cartons or polythene bags and then placed
10 the cold box Cover the vaccmes With a layer of fully frolen Ice packs and
dose the cold box The Vials of DPT, DT and TT vaccmes should not be placed
1n direct contact WIth the frozen Ice packs

4 5 Vaccine Carriers

Vaccine Carriers are used to carry small quantlhes of vaccines (16-20
vials) for the outreach sessions 4 fully fro2en Ice packs are Lo be used for
lining the sides and the carrier must be closoo tIghtly The Vials of DPT, DT
and IT vaccines should not be placed in dlrect contact wIth the frozen lee
packs

4 6 Day Carriers

Day carners are used for carrymg small quanhhes of vaccmes {6~8 vials)
to a near by seC;Slon Two fully frozen Ice packs are to be used Day carriers
are can maintain the temperature for for a few hours only and hence vaccmes
tn day carne.r should be only Issued on the day of Immunization

~ECORDING AND MONiTORING OF STORAGE TEMPERATURE

Temperature of the ILR and the Deep Freezers should be recorded twIce
a day This 1$ done to ensure that at no time the temperature has rIsen above
8°C of has fallen below 2°C Therefore It is necessary to ad1ust the thermostat
in different seasons so that the temperature ls maintained w\thin prescnbed
hmlts
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Defrosting and Cleaning

The temperature In the llR/Deep Freezer can nse If there 1$ a thick layer
of Ice Of! the walls or at the bottom Therefore penodically defrosting should
be done if the layer of frost IS more than 6mm

o Vaccines need to be shlfted to cold boxes WhlCh hac; already made
ready by llning the walls and bottom With frozen Ice packs

o Incase of d~ep freezer shdl the frozen Ice paCKS to cold box

I
I
I
I
I
I
I
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External

~ I hI? <;,,,t( r or b c!('an

2 l' c; f·rm m the floor
3 11 15 T)rOpl>r!v I<?vc·lled
4 I'" SH.lCS ale atleac;t 10 em dway hom \Jo,.d.lls
5 It Ie; nWdY from direct sunhght
6 Room IS well ventilated
7 It is opened only when necessary

Internal
1 Lld seals properly wIthout gap
2 Lid seal is clean
3 lee hning tubes/Ice packs are In proper positlon
4 Ice lining tubes/jce packs fWed water 10 proper

level
5 ThIckness of frost formation 1$ less than 6 rom
6 Vaccmes are neatly placed wIth space for aIr

cIrculation
7 DPT,TT and DT are kppt In the basket In the

lLR and not touching the cooling surface

8 Thermometer has been kept among the vaccmes
9 Temperature is recorded tWIce a day

Techmcal
1 Temperature wlthm prescnbed lim~t (If not set

the thermoc;tatl
2 Voltage stablhzer Is workl11g properlyand eqUipments

are connected through It

3 Plug of the voltage stabIhzer IS fitted properly to
the power lIne

4 Connection of equlpments to voltage stabilizer
are not lose I

5 There Is TlO abnormal noise
6 Compressor mountmg bolts are ttght

c

A

B
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WHILE DISTRlBUTING VACCINES FROM THE DISTRICT STORE
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WhE.'n c:U,,\1 ') ( Itl(l \.av lfl(J te, €'<IKd<,.\nt 1110trw ... \l1d lddf I, • Ie ~lte

of 1'11mUmZ<it,{ l (,' \) tnllst be t()ken not to ~:q)O"f) t"I' ,,<I I', ,; < t elt or

dIrect sun1lqn 0 do lh·" 'ht; health wnl Y~r<, p,)tl,j lw liI .. t U ,'.J r )

o Sele( t d $1 1(, t11~~l IS cool ,~s pO"C::lb!c' preff'ral-lv m ... Ic.!L> d • ~ C' '\ If a
rOO'n IS Flot avallablp (arrv out ITnmUTlIlatJOn 11) the "l\atic and not
in direct SWl

o OpCf\ the carn~l onlv when necessary

o Remove vaccme and diluent from the vaccine cc.mtamer ONLY when
you need It

[:J Take out only O'1e vlal of vaccme from the contamer at a time Do
not take the second vial from the carner until it IS needed

a Secure the lid tightly after openmg as soon as possible

o Wrap the BeG ampoule in a fOIl or a dark paper to protect them
from heat and hght

o When vaCClOe is taken out of the vaccme carrier, vials must be placed
on an tce pack If no mothers or children are waltmg vials must be
put back Into the vaccllle carner until a beneficIary arrives

Records on vaccme use must be updated regularly A record of the vaccmes
adrrumstered mU$t be kept It is Important to record the batch numbers and
expIry dates of the vaccmes used If any vaccme Is returned to the PHC the
reasons for non use must be ascertamed and corrective action taken There
should be no reason for returmng of unopened vials from the outreach sessions
If the sessions are well planned and vaccme Issue 15 based on the estImated
number of benehclanes hkely to attend the sessIon If such vIals have been
returned in cold cham, these vial should be used first If there IS any doubt
about the qu~IHy of th<> reverse cold cham DO NOT use the vial

o Choose cold box of appropriate size In general a cold box (S IJtres)

6 2 PHC Level

.-/,-- Vaccines are delivered to the PHC from the'dlstrlct stores It is best that
vaCCIMS be $~plied at regular monthly Intervals This JS because a PHC MUST
NOT HOLD MORE THAN ONE MONTH ts STOCK NO VACCINE SHOULD
BE STORED AT THE SUB-CENTRES.
Vaccine requirements must be estimated so that every mfant and
pregnant women IS immunized, and that adequate supplIes are avaIlable

It is Important that the right quantIty of vaccine Ie; mdented Too little
vaccJn€ will result lfl poor performance If too much vaCCIne 1S obtained, some
of them may expIre or It may remam for a longer than the recommended tlme
The longer the v~ccme::. are kept at the PHC, the greater 15 the nsk of a cold
cham faIlure
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('It,' -t (,II' Ijo'o( (?O 11tl(':;) fill cf Ie (or 1 ldkt, ntlp1llth" I

o Ch('<:.k lha the lvpes d!ld amollnt nf V~C('ln{? rind d llJ('[1t r 1 t'te same
as lnClenterl

II

NCI • d""cmes b£ yond expIry d,lt(' ll) to be I<;<;ul?d

Pack d18 vacclTle tn a cold box qUickly to cn.old expo~ure to !)eat and
light DIluent need not be kept In a cold box

Use the shorte~t route to the health centre

Transfer vaccines to ILR unmedlately on arrival at the health centre

o

o
Cl

~
WHILE DISTRIBUTING VACCINES FROM 1 HE PHC STORE

WhIle the vaccmes are lssued It Is important to check the mdent to ensure
that the demand Is based on the estimated benef]ClaneS hkely to attend the
sessIon This wIll cut down the wastage rate and that the health worker would
not have to come back to the PHC to return unused vIals

o Vaccines with nearest expiry date should be issued fIrst

[j Vaccmes supplu;:d earlier should be tssued ftrst

a Date expired vaCCInes should not be issued

a Check that OPT DT or TT vaccmes have not been frozen If these
have been frozen. do not use them You can confIrm the shake test
Shake the vial so that the sedllnent ]5 completely mixed into the vIal
If the vaccine IS not umformly mixed. or the sewment settles down
atJh~ bottom of the vIal completely wlfhm 15 mmutes, then do not
use It

o Diluent must be kept In ILR and Issued to the field In Vaccme Carriers

o The dJluent should not be frozen as the ampoule are likely to crack
when frozen

o For the same reasons BeG ampoule should not be frozen

o The fce packs used for hmng the vaccIne carners should be fully frozen

MONITOR COLD CHAIN AND USE OF VACCINES

It IS essential to regularly mOnitor cold cham for effective and effiCIent
ImplementatIon of thE' programme

You wiH need to monItor

o SupplIes

0' Storage temperature

o Potency tests

L.--\ -(L..
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Central Research InstItute, Kasauli, H P
NatIonal lnstltl.1te of CommunIcable DIseases,
EnterovIrus R('s€>arch Centre, Bombay
School of Tropl<..al Medlcme Calcutta
B J Medical College, Ahmedabad
Inshtute of Preventive Medicine Hyderabad

~ 7 1 SuppEicc<..

~7.3 Potency Tests

Of all the YaCClnes OPV IS the most thermolabile and the potency can
be checked uy r-e:latively sImple laboratory tests fhe polellcy of OPV at the
pomt of use and at various storage points has been taken as mdlcator of the
quality of cold cham

The samples should be collected In vaccme carrier with fully frozen ice
packs and rl4shed to the assigned laboratory

If ,d€lay is anticipated in transmlttmg the samples for testmg. ",uch
samples should be kept In the ILR It is crltlcat the reverse cold cham at
a wmp~rature between 2'C • SoC Is mamtained dunng the transportation
of the. sample from the site of collection to the laboratory

Faclhties for OPV potency testing are currently available at the foUowmg
centres

1
2
3
4
5
6
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Regulcn " ( ., 'loot/' IInVJ of vaC( III( ~ ITld theJr I [(\j (;{ '>1J! olI. ,,,Ill help
tt) d!stnb1..lY \ v_\( :m~l.., f'V~ nly t(l elll ur1P<:; (,'ft"' Jlltl~t 1(' ld/{HI Ie, '\ ~ "Jat there
are no over ~t'x.km~ <-It D811p}}('ral Ulllt'i I he PHC~ arc ,wt 10 ~C~ I' '~accmes
more than trf> "equ ren1<.!nt for a/1€' month SImilarly w~tJ J( t sho,dd only keep
stock for three mont},;

The vaCChle-; "upply ~hould be lMspd Oil th(' eslllnates, d()\,iiHld and
utilization TIns mformation can be easily be obtamed {rom the monthly
monitonng format

Physical <-heck of vaccine stock durltlg supervlsorv VISits should be made
It 1S necessary to see that the records are properly mamtamed

The stock regIster 'ihould be checked In order to assess
~'o Whether more vaccmes are Issued than estimated for the
~ session,

a If vaccines have been Issued more than 1 day pnor to the
session,

a Whether aU the antigen were available and isC\ued

VI 2 Storage Temparature

Temperature of JLR/Freezer should be recorded tWIce dally ThIS should
be done by the tdentified person responsIble for storage and Issue of vaccme
The Medical OffIcer should check the record regularly The break tn the cold
cham IS mdicated If temperature rises above +8.°C or falls below + 21>C
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Annex 22

BALLIA RURAL INTEGRATED CHILD SURVIVAL PROJECT

Appropriate timely logistics for 3 PRes lD Beruar Ben Block

1 Obstetnc bed
2 SuctIon maclune (low pressure)
3 Operatmg lamp
4 Thermometer for morutonng vaCCine temperature
5 Mmor surgical set
6 Stenhzer
7 Vaginal speculum
8 Baby scale
9 Salter scale
10 Otoscope

Supplies

a Vltamm A for postpartum mothers
b Iron folate tablets
c Cotramoxazole
d Vaccme momtonng temperature chart
e RCH cards
f Tongue depressor



BALLIA RURAL INTEGRATED CHILD SURVIVAL PROJECT

Supplementary equipment for 17 Sub-Centers

1 HIgh pressure steam stenhzer (Cooker)
2 Blood pressure set
3 Stethopscope
4 Fetoscope
5 Welghmg scale for newborns
6 Long forceps
7 Gloves
8 Baby scale
9 Obstetnc bed
10 TBAkIt

SupplIes

a
b
c
d
e
f
g
h

Vltamm A
Iron folate tablets
Cotromoxazole
Dewonnmg medIcmes
Thermometers
RCHcards
Pregnancy trackmg forms
Conctraceptlve supplies
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1 1 What Is Exclusive Breastfeedmg I

• Prevents malnutrition
Mother~ produce enough mIlk for adequate nutritIon of their babies
In exclUSIvely breast fed babies chances of undernutnbon ale rare

1

1 3 Advantage of Breastfeeding

• Breastmilk is the Ideal food for young infants
It contams all the nutnents needed for the first 4 months of hie

• J

Exclusive breastfeeding means that except for breast milk no athel food
or flulds. includmg water and prelacteal feeds, should be givep to a child Irom
bJrth to 4 months I t ~ J. t

l
Breast mIlk has enough water in it to meet the hydration req1;.lire~ents

of babies under 4 months of age even in hot and dry cQnditions 1

Annex 24

Breashmlk is the ideal food for the flewborn child It contams ~ the
nutnents that a chl1d needs. It also contams sufficient amounts of wa r so
that a child does not require anything els.e, including water,L upto th age
of 4 months Exclusive breastfeeding protects children from infections incl ding
diarrhoea and pneumoma in early infancy exclusive breastfeedlng can save
many lives by preventing malnutntlon and reducing risks of infections dprlng
early Infancy when fatality rates are high No child should be denle~ the
benefit of exclUSive breastfeedmg due to lack of informatJOn' to the mother

I

INFANT FEEDING

t="DDrHnn =:a.,.r+l,;,,~ "",h,,,•. 40"" __ 1_.. .&._sU_ I I « .... - ~--:t - _ .. - .. Iy

unnecessary but IS also harmful It decreases milk flow and increases risk of
mfectIons' It

I ) \ t J'

1 2 When to Start Breastfeedmg I

Breastfeedmg should be initiated wlthm the first hour of birth It should
be gIVen frequently and on demand

t y

It is lmportant that t,he baby gets the initial breastmilk called colostrum
as the fIrst feed Colostrum is rich in nutnents including vitamin A and also
contams antibodIes to protect the child against infections Giving colostrum
has been called the fhrst immunization I of the child ../

Jv
1 EXCLUSIVE BREASTFEEDING

ROM
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• Protects Against Infections
Breastmllk is clean and free from bacteria It contains protectlve
antibodies and other anti-infective factors which help to fIght mfection
Dunng the ftrst SlX months of lIfe, the risk of having diarrhoea requiring
hosplta.UzatlOn can be 30 times greater for non breastfed babies than
for those who are exclusively breastfed

• Bonding
Breastfeeding creates a close bond between a mother and the child
and helps 10 the emotional, intellectual and sodal development of the
child (

• Benefits to the Mother
Exclusive breastfeedlng has contraceptive effect m the first 4 months
after dehvery Other benefIts to the mother mclude early involutIOn
of uterus and protecbve effect against breast and ovanan cancer

1 4 Role of Medical Officers

Feed the baby on one breast initlaUy so that it gets the benerit of energy
rich hind milk Alter:n~tp t h~ hrD:oct {"yo .,..I-".,.~ -_.. r- _ ... - - ... • '- -'- .. ;;:,---
Oloer sne may neea to SUCK trc;>m both the breasts

Contact wlth the women during the Q.ntenatal period and immunizdtlon
seSSIOns provides you with an opportunity to adVIse them regardmg the benefits
of exclUSIVe breastfeedlng

•
I
I
I
I
I
I
I
I
I
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During Antenatal check up

/Inform about benefits of exclusive breastfeeding

"'Encourage the mother to eat extra food and take

'/Promote and monltor intake of IFA tablets
.......Examme breast and nipples

2

Majority of mothers tn our country breastfeed However. lack of knowledge
or misconceptions about the quanttty and qualLty of breastmllk leads to unwarranted
top feedmg As a medical offlcer it IS your duty to adVIse mothers about the
benefits of breastfeedmg

Mothers must be assured that they are capable of providing adequate milk
for the growth of theJr bab1es and that true lactation failur~ is rare The best
stImulus of successful lactation 1$ frequent sucklIng by the baby The baby should
take the areola and nipple into the mouth and should not suck only from the
nIpple When breastfeedmg IS done In correct posItion the baby takes slow
deep sucks and there Is audible swallowing and it causes. no pam to the mother

I
\.
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1 6 Normal Weight Gain

BABY DOUBLES BIRTH WEIGHT BY 5 TO 6 MONTHS
AND TREBLES IT BY 1 YEAR

1 5 How Long should Exclusive Breastfeedmg be Continued

ExclUSIve breastfeedmg should be practIsed for at least fIrst four months
After thIS age, semI solIds (weanmg) must be slarted Breastfeeding must also
be contmued for as long as possible but preferably untIl the baby IS at least
1 to 2 years old

3

200 gms per week
150 gms per week.

_ ....'..._¥4_... < .... ......~ ,,..,.,_._a__...., q OUQ_j"',~

During the fIrst 3 months
During the next 3 months .

It is Important to monitor the weigh} for assessmg whether the baby IS

gettmg adequate nutntion

• A normal newborn looses weight in the first few days after birth fhls
loss of weight IS regamed by the 10th day

• The expected weight gain of the baby Is

After Delivery
Put the chIld to the breast wIthm the til st hour of bIrth
Ensure feedmg of colostrum
Discourage prelacteal feeds
Do not give any fluIds mc1uding water
Demonstrate correct positioning
Assure anxIous mothers
Encourage frequent feedmg on demand

DurIng immunization sessions (at the time of giving the three doses
of OPT and OPV)

Confirm exclusive breastfeedlng
Provide helpt if there IS any practical problem
GIve advIce about weaning

In the rare mstances when br~astfeedmgIs not possible lIke death or severe
illness of the mother, undiluted cow, buffalo or dairy milk can be used. 1n
such cases feedmg should be done with a cup and spoon Children who are
fed wIth ammal milk need to be given water, which has been previously b01led
and cooled, In between feeds Even very small chIldren learn to drmk from
a spoon Bottle feedmg should be strongly discouraged as it increases the risk
of mfectlonsJi.-------------------....BOn'LE FEEDING SHOULD BE STRONGLY DISCOURAGED

--- -~~---- --------,-----,
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• Weight increases by 2 5 kg per year between 1-2 years and by 2 kg
per year between 3 to 5 years

Breast mIlk alone IS not enough to meet the nutritional requirements of 
the baby after 4 to 6 months of age At thIs time semI solids should be added
to the diet of the infant Breastfeeding, however, must be contJnued tor as
long as possible Adequate weIght gam In the first year of life is very important -
for the future healthy growth of the dllid •

I

J2 ADDITION OF SEMI SOLIDS (WEANING)

Weaning is the process of gradual and progressive transfer of the baby
from breastm!lk to the usual family diet Weaning does not imply discontinuation
of breastfeedmg. Delayed or improper weanmg results In malnutrltlon whJch
predisposes the mfants to higher risk of infections and mortality

..12 2 What is a Good Weaning Food

In babies the stomach capacity is very small A good weaning food should
therefore provide as many calones as possible m small volumes

..J2 1 When t~ StaTt_ YJ~a:~!mLJ~ vI eXClusive breastfeeding It is essential to
add semi solids 10 the diet of the baby as after this age breastmilk alone may
not sattsfy all her nutritional needs If at this age, weanmg is not Introduced
the baby wilJ not gam weIght adequately

The penod between 6 months to 2 years of age 15 cntlcal for the healthy
growth of the child Children are often not gIVen the nght type and full amount
of food even when It ]s available in the house due to lack of mformaUon wIth
the mother Malnutntion which Is common In thiS age group can be prevented
to a large extent by informing the mother of the need to feed the children
semi sohds frequently and m sufficient amounts Every contact wIth the health
personnel should be utIlized fDr thIs purpose as malnutritIOn predIsposes the
children to higher risk of infections

I
I
I
I
I
I
I
I
I
I
I
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DESIRABLE QUALITIES OF WEANING FOODS

HIgh in energy densJty
Easy to digest
Semisolid in consistency
Low in bulk and viscoslty(not too thick)
Fresh and clean
Affordable and easy to prepare
Culturally acceptable

.:.

.:.
•••..
.+•..
.:.
.:.
.:.
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Weanmg foods should not be excessIVely diluted (example dal water)
This reduces the energy denslty of the food Small babIes can easily tolerate
semlsohd foods Introduce one weaning food at a time for the child to get
used to It

Cereals, legumes, oJls and fats, sugar and jaggery, vegetables and food&
of animal ongm can all be given to young infants and can be mixed wtih the
staple food {nee, wheat or millet} The nulritive value can be greatly enhanced
by ml)~ing dIfferent types of foods AdditIon of a Httle oil Increases the energy
value The food that the famlly normally eats must be gIven to the chIld
Breastfeedmg should be contmued as long as possible

v

...;'2 3 What Foods can be Given

5

=
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WEANING
AGE RELATED GUIDELINES

.:. 6 TO 9 MONTHS
o GlVe foods normally taken by family
o Mash all food
o Fe.ed frequently, 5-6 Urnes a day
o Continue breastfeedJnq. ., .,.., .. """

o Can eat everythmg cooked at home but without adding spices
dnd condiments

o Food need not be mashed but should be soft
o Feed about half cup, 5-6 times a day
o Continl,1e breastfeedmg

.:. 4 TO 6 MONTHS
o Start with 1-2 teaspoons for each feed
o Feed frequently, 5-6 tunes a day
o Over 3·4 weeks, increase to half a cup or one banana a day
o Mash all food
o GIve semisolId food, do not over dIlute
o Continue breastfeedlng

.:. 12 TO 18 MONTHS
o Can eat aU foods cooked 10 the family
o Needs about half the amount the mother eats dally
o Feed 4-5 times a day
o Contmue breastfeedmg, especIally at night

I FROM
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J3 FEEDING DURING ILLNESS

Mar 29 1999 11 01AM P3

Food intake can decrease due to poor appetite when the chIld is iJI In
addition children are often not fed during an episode of Illness, especially
diarrhoea Energy reqUIrements of the child, however, are increased dunng
Jllness

ChJldren should continue to be fed during an episode ot illness Feedmg 
is phYSiOlogically sound and prevents or minimizes the deterioration of nutntlonal
status that normally accompanies illnesses

ChIldren who come to the health Institutions are usually malnourished
The contact wIth the mother should be used for advising her about appropriate
feeding If the child is under one year of age, she should be advised about
breast-feedmg and proper weaning It Is Important that the mother understands
that the child should be fed during an episode of 11lness

The child should be given the diel which is approprIate for her age and
to whIch she IS accustomed As the child may have a poor appetite food should
be given rn small volumes but more frequently Breast-feeding should be
contmued uninterrupted

Moth rs should be advised to Increase the frequency of feedmg Including
breastfeedlOg for a few days follOWing an episode of illness .J

6
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Annex 25

jll MOB VITAMIN A PROTOCOL

• Increase coverdge WIth measles vaccme

• Provlde addlt10nal attention and monitor areas wlth IdentIfied cases
of night-blindness In children and areas where measles outbreaks have
occurred

• ProVlde vitamin A supplementation to chIldren between 9 months to
3 years of age at six monthly mtervals

• Promote exclusJve breastfeeding and feeding of colostrum

• Promote intake of balanced food, includmg green leafy vegetables and
yeHow fruits

1 INTRODuCTION

Surveys mdlcate that the intake of Vitamin A :5, on an average, about
half the recommended dietary intake It IS import5nt that the dIetary practIces
are improved and intake of Vitamin A rich foods be actively promoted Advice
on nutribon, starting with exclUSIve breastfeeding and weanmg, Is an important
measure for promotmg healthy growth and for reducmg morbidity and mortality
rates

Vitamin A deflclen< y Hlcreases case fatahty due to tommon childhood
dIseases and tS partIcularly marked following measles ReductIon In pI evalence
and degree of Vltamm A deficiency levels are important for reducing chlldhood
mortality and preventIng IrreversIble blindness 10 chIldren

'bOO
7

II C()NTROL OF VITAMIN A DEFiLILNCY-

11 Goal

Night-blindness is an easily recognizable sign of Vitamin A def)ciency
However. when clinical signs appear, the degree of VItamin A defiCIency is
seva-e A child with night-blmdness needs immedIate treatment with VItamin
A Since other .chJ{dren in the area may also have Vitamm A defICIency (although

_overt cbnical Signs may not be apparent), coverage with Vitamin A should
be assessed in the area from where acase of night- bhndness has been reported
Coverage. with Vltamm A should Similarly be checked followmg outbreaks.
particularly measles, since infections deplete vltamm A reserves and mortality
rates are hIgh In children wIth Vitamin A defiCIency

FROM GUNEET COMMUNICATION ND

Prevent v.ttamm A deficiency-assocIated blmdness In chIldren under 5 years
of age by 1991

~ 2 Strategy
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J2 vn 1" \11~ p. PROPHYLAXIS

,/'2
'--

VPreJ<-J er,ce at VHarnm A deficIency IS maX!f'llwr h>tweer <) rnonths and
3 years ir addItIon to the fisk of bhndness the i..hddren \Iv tb Vltamm A
deflclencv are al a hIgher risk of dymg due to H1fectlOns It LS therefore
tmperatlve that all cnlldren In thIs age group be glven Vltamm A prophylaxis

Every chIld between 9 months to 3 years IS to be gIven fIve doses of
Vitamm A

• The first dose of 100,000 IV will be given at 9 months along
with measles immunization

• The second dose of 200,000 IV will be gIVen at 16 months wUh booster
dose of OPT/OPV

•

J3 VITAMIN A DEFICIENCY

Night Blindness
The child cannot see after dark

• Thr~e more doses of 200,000 IU will be given at 6 monthly intervals

Xerophthalmia
This is the drymg of the conjunctiva and cornea followed by
destruction of the cornea and bhndness

Corneal Xerosis/Ulceration
The cornea becomes dry (xerosis) and wrmkied, devoId of the shine
or gloss If It Is not treated, xerosis can progress within hours to
form an ulcer of the cornea

KeratomalaCIa
H the disease is not treated, a cornea1 ulcer can lead to "melting"
or "washng" of the cornea (keratomalacIa)

Bitot's Spots
These are accumulation of foamy, cheesymaterial on the conjunctiva)
often in association with other signs such as nIght blindness.

3.1 Diagnostic Criteria

In children who have Vltamm A defIciency the surface of cornea becomes
dry and rough, and may ultimately break down parbaUy or completely This
may lead to ulceration and permanent scarring or irreverslble damage and loss
of sIght Ocular signs which are associated with Vltamm A deficiency are
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• The health worker{F) and other functJonanes working lD the Pnmary
Health Centres (PHC) are responslble for admlmstermg V.tamln A to
crnldren under three years Covera.ge levels should be regularly morutored

I

• SerVICeS of Integrated Child Development Services (lCDS) functionartes
may be utthzed for the distributIon of Vltamm A to chIldren In the
reDS Blocks and for the education of mothers on prevention of Vitamm
A defICIency

• Children should be encouraged to consume VItamin A nch food.

• Infants and young children suffering from drarrhoea l measles or acute
respIratory infectIons must be monitored closely In cas~ signs of
deflclency are present treat with therapeutIc doses of VItamin A

VItamm A should be kept in a coo, dark place and should
not be exposed to direct sunlIght

[J Give 200.000 IV of Vitamin A immediately after dlagnosis

C1 Glve one more dose of 200 1000 IV four weeks later

(NOTE· Dose in infants is 100.000 IU)

Vltamm A solution 1$ 3V311abte in the PHC and subcentres m the
form of ? hqUld preparation Each rol of this contains 100,000 IU
of Vitamm A

A spoon / measure wIth 1 ml and 2 mt markings Is provided
with every bottle

LoPH,l:aI Scar
1-\~ratomalaClaCoT! lead to pel foration of cOt nea re.suJhng m a scar
T.,e sooner the dIsease IS treated the srnalter thE' Ij ('pr and smaller
tn~ ..,car II treated early corneal sou.; and blmdn~ss can be
prevented

-f- • Children who have an eye lesion must be given the fIrst therapeutic
dose of VJtamm A. and REFERRED URGENTLY FOR SPEClAUST
CARE.

4. SERVICE DELIVERY

In a chtid ""lth symptoms of night blindness therapeuhc doses of Vitamin
A should be admlntstered

-J
3 2 Treatment

FROM GUNEET COMMUNICATION ND
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2 1 What lS Diarrhoea

Annex 26

MOB DIARRHEA PROTOCOL

1 INTRODUCTION

2 DEFINITION OF DIARRHOEA

• Increase avallabihty of DRS by provldmg free ORS packets at the health
facHitles and outreach depots increase accessIbility by marketing DRS
through the Public Distribution System and commercIal outlets

• Momtor hospItal based data on ORS use. case fatahty rates and other
I

parameters r

• Promote exclusive breastfeeding for the first 4 to 6 months. proper
weatllng, Infant Jmmunizatl9n (including measles immunization and
Vitamin A prophylaxts) ./

1 1 Goal

MANA(.iEMEN r OF DIARRHOEA IN CHILDREN

DIarrhoea IS the passage of loose hqUld or watery stools These liquid
stools are us.ually passed more them three times a day However, it 15 the recent
change 10 consistency and character of stools rather than the number of stools
that IS more Important Passage of even one large watery stool in a young
chIld may corstitute diarrhoea

One in four death" m children under the age of 5 vE..a n, ar~ ~stimated

to be due to Qlarrhoea The mortality rates can be signIficantly reduced by
the early use of oral rehvdration salts (ORS) and home available flUids (HAF)
and by contmued feedmg Standard case management of dtarrhoea In chtldren
1s a major intervention under the Child Survival and Safe Motherhood (CSSM)
Programme tor the reduction of infant and chlld mortality rates

Reduce diarrhoea associated mortahty In children under the age of 5 years)
by 30 percent by 1995 and by 70 percent by 2000

l2 Strategy

• Ensure. standard case management of diarrhoea (mcludmg dysentery
and persIstent diarrhoea) by traming medical and other health personnel

• Promote standard case management practices among pnvate practlt10ners

• Improve maternal knowledge on home management of diarrhoea and
recogmtion of danger signs for seeking immediate medIcal care
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DEFINITION OF DIARRHOEA

...:. I hree or more loose or watery stOOlS 111 a (ld

.:. Change m consistency and character of stools

2.2 WHAT IS NOT DIARRHOEA

• Passag€ of frequent formed stools

• Passag€ of pasty stools In breast-fed infants

• Passage of a stool durmg or immedIately after feedmg due to initlabon
of gastrocolic reflex

• Tt'ansrbonal stools on the thud to seventh day of life

In most cases the mother knows what 1$ an abnormal stool for her
child

/2.3 TYPES OF DIARRHOEA

CLASSIFICATION OF DIARRHOEA
(by clinical syndromes)

.:. Acute watery diarrhoea

.:. Dysentery (blood In the stools)

.:. Persistent diarrhoea

2.3 1 ACUTE WATERY DIARRHOEA

Acute watery diarrhoea starts suddenly and Is charactenzed by passage
of loose watery motions Most epIsodes of acute diarrhoea recover withm three
to seven days More than three fourths of all dlarrhoeaJ episodes in the
community are acute watery epIsodes

2 3 2 DYSENTERY

Th,s 15 diarrhoea with vIsible blood In faeces The presence of blood may
also be accompanied with abdominal cramps, fever l anorexia and rapid weIght
loss
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Acute d ...~entery
15

PERSISTENT DIARRHOEA

.:. Acute watery diarrhoea and dysentery

(. Lasts for more than 14 days

.:. Associated with weight loss

Mortahly by type of diarrhoea

34

The relative contribuHon to diarrhoea-associated morta-hty m children
under 5 years of age by each type of diarrhoea is shown In the figure below

Cholera 15 a form of acute watery dlarrhoea Recognizmg cholera early
IS important m order to start treatment promptly If treatment IS delayed or
is madequate~ death may occur quIckly from dehydration and circulatory
collapse

• Cholera should be suspected

o when a patient older than 5 years of age develops severe dehydratson
from acute watery diarrhoea (usually with vomiting)

CJ In any patient who comes with symptoms of acute watery
diarrhoea from an area where there IS an outbreak of cholera

An acute .e.plsode or watery dl,Hrho{,d or dy~enterymay la<;t upt,,) 14 days
If It persists Jongv It is cldsc;,hed as persistent diarrhoea These case~ 'eouire
careful management

J

J2 3 3 Persistenl Dlarrhoaa

~2.3~4 Cholera
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, r>t I >A, ~ <,e !'..... lIS _uflsequences.Jf dlan hoea dl e dehyd r atlo'1 at" d rnalnutntion

...{4 1 Dehydration

Dlarn,oea leaas to loss of water and ele~trolytes (so(lIum. chloride,
potassium and bicarbonates) from the body Derydratlon occurs when these
losses are not replaced adequately ThIs can lead to shock and death

SIGNS OF DEHYDRATION
(two or more signs includmg at least one marked • ) I

Diarrhoea has a signifIcant negative Impact on nutnbonal status of the
chIld Even a brief epIsode of diarrhoea leads to the loss of 1 to 2 per cent
of body weIght Undernutrition in diarrhoea occurs due to loss of nutnents
and because children are not given enough food during the episode

The chnicaJ ass~ssment of the child Is done to determme whether the
chtld has diarrhoea or not, type of dlarrhoeall degree of dehydration (no signs
of dehydrahon, signs of dehydration and signs of severe dehydration) and
whether there are any other associated problems The age of the Chlld. weight
(If possible) and nutntlonal status of the child should be noted

•
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SIGNS OF SEVERE DEHYDRATION

.~ LethargIc or unconSCIOUS, floppy
(. Unable to dnnk

~. Restlessness, irritabibty"
-:. Increased thirst'"
.:. Decreased skin turgor'"
.) Dry mouth and tongue

"'> Tears absent
....... Sunken eyes

3. CLIN1CAL ASSESSMENT OF CASES

2.4 2 Malnutrition (undernutrJUon)



COMPOSITION OF ORS (Net WeIght .. 27 9 gm)

>JvH UI UlKS, sweenmea IrOJf lurce~f ana sweetened tea should not be
used These have a high osmolanty and can lead to worsening of
dehydratIon

L

'--

Weight

Sodium chlorIde IP
Potassium chloride Ii'
Sodium cUrate IP
Glucose dnnydrous IP

Ingredient
{gm J

The ORS supplied under the national programme has a light biu~ colour
and the nabonal LOGO If ORS from other sources are used, the packet should
be checked to confirm that It has the right composition Packets with a hJgh
glucose conte.nt ( more than 20 gm per LItre), jshould not be used as these
can lead to osmotIc diarrhoea and worsen the condition of the chUd Packets
containing cblounng and sweetenmg agents llke saccharine should also not
be used

B Oral rehydration salts (DRS) is a balanced mixture of glucose and electrolytes
for use in tr~a.f.mg and preventing dehydration, potassium depietlon and base
deficrt due to diarrho()a Glucose in ORS helps in transporting sodtum and
water across the mtestinal membrane during diarrhoea

I
I
I ¥j 2t~••p~~~"",,"

I '1:.- __ .. _

I
I
I
I
I
I
I
I
I
I ~1~~,..r..,....".

I
I
I
I
I



/4 PRfNCID'_ES 01=' 1 HE MANAGEMENT OF I\C\.J 1 E :.>lARRHOEA

4 1 flulO Replacement

Wotery dIarrhoea reqlJlrps flUId i)nd electrolyte repJac <.'1 'lent Irrespective
of thE' etJology ORS Is the best solution available tor flulcl and electrolyte
replau~ment In the early stages of dIarrhoea or when ORS packets are not
ImmedJ2ltely avculable, home avaIlable flUids (HAF) dnd water can be used

42 Feedmg

Feedmg must be contmued dunng all types of dlarrho<aa to the extent
possible, and should be Increased during recovery so as to avoid any adverse
effects on the nutdtional status

4 3 Rat1~nal Use of Drugs

DRS ;s the drug of choIce for all cases of dJarrhoea It Is life saving
when used timely. in adequate quantities

• Only a small proportion of the cases of diarrhoea {dysentery, cholera
and assocIated Illnesses) need specifIc antimicrobIals (Table 5)

• Amoeblasls and giardIasIs are rare In children and drug therapy should
be started only when trophozoltes of E histolytica or GJardia are
seen 10 the faeces

• Anti dlarrhoeals (antI-motility drugs, binding agents, stimulants, sterolds
and other drugs) have no place m the treatment of dlarrhoea and must
not be us<>d Smce anti-dlarrhoeals have no chmcal benefits and are
potentJally dangerous. their marketing has been banned in India

FLUID THERAPY

F1UJd and electrolyte replacement is necessary for all types of dIarrhoea
and is the mainstay of the treatment of a case with diarrhoea DRS is the
best available solution for fluId and electrolyte replacement In the early stages
of dlarrhoea or when DRS packets are not immedIately available. home
available flutds (HAF) and water can be usrd

PURPOSE OF FLUID THERAPY

.:. Provides for normal dally mtake

.:. Replaces on-gomg losses

.:. Corrects deficits

37
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J5 2 Cases '\Null blyns of Dehydration

Children llJr'-.J hdve dehvdratIon should be kept unde' )IJSl2r", \!"_'r1 111 the
hospitaVhl('cJt~ centre for d few hours and given 0 prepared OR~) solutlon
during thIs pe'"lOO

• The purpose of fluld therapy m such cases Is to correct fluid deficit
and to provIde for ongoing losses and normal daily requirement

• During the first 4 hours. the child should receive 100 ml per kg
of body weight of ORS The quantities of ORS solution to be given
by age and welghl of the child is shown In Table 2

JTABLE 2

REHYDRATION THERAPY
Approxunate amount of ORS solution to be given in the first 4 hours·

Age·· <4 4-11 1223 2 4 5-14
months mOTlths months years ve~rs

Weight <5 58 8-11 11-16 16-30
(kg)

ORS 200-400 400600 600-800 800-1200 1200-2200
(ml)

I

Measur€ 1-2 2-3 3-4 46 S-ll
(glass)

• If the child wants more ORS than shown, give more... Inform mother to give the child breast mllk in b~tween the feeds of ORS
••• For tnf~nts who are not breastfed. at~o glvG 100·200 ml clean water during

this period

• If the child vomits, walt for 10 minutes and then contmue to gIve
ORS. but more slowly

• If the child develops puffiness of the eyelids, stop ORS, Continue
to gIve plaIn water (or breastmtlk) Give ORS as for maintenance
therapy (Table [) after the puffiness disappears

After 4-6 hours of treatment wlth ORS solution, th~ chlld should be reassessed
for signs of dehydration If the chlld has unproved (as will happen in most cases).
put the chIld on maIntenance therapy as indIcated 10 Table. I
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If tf,,~ ~Jld 1 "J f , I tJ/1, "oln(> SltJllS Or dehvdratlon (lIte ; lL t'l ~, I \,,'d therapy
wIth ORS hen contmue thernpv mtll ORS solutldl' ,')t 1'l,'!, ~> {~hours

Howeve- D<I'J/f <;trtrllllQ t!lPI \TlI,1

• htc,-Tn mother to gIVe the child breastmllk 'n between tne feeds of
OqS

• ]f the child I.!> not breastfed, give 100 - 200 ml of water, before
starting the therapy with ORS After rehydratIon has been achIeved,
ORS must be continued for replacement of ongomg losses (mamt'mance
therapy) as indicated in Table I

If the condition of the chtld Improves WIth therapy but the mother
has to leave before the child is fully recovered, then

• GIve enough of the prepared ORS solution to feed the chIld on the
way home

Before the mother leaves the hospItal two packets of ORS should be gIven
and the mother told how to use the packet DO NOT FORGET TO ADVISE
THE MOTHER TO GJVE ORS, HAF >TO CONTINUE FEEDING THE CHILD
AND TO LOOK FOR EARLY DANGER SIGNS OF DEHYDR/\TION

•
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HOW TO PREPARE ORS SOLUTION
FROM A ONE LITRE PACKET

Full packet of ORS must be used Generally the mnthl?rs will tend
to save a p~rt of the packet \n order to use It later It IS Important
to emphaSize that the whole packet IS to be mixed In one htre of
water

The container !>hould be kept covered The 5uluhon can be used for
24 hours and should be discarded If not consumed within this penod
Fl'es~ solution should be prepared If required

There IS no need to bolt the water for preparlTlg the ORS solution
Clean water which the household normally uses for drmking purposes
can be used

Hands must be war;hf'd with soap before
making the DRS solutlon-

Mothers must be taught on how to measure one htre or water It
IS Important that a measure whIch is commonly available in the
houses is identified and the mothers told the exact number of
such measures that will make 1 litre



TABLE 3

3 h{)urs

6 ho.us

TOTAL
100 ML/KG

Next 5 hours

Next 2 lh hours

THEN GIVE
70 ML I KG IN

FIRST GIVE
30 ML / KG IN

First hour

First 30
mInutes

RATES AND QUANTITIES OF IV INFUSION
FOR CORREC liNG SEVE:.RE I.>EHYURA liON

Older
Children

AGE

Infants

Note·

• During IV therapy, the patient must be reassessed every 1-2 hours
If hydratlon IS not Improvmg, give IV mfuslon more rapIdly

• If the pahent can dnnk, admmlstratlon of ORS solution must also be
started along wIth the IV InfusIon

• The patlent must be evaluated after the completion of the therapy
(100 ml/kg body w~nght) If signs or severe dehydratton have dIsappeared,
continue treatment with oral therapy If SIgns of severe dehydration
persist. IV fluid therapy mllst be continued

• If It is not possIble to start the IV mfusion for some reason, the patient
can be given ORS solution through a nasa-gastric tube

FEEDING IN DIARRHOEA

43

Children should contmue to be fed durmg dIarrhoea Feedmg should also
continue while the child is being rehydrated WIth DRS soluhon

• Feeding js phYSIologically sound and prevents or minimIzes the deterioration
of nutritional status that normally accompantes suc.h Illness

Bel~!":. 'he mother leaves th" hospital two ptiCKCts 0\ U~{..., .., , ,'lId be gIven
and the rrwtnel told how tu use th~ packet DO NOT F()Hc..~(- T to ADVISE
THE MOTH[R TO GiVE ORS Hi\F, I 0 CONTINuE F-EEDlf\I( ~ THE CHILD
AND TO LOOK FOR [ARLY DANGER SIGNS Of DEHyDRATION

Iunner rnl:?rapv SnOUlQ oe conunuea WHn ut'\~ d'-. q.ve'l rI I I -I" ::J 1 ana
5 2I
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If acute watery dtarrhoea or dysentery lasts for 14 days or more. the
dlarrhoea is classIfIed as persistent

ANTiMICROBIAL U~E[) IN THE: THEATMENT
OF SPECiFiC CAUSES OF i\CU fE DlARRHOE/\ IN CH!LDHEN

CAUSES DRUG(S) OF CHOICE ALTCRNJ\llvE

Cholt>ra Doxyc;ycllne bythrorT'yc n
6 mg/kg/day in e 10 mqlkq/day

slnqle dose x 3 days tn 3 dose~ x 3 days
OR

Tetracycline
50 mq/kq/day

In 4 doses
dally x 3 days

Shigella Paediatric cotrlmoxazole NaHdlxlt.. Acid
dysenter 1 tablet 1W1Cf> a day 55 mg/kg/day

x 5 day" in 4 doses )( 5 days
(under 2 months)

2 tablets twk£' a day
x Ii dnys

(2 12 months)

3 tablets tWice a day
x 5 days

ll-5 years of age)

Acute m~estmal MetwIlldd7ole+
amoebl8SI$ 30 mg/kg/day

in 3 divided doses
x 5-10 day,>

Acute Metronld<izole"
giardiasis 15 mglkg/day

In 3 divided doses
>' r; d.lye;

I
J

•

/ TABLE 5

Tmldazole can also be used

PERSISTENT DIARRHOEA

The 1mportant causes of persistent dIarrhoea are

• Persistent mfectIon wlth some intestinal pathogens

r
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1 Low Milk Diet
Cereal + milk (or curd) + 011

2 Animal milk free diet
Cereal + legume + oU ' 1

F
3 Starch free dIet

~

d
Glucose + 011 + protem· f

/ .
f'

d-fO-l\
~

• egg, pureed chicken
3\.7 ~

DIETS FOR PERSISTENT DIARRHOEA

• Ra1 el" d,eta"y plotem mlolerance

/

VS.1 Diet in Persistent Diarrhoea

)
~

[

~

\
(if ~

I ,
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,1 ') {,

PHONE NO

• Dehydration

• Sev4?re abdommal dlstension or other mtestmal compltcatlon

• Severe weIght loss contInues for several days despIte adequate mtake

• Diarrhoea persists after 6 days of treatment wlth poor wetght gam ')

Children In wnom the above slqno; appear and chIldren less than 6 months
old with persistent diarrhoea should be hospitaH7ed

e Md<:l' ,:,<.)' pn('I\ PartIcularly of carbohYdrate., ,1dd lai f~")lk)'wl, ;:, '11ucosal
damagp b)1 pathogens or malnutntIon

Diet IS the most important part of the management of cases of persistent
diarrhoea Since the child may not be able to take food In adequate amount,
it Is n~essary to give small anlounts of energy rich food, frequently Food
given to the chtld should contain cereals, legumes I m11k or curd and some oil.
~ggs (boiled and mashed added to the basIc cereal) are a good source of energy
and protem and may be mcluded in the food of the child

With adequate intake of food the chtld should gain weIght In case this
does not happen or any of the followmg signs appear, It suggestc; treatment
failure

The treatment of persistent d1arrhoea is s1mllar to <lC\.lt~ watery {llarrhoea
and dysentery a:s described earlier Ulet forms an Important part of the
treatment of a child with persistent dIarrhoea Mothers shoUld be aavlsed on
appropriate feedmg of the child

~.....------------------.

FROM GUNEET COMMUNICATION ND

I
I
I
I
I
I
I
I
I
I,
I
I~

I
I
I
I
I
I



15

/: ....
, 1 '
'--

Feb 11 1999 04 33PM P2

~l'

31 11 6311586

Annex 27 1_---
MOH ARI PROTOCOL

NOTE Children less than two months who have fast breathing are always
treated as for severe pneumoma and their assessment and manageIrent IS
dIscussed separately

TABLE ·1

Chest mdril NWg IS defined ac; a defHute Inward lllO ....Uller I .../ lIe lower
chest walJ whl'e breathmg IN (Jnc;plrahon)

• The child should be observed lYing flat in th~ bed 01 tn the
mother $ lap

• A chdd is said to have a definite chest mdrllwmg only If It IS persistent
If in doubt, chest indrawing should be observed m different postures

• Intercostal or supraclavicular retractions in which only the soft tIssues
between the ribs or above the clavicle goe3 In Is NOT chest mdrawing
A normal child under 2 months of age may have mild chest in·drawing
because of soft chest waH -

CLINICAL CLASSIFICATION OF PNEUMONIA
AGE 2 MONTHS - 5 YEARS

Therapy Where to treat

PNEUMONIA
RespIratory rate Age Can be
(per mInute) (months) treated

at
0 50 or more 2 12 Cotnmoxazole Oral homel

he~lth

0 40 or more 12 60 fac1Htl-

SeVERE PNEUMONiA Patient
Antibiotics .,hould be

0 Chest Indrawing Intramuscular hospitalized

VERY SEVERE ILLNESS
~

0 Inability to- drink Must always
0 Excessive (irowsm€ss Chloramphenicol be admitted
0 StrIdor in calm child Intramuscula,t and treated
0 Respiratory grunting at a he"lth
0 History of 2Spno..~ faclltty

cyanosis conV1.Jlslons wllh
0 Severe malnutrition prOVlSIon

0 Hypotbermt21 of oxygen

FROM GUNEET COMMUNICATION ND
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91 11 6311586 Feb 11 1999 04 33PM

•
A MANAGEMEN r OF A CASE OF PNEUMONIA

4. 1 Pneumoma (cruld with cough and fast breatnlng )

Althouglt viTa' pneumonia are known, they are r~l(itlvely less frequent
In the developing countries Majority of the cases of pneumonl~ In c.hildren •
are bacterial Streptococcus pneumomae and Hemoplulu5 mfJuel1zae are the
most common organisms in cases or pneumonia, among children aged 2 months
to 5 years These organisms are sensitive to cotrtmoxazole

Qotrtmoxazole is the druS-91 .s.hoice for the treatment o~eumonta.
Studies carried out In India have confirmed the efficacy of cotrimoxazole to ..
b-e similar to ampicillin and procaine penicillin and cure rates of up to 95%
have been recorded Cotrimoxazole Is less expens~ve wIth few side effects and
can be used safely by health workers at the peripheral health facl1~t1es and •
at home by the mothers 'totrlmoxazole has been included as one of the drugs
provided to the sub-centres In the drug kit 'A' under the CSSM Programme
and health workers are beIng traIned In the CSSM districts, for recognition •
of signs of pneumoma, treatment of simple cases and fE'ferral of severe cases v

vthildren who have pneumoma should be treated with cotrtmoxazole in I
the doses recommended In Table: 2 for 5 days

~ The condlilon of the child should be assessed after 48 hours Cotnmoxazole
should be contmued fOT another 3 days in chIldren who show
IMPRDVEMENT In the clinical condition

,;. If there IS no sIgnifIcant change in conditIon (NEITHER IMPROVEMENT
NOR WORSENING), cotnmoxazole should be contmt.ted for another
48 hours and condItIon reassessed v

.;. If at 48 hours or earlier the condItion WORSENS, chest lndrawlng
or oth-er 5-1gns of severa illness (inabIlity to drmk, excessive drowsmess,
convulsions or cyanosis) appear, the child should be hospItalized
Immediately

The mothers must be told to look for signs of severe pneumonia and
to bring the chUd for assessment for further treatment

, 0 Difficult breathmg

o Chest indrawmg

D Not able to drink
o Excessively drowsy and difficult to wak€
o CondItion gets worse than before

•
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TREATMENT OF PNEUMONIA
Da.ty dose schedule of COTRIMOXAZOLE for five cays

AGl:. I WEI'3111 Plledilltric tablet Paediatric :!l~'fUP

ElI<.h ttlbl~t [/l(h Sf""'ll \ , ml) _
S\.llphllm~lho)(a1()ltl too mg Sul.phc1l!l\~IL()XII2<'Jt~ 200 mg
and Trlmetiloprlm 20 n1g !Inc! Trlmethoptim 40 mg

< 2 months· 00(' tabl~t twice II day Half spoon (2 5 rot) twice a
(Wt 3-5 kg) cloy

2-12 monlhs Two tablds tWU:ll 0 day One spoon {S ml} tWIce l'

(Wt 6-9 kg~ d~y

1-& yean Thr~e tZlbl8h twice a dlly One and h~1l spoon
(Wt 10·19 kg} (7 S ml) tWla! II day

NOTE·

Feb 11 1999 04 34PM P2~
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91 11 6311586PHONE NO

a If Paediatric tablets are not avaJiable the dally dose of adult single
dose tablet (containing Sulphamethoxazole - 400 mg and Trimethoprim
- 80 mg), Is a quarter, half and three-fourths of a tablet, per dose.
to be given tWIce a day, for the three age-groups, respecbvely

b- In a child less than two months, cotnmoxazole 15D.Qt routmely recommended
These children are to be treated as for severe pneumoma However,
!n case of delay m referral cotrimoxazofe may be lnltIated

c Cotnmoxazole should not be gIven to premature babIes and cases of
neonatal Jaundice Such chddren when seen by a health worker must
be referred to a health facility

d In small chIldren the tablet should be crushed and mixed wIth milk
or other flUIds The fntxture should be given to the chdd wIth a spoon.

I

I TABLE 2
.,/

18
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flJ
\.. J I

/
--.14 2 Seru~ ~)neUn1(lrl1a {chest Indrawmg)

Chtld' i(''' v"lth Sl?V(?Yl? pneumonia should be trp21ler' CIS IlDatH:!nts wIth
intramUSt uJar I"1Jec'lons of benzyl perllcllhn (after test (J..J~(!\ drnplcllhn or
chlol'Fl'llphenlcol I he condItion of the child MUS r be morulol ed every day
and REVIEWED after 48 hours for antibiotic therapv

• It there IS IMPROVEMENT
o Change to one dally injectIOn of pro<..ame perllullm, if the child

was inItially put on benzyl penicllhn (after test dnc;e)
o In case the child was ImtJally put on 1M amplcdJin or chloramphemcol

change to oral admInIstration of the same antIbiotIc •

TREAT FOR 48 HOURS

4.3 Very Severe Inness

• On dIscharge of the chrld from the hospItal the mother should be
advIsed on home care

I
I
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• If condition IMPROVES
SWItch over to oral chloramphemcol Chloramphenicol should be
gIven for a total of 10 days

e if condItion WORSENS or DOES NOT IMPROVE after 48 hours
SWitch to 1M injections of cloxacIllm and gentamicin Treat with /
tnese antlblotlcs for 3 weeks

20

Children with sIgns of very severe Illness are In imminent aangtZr of death,
and should be treated in a health facUlty, with prOVlSlOn for oxygen therapy
and mtenslve mOOltorlng, as these cases requITe supportIve therapy 10 a-dd!bon
to specific treatment of pneumonIa Ch loramphemcollM is the drug of choice
in all such cases The therapeutic efficacy of chloramphenicol 1M In the.
r¢commended dose equals that achieved with IV administration of chloramphenicol

• If the condItIon WORSENS OR DOES NOT IMPROVE after 48 hours
o SWitch over to chloramphemcol 1M, If benzyl pemcillm was used

initially
o If chloramphenicol 1M was used as the 'nitia) antibiotic, then change

to Intramuscular Injections of doxacJlhn and gentamicin

Antlblotlc therapy must be given for a mmimum of 5 days and continued
for at least 3 days after the child gets well In case the child is put on cloxacillin
and gentamIcm the treatment should be continued for at least 3 weeks. since
in such cases the child may be suffering from staphylococcal mfecfJon

• Treat fever and wheezmg If these symptoms are present

• FlUld and food Intake should also be carefully momtored



TREA1MENT OF SEVEHE PNEUMONIA (2 monlhs-5 years)

Antibiotics Dose" Interval Mode:
A First 48 hours
Benzyl penkllllfl 50000 IU b hourly Ivt -

or per KG/dose
Ampicillin r;Omg/KG/dose 6 hourly 1M

or
Chloramphenicol 25 mg/KG/dose 6 hOIJrly 1M

B 1 If condition IMPROVES, then fOT the next 3 days, Give

Procain~ penicillin 500001U/KG One," 1M
or (maximum 4 lac IU)

Ampicillin SOmg/KG/dose 6 hourly Ori.'l!
or

Chloramphe'1lcol 25 mg/kq/dose 6 hourly Ortll

B2 If NO IMPROVEMENT, then for the next 48 hours
CHANGE ANTIBIOTIC

.,. If ampscillil1 used change to chloramphenicol 1M

.:. 1£ c,iloramphenl('oJ f1l;ptJ rh!'lngl' to tloxFltlJ1m 2Smg/kg/do.. p every 6 hours

along with gentamicin 25 mg/Kg/dose every elCjht hours

<- If condition Improves continue treatmen t orally

C Provide symptomatic treatm~nt for fevEr and wheezing, if required

0 Monitor fluid and food Intake

E Advise mother on home management on discharge

• The doses can be rounded off to the nearest adminIstrable dose

Treat with antibiotics for at least 5 days Continue treatment for at
least 3 days after the child recovers If cloxacillin and gentamicin are
used the treatment should be for at least 3 weeks :./
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4 4 PIJ€'.f'T,or.la (l Young Infants under 2 fY<onths of I\"e

c _... !J .. "'cy nnt be a pI e$ent ng C:;ylilptorn 111 rr lldrer, II <''' t ~n ? months
of age -I.pneUlT10nla m thIS a~e group IS recognlzea by fasl 01 eachmg and/or
chest Indrc:H~lng as In th" old"r Irlfants and duldr<'n

•
I
I
I
I
I
I
I
I
I
I
I
I
I23
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TABLE - 4

TREATMENT OF PNEUMONIA
IN CHILDRENAGED LESS THAN 2 MONTHS

ANTIBIOTIC DOSE FREQUENCY

Age Age 7
< 7 days days to

2 months

Inj Benzyl Penl~dlan 50000 IV/kg/dose 12 hourly 6 hourly

or I

Inj AmpicillIn 50 mg/kg/dose 12 hourly 8 hourly

AND

InJ Gentamycin 2 5 mglkg/dose 12 hourly B hourly

~e~ldes ~nbblOtics, therapy for the associated conditions. if any, must
bE-. in_~tltJ..!t~d immedIately The children must be kept warm and dry -

t3rea~Jfe~dJng must be promoted strongly as chIldren who aTe not breastfe_d
are at a Jilllch higher fisk of ARI and diarrhoea In such chIldren the Illness
ISmOre severe and case fataltty rates-are hIgher v-

These c.hlldren must be HOSPITALIZED Treatment with cotrimoxazole
may be started by the health worker before referrmg the chIld

If pneumonia is suspected in young infants, they should be treated with
intramuscular tnJections of Ben2yl penicilhn or (nJe(,.bon I\mplcilhn, along wHh
Injection GentamlCIn Chloramphenicol is not recommended as the first hne
of treatment in young infants

1'1_~h~ a9" group pneUITlOflia must always be t.olls1del eo .0 be severe as •
the condHiQJu:>f the child can deteriorate very qUickly MallV Of the cases may
have added fisk factor of low birth wetght S_uch children are-very suscept!1Jle
t~mperat1lre cban~sj~n£..~en 10 tropIcal c11l'!!.ates, ~eaths due to f.old_st!~~S

or h;LE.otherm1a are Eomm0I}

It IS difficult to differentiate between severe pneumoma, sepsIs or menlnglbs
In thIS age group, as the clinical presentation Is very similar The treatment
In these conditions is, however, basically the same
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v1.1 Early Registration
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29 x 5000 /1000 ... 145
145 + 15 = 160

MOH MATERNAL CARE PROTOCOL

V'-'l "I.-C , ,-WI U lUI" ~ ,-n I J UI'i f''U)

2J LSSENTIAL MATERNAL CAR£~AN=-"
MP-.NAGEMENT OF NORMAL LABOUR

• It is important that aU pregnant women are regIstered early during
pregnancy The urgency for doing so must be emphasIzed on the
paramedical staff The number of women registered subcentre~wise

should be monitored monthly

• The annual eshmated number of pregnant women must be worked
out subcentre-wlse and the total number In the PHC area can be added
up The estimated number of pregnancies and the number registered
should be momtored to determine how many women ar€' not receivIng
the essential servIces

ESTIMATION OF PREGNANT WOMEN

-:- Birtll rate x population / 1000
.:- Add 10%

An estimated 160 pregnancies will occur annuallv In a subcentre area
with a population of around 5000 and a birth rate of 29 per 1000 population
The estimated number of pregnant women is calculated by multiplying bIrth
rate x populatIon and divIdmg by 1000 Add 10% as some woman have
spontaneous abortlons and others may have still births (children who are born
dead)

All wornen need addltional care dunng pregnar\<...y 1 hey '\E.E;,Ci to ~at and
rest more than they dId when they W2re not pregnant All women must be
given IT immunization and the full course of IFA tablets All women need
to be advised on the preparations they must make for delivery

AU pregnant women must be gIVen penodic health check-ups so that
maternal comphcations or fisk factors are ldentlfJed m time, treatment started
early and the women counselled to deliver an a hospItal

J/ t Annex 28

vI ESSEN f1AL MATERNAL CARE
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< ,la fJ \01 tlistrilt hlrth r<."\k If dvadaolc) <11'(: tL( ~} ~·l' population at
thy" -11-' j, the populaflon of the olea IS more th?lr' SOOt} l.ll " the birth rates
afe 11 J t l(>r ~(l<; In ASS<.11n Blhclr Hal ydllt'l M;)d!1\,u Pt <.-<./<:<;' ,( 1I""than and Uttar
IJradesl \ til(' .)Umber of pregnant women wIll be mOl ...

--Jl 2 Antenatal Checkup
-

Pregnancy Is divided Into three tnmesters of 3 month periods The first
trImester IS from the hrst day of the last menstrual period (LMP) to 12 weeks.
second tnmester is from 13 weeks to 28 weeks and th<.' third tnmester is from
29 weeks to 40 weeks

The duratJOn of a normal pregnancy Is 280 days from the fIrst day of
the last menstrual period (LMP} or 40 weeks or 9 calender months plus 7
days The expected date of delivery (EDD) is calculated by adding 9 calender
months and 7 days to the first day of LMP For example if the fIrst day of
the LMP was 3 March, the EDD would be 10 December

•

•

The purpose of antenatal check up 1$ to monitor the progress of pregnancy
and ldennfy and treat maternal complications early Women who have had
no antenatal examination are at risk as they may have an underlymg complication
or hIgh risk factor Some women can even develop complications wIthout any
warnmg It is essential therefore that all pregnant women receive antenatal
care and advice on where to deliver It IS important that they and theIr families
are aware of the nearest hospItal (FRU) and have made advance arrangements
for tr~n$portatlon in antIcIpation of an emergency Blood transfusion IS often
requIred as a hfe savHlg measure Family members and fnends who can donate
blood should accompany the woman to the hospItal If there is an obstetric
emergency

A pregnant woman must get at least 3 check-ups dunng pregnancy

o F!rst at 20 weeks or as soon as the pregnancy is known and register-ed.

iii Second at 32, anu

• ThJrd at 36 weeks

She should be encourpged to visit more often, espeCIally m the third
trimester of pregnancy ~

ClinIcal Assessment

Antenatal check up Involves careful hIstory and physlc..al examinahon to
determine whether the pregnancy IS progressmg normally Complications
which can adversely affect a woman's health or the outcome of pregnancyJ
can also be ldentlfled

4
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Food and Rest

The antenatal examination should enable you to decide whether the
pregnancy 15 progressing normally or some maternal complacaUon is present
Management of maternal complicatIons have been discussed In section III of
thiS manual

Drugs should not be used In the first tnmester unless required
for a IJfe threatening emergency

X-Ray exammation should be avoided In pregnancy During
fust trimester it is contramdicated

\,,'>rultatE. for to~l(ll he/ul lclt(> fIll'> rdJi ')( (.()"," Glthcr with a
~ te' h()<,cope or (\ fndn<;c'oJ!1" NOIIll,\1 hr'l I. J ( <IT I I, to? I" 140 per
111rwte Heart rate more thdrl 160 or 1('5<:; t1lall 120 ll1dlcates foetal
0lstres~

<I P<"l '- 101 {oet(tllie (wlwlhl"'r verh<..<:lJ tr2l1' ,vIJl se ~T' , \!yLle) and foetal
t ('c.ent<,tlcP (vert<-'\{ at .11 e(~ch)

IiAnaemia Prophylaxis

Explain the increased requirements of Iron and the dangers of anaemia
to the pr~gnant woman

All pregnant women must be given 100 tablets of Iron & FolIc Add(IFA
Large) during pregnancy Many pregnant women can be saved by gIVing
1 tablet of !FA (100 mg elemental iron or 33{) mg ferrous sulphate) dally
for 3 months Women with visible slgns of anaemIa should be given two
tablets dally for atleast 3 months ./

P"'egnant women need to take an extra meal every day of the family food
No special foods are required and no food that Is normally taken should be
restncted Alcohol and tobacco are prohibited The mother needs to rest on
her SIde for about two hours In the afternoon and get at least 8 hours of sleep
at mght Short penod<; of rest m between penods of phySical work are useful
She must not do heavy work and must rest as often as she can The paramedical
staff must be aware that food and rest are lmportant and should advise the
women and other famdy members in their area so that famdy responsibUmes
are shared and pregnant woman gets the rest she needs

..J1 3 AdVice to Mothers
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Explall' { l~ t-![eq'ldnt v.,om"n thdt I 1 JnllrlU1Il,,<~lHJI J~l()I( ( \('. and
her newborn r.rl,V agamst tetdrlU~ WhlCh l<; a senouc; (ll,,(JiI"I' "",f I I l ll) Cn~e

f.,tnlity

Preparll1\:} £or Lallour

All pregna'lt women must make necessary preparatlons for dellverv They
should b~ provIded with a disposable delivery kit (DDK) In case the DDK Is
not available they should be advised to buv a new blade and thl ead themselves
an9: keep them handy The thread should be boiled for 20 mmut<,s and sun
dried before delIvery

They should be advised to keep ready cotton cloth for themselves and
for the newborn It is important that these are clean to prevent Infection
Clothes should be washed with soap and sun dned and kept away from dust

AU women 'Who are pregnant must be informed regardmg the nearest
hospsta! so that they can be taken there Immediately If there is an emergency
Th.e famlly and the community must also make some arrangements In advance
for transportation so that no ttme IS lost If the woman has to be rushed to
a hospital Blood transfusion is often reqUired for obstetnc emergenc]es and
family members and fnends must be prepared to donate blood

All pregnant women must also be advIsed on exclusIVe breastfeedmg and
care of the newborn

'2. NEONATAL TETANUS ELIMINATION

Pnor to the lmmumzatlon programme, tetanus was a major (ause of
neonatal deaths An estImated 3 5 lakh deaths due to neonatal tetanus oc<..urred
~nnuaHy As a n~sult of high Immunlzahon coverage levels and Improvement
n the clean delivery practices, neonatal tetanus has been virtually ehmmated
n large parts of the country The goal 15 to reach an inCIdence of 1 or less
ler 1000 live births in all the blocks m the country by th~ end of 1995 Since
i sale and effectlv(! vaccme Is available and the recommended 'clean techmques
lr~-5Impte (hands washed thoroughly, a new blade used for cuttmg the cord
nd no dressings appUed on the cord stump) can be adopted for all deliveries,
case of neonatal tetanus IS a failure of the system to reach the commumty
I1h Simple messages and to provide basic servIces

Symptoms of neonatal tetanus are easy to recognize A child, apparenlly
.,rmal at btrth, stops suckling and has convulSIons The symptoms uc;ually
Jpear three to five days after birth Most chlldren dIe withm a few dayS The
'alth staff should be asked to report all neonatal deaths and <:,u<;pect c~ses

neonatal tetanus In th~lr areas If no cases or deaths have occurred a nJl
port should be bubmltted

9
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$ ) ~l~ llr<;t InJection Ie; qlven (~t th() ftrc;l COUldC! wlln ~d(, • I " ~!lant woman

3 1 Conduct of Normal Labour

V'3. MANAGEMENT OF NORMAL LABOUR
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o First Stage of Labour
o The labour pams are regular and become progressIvely stronger

The mtervals between pams gets shorter The uterus becomes har-d
durmg the pains and cervix dllates

o ThiS penod IS usually about 10 hours after the pams start (for the
first baby) and about 5 hours (for subsequent births)

"2---% ,.~

• The injecltons must be completed at least one month before delivery
There may be shght pain at the InJectton slte for a day or two

Labour starts wlth the beglnnmg of pams and ends with the delIvery of
the placenta Labour IS divided mto three stages

II The first stage is from the tIme the pains start to the bme cervix ls
fully dllated

• The second stage lasts from full dilatatIon of cerVtX to the del1very
of the baby.

• The third stage starts after the delivery of the baby and ends with
the dehvery of the placenta

• The three stages of labour together usually take up to 12 to 13 hours
for the primigravlda (fIrst delivery) and about half the time for subsequent
deltv€nes

• The second Irlj'zcllon l~ glv~n after one munth H tile woman had
1ecelvpd t"t;Hl\lc; tOXOid durmq (\ prevlotJ" pH~qmm<..y, onlv one injection
IS suffl< lellt Ilowc'vl't, III <.l'i(, of dotlht lllvc' ~ 1111('( tlUI\-9

High IT Immunization coverage levels must be sustained and clean debvery
prachces continued even If there are no cases 'The tetanus spores are widespread
tn the environment. especially in the rural areas where there are a large number
of animals living In close proxttntty

If a case of neonatal tetanus is reported. foUow~upm the area of residence
is necessary to prevent cases In the future Registration of pregnant women
and Immunizahon coverage level~ must be assessed Trammg of dais must be
given high pnonty

1'1 '~Jl) t.lId'>c1tlO1i lTlu<;;t be gIven to all pq>qnclll' \V(Jllle, (\t~l1 then:) are

110 Ulll1l,\ ,,(11':"111<) \'\
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REI-ERHAL Of AN OBSTETRIC [M[HG:NCY

• Position of PatIent

o Women snould be kept In the left laterClI PO<,ltlC)1I dllfll 9 Tl.-lp'-.portatton
111 this posItion

o Th~ weIght of the pregnant uterus does not press th(? aorta and
the vena·cava

o The tongue does not fall back and asphyxia is orevented

o 1 he risk of inhalation of vomItus is also reduced

a In case the woman 15 unconscIous or has any sIgns of Imminent
eclampsIa put a soft mouth gag IS put In between her teeth ThIs will
prevent tongue bIte In case she develops fits

• Medication

o Start IV Fluids
o Rmgers lactate/ normal sa line or 5% gtu<"ose can be used Do not

gIVe dextran as it can interfere wIth grouping and cross matchmg
of blood

o Sedate the patient before transport

o Give hrst dose of a broad spectrum antibIotic

o Give other specific medication indIcated for th" patIent as gIven m
the text

1...

• AdVIce to FamIly Members •
•

I
I
I

~v( I
'liS.. .n ,.

o The patIent should be transported by the qUIckest mode of transport

o Most obstetric ~mczrgencles require operative management and blood
transfusion A responsible member of the pahenl<; family should
accompany her for glvmg consent for surgery Relahons and famIly
fnends who can donate blood should also accompany the patient

42

• Referral Note

D Give sahent pomts about the hlstOry, main clinIcal findmgs and medlcatJon
(dose, route and time of admmistrahcm) In case telepholle facilities
are ava~lable the refertal hospItal should be alerted about the arrival
of the patIent so that necessary preparations can be started ImmecUately

I _ *.;__ _i'?'C -
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r"SSFNTrAl NEWBORN CARE

\...Ul IllUN1LHI1LJN ND

1 INTRUDUCTION

Improve essential newborn care in msbtutional and dOm\Clharv dellveries
to reduce perinatal and neonatal mortality rates

1 1 Goal

Wom2n With preVIOUS obstetnc comphcahons or where compltcC\tions are
expected should be advised to deliver m a health facility

Care of the pregnant woman IS vItal for Jmprovmg neonatal survIVal
Anaemia, undernutritIon and obstetrlc complications have an adverse mfiuence
on the foetus and the newborn Adequ~te rest and nutntion dunng pregnancy
are essential for the health of the mother and the newborn DurIng pregnan<:y
partIcular attention should be gIven to

I
• Early regIstration and regular antenatal check ups

• Nutntion advice and anaemIa prophylaxIs

• Anaemia detection and treatment

• Tetanuo Immunization
• Early Identification and treatment of maternal comphcabons

MOH "f,dn 11aIf of the mf.:l.nt deaths occur U1 n('wbOl tI'5 {fll ~t 28 days of
life) Most of thec;e death., take plac(. m the first w~,'k of hte due to birth
asphyXJd, nypothermla and mfectlons Babies born wHo a low bIrth weight
(less than 2500 qm) are at a higher risk of dying due to these causes Care
of the mother durltlg antenatal period and dellve. y provislOt'I of essential care
to the newborn at birth and dunng the neonatal period wlll have a signifIcant
lmpact on l1eonatal and mfant mortality rates

vi.2 Strategy

• Ensunng antenatal care to all pregnant women

• Promoting safe delivery practices

• Provldmg essentIal care to all newborns

• Idel1tlfzcahon and referral of newborns "at nsk'

~ CARE DURING ANTENATAL PERIOD

I 1''-'1 I
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-f he ,I', \II. r,(lre the d()lll,{Jrv I;)!<(><; place "ll(ll~ld \)2 l .e,l') h

dnd adeqL1~i1eIV IlQhted
<,ntllated

Ensur e the fOllowmg during d<,lIvflrv

• Clean hands
• Clean surface
• Clean razor blade
• Clean cord tie
• Clean cord stump (no applican t)

The newborn should be received at bIrth In a dry, warm and clean cloth
After drying the newborn. the wet cloth should be dIscarded (to prevent
hypothermIa) and the baby wrapped in a clean and dry cloth The head of
the baby should be wiped first

"3.1 Cord Care

The cord should be tied with a clean cord tIe 2 5 Inches or Jess from
the umbilIcus and cut wIth a new razor blade or autoclaved scissors Inspect
the stump for bl~eding If bleedIng IS detected apply another cord be Do not
apply any medicatzon or dre-;smg to the cord

.../32 Eye Care

Clean the eyes with a soft clean cloth or cotton swab USing one for each
eye Clean the eyes from the medial to the lateral side Do not apply any
eye drops or kala I to the eyes

...J33 Bath

Do not bathe the newborn after bIrth Bathmg can lead to hypothermIa
which may be fatal Instead, wIpe the newborn with a soft moist cloth to keep
her clean Ensure that the room IS warm and fre-e of draughts dunng thfS
procedure Bathing is not recommended tIll the chlld IS atleast one week old

~.4 Assessment of BIrth Weight

WeIght should be recorded soon after bIrth, but not later than 2 days
Health workers and tradittonal birth attendants are bem~ provlded with a sprmg
balance for use during domicIliary dehverles Teach them how to weigh the
newborn usmg thIs balance The spnng balances have a colour code correspondmg
to dIfferent weight categories Grecn (2500-4000 gm), YellDw (2000-2500
gm) and Red (less tnan 2000 grn) Management of the newborn based on blrth
weight 1S mdIcated Hl tne table

52
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"\/4 PREVENTION OF HYPOTHERMIA

AFTER WIPING DRY AND WEIGHING GIVE THE BABY TO THE
MOTHER IN THE LABOUR ROOM ITSELF FOR BREASTFEEDJNG

I

ExclusIVe breastfeedmg wdl save hves of many babIes by preventmg
malnutrItion and mfectlons hke dIal rhoea and pneumonia Case fatality rates
due to these 'nfections are hIgh In early mfancy

F~b 11 1999 04 51PM Pi91 11 6311586
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Blrtt, \}.I~ l(l'1t ( O!OUI Code WhuG to manage
------- --- -- --

MOl ~ lOcI' ~500 gm Green Home

2000 2.,00 gm Yellow Hom",

Less than 2000 9m Ret! Referral-

The newborn Is at risk of hypothermIa because of poor thermal control
mechanism. This is due to factors that Increase body heat ]oss and Its mabllIty
to generate sufficient body heat to match heat loss

"'Hypothermia can be prpvented In newborns by keeping the baby in clos€
physical contact with the mother The baby should be wrapped In several
layers of cotton/woollen clothing depending on the emHronmental temperature
The room where the baby Is kept must be warm enough for an adult to feel
just uncomfortable The room should be free from draughts .....

Hypothermia can be fatal for the child t::. Chlld_wlJh.. Qypothel fila feels
cold wbe..n..1ha dorsum of t!le hal1d_ls plac~d on...J!s body The baby becomes
lethargic and refuses feeds liY-E..0therrma Is an emergency ancL!!lUstbe treated
promptly The baby can be rewarmecrraprdly-by Keeping her under a lamp

<

Newborns with birth weight auove 1800 gms who are suckmg welt
and do not show an\) signs of 111ness can be manayed at home

Newborns mcluding low birth weight infants who show any sIgns
ot Illness must be referred to an mstitution which has facilities for
newborn care

vB 5 Breastfeeding

All newborns who cry soon after bIrth and do not show any sIgns of illness
must be kept with theIr mothers and put to the breast soon after birth This
will ensure warmth. InitlatJOn of breastfeeding and emotional bondmg Breast
feeding should be mitiated within the ftrst hour after bIrth. This ensures
"i!stablishment of lactation and early involution of the uterus No prelacteal
feeds such as glucose water I honey, gur. ghutti, etc should be given

FROM GUNEET OO~~UNICATION ND
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with a 200 y\ ....Iff l"',,10 placed 4S Cine; ,1hove the b<'\bV If b(\[Jv l()r \ I lmprove
wIthin 30 4 T "'ll1ute<; of 1I1lh,llmq It'w,,r r1llnq RFfI:.f< tl '1 l(~ , II, 1,1 h facJlIty
usmg the ~ lJckE's< mode of tl(:\IlSporl fm further n','11d ]('1'1('111 I liE' mother
must be adV1Sea to keep the bcjby WI C:ll.Jped and dose to II '[ 1\ )0y during
transport

..,,5 PREVENTION Of INFECTION

• The cord should be cut with a new blade or autoclaved scissors The
cord should be tied with a clean cord tie It should be kept clean and
dry AppUcatlon of medIcation or dressing the cord does not prevent
umbilIcal cord infection Dressmg of the cord stump IS not recommended

• Hand washmg with soap and water for at h?dst 1 mIn before handlIng
the baby 15 the most effectIve method of preventing mfectIOn in the
newborn. because hand tranSfTliSSIOn IS a common mode of infechon
in the newborn

PreventlOl"' of mfectlon ~s very 1000portat\t as the newbol f' mfants are
suscepUble to mfection and succumb qUickly The risks are higher In low birth
weight babies, especially
pre-terms

• The prevention of infection begms with TT Immunization of the
mother Clean delivery practices are very Important to mmimize risks
of infechon Labour rooms must be clean and if the dehvery is taking
place at home the dal and the health workers must ensure that the
place of delIvery is clean The attendant at bIrth must wash hands
thoroughly with soap and water PresterlHsed gloves should be used
by the attendant

•
•

I
I
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I
I
I
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I
I
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• A common source of mfectlon is the prelacteal feeds and water given
to the child. even If she or he is being breastfed A non-breastfed
chdd IS at a higher risk of infectIon Bottles should NEVER be used
for feedlng due to the high risk of contammahon ExclUSIVe breastfeeding
must be strongly promoted

• Personnel with ikmlnl~lQn~......respirato.r..Y.J,.tl fectJons_ot..!harrhQea must
not handle the baby till their infection is under control

• The baby should not be taken to a place where there are other sIck
children such as the OPOs They should preferably not be taken to
any place with a large gathering and should be handled by as few
persons as possIbLe

• In case of instItutional dehvenes, the zero dose of OPV and BeG should
be g)ven to the baby before discharge The mother must be inrormeyd
of the lmmunlzatlon schedule and advlsed to brmg the baby for the
first dose of OPT and OPV at SIX weeks
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8 2 When to Refer LBW Newborns

8 1 Management of LBW Newborns
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• Babws bptween 1800-2500 gmt can bs managed at home prOVIded
they have no signs of Illness However they wIlt neea special care at
home

GUNEET COMMUNICATION ND

Newborns WIth a bIrth weIght of lel)s than 2500 gm are known as low
birth weight newborns OT1e~thlrd of all newborns are LBW These newborns
are at a htgher risk of hypothermIa. mfection and death It Is pOSSIble save.
most of these babies with sImple mtervenhons

• PrOvlO€ warmth

• ExclUSIve breastfeedmg

• Prevent mfectIons

• Teach mother to recognIse danger signs for seekmg hE'lp
o Refusal of feeds
Cl Increased drowsiness

rJ DlfhcuH breathing
Cl Apnoea
CJ Cold to touch
o Yellow staining of skm

o ConvulSIOns

7 4 1 Slte~ lor establishIng mtra-venous access

Dor~Ulrl of hands or feet I\ntecubltal f()~'l;)

Long saphenous vein Veins on the scalp

58

7.4.2 TechnlQue

Clean the skin with alcohol Puncture the skin over the vell1 wllh a cannula
or scalp vem needle of size 22G or 23G Infuse normal saline through the
cannula or needle to check whether It IS in the vein Tape the cannula securely
Do not cover the skm overlymg the tip to enable observation for extravasatton
Immobilize the cannul~ with a splInt
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These babIes c<m be managed at home wIth the use of appropnati:
Bl'OttcS

~ LBr~\1 d~ t' \.J Il ... whQ are sucking poorlyatthebreast, arehvpO!nermlC
or hd\/&' d'1V t){ ,lie (oHowing signs of llines,> should al,>o be rd('! I cd
for "'pf'Clrlll~t ~.lre
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r I -. , "" lndn l~OO gm should be referred f~)r sp02C"...!Jl"t :: ~re

CLASSlFJCATION OF A SICK NEWBORN

..,

o LeddHSlY

o Fa;,t brpathmg and/or chest mdrawfng

CI Apno.ea
D Abdommal distenSion
o Cyanosls
o Pathologl<~31 Jaundice (§;
o Dlarrhoea
Ell ConvulsIons

." All 'i

Mud Illness

~SEYERiTY SYMPTOMS PLACE OF
MANAGEMENT

j M-lJd l11ness Umbilical dlscharge Home
ConjunctivItis
Pyoderma

I 'Severe Illness DIarrhoea Inpatient care
Fast breathmg /Chest in a
lndlawmg Health FacUity
Feedmg poorly
Decreased activity
Fever

Veiy. Severe InabilIty to feed Must be admitted
flm¢ss Hypotherrrna ma

Abdominal dIstension health facIhty
I Imperforate anus for

No urine for 48 hrs specialist care
c.yanosls
Apnoea
Convulsions
Bleedmg
PathologIcal JaundIce

/
I

9. CARE OF SICK NEWBORN
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Annex 29

LIST OF TECHNICAL REFERENCE MATERIALS CONSULTED

1 Murray, John, Gabnella Newes Adey!, Judith Graeff, Rebecca FIelds, Mark Rasmuson, Rene
Salgado, Tma SanghVl 1997 EmphaSIS BehavIors an Maternal and Child Health
Focusang on Caretaker BehavIors to Develop Maternal and ChIld Health Programs an
CommuDltles Pubhshed for USAID by the BASICS Project

2 Child Health Dialogue (CHD)
3 A Toolbox for Bulldmg Health CommunicatIOn Capacity HealthCom, CornmumcatlOn or

ChIld SUl"Vlvai Project, 1995 AvaIlable from Information Center, BASICS Project, 1600
Wdson Blvd, SUIte 300, ArlIngton, VA 22209 Phone (703) 312-6800, Fax 312-6900

4 Disease Control PrIonties an Developmg Countnes Edited by Dean T JamIson, W
Henry Mosely, Anthony R Measharn, and Jose LUIS Bobadtlla New York, N Y Oxford
MedIcal PubltcatlOns, 1993

5 Survey Traaner's GUide for PVO Child Survival Program Rapid Knowledge, Practice,
and Coverage (KPC) Surveys Apnl 1998, The Johns Hopkms UmversIty PVO Cluld
SUl"Vlval Support Program

6 Murray J, Manoncourt S Integrated Health FaCIlity Assessment Manual Usmg Local
Plannmg to Improve the Quabty of Child Care at Health FaCIlitIes PublIshed for
USAID by the BASICS Project, 1998

7 Salgado R and Kalter H ChIld Health Mortality Survey/Surveillance Manual Pubhshed
for USAID by the BASICS Project and JHU Dept ofInternatlOnal Health, 1998

8 Bhattacharyya K, Murray J, Amdle W, Asnake M et al CommuDlty Assessment and
Plannmg for Maternal and ChIld Health Programs. a PartiCipatory Approach In

EthIopIa. Publtshed for USAID by the BASICS proJect, 1997
9 Powers MB SustaanabIllty Fmdmgs of 12 Expanded PVO ChIld SurvIval Projects
10 INACG pubhcatlOn, GUIdelInes for the Use of Iron Supplements to Prevent and Treat

Iron DefiCiency AnemIa
II SanghvI, T and Murray, J Improvmg Child Health Through NutritIon The NutritIon

MlDlmum Package BASICS, 1997
12 PneumoDla Care Assessment Methods Toolbox The Johns Hopkms UmversIty PVO ChIld

SUrVIval Support Program, 1998
13 pva Child SurvIval Techmcal Report, Volume 5, Number 1 The Johns Hopkms

Umverslty PVO Child SUrVIval Support Program, Apnl1997
14 Mothers and ChIld SurvIval Lessons Learned m Addmg Maternal Health

InterventIons to pva Child Survival Projects The ChIld SUrvIval TechnIcal Support
Project, Macro InternatIOnal

IS A ReView of Maternal Care Messages and Curracula Used 18 PVO ChIld Survival
Projects May 1995 The ChIld SurvIval Techmcal Support ProJect, Macro InternatIOnal

16 Integrated Management ofChddhood Illness A WHOIUNICEF ImtlatIve WHO BulletIn
Volume 75, Supplement 1 1997

17 Detatled Implementation Plan ofChdd Survival xm EthIOpIa "WomanWlse" Project,
Save The Cluldren, EtruopIa

18 Sarbam Charkraborty Improvmg Private Heath Care PrOViders Case Management
PractIces for Childhood Illnesses (Draft), , BASICS, USAID, 1998

19 The CORE Group Updates
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20 Parol ChnstIan, Keith P West, et ai, Night blindness of pregnancy ID rural Nepal
nutritIOnal and health risks, InternatiOnal Journal ofEpidenuology 199827231-237,

21 Sustamablhty from the 1988 PVO ChIld Survival Grants Program RFA,
USAIDIBHRlPVC

22 HIgh Impact PVO ChIld Survival ProJects, Vol 2, BASICS, 1999 (Draft Report),
23 Vltamm A Global Imtlative-A Strategy for Acceleration of Progress m Combatmg

Vltamm A Deficlency-Consensus of an Informal Techmcal Consultation, UNICEFI
MI/WHO/CIDN USAID, December 1997,

24 Sandra L Huffman, et aI, The Case for Promotmg Multiple VltammlMmeral supplements
for Women of Reproductive Age m Developmg Countries, LInkages ProJect, Academy for
EducatiOnal Development, November 1998

25 Inventory of Current Vltamm A Research and Program ActIvIties related to Child
Survlvalm Developmg Countnes, USAID, March 1999

26 COPE (Chent-Onented-Provlder-Efficlent) Manual, AVSC InternatiOnaIlBangladesh
27 Integrated AID, CDD, UndernutrItion Skills Trammg Manuals for BasIc Health

Workers (Jomtly developed by WHO/SEARO, CARElIndla and Government ofIndIa),
1998
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Year I Year II YearllJ Year IV
Dlscnption of Item USAID WVUS Total USAID WVUS Total USAID WVUS Total USAID WVUS Total USAID Total WVUS Total G Total
I Salanes and Benefits

1 CSP Team Leader@191/m 2411 0 2411 2652 0 2652 2917 0 2917 3209 0 3209 11189 0 11189
2 CSP Manager@247/m 3040 0 3040 3344 0 3344 3679 0 3679 4047 0 4047 14110 0 14110
3 Technical Offlcer@175/m 2183 0 2183 2401 0 2401 2641 0 2641 2905 0 2905 10130 0 10130
4 Flnance/Adm Coord@109/m 1391 0 1391 1530 0 1530 1683 0 1683 1851 0 1851 6455 0 6455
5 MOnitoring/Eva Coord @114/m 1451 0 1451 1679 0 1679 1839 0 1839 2015 0 2015 6984 0 6984
6 Development Coord @114/m 1451 0 1451 1679 0 1679 1839 0 1839 2015 0 2015 6984 0 6984
7 Training Coord @1041m 1340 0 1340 1474 0 1474 1621 0 1621 1783 0 1783 6218 0 6218

other Personnel

1 Community Dev Orgamz @86/m 8920 0 8920 20960 0 20960 24384 0 24384 28144 0 28144 82408 0 82408
2 Auxiliary Nurse Midwife@911m 4700 0 4700 5170 0 5170 5687 0 5687 6256 0 6256 21813 0 21813
3 M/E Asslstant@86/m 1115 0 1115 1310 0 1310 1524 0 1524 1759 0 1759 5708 0 5708
4 Training Asst @86/m 1115 0 1115 1310 0 1310 1524 0 1524 1759 0 1759 5708 0 5708
5 Administrative Asst 1@8S/m 1115 0 1115 1310 0 1310 1524 0 1524 1759 0 1759 5708 0 5708
6 Dnvers(2) lIIyr (3)@86/m 2230 0 2230 3930 0 3930 4572 0 4572 5277 0 5277 16009 0 16009
7 Accountant@ 114/m 1451 0 1451 1679 0 1679 1839 0 1839 2015 0 2015 6984 0 6984 >=Total Salarles/benefits 33913 0 33913 60428 0 50428 57273 0 57273 64794 0 64794 206408 0 206408 =~
II Travel/Per drems ~

1 Local Travel (within India) =
a Site VISits by ProJect partners 1000 0 1000 1000 0 1000 1000 0 1000 1000 0 1000 4000 0 4000
b Site Visits by Project staff 3000 0 3000 3000 0 3000 3000 0 3000 3000 0 3000 12000 0 12000
c Program/Tralnlng related travel by
partners 2000 0 2000 2000 0 2000 2000 0 2000 2000 0 2000 8000 0 8000
d Program/Tralnlng related travel by
staff 3000 0 3000 3000 0 3000 3000 0 3000 3000 0 3000 12000 0 12000
e Administrative travel 500 0 500 500 0 500 500 0 500 500 0 500 2000 0 2000
f Incountry travel for Consultants 500 0 500 500 0 500 500 0 500 500 0 500 2000 0 2000

2 Regional Travel (within Asia
Pacific)
a Baseline consultant Alrfare/per
drem 400 0 400 0 0 0 0 0 0 0 0 0 400 0 400
b Regional PHC consultant
Alrfare/per diem Iyr 3trlps 2nd Yr
onwards 4 trips 3420 0 3420 5000 0 5000 5333 0 5333 5666 0 5666 19419 0 19419
c Community base EPI surveillance
consultant 0 0 0 1250 0 1250 0 0 0 0 0 0 1250 0 1250
d Cost Recovery consultant 0 0 0 0 0 0 1250 0 1250 0 0 0 1250 0 1250
e Regional Conferences! Workshops

(3 person including partner) 0 0 0 3750 0 3750 3750 0 3750 0 0 0 7500 0 7500
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~



Sheet1

3 International Travel
a Mid term Evaluation Consultant 0 0 0 2500 0 2500 0 0 0 0 0 0 2500 0 2500
b Final Evaluation Consultant 0 0 0 0 0 0 0 0 0 2500 0 2500 2500 0 2500

4 Transport Cost
a Fuel for 2 Wheelers 340/m 4080 0 4080 4280 0 4280 4480 0 4480 4680 0 4680 17520 0 17520
b Fuel for 4 wheelers 104/m 2447 0 2447 3271 0 3271 3471 0 3471 3671 0 3671 12860 0 12860
c Vehicle maintenance 4800 0 4800 4944 0 4944 5092 0 5092 5245 0 5245 20081 0 20081
d GIK Transport Ocean 0 0 0 0 0 0 6000 0 6000 0 0 0 6000 0 6000
e GIK Transport Internal 0 0 0 0 0 0 1000 0 1000 0 0 0 1000 0 1000

0
Total Travel 26147 0 26147 34996 0 34996 40376 0 40376 31762 0 31762 132280 0 132280

III Trainings
a Training for CMO staff 1190 0 1190 1000 0 1000 700 0 700 600 0 600 3490 0 3490
b Training for PHC staff 1200 0 1200 1000 0 1000 800 0 800 600 0 600 3600 0 3600
c Training for ANMs 2700 0 2700 3200 0 3200 3200 0 3200 500 0 500 9600 0 9600
d Capacity bUilding (local NGOs) 2000 0 2000 6000 0 6000 5500 0 5500 5000 0 5000 18500 0 18500
e Capacity bUilding (private sector) 2000 0 2000 4400 0 4400 6200 0 6200 5500 0 5500 18100 0 18100
f Capacity building people s
organization 5000 0 5000 10000 0 10000 12500 0 12500 10000 0 10000 37500 0 37500
g DIP Workshop 1208 0 1208 0 0 0 0 0 0 0 0 0 1208 0 1208
h KPC Survey 4698 0 4698 500 0 500 500 0 500 500 0 500 6198 0 6198
I First Annual review 1208 0 1208 0 0 0 0 0 0 0 0 0 1208 0 1208
j Mid term evaluation 0 0 0 1500 0 1500 1500 0 1500
k Third Annual review 0 0 0 0 0 0 1300 0 1300 0 0 0 1300 0 1300
1 Final Evaluation 0 0 0 0 0 0 0 0 0 2000 0 2000 2000 0 2000
m Host regional QA workshop 0 0 0 0 0 0 18000 0 18000 0 0 0 18000 0 18000
n Best practices wOlkshops 0 0 0 640 0 640 1120 0 1120 3000 0 3000 4760 0 4760
o Sustalnablhty workshop 120 0 120 0 0 0 0 0 0 0 0 0 120 0 120
P RCH Workshop 200 0 200 0 0 0 0 0 0 0 0 0 200 0 200
q Development of Training material 0 0 0 2000 0 2000 0 0 0 0 0 0 2000 0 2000
rHFA 595 0 595 0 0 0 0 0 0 0 0 0 595 0 595
s Lesson learnt workshop 0 0 0 850 0 850 1150 0 1150 1150 0 1150 3150 0 3150
t Project Staff Training 12700 0 12700 13200 0 13200 13200 0 13200 10000 0 10000 49100 0 49100

0
Total Training 34819 0 34819 44290 0 44290 64170 0 64170 38860 0 38860 182129 0 182129

IV ProfeSSional fees

Evaluation Consultant
a Baseline
consultant(15day@59/day) 885 0 885 0 0 0 0 0 0 0 0 0 885 0 885
b Midterm
Evaluatlon(20days@750/day) 0 0 0 15000 0 15000 0 0 0 0 0 0 15000 0 15000
c Final Evaluatlon(20dys)@75O/day 15000 0 15000 15000 0 15000
d Audltor@750/year 750 0 750 750 0 750 750 0 750 750 0 750 3000 0 3000
e HFA Consultant @ 75Ox14days 10500 0 10500 0 0 0 0 0 0 0 0 0 10500 0 10500

~
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Sholilt1

f Consultancy Zonal
advlsor(46dys@100/day) 4800 0 4800 4800 0 4800 4800 0 4800 4800 0 4800 19200 0 19200

External Consultant
a Regional PHC Consultant(I yr 21
days@275/yr 2nd Yr onwards
28days@275/yr ) 5775 0 5775 7700 0 7700 7700 0 7700 7700 0 7700 28875 0 26875
b Sustalnabillty/Cost Ree Consult
14days@500/day 0 0 0 0 0 0 7000 0 7000 0 0 0 7000 0 7000
c Community Based EPI
consultancy 6days@225/day 0 0 0 1350 0 1350 0 0 0 0 0 0 1350 0 1350

Total profeSSional fees 22710 0 22710 29600 0 29600 20260 0 20250 28250 0 28250 100810 0 100810

V Procurement
Supplies

1 G I K pharmaceuticals o 350000 350000 0 0 0 0 0 0 0 0 0 0 350000 350000
2 Basic mediCines 0 1000 1000 0 1000 1000 0 1000 1000 0 1000 1000 0 4000 4000
3 Office supplJes@ 70/mo 900 0 900 900 0 900 900 0 900 900 0 900 3600 0 3600
4 Training matenals (cards charts

work books vedlo cassettes) 1450 0 1450 1450 0 1450 1450 0 1450 1450 0 1450 5800 0 5600
5 Computer Supplies (Stationery &
software) 1450 0 1450 1500 0 1500 1500 0 1500 1500 0 1500 5950 0 5950

Equlpments

# Photocopy Machine 3276 0 3278 0 0 0 0 0 0 0 0 0 3278 0 3278
#TVlVCR 541 0 541 0 0 0 0 0 0 0 0 0 541 0 541
# Computers (3)@1666 5000 0 5000 0 0 0 0 0 0 0 0 0 5000 0 5000
# Overhead projector 1011 0 1011 0 0 0 0 0 0 0 0 0 1011 0 1011
# Slide projector 2000 0 2000 0 0 0 0 0 0 0 0 0 2000 0 2000
# Hand microphone 100 0 100 0 0 0 0 0 0 0 0 0 100 0 100
# Fax machine 976 0 976 0 0 0 0 0 0 0 0 0 976 0 976
# Vehicles (3)@8300 0 16600 16600 0 6300 6300 0 0 0 0 0 0 0 24900 24900
# Obstetric bed (20)@35 700 0 700 0 0 0 0 0 0 0 0 0 700 0 700
# Suction machine (low pressure
elect (3»@76 228 0 226 0 0 0 0 0 0 0 0 0 228 0 228
# Operating lamps (3)@74 222 0 222 0 0 0 0 0 0 0 0 0 222 0 222
# Thermometer for mOnltonng
vaccine temperature (3)@2 6 0 6 0 0 0 0 0 0 0 0 0 6 0 6
# Minor SurgIcal set (3)@16 48 0 46 0 0 0 0 0 0 0 0 0 46 0 46
# High pressure steam sterllzer
(17)@26 476 0 476 0 0 0 0 0 0 0 0 0 476 0 476
# Veglnal SpeCUlum (3)@3 9 0 9 0 0 0 0 0 0 0 0 0 9 0 9
# Baby Scale(20)@11 220 0 220 0 0 0 0 0 0 0 0 0 220 0 220
# Salter scale(3)@6 24 0 24 0 0 0 0 0 0 0 0 0 24 0 24
# otoscope(3)@12 36 0 36 0 0 0 0 0 0 0 0 0 36 0 36
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# Blood pressure set (20)@17 340 0 340 0 0 0 0 0 0 0 0 0 340 0 340
# Stethscope(17)@3 51 0 51 0 0 0 0 0 0 0 0 0 51 0 51
# Fetoscope(17)@1 17 0 17 0 0 0 0 0 0 0 0 0 17 0 17
# Weighing scale for the new born 187 0 187 0 0 0 0 0 0 0 0 0 187 0 187
# Long forceps(17)@5 85 0 85 0 0 0 0 0 0 0 0 0 85 0 85
# Gloves(17)@7for 50 pes 119 0 119 0 0 0 0 0 0 0 0 0 119 0 119
# TBA klts(17)@16 272 0 272 0 0 0 0 0 0 0 0 0 272 0 272
# Sterlizer(3)@9 27 0 27 0 0 0 0 0 0 0 0 0 27 0 27
# Tables 15@22 330 0 330 0 0 0 0 0 0 0 0 0 330 0 330
# Chairs(35)@11 385 0 385 0 0 0 0 0 0 0 0 0 385 0 385
# Almlrah(5)@65 325 0 325 0 0 0 0 0 0 0 0 0 325 0 325
# Filing Cablnets(6)@92 552 0 552 0 0 0 0 0 0 0 0 0 552 0 552
# Digital Camera 500 0 500 0 0 0 0 0 0 0 0 0 500 0 500

Total Procurement 21865 367600 389465 3850 9300 13150 3860 1000 4850 3850 1000 4850 33415 378900 412315

VI other Direct Costs

1 Communications
a Postage/ Courier telephone faxl
telex@150/m 1800 0 1800 1854 0 1854 1910 0 1910 1967 0 1967 7531 0 7531

2 Facilities (Rental & Utrl )
a Rent for Project Office@159/m 1911 0 1911 2102 0 2102 2312 0 2312 2543 0 2543 8868 0 6868
b Rent for sub centers Yr 1~4 Yr
2=6 Yr 3=8 Yr 4=8 571 0 571 857 0 857 1142 0 1142 1142 0 1142 3712 0 3712
c Honoranam to animators Yr
1=20 Yr 2=40 Yr3=82 Yr4=82 2000 0 2000 4000 0 4000 8200 0 8200 6200 0 8200 22400 0 22400

0 0 0
Total other Direct Costs 6282 0 6282 8813 0 8813 13564 0 13564 13852 0 13852 42511 0 42511

VII other Costs
a Printing of RCH(3oooo0) cards 21428 0 21428 0 0 0 0 0 0 0 0 0 21428 0 21428
b Printing of Training matenal after
adaptation 0 0 0 5000 0 5000 0 0 0 0 0 0 5000 0 5000

0
Total other costs 21428 0 21428 5000 0 5000 0 0 0 0 0 0 26426 0 26428

VIII Sub Total Direct Costs 166164 367600 633764 176976 9300 186276 199483 1000 200483 181358 1000 182358 723981 378900 1102881

IX Local contribution by WVlndla 25000 25000 0 25000 25000 0 25000 25000 0 25000 25000 0 100000 100000

X MSC 13408 13408 13408 13408 13406 13408 13408 13408 53632 53632

XI Indirect Costs@20% 33233 0 33233 35395 0 35395 39897 0 39897 36272 0 36272 144796 0 144796

XII A17Grand Total 199397 406008 606405 212371 47708 260079 239380 39408 278788 217630 39408 257038 868777 532532 1401309
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