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Executive Summary

To meet the hedlth chalenges faced by the rgpidly growing urban poor population in

India, and based on strategic planning decisions made in 2000-2001, USAID/India
launched a new Urban Hedth Program (UHP) activity in March 2002.  While other PHN
activities contribute to UHP objectives, such as the urban components of USAID
activitiesin HIV/AIDS, TB, palio, or socid marketing, initid UHP implementation has
primarily been through the USAID Environmenta Hedlth Project (EHP), scheduled for
completion at the end of October 2005. In preparation, the EHP Dehi office began the
transition of becoming a not-for-profit NGO, the Urban Health Resource Centre
(UHRC).

USAID's origind objectives for the urban health program have evolved considerably
sance the 2002 launch. These changes primarily reflect the active engagement of and
partnerships with the GOI Minigry of Hedlth and Family Wdfare in the program. This
has led to the wholesale integration of the assistance provided by the EHP-UHRC into the
Minigtry's plans and activities under the second phase of the GOl Reproductive and Child
Hedlth project (RCH-2).

At this critica programmatic juncture, USAID/India decided to solicit afresh look at its
UHP activities to date, partly from an evauation perspective but mainly to provide
forward-1ooking thinking for possible future program directions. A five-person
evduation team, congsting of amix of USAID/W, USAID/India, and contractor
personnel, undertook this evaluation and design exercise from March 7-18, 2005, visiting
field Stesand policy-leve organizations and individuas as well as the current
implementing partner, EHP.

There are three principa lines of work in the current scope of the EHP-UHRC-
implemented activity:

building knowledge for advocacy to the GOI, States, cities, and other stakeholders
(e.g. NGOs and the private sector, communities);

providing technical assistance to the GOI, States, cities, and other stakeholders,
and

developing city models to enhance programs.

"The naming and branding of the EHP officeisin flux, changing from “EHP” to “ Urban Health Resource
Centre (UHRC).” Thischangeis about more than just a name, but rather reflects the evolution of this
institution from alocal USAID project office to an independent Indian NGO. The team has recommended a
period of co-branding to take advantage of the recognition and existing brand value of “EHP”, while
allowing the “UHRC” to begin to be recognized. In this report, we have attempted to reinforce this by
using “EHP-UHRC” throughout, which also reflects this report's dual nature in looking backwards at EHP
aswell aslooking forwardstowards UHRC. “UHRC” isalso used in thisreport and is equivalent to “EHP-
UHRC". Theterm “Urban Health Program” or “UHP" is used occasionally in this report to refer to the
broader USAID program and objectives in urban health, which go beyond support for and working through
EHP-UHRC, though this area of activity dominates.
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In 2003, EHP organized the first netiond consultation on urban hedth, working with
government and non-governmenta stakeholders.  In 2004, EHP-UHRC was designated
asthe nodal agency for urban hedth by the Ministry of Hedlth and Family Welfare. In
summary, the current position of the Urban Health Resource Centre appears to very
strong in ongoing advocacy and technical assstance a al levels.

Through review of written materids, background briefings by EHP-UHRC, key
informant interviews, and field vigtsto stesin Indore and Agra, the evauation team
broadly consdered the roles within USAID’ s urban hedlth program of:

support to the GOI;

technica assstance to states and cities;

city demongration and learning activities,

generation and use of urban health knowledge for advocacy and planning; and
building Urban Hedlth Resource Centre capacity to support USAID and GOI
objectivesin urban hedth.

Overall, theteam had a positive impression of the accomplishments of the EHP-
UHRC-implemented component of the Urban Health Program to date. Consdering
the relatively short timeframe since activity inception, there has been sgnificant progress

in advocacy and policy development, as well asin the demonstration of practical
operational models for both implementation and technica assstance a city level.

EHP-UHRC has proven itself to be very effective in supporting USAID’ s objectives
in urban health, particularly in the programmatic mode which has dominated, namdy to

use very limited USAID resources to influence the much larger expenditures by the GOI
under the RCH program.

The evauation team made the following key recommendations:

Focus future USAID support on achieving two key results: better targeted policies
and increased allocation of resources to improve the hedth of the urban poor; and
improved program approaches a municipa level. Therole of city demonstration and
learning activities would be to support these results, not achieving city-level health
impact as an end in itself.

Support technical assistance at city, state, and national levels; city demonstration
and learning activities; and technical leader ship activities (e.g. conferences and
publications), snce dl three are important legs to support USAID/India urban hedlth
objectives. The emphassin terms of leve-of-effort and funding should be first on TA,
second on technical leader ship, and third on city demonstration and learning
activities, dthough it isimportant to maintain flexibility to adjust this balance to adapt to
any changing circumstances at the policy level which may arise.

Focus UHRC technical assistance at the State level, which can link resources available

a the center to the needs of the municipdities. UHRC TA needs to be coupled to
sufficient capacity at the recipient end (i.e. State level) to be effective, and USAID
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should consider how best to support increasing this capacity (probably by placing long-
term UHRC advisors a the State leve, athough the sustainability of this gpproach was of
concern to the team).

At dl levds, the UHRC should diver sfy the partnerswith whom it works, moving
beyond RCH-2 to include ICDS, the Urban Development Authorities (SUDA and
DUDA), and NGO or parastata platforms such as CARE or SIFPSA.  While UHRC has
undertaken limited efforts in such outreach to date, building such partnershipswill in

some cases require cond derable advocacy for the urban health agenda. The focus should
be on developing long-term mutua commitments to this agenda, with UHRC providing
technica assstance.

City demondtration and learning activities should be focused on citieswith distinct
socioeconomic, environment, or health characteristics or that present a special
policy, leveraging, or learning opportunity. Where it becomesinvolved in operationd
aspects of urban hedlth programs (such asin the current effortsin Indore), the UHRC
should enter into such arrangementswith a clear exit strategy laying out itsleve of
support, the timeine within which it will be involved, and how quickly and in whet

manner it will reduce itsinputs.

UHRC should place emphasis on mining existing program experience for best
practices, tools and methods. The UHRC has the opportunity to identify and work with
organizations, projects and programs that dready exist on the ground but lack technicd
focus, effective programmatic approaches, appropriate or proper evauation. Effective
models can probably be built from these “platforms’ more quickly than cregting new
city-levd activities. Asaline of work, the UHRC should aggressively identify these
platformsand work towar dsinfluencing their health content and appr oaches.

Theward coordination model appearsto be a viable approach for achieving greater
scale, a least asimplemented in Indore, including dimensions of both population
addressed and the range of service which can be effectively and cost-effectively

delivered. Further evaluation of the inputs required for given outputsis required,

however. In contrast, the NGO/CBO model approach appears to not to be scaleable and
should not be further evauated.

Continueto focus on maternal and child health but improve linksto and
coor dination with other USAID-supported health activities, especidly in reproductive
hedth, HIV/AIDS, TB, and mdaria.

Improveinternal Misson communication and coor dination between PHN and EG
on urban hedlth issues, but focus these on alimited set of issues. Theseinclude:

potentid investments by JBIC that could relate to urban hedth, the development of the
Agra City Development Strategy, and possible water and sanitation activities under
FRE/D in Agraand Madhya Pradesh.

Exploit opportunitiesto provide technical assistanceto UHRC from USAID projects
dready on the ground in the India on other short- or long-term activities (eg. BASICS).
Specific TA requirements will need to be defined in did ogue with UHRC, which was



beyond the scope of this evauation, and thiswill dlow USAID to effectively leverage
these opportunities.

UHRC should comprehensively and systematically catalogue other urban health
activities, with afocus on identifying critical success factor and condraints, particularly
for city-based efforts.

UHRC should remain the key implementing partner for USAID’s Urban Health
Program. Complementary support to urban hedth cdls at the GOI centra and State
levelsis aso required, but would best accomplished through UHRC- supported long-term
consultants.

Track key UHRC organizational development and technical capacity-building
issues which need to be addressed before UHRC can be a successful independent NGO,
including: branding issues; broadening of management capacity; improved definition of

the roles of Delhi-based and city-level UHRC s&ff; and technica capacity.

UHRC needsto have more clearly defined and reported indicatorsfor inputs,
process, and outputs/outcomes. Current reporting does not concisely communicate
clear messages about what is being accomplished.  There needs to be continued
emphasis on strengthening the evidence base that the guiddines and gpproaches
advocated by UHRC “work” —i.e. have public hedth impact at manageable cost and are
sugtainable. Building this capacity within UHRC will not result from afew technica
assgtance vists by an externa contractor. Rather, it islikely that some kind of Strategic
partnership over the long term with another organization with more experiencein
monitoring and evaluation will be required.

UHRC needsto develop clear “howto” modules at centrd, State, and municipd leve
for the GOI-issued urban hedth Guiddines. A processto connect UHRC' s growing body
of experience to continud refinement and improvement of the Guiddines and modules
needs to be in place.

Though the UHRC has done a commendable job of documenting its city-level work to
date, the UHRC should make surethat documents communicate effectively, are
targeted well, and are as short and concise as possible. Recognizing that
documentation is expensive, in the future, more attention could be placed on the * how-
to” modules, on results of monitoring and evauation activities, and on advocacy pieces,
with less emphasis on documenting inputs and processes.



USAID/India should consder channding its support to UHRC through a

cooper ative agreement mechanism, rather than a contract, since the way that USAID
has tended to work with this partner is more reflective of a cooperative agreement rather
than a contractud relaionship, especidly in light of the desired advantages of ongoing
flexibility. Centrd Leader with Associate cooperative agreements may be helpful,

perhaps with initid support with field support to an AID/W Leader award “graduating” to
aMisson-based Associate award.

Public-private partner ships (PPP) should receive greater emphasisin UHRC
program support. PPP were expected to be significant componentsin urban hedth
programming by al stakeholders, and there is a high demand for technicad assstancein
thisarea The evauation team recommends that UHRC build upon existing
infragtructure and facilitate partnership between the municipa corporatior/didrict hedth
office and the private sector rather than directly engaging in service ddivery PPP, eg.
contracting out models or franchises. In addition, there are numerous larger initiatives on
PPPs that are currently underway within the RCH- 2 implementation plan and the
USAID/IndiaPHN office. Therefore, the team recommends that the urban health
program strategy and UHRC coordinate with these efforts, leveraging existing resources
to the fullest extent possible.

Theteam aso identified severa key gaps which require further investigation and thinking
but were beyond the scope, available time, or timeframe for this evauation, including:

A detailed evauation from a public hedth perspective of the initid city proposas
which were developed using the EHP-UHRC guiddlines, with recommendations
for revison of the guiddines, including their gpplication, as necessary.

Including congderation of the hedth systemsissues for the urban poor being

explored by PHR under an ANE Bureau and EGAT/Urban Programs comparative
andyssin Indore and Manila

Exploring links to microfinance inditutions, slf-help groups, etc.

Tightening linkages to address environmentd sanitation, water supply, and
hygiene issues as part of the urban hedth planning process, and developing vigble
solutions to these critica issues.

Conducting a cogt-effective andyss of the ward coordination model, using best
estimates of public health impact.

Identifying TA needs of UHRC and developing a plan to help meet these needs.
Establishing criteriafor city-level TA support and catdoging likely candideate

cities.

Each of these is recommended for follow-up action by USAID/India
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1.0 Background

This document is the product of a USAID and USAID contractor team tasked with a
“forward-looking” evauation of the urban health program supported by USAID/India
snce2002. Thisisnot an oxymoron. Rather, the approach has been to use lessons
learned from what has taken place to date, set these within the context of the current
policy and program environment faced by USAID, and provide recommendations on how
best to proceed in the future.  The focus of the evaluation was the Urban Hedlth
Resource Centre, based in New Delhi, which has been supported through a USAID
contract, the Environmenta Health Project, Snceitsinception.  The program that
USAID supports as wdl as the nationd programs with which USAID interacts have
evolved sgnificantly over this period, and continue to do s0.  These developments as
well as the motivations and objectives of the program are described in this background

section.”

Higoricaly, Indiahas largely been anation
of rurd villages, but thet Stuation israpidly
changing. Consdering the burgeoning
population and attendant public health
burden of the urban poor, USAID/India
developed and implemented a strategy to
address the health needs of the urban poor in
India. Public hedth programsin India,
either supported by the centra government,
dtate governments or externa assistance
agencies, have primarily targeted rurd
populations. The authorities for assuring
basic hedlth services for urban populations
are complex, agtuation that has resulted in
inconsstent and generdly very low leves of
public primary hedlth care servicesin cities.
Much careis provided by private providers,
who are often unquaified and provide poor
quality services. Preventive services are
generdly weak. Poor environmentd
conditions, especidly sanitation, area
halmeark of urban dumsand the living
conditions of the urban poor. Theresultisa
population with poor access to quality
services and poor hedth indicators.

The urban poor population of India is
rapidly increasing, has hedth
indicators that are smilar to or worse
than those in rura populations, and
faces a per capitaavailability of public
primary hedth care servicesthat is
much lower thaninrura areas. India’s
urban population was 17% of the tota
in 1950, 25% in 1990 and 28% in
2001. However, this apparent dow
pace of urbanization is mideading, as
the urban population has grown at a
highratein India, just not a arate
dramaticdly higher than growth in
rurd areas. There are indications that
thisis changing with the current
growth being a 2-3-4-5-6
phenomenon: dl-Indiagrowth is
about 2% per year, urban India 3%,
megacities 4% and dum areas 5 to 6%
per year. The urban poor currently
condtitute 25% of India s poor.

Recognizing the emerging importance of the hedth of the urban poor in India,
USAID/India developed a new activity to develop experience in this area and to provide
the basis for further development of alonger-term program. A team developed the first
USAID/India Child Survival Strategy in late 2000. This strategy identified four

" The audience for this document is primarily intended to be internal to USAID. Nevertheless, it

is expected that USAID’ s development partnersin India may also find it valuable.




intermediate results, introducing urban hedlth into the USAID/India portfolio for the first
time. Thefour intermediate results were:

|.R. #1: Improved nutritiona status for children under three years of age

|.R. #2: Improved hedlth and surviva of newborns

|.R. #3: Reduced morbidity and mortaity from the mgjor childhood illnessesin
older infants and children under five

|.R. #4: Improved child hedth and nutrition among the urban poor

Following the identification of improved health and nutrition of children among the urban
poor as aresult under the 2000 Child Survival Strategy, ateam developed an urban health
drategy to guide the development of this new areaof work. This strategy was drafted in
June 2001 and stated the following goal and objectives:

“The broad god of USAID/India s Urban Health Program (UHP) isto improve the
hedlth of the dum dweling urban poor in sdected areas of India To accomplish this,
the misson hasidentified the following four objectives

Effective community-based programs: Improve health in sdlected urban poor
communities by linking community level activities to exising municipa and privete
sector systems;

Improved municipal planning: Address the needs of the urban poor through better
use of essentid information and reform of hedth systems,

Pro-poor policies. Support the development and adoption of policies that overcome
obstacles and enable improved hedlth of the urban poor; and

Advocacy for urban health: Increase the attention given to improving the hedlth of
the urban poor at the community, municipal, state, and nationd levelsin Indiaand
within USAID.”

This drategy set forth initid target cities (Ahmedabad and Indore), details of each
objective including problems to be addressed, USAID’ srole, organizationd
arrangements and a draft workplan. The initiation of the activity was hampered by 9/11,
delay in successfully recruiting a chief of party, and a the last minute, outbreak of
commund violence in Ahmedabad. The latter led to travel and work restrictions and
ultimately to Ahmedabad being dropped asthe firdt city program.

In practical terms, this program began activities on 15 March 2002 when Dr. Siddharth
Agarwd joined as country representative of the USAID Environmenta Hedlth Project
(EHP), through which the main components of the Urban Hedth Program were
implemented through October 2005, and a project office was opened soon thereafter, now
the EHP-Urban Hedlth Resource Centre (UHRC). Initid city-levd activities began in the
city of Indore.

The USAID urban hedlth program, as reflected in the EHP-UHRC mission statement,
amsto “ improve child health and nutrition among the urban poor in selected cities by
providing technical assistance to improve newborn care practices, coverage of
immunizations and control of diarrheal diseases, prevention of malnutrition, and
sanitation and hygiene practices.”



The objectives of the USAID-funded EHP-UHRC program through October 2005 are:

Increased coverage of services and adoption of key health behaviors in neonata
survivd, diarrhed disease control and other reproductive and child hedlth priorities;

Improved capacity of CBOs, NGOs, private and public sector hedth providersin
hedlth behavior promotion, use of hedth data, and building partnerships;

Better targeted policies and increased allocation of resources to improve the hedth of
the urban poor;

Development of replicable modes for urban child hedlth programs and use of these
modelsin other GOI activities, such as the Reproductive and Child Hedlth (RCH-2)
program of the GOI;

Ingtitutiondization of a non-for-profit independent Indian non-governmentd
organization focused on providing technica support to municipdities, States, and the
GOl on urban hedlth issues, i.e the Urban Hedlth Resource Centre,

Over the past three years, the USAID/India program environment has continued to
evolve. Theformer USAID South Asa Regiona Urban Development Office (RUDO)
was dissolved, and an urban development focus within the USAID/India Office of
Economic Growth was crested. Within PHN, there is an increasingly strong emphasison
PPP and working with the national RCH program.

Within the GOI, there is a new urban hedlth focus area within the national RCH program.
The second phase of this program began on 1 April 2005 with an overdl funding level of
about $1.8 billion/year. The current Secretary of Hedlth and Family Wefarehasa
gpecia interest in the hedlth of the urban poor and has been a strong supporter for
incluson of activities throughout his program, particularly within RCH, to better address
these needs. Thishasled to avery sharp increase in demand for EHP-UHRC technica
assistance services, and further increases are anticipated.

2.0 Purpose, Methodology, and Questionsfor Evaluation

To provide direction for future USAID/Indiainvestment in urban hedth, USAID/India
requested a five-person evauation team to assess the effectiveness to date of the program
gpproaches used in implementing the Urban Hedth Program.  The team, comprising
specidigts from different disciplines (child hedth, environmenta hedlth, hedth systems,
and public- private partnerships) included both Washington- and India-based USAID and
USAID project staff.

"While this evaluation was underway, the GOI elevated the political status of RCH by folding its objectives
into the new National Rural Health Mission. Despite the name, the focus of this new initiativeison all the
poor without access to adequate health services, not exclusively thosein rural areas.



The team used interviews with key stakeholders, examination of key documents,
extengve interaction with the EHP-UHRC team, including an extendve background
briefing, and Ste vigtsto Indore and Agrato inform these recommendations.
Stakeholders from the Indian government Sde were & al levels, including nationd level
Minitries, State bodies, and municipa hedth officials. Other key informants were
drawn from USAID and from internationa partners, including loca representatives of
intergovernmentad organizations (e.g. World Bank, UNICEF) aswell as other donors
(e.g. DfID). A ligt of contacts made is attached as Annexes 1.

Early in the process, agreement was reached with USAID/Indiaon a set of key questions
to be addressed in guiding the recommendations of the eva uation team:

1.

10.

How should the main strategic eements of the urban hedth program be
formulated? Wheat are the primary results and indicators that should be tracked to
measure performance?

What should be the technicd breadth and links of the program within the PHN
portfolio, eg. IFPS, PACT/CRH, CARE, &tc?

What nature and process for collaboration with other offices within USAID/India
are recommended?

What linkages with USAID/W programs are recommended?

What isthe grategic niche for the USAID urban hedlth program vis-a-vis other
stakeholders, including government, development partners, NGOs, private sector?
What isthe drategic role within the overal program and proportionate level of
effort to be gpplied in each of the following aress.

a. technicd assgance a city, state, and nationa levels?

b. cty demondration and learning activities, including recommendations on
how many citiesand the character (e.g. Sze, location, level of
indudtridization) of citiesin which such programs be implemented?

c. technicd leadership activities, e.g. operations research, publication of
technica papers, consultations and conferences, and support to resource
centers?

Wheat are the recommended mechanisms to support these activities? Specificdly,
what activities can best be supported through the Urban Health Resource Center,
and what activities may be supported through other mechanisms?

What are the requirements for support for the organizationd development of the
Urban Hedlth Resource Center — both from a gtrict OD point of view and from a
technica capacity building point of view? What are the recommended
mechanisms to support these activities?

What options are recommended to maintain and manage flexibility, whereit is
required?

What additiona important activities can be recommended to inform the
development of the urban hedlth program — evauations, andyses, research,
tracking evolution of specific government programs and policies, and so on?

Additiona questions pertaining specificaly to the evauation of past performance are
included in the Scope of Work, Annex 2.



3.0 Evaluation Findings

The team’ s findings are organized around the mgor lines of work to date, as follows:

support to the GOI;

technical assstance to states and cities;

city demondration and learning activities;

generation and use of urban hedlth knowledge for advocacy and planning; and
building Urban Health Resource Centre capacity to support USAID and GOI
objectives in urban hedth.

In addition, the eva uation team looked at the current exploitation of public-private
partnerships to support urban health activities.

3.1 Support to the GOI

EHP-UHRC has been identified by the GOI as the nodd technica resource agency in
urban hedlth, and as such asssts the GOI directly in day-to-day consultations, support for
an urban hedth technicd cdl within the Ministry of Hedth and Family Welfare
(MOHFW), regiond dissemination and training workshops in the gpplication of the
nationa urban hedth planning guiddines, and related activities. Assstancein the
development of nationa urban hedlth planning guiddines, now adopted and published as
policy of the GOI, was an important achievement. These guidelines incorporated many

of the tools and methods developed in city-based programs, highlighting arole that these
demondration and learning activities play in providing credibility for EHP-UHRC

support to the GOI.

Urban health emerged as a priority in Government of India policies and plans over the
last five years. Financid resources were dlocated by the MOHFW towards the
development of city-wide Urban Hedlth Projects under the Tenth Fve-Y ear plan (2002-
2007). Following this, a collaboretive relationship between the Government of Indiaand
EHP-UHRC evolved over the past three years on urban hedth programming issues,
culminaing in the EHP-UHRC noda agency designation.

Thefirst component of EHP-UHRC technical assistance to the GOl was a nationd
consultation on “Improving the Hedlth of the Urban Poor: Lessons Learned and the Way
Forward” in June 2003. It provided a platform for governmenta and nongovernmentd
agencies to share experiences on urban hedth, to understand the strategies that had been
effectively used in large-scae urban hedth programs in the country, and to identify
chalenges to wider adoption of these dsirategies.

Following this, EHP-UHRC worked with the GOI to identify severa areas of activity to
influence policy and program development at nationd and State levels. These included:

Situational analysesusng quditative and quantitative research on hedth,
socioeconomics, and stakeholders to identify gaps, critica implementers/
decisonmakers, and priority interventions,



Slum assessment and mapping to identify the vulnerable who did not gppear on
officid ligs of dums,

NFHS reanalysis of demographic trends, hedlth conditions, and access to servicesto
guide better targeted urban hedth programming;

Preparation of baseline surveys at city level to guide intervention development;
Follow-up surveys to gauge program outcomes and impact; and

Collaboration with academic agencies IRM S, | AP, NNF) to seek expertise and
disseminate knowledge via journa publications and other respected channels,

These activities influenced the GOI nationd program in severd ways.

» GOI’s guiddines recommended that unlisted dums be identified and mapped and
urban hedlth proposals for four cities were developed to target unlisted Sums.

» The GOI established the need to focus urban hedth activities on EAG States, and
more importantly, on poor and underserved urban populationsin those States.

» The GOl directly applied the learnings from these activities to RCH 1.

» The GOI congtituted an Expert Group on urban hedlth.

The recommendations from the nationa consultation, ongoing proposa devel opment
activities, and learnings from urban hedth projectsin sdlect cities culminated in GOI
issuance of Urban Health Guidelinesto assst state governmentsin developing urban
hedlth proposals under RCH-11. EHP-UHRC additionaly supported the GOI the
development of sample state urban hedlth proposals, organizing planning workshops for
state governments and city authorities, and building capacity of state and loca
governments through regiona workshops.

In summary, the team fdt that EHP-UHRC TA to the GOI and the leadership activities
advanced in partnership with GOI were valued and important in influencing the
directions for urban hedth invesment by the government. While the monitoring and
reporting of the impacts of city-level activities have not been strong to date (see further
discusson below), clearly the experience of working at city leve provided the EHP-
UHRC was important to the qudity, credibility, and influence of TA efforts. The theme
of linkage of the city demondration and learning activities to the TA and globd
leadership efforts undertaken by EHP-UHRC recurs as an important fegture of the
evauation team’'s examination of the work undertaken to date aswell asthe
recommendations for the future.

3.2 Technical Assistance to States and Cities

The EHP-UHRC has rapidly developed into a respected technical resource for states and
cities planning programs aimed at the hedlth of the urban poor. In this capacity, EHP-
UHRC responded to requests from the government of Uttarhanchd to assst in
developing urban hedth plansfor three cities. Likewiseit reponded to arequest from
the GOI to asss four cities, one in each Sze class, in the development of mode urban
hedlth plans for the nationad RCH program. To date, dl Uttarhancha plans and three of
the GOI-requested plans have been completed. The program is assigting the state



government of Uttar Pradesh in developing urban hedth plans for five cities, and has
received arequest from the government of Bihar for smilar assstance.

EHP-UHRC has directly provided technical assistance to the cities of Indore, Agra,
Jamshedpur, Baly, and Dehra Dun to improve municipa planning for urban hedlth,
including improved capacity of CBOs, NGOs, private and public sector hedth providers
in hedlth promotion and service ddivery, more effective use of hedth data, and the
fadllitation of partnerships amongst these various stakeholders to insure the connection of
the most vulnerable populations to these efforts. The evauation team had an opportunity
to vigt the city programs of Indore and Agra, which are the most advanced in terms of
on-the-ground EHP-UHRC TA €fforts, and the findings here are based on observationsin
these two cities and the examples of city-level proposals produced as part of the TA
effort (and requested by the GOI as aready discussed).

EHP-UHRC has been particularly
effective in advocacy efforts at the
locd leved and identifying “urban
hedth champions’ that have had the
ability to influence and commit to
an urban hedth agenda. In Indore,
EHP-UHRC worked closdly with
the recently elected mayor who
remains committed to urban hedth
and continues to work with the
project. Officiadsfrom the
Municipa Corporation in Indore
and the Chief Medicd Officer in
Agra both expressed their
satisfaction and continued desire for
EHP-UHRC' stechnica assistance
and coordination.

EHP-UHRC has played an important rolein
facilitating broad- based, effective municipa
planning to address the needs of the urban
poor. One important manifestation of this
ass stance was the development of the RCH
urban hedlth proposds. EHP-UHRC's
technical assstance has dso improved
coordination for more effective service
delivery. EHP-UHRC' srole has focused
mostly on coordination, facilitation and
development of the “Ward Coordination
Mode” in Indore (see dso Section 3.3) and
the “Digtrict Urban Hedlth Center Modd” in
Agra. Both bring together avariety of
stakehol ders to address service ddlivery and
iImprove service coverage (e.g. immunization)
within aspecific ward (the smallest unit of
municipa adminidration). In Indore, for
example, interviews with Ward Committee

representatives reveded that EHP-UHRC' srole was cataytic in bringing together these
disparate organizations to focus on underserved dums within Ward 5.

EHP-UHRC' s TA efforts were successful in engaging awide range of stakeholders.
Representatives on the Ward Coordination Committee included representatives from the
Indore Municipa Corporation, Chief Medica Officer, DUDA, ICDS, Ward dected
representatives, and the Digtrict Hedlth Officer. In addition, other private sector
gtakeholdersincluding Self Help Group NGOs and the local chapter of the Lion’s Club
are dso included in the Ward Coordination Committee. This partnership has proven
particularly useful in leveraging resources—for example, the Lion's Club has paid for
some equipment and donated it to the digtrict hedlth center and mobilized volunteer
private doctors to assst a immunization camps.

Technica assstance has focused mostly on city-leve planning, facilitation, and applying
participatory tools and processes such as the dum vulnerability assessment, stakeholder



consultation, and mapping of dum areas. These tools and processes were documented by
the project and usad in the preparation of city proposas. The key vaue of the mapping
and vulnerability assessment tools seems to have been for advocacy and specific targeting
of hedlth services to underserved and previoudy unrecognized areas. Technica
assstance was not directly provided to ANMs or digtrict health centers on issues such as
sarvice delivery, qudity of care, drug management, or logidtics. Although these issues
remain a concern, this type of technica assstance was viewed as being beyond the
managesble interest of EHP-UHRC and sensitive since authority and supervison of
sarvice ddivery resided with the Chief Medical Officer at the Didtrict. Technica
assstance and training was provided to NGOs and CBOs on behavior change and hedlth
promotion messages.

In summary, the city-level technica assistance has been effective and led to improved
municipa planning, including improved capacity of CBOs, NGOs, public and private
hedlth providers to better position their efforts to meet the needs of the urban poor. This
is evident in the momentum behind the Ward Coordination mode, multiple partnerships
that have resulted in leveraged resources, and application of the mapping tools and
processes documented in the project.

Two aress of concern for these technica assstance efforts were identified by the
evaduation team. Firg, thereisaneed to inditutionaize the locd-level planning process
catalyzed by EHP-UHRC, either the Ward Committee modd or something equivaent in
terms of approach and objectives. Improved planning and capacity at the city level has
been in part due to EHP-UHRC' s sustained efforts and the engagement of a core group of
committed individuas at city leve. Inditutionalizing these committees and ensuring

palitica commitment a the municipd levd is chalenging due to frequent turnover of
government counterparts and steff.

Second, the EHP-UHRC has not to date clearly communicated outcomes of technical
assgtance in terms of benchmarks or indicators to assess or measure progressin terms of
health impact or improved service ddlivery, and these have not been effectively
monitored. The intermediate process-level monitoring that has been undertaken, such as
the number of immunization camps conducted in the identified vulnerable

neighborhoods, isimportant and vauable. Nevertheless, it will be important that the
planned evauation monitor agreed impact-leve indicators, such as actud changesin
immunization coverage.

3.3 City Demonstration and Learning Activities
The city-based demongtration and learning activities have been akey component of

USAID’ s grategy for urban health since its inception, reflected in both the USAID urban
hedlth strategy as well asthe work plan for the aborted effortsin Ahmedabad.



Over the three years Snce initiation, EHP-UHRC established two city-based programsin
Indore and Kolkata (Ca cutta), with only the program in Indore currently active. Other
programsin earlier stages of initiation are located in Dehi, Agra (Uttar Pradesh), and
Jamshedpur (Jharkhand). Thework in Indore, in particular, has provided the basis for the
development and vdidation of anumber of tools for urban hedth planning and provided
credibility and vighility to the program. In addition, and very importantly, they have
dlowed callective learning (by EHP-UHRC, USAID, municipdities, and the GOI) of the
strengths and weaknesses of diverse gpproaches to improving the hedlth of and services
for the urban poor. In this sense, they have been very useful and effective. Thoughiitis
clear that these initid efforts have had Sgnificant shortcomings, they will dlow future
demongtration and learning activities to be constructed againgt refined criteria, targeted at
meeting some very specific gaps in knowledge and the programmetic evidence base.

Two approaches for implementation at city level emerged from an evolving did ogue with
dum dwdlers, municipd and didrict hedlth officidsin Indore. The participatory

gopraisa process that influenced modd design solicited ideas from municipa workers,
dum dwellers and other informants on the ground asto local problems and priorities,
informed by secondary datareview and andysis. The “NGO/CBO community mode” is
amed a creeting demand and changing community and household practices, while the

General Criteria for the Evaluation of City-based Activities

1. Addressesdemand, supply, and health systems. Thesethree elementsare both necessary
and sufficient for comprehensively addressing all aspects of child health programming.
Demand must exist for services to be effectively used. Supply must exist to meet demand,
and system constraints to effective access, use and coverage must be identified and
addressed.

2. Design based on data. Baseline data should inform program design. For urban health
programming that addresses child mortality and morbidity, program design should be based
on knowledge of morbidity and mortdlity patterns in the target population, knowledge of
services that can address these and knowledge of system functioning (and bottlenecks) that
inhibit or reduce coverage of these interventions.

3. “80/20" rule and phasing. Most of the benefit of aprogram (“80%") istheresult of only &
few services and behaviors (“20%”). As such, the most important causes of morbidity and
the most effective interventions should be the initial focus of activities and practices with
gradua expansion of interventions and practices as time, money and capacity alow.

4. Simplicity. The program should be conceptualy and technically smple, focusing on smal,
doable actions. The link between inputs, process, outputs and coverage should be
absolutely clear and it should be understood readily by those whose job it is to accept/adopt
behaviors and implement programs.

5. Affordability and replicability. The program should achieve the greatest gain for the least
amount of effort and be able to be implemented within existing resources. Required
technical and management skills should exist, or could be readily developed, for successful
startup and implementation. Detailed and clear “how to” manuals are needed to guide
implementation.

6. Evidence of effectiveness.There should be evidence that if implemented appropriately,
the model can achieve the intended results — reduced morbidity and mortality — through
evidence that the model directly increases coverage of interventions and improves relevant
behaviors.




“ward coordination modd” is a supply-side mode attempting to improve the
coordination of programs and more efficient use of existing resources.

The common e ements within these two mode s include promoting linkages between
communities and service providers, use of community and other stakeholder consultation
as a core element; afocus on process and inputs; service ddivery by exiging
government programs (AWW, ANM), and; community-based services with referral and
prevention.

In terms of actud service ddivery, it isabit artificia to separate the ward coordination
mode from the NGO/CBO implementation modd since they come together at the
community leve, for services such as child immunization. The evauation team observed
an immunization camp st up by the Ward Coordinating Committee. 1t was run by the
NGO, lead and dum CBO members were providing counsding, ANMs were immunizing
children, and AWWSs were weighing children.

The evauation team used Six criteria (See box on preceding page) to gain indghtsinto the
activities undertaken by EHP-UHRC in Indore:

Attention to demand, supply and health systems: Interms of service ddivery, service
utilization, and ultimately, improved hedth status of the urban poor, it is criticd to

address demand for services, supply of services, and systems issues (where hedth system
is broadly interpreted to include all stakeholders, not just the public sector). Neither of

the current EHP-UHRC approaches addresses | three aspects. The NGO/CBO moded is

mainly demand-focused while the ward coordination modd islargely focused on service
supply and coordination. Neither model addresses other key issues such as supply and
logigtics of commodities and supplies, supervison, and development of human resources.
Both models rdy primarily on services provided by the ANM, a cadre of worker which is
undersupplied, overworked and frequently not available. Reliance on the ANMswas
identified as the primary limiting factor to scde-up.

Design based on data: Program content emerged with consultation and experience and
was based on an assessment of community felt need with some secondary analysis. A
more thorough examination of the findings of the Maternd and Child Hedlth Survey in

the Sums of Indore (September 2004) may have dlowed for afine tuning of the program
technica content.

Phasing and range of services offered: It isimportant to note that neither mode as
currently implemented provides services that address dl the mgjor killers of dum
children: pneumonia, diarrhea, maaria, and manutrition. The only cause of mortdity
directly addressed by the ward coordination modd ismeades, snceit is currently
focused on immunization. Because EPI coverage rates are dready rdatively high, the
margina impact of meades immunization on decreasing mortdity would be expected to
be rdativey limited. If the underlying objective is to reduce mortdity, then the technical
content needs to insure that the leading causes of child mortality and associated morbidity
are directly addressed.

Simplicity: Theward coordination mode is smple and effective for what it is designed
to accomplish. The NGO/PVO mode is somewhat more complicated and time-
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consuming, and it relies more heavily on EHP-UHRC staff and paid NGOs and CBOs.
Community assessments must be conducted, NGOs and CBOs identified and trained,
community women'’s groups developed, ANMsidentified and so on. While these process
inputs are important to the effectiveness and sustainability of community-based service
provision, the time and effort required are impediments to scaing up this modd.

Affordability and replicability: There has been no costing work done for either modd,
S0 it was not possible to evaluate affordability. In addition, for the NGO/CBO modd

there are no utilization or coverage figures and the population served is unclear, dthough
this may become clearer through the impact evauation of the Indore models currently in
progress. The evaluation team fed s that the ward coordination modd, if expanded to
cover additiond services, could be an affordable and replicable way for improving

service coverage a digtrict, municipal and ward levels but, again, it would be best to back
up thisimpression by quantification of actua cods.

Evidence of effectiveness. Evidence of effectivenessis anecdotd and fragmented and
cause-effect relationships are unclear. However, there is evidence indicating that both
models are effective at increasing either demand for or supply of covered services. The
EHP-UHRC team provided some documentation of increased coverage of interventions
a the dum leve and the eva uation team, through interviews and observations, was
provided anecdota evidence that mortality and morbidity has declined in Indore pilot
areas and that consumer demand for services has increased. Anecdotaly, community
members knowledge and practices related to hygiene and care seeking have improved
and knowledge and practices of community workers, including trained traditiona birth
attendants (TBAS), hasincreased. At district, municipa, and dum levelsthereisa
growing sense of ownership in the program by community members, trained TBAs and
hedlth workers at digtrict and municipa levels. Coordination across programs and
responsble entities at district and municipa levels seems to have increased.

Other issues

Tools: EHP-UHRC has developed severd toolsto assst in city-leve implementation
activities, such asthose for vulnerability assessment, but in generd, the tools that exist
are not always clear, easy to digest or complete. Once the models mature and are found
to be effective, consderably more work needs to be done to devel op clear, concise and
detailed “how to” manuas for al aspects of the program.

Linkagesto non-health sectors. Intersectora linkages, particularly in the area of water
and sanitation, were pursued but not particularly advanced. Although there were afew
examples of the project’simpact on engaging the municipa corporation to build atoilet
block or mobilizing a community to obtain a bore well in a peri-urban dum, didogue
between the two sectorsis not formaized or systemdtic. Linkagesto ICDS and nutrition
could aso be strengthened.
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3.4 Increased urban health knowledge for advocacy and planning

EHP-UHRC has established itsef as the key resource for information on hedth matters
among the urban poor in India. It has collaborated with the Indian Academy of Pediatrics
to produce a series of articles on urban hedth in India, which are being published in the
journd Indian Pediatrics. EHP-UHRC isregularly requested to make presentations, or
assgt eminent public hedlth figures in making presentations, at nationd pediatric, child
hedlth, and public hedth events. EHP-UHRC has reanalyzed NFHS |1 data to generate
important and unique information on the health conditions of the urban poor in India
Thisinformation isthe raw material for many presentations, articles and reports. For
example, in response to a request from the GOI, the UHP is developing urban hedlth
gtuation andyses for eight northern states. All of these point to sgnificant achievements
by EHP-UHRC is providing leadership in urban heglth knowledge generation and
dissemination, arole that has concurrently increased and reinforced the ability of EHP-
UHRC to undertake the effective advocacy and planning activities aready discussed.

EHP-UHRC has taken dud tracks in knowledge generation and dissemination. One has
been the compilation and sharing of existing urban hedlth information, including program
information, a nationd level — through both documentation and nationa conferences.
Key eventsincluded organization of the 2003 nationa consultation on urban health
(“Improving the Hedlth of the Urban Poor: Lessons Learned and the Way Forward”), a
symposium at the 2005 Annual Conference of Indian Public Hedlth Association, and
collaboration with the Indian Academy of Pediaricians.

A second track developed sSituational andyses at both state and municipa levels, with
advocacy activities such as the state-level urban health workshop in Uttar Pradesh. The
gtuationa analyses have served as key planning documents which have directly fed into
both city activities (adready described) and the development of five-year urban hedth
proposals under RCH-I1 for Agra, Baly, Dehradun, Haldwani, and Haridwar.

Ovedl, the qudity of the documents produced has been very good, and they have been
well-received by counterparts.

There extent to which the successful advocacy has led to state and municipa ownership
of the work and urban hedlth issues generdly varies. In Delhi, the MCD was the clear
driver of the planning process, and EHP-UHRC played a key facilitative and consultant
role, which is appropriate. In other locations, while the leadership of the local process
was clearly in the public sector, full engagement was sometimes limited by the
availahility of personnd with sufficient time alocated to the planning process.
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3.5  Urban Health Resource Centre capacity to support USAID and GOI objectives

Because the indtitutional and management capacity of UHRC was the subject of ongoing
technica assgtance efforts by EHP-UHRC, through both international consultancies and
local subcontractors, the evauation team focused on thisin less detail than for other
aress, and acomprehensive indtitutiona evauation of UHRC was beyond the scope of
theevauation.” Nevertheless, the team reached severa genera conclusions.

EHP-UHRC has proven itsdf to be very effective in supporting USAID’ s objectives
in urban hedlth, particularly in the programmeatic mode which has dominated, namdy
to use very limited USAID resources to influence the much larger expenditures by the
GOl under the RCH program. In addition, the TA function has been well
implemented by EHP-UHRC, which has also served USAID and GOI objectives.

The short, variable lengths of the project cycle has been a congraining factor in the
mogt effective evolution/ implementation of the program, including professond dteff
retention. Theinitid EHP-UHRC project cycle was through June 2004. Thiswas
initidly extended until September 2004, and then extended again through the current
Task Order which runs through October 2005. The anticipated transition of UHRC to
amore independent status, less dependent on contract end dates, should help dleviate
this.

The dlocation of staff and division of roles and respongihilities between Delhi-based
and city program staff requires clarification, as well as rationdization of the

deployment of city-based staff. For example, the Indore program appears to require a
dedicated documentation officer, while Jamshedpur has excess support saff in view

of its current suspended Status.

Therole of the UHRC vis-& vis ill building of the Nationd Hedth Systems
Resource Center of the GOI remains to be fully agreed, but thisis a criticd function
which the UHRC is now well-paositioned to fulfill.

Appropriate professona growth potential of UHRC staff needs to be ensured,
through both a business plan that dlows for promotion as wel asthe identification of
short-term training opportunities.

A key factor in the successful efforts of EHP-UHRC to date has been the flexibility of
USAID/India management of the activity to dlow for changesin staffing and
ddiveradles. This adaptability has been criticd in dlowing EHP-UHRC to take
advantage of opportunities as they arise and to redign its Srategy againgt achanging
policy backdrop, such asthe evolution of RCH and Nationa Rurd Hedth Mission
(NRHM).

The evauation team aso examined the process of trangtioning the EHP-UHRC USAID
project into the independent Urban Health Resources Center (UHRC) from an

" The staffing pattern of the UHRC as of March 2005 is detailed in Annex 3, but it should be emphasized
that thiswasand isin flux.
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organizationa development perspective. The findings and recommendations are based
on areview of theinditutiondization plan, exiging saffing patterns, and an interview
with EHP-UHRC Director Dr. Sddharth Agarwal. Based on this review, UHRC iswell
en route to becoming an established NGO with avison and mandate in its own right.
Thereisawel documented work plan outlining key steps and milestones. Steps towards
legdization and obtaining the FCRA certification (enabling the acceptance of foreign
donor funds) are underway and should have been in place by May 2005. Mgor
organizationa devel opment issues such as governance, human resources systems, and
financad management systems are being addressed through the use of specidized
consultants. Key findings that may pose challenges or impact these developments
indlude:

Communication and Branding Strategy: The project activities to date have been
marketed and communicated under the EHP name and logo. UHRC may face
chdlengesin re-branding its prior work and future mandate with anew name. In
addition, USAID’s branding sirategy requiring contractors to display the USAID logo
may be chalenging for UHRC asit builds a new identity and seeksto establish
partnerships with the Government of India.

Management: The leadership, management, and development of the EHP-UHRC
project has been dependent on the Director, Dr. Sddharth Agarwal, to date. Asthe
project scales up with increasing demands for technica assstance at the Nationd,
State, and City level, program management will become increasingly complex.
During the team’ s interview with the Ministry of Hedlth and Family Welfare,
Secretary Hota said that he expected UHRC to double its efforts in supporting the
Ministry on urban hedlth issues. Staff seconded to urban hedlth cdlls at the nationd,
date or city leve will require supervision, mentoring and support from UHRC's head
officein order to be successful. UHRC is planning on hiring two senior g&ff to
dleviate the management burden on the Director. However, this may take some time
and impact program implementation in the short run.

Organizational Structure: UHRC has developed an organogram that will be
revised once the business planning process take place and the evaluation report is
findized. Thefunctiona gaff postionsare well articulated but technica roles ill
need to be reviewed. Thismay depend on whether UHRC ventures into new
technicd areas such as family planning and reproductive hedth. The gaffing, roles,
and respongbilities of UHRC g&ff in both the Delhi and field offices needs to be
reviewed and rationdized. For example, Indore seems rlaively understaffed
compared to Jamshedpur, a rdaively smdler city program.

Systems Transitions. The EHP-UHRC project was reliant on CDM for support on
financid and human resources sysems. UHRC istrangtioning to its own financid

and human resources systems and has hired the consultancy services of Bansd and
Company (financid) and Erngt and Y oung (human resources)) There may be some
issues when the financial management and human resources systems trangition to
UHRC.

14



3.6  Public-private Partnerships

The evauation team was asked to assess opportunities to incorporate public- private
partnerships in the next phase of USAID’s urban health program. The private sector is
defined as both for- profit actors (private providers, corporations) and not-for profit actors
(NGOs, CBOs, associations, and PVOs). Interviews with nearly dl GOI stakeholders
revealed a high degree of interest and consensus on the importance of public-private
partnershipsin RCH 2 and in the implementation of urban hedth programs. Itisclear

that there will be a high demand to incorporate PPP model s and approaches in technical
assistance and planning on urban hedth issues.

Themgority of peoplein India, in al income groups, access hedth carein private
sector—80% of hedlth expenditures are out of pocket and only 20% is spent on primary
hedlth care. Moreover, government resources are overstretched. During the field vigtsin
Indore, the eva uation team consstently heard that it was not uncommon for asingle
ANM to have responghbility for catchment populations up to 60,000. Slum residents also
consstently reported their preference to visit a private doctor particularly when afamily
member fell ill. In most cases, dum residents chose doctors close to the basti and were
not aware whether the doctors were quaified or registered providers.

EHP-UHRC' s experience with public private partnerships has been ad hoc. In Indore,
the project has successfully engaged afew private obstetrician/gynecol ogists to conduct
ANC camps and worked with the Lions Club in the Ward Coordination modd. They are
aso in the process of developing a contracting-out modd in Agrawhere EHP-UHRC
would initidly fund an NGO to operate an urban hedth center on behdf of the didrict in
an underserved area. In addition, EHP-UHRC has aso begun to develop ardationship
with the Confederation of Indian Industries (ClI). While these efforts have been highly
positive, the urban health program has the opportunity to meet the demand for expertise
on public private partnerships and link with other PPP efforts both in USAID and other
partners.

Much of the work to document and anayze examples of public- private partnershipsin
India has already been done. There are severd World Bank case studies on public-
private partnerships in Andhra Pradesh, Karnataka, and Calcutta. 1n addition,
USAID/Indiarecently conducted a comprehensive assessment of various public private
partnership modesin terms of their applicability within the RCH-2 context.

4.0 Recommendationsfor the Future

The team conddered severd areas for recommendations within the overdl framework of
the questions listed in Section 2.0, including:

arevised Urban Hedlth Results Framework;

the relative roles of technica assstance, technica leadership activities, and city
demondtration and learning activities;

recommendations for city-based demongtration and learning activities,

the niche for urban hedlth within PHN and USAID
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the role of public-private partnerships

organizationd development of the Urban Health Resource Centre;
complementary mechanisms to support USAID urban hedth programs, including
linkages with USAID/Washington programs,

USAID management, including considerations of flexibility;

monitoring and evauation; and

additiond activities to support urban health program development.

4.1 A Revised Urban Health Results Framework

The evauation team fdt that arevison of the results framework is required to guide
future gtrategic development of USAID/India s urban hedth program. The draft results
framework presented here is based on the team’ s eva uation findings, recommendations,
and guidance from the USAID/India PHN office. Specificadly, guiding principles for
developing the results framework and recommendations for the urban health Strategy
included:

USAID’sresources for India vis-avis the government and the magnitude of the target
population are relatively smal. Therefore, direct service ddivery isnot astrategic

use of scarce resources or a means to achieve hedlth impact for the urban poor on
nationa or sate level. Therefore, any direct service delivery components must have a
defined strategic purpose such as demonstration models or pilot projects from which
lessons learned can be drawn or policy and resource alocation decisions influenced.

Technica assstance and support in the hedlth sector must be designed to influence
policy a scae and leverage other resources, eg. RCH 2.

Proposed interventions, demongtration projects, research, capacity building activities
must be desgned with an intent and ability to be scaled up.

The urban hedlth program strategy should be designed to work through and
grengthen loca Indian ingtitutions in both the public sector and private sector.

Sudtainability and aclear exit drategy is a primary condderation in the development
of the urban health program srategy.

The team proposes the following urban health program objective:

Improved Health and Nutrition of Under served and Poor Women and Childrenin
Urban Areas

with two supporting results and a common sub-result, depicted in the results framework

below:
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Urban Health Strategy Results Framework

Objective: Improved Health
and Nutrition of Underserved
and Poor Women and
Children in Urban Areas

Result 1 — Better
targeted policies and Result 2 - Improved
increased allocation of program approaches

resources to improve the implgmented at the
health and nutrition of Municipal level / ULBs

the urban poor

Sub-result: Generation of evidence on best practices and
innovative program approaches from city-level

demonstration and learning activities.

To date, the urban hedlth program has focused exclusvely on a select basket of child
aurvivd interventions. These interventions included improved immunization coverage,
ANC, improved community practices on home ddliveries and neonata care, nutrition
education, and household hygiene practices for diarrhea prevention. Theteam
recommends that the urban hedlth strategy expand its mandate in the near term to include
reproductive hedlth, afull package for materna and child hedlth, and nutrition. This
recommendation is based on severa factors:

Needsin urban sums. The hedth needs of women and children in poor urban areas
are comprehengve and include, & a minimum, reproductive hedlth and family

planning, diarrhea prevention and trestment, ARI trestment, and combeting
malnutrition. Nutrition is explicitly stated to highlight thet it is managed by a

separate GOI agency—I CDS, not the Ministry of Hedth and Family Welfare.
Although the EHP-UHRC implementation to date has been successtul in linking

target beneficiaries to some of these services, the project did not explicitly measure
impact or coverage in these areas. Expanding the technica intervention focus to
include RCH 2 interventions as well as nutrition would be expected to have a greater
impact on reducing morbidity and mortality among women and children.

Scope of RCH-2:  The EHP-UHRC has been highly successful a postioning its

role in supporting the national government to implement RCH-2 in poor urban aress.
EHP-UHRC will provide staff for an urban hedlth cell that will provide support to the
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Ministry of Hedth and State governments through the Nationa Hedlth Systems
Resource Centre (a parastatd organization that will assst with the implementation of
RCH 2). Expansion of the urban hedlth mandate to RCH 2 interventions will enable
the program to remain digned with the gods of the GOI and have a greater impact on

influencing policy.

Optionsfor further expansion: In the medium term, the team recommends that the
urban hedth program mandate remain open to identifying convergence points with
other technical hedlth aressindluding HIV/AIDS, tuberculosis and malaria”

However, the team recommends that the program focus in the near term on RCH-2
interventions plus nutrition given the capacity of the UHRC, GOI expectations, and
upcoming launch of the RCH 2 program.

Flexibility of funding: Expanding the program focus beyond child hedth to include
family planning and reproductive hedlth will require USAID/Indiato invest CSH
population fundsin the urban health program. In addition, to the extent that the IFPS
Il project will aso be mandated to support the implementation of RCH 2 in Uttar
Pradesh, USAID/Indiamay consder funding both projects with population, child
surviva and micronutrient funds. Adding HIV/AIDS, TB, and mdariafoci to the
program aso could potentialy introduce other sources of funding for urban hedlth.

Result 1. Better Targeted Policies and Increased Allocation of Resourcesto
Improve theHealth and Nutrition of Urban Poor

This result builds upon the achievements of EHP-UHRC inimproving municipa
planning, providing technica assstance to the nationa and state government levels, and
advocacy on urban poor issues. [llustrative activities supporting Result 1 include:

support to the GOI at the nationd level and state leve through the provision of
technica advisors and urban hedth cdls

technical assstance to cities on planning, program development, implementation
and monitoring;

dissemination of research, best practices and evidence on successful program
gpproaches throughout Indiato policy makers,; and

nationd, state, and city level advocacy efforts on urban hedth.

Indicators for measuring progress for Result 1 need to be developed further. Illudtrative
indicators include:

Number of municipa plans targeting hedth service ddlivery to the urban poor
developed

" There are promising avenues to pursue when it makes sense to further expand. For example, in ameeting
with Dr. Quraishi, Director General of NACO, he discussed NACO’ s initiative to set up PMTCT centersin
various district health centers. In addition, the USAID/India PHN office is conducting a study to assess
malariaprevalencein urban areas. The findings may help make the case to include select malaria
prevention/treatment interventionsin the urban health program.
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Non-USAID funds ($ or rupees) mobilized/leveraged (GOI, private sector,
donors) to improve health for the urban poor

Result 2: Implementation of Improved Program Approaches at Municipal/ULB
Level Reault 2 focuses primarily on the provision of technica assistance and capacity
building a the municipd leve incdluding non-governmenta stakeholders such as NGOs,
private sector, medical colleges, and voluntary organizations. Illudtrative activities to
support this result may include:

technical assstance, coordination, and facilitation of stakeholders at the municipa
level to address urban hedth;

technica assistance to municipa corporations and digtrict hedth officers (Chief
Medica Officers) on developing proposds and plans for implement urban hedth
programs,

capacity building and training for NGO partners on health promotion, behavior
change, €tc.;

facilitation and development of public- private partnerships,

coordination of study tours and visitsto learning Stesin modd city programs,
conduct research and collect evidence on programming approaches and best
practices, and

documentation and development of templates, guiddines, and modd s that can be
replicated and used in other cities.

Indicators for developing indicators to measure progress on Result 2 need to be further
developed. Illudtrative process indicators include:

Number of city programs targeting the urban poor implemented
Number of public private partnerships facilitated

Ultimatdly, these results should result in red, measurable improvements in health and
behaviora outcomes amongst target populations. These would be captured &t the
objective levd.

Sub-result: Generation of evidence on best practices and innovative program
approaches from city-level demonstration and lear ning activities.

EHP-UHRC has implemented a demondration city program in Indore and isin the
process of developing another demondgtration project in Agra. Per the guiding principles
listed above, city-level demondtration and learning activities are intended to support
Result 1 and Result 2 as a means to those ends, not endsin and of themsdlves. Thisisa
key difference from the approach taken to date. It is not intended to undervaue the role
of city-based activities, which have been critica to USAID and UHRC learning aswell

as to the consequent ddivery of effective technica assistance which has dready been
discussed. Rather, it puts city-leve activitiesin a context gppropriate to the magnitude of
the resources to be gpplied by USAID to the urban hedlth program, that is, support of the
development of improved approaches and for advocacy, particularly in the way that
effective demongtrations can effect increased resource dlocation for urban hedth.

19



The evduation team feds that the city-levd models should be developed and used only to
the extent they influence policies and programs at a date and nationd level. They can be
used as demondtration Stes, Stesfor development of “how to” manuals, or learning Sites

for training purposes.

This sub-result is dso designed to capture technica assstance provision, capturing of
lessons learned, and documentation of best practices that UHRC could provide for
activities focused on the health of the urban poor implemented by others — municipdities,
NGOs, other USAID activities, or other development partners.

4.2 Relative Roles of Technical Assistance, Technical Leadership Activities, and City-
based Demonstration and Learning Activities

It is recommended that USAID/India continue to support al three legs of current activity
—induding technical assistance at city, state, and national levels; technical

leader ship activities (e.g. conferences and publications); and city demonstration and
lear ning activities. However, the emphasisin terms of leve-of-effort and funding

should strategicaly befirst on TA, second on technica leadership, and third on city-leve
demondtration and learning, dthough it isimportant to maintain flexibility to adjust this
balance to adapt to any changing circumstances at the policy level which may arise.

UHRC technical assistance should befocused at the State level, which iswdl-
positioned to link resources available from the GOI to the needs of the municipdlities.
However, UHRC TA needs to be coupled to sufficient capacity at the recipient end (i.e.
State leve) to be effective, and USAID should consider how best to support increasing
this capacity (probably by placing long-term UHRC advisors at the State leve, dthough
the sustainability of this approach was of concern to the team).

At dl levds, the UHRC should diversify the partnersto whom TA will be provided,
moving beyond RCH-2 to include ICDS, the Urban Development Authorities (SUDA and
DUDA), and NGO or parastatal platforms such as CARE or SIFPSA. While UHRC has
undertaken limited efforts in such outreach to date, building such partnershipswill in

some cases require cong derable advocacy for the urban health agenda. The focus should
be on developing long-term mutual commitments to this agenda, with UHRC providing
technica assstance.

City demonstration and lear ning activities should be focused on cities with distinct
socioeconomic, environment, or health characteristics or that present a special
policy, leveraging, or learning opportunity. All demongtration activities should be
entered into with a clear exit strategy. Because USAID resources for such activities are
very limited, opportunities to learn from others' investments, with minimal additiond
USAID investment under UHP, should be actively sought out. Theteam’sinitia
recommendation to focus mainly on medium-gzed cities with high growth rates was

meade less redtrictive following discussions with the Mission gaff, acknowledging that
capacity was weak in such settings and that some attention should be focused on working
with large cities.
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The ultimate effectiveness of UHRC technica assstance efforts will depend criticaly on
enhancing linkages and coordination a dl levels. At the GOI levd, there are

opportunities to improve coordination and synergy between the different ministries
(MOHFW, MOUD and MOHRD) as well as between their individual departments, such
as those that touch on hedlth, water and sanitation, and nutrition departments. In addition,
UHRC is uniquely positioned to fogter linkages between programs within Ministries such

as between RCH and NACO. An additiond area of UHRC support to USAID should be
focused on developing improved linkages with urban hedlth activities funded by other
internationa agencies (e.g. World Bank, UNICEF, DfID, WHO, etc.).

There are dso anumber of issues that demand technical leadership and that UHRC could
addressin partnership with the GOI, subject to its own capacity and staffing limitations.
Examplesinclude:

- Assding the GOI to improve referrd linkages mechanisms, which are currently
ad hoc and rdatively wesk;

- Deveoping guidelines’ methodologies to assst in burden of disease mapping for
underserved poor urban;

- Supporting training from the GOI to state governments on formulating proposals
for urban hedth guiddines,

- Develop recommendations to improve infrastructure provison and service
delivery dructures and quality, as acomplement to hedth interventions,

- Increasing the focus on documenting implementation effectiveness, the flip sde
of the documentation of problem assessment and program planning.

- Improving and enhancing accountability mechanisms to the GOI for programs
implemented at the Sate level and below, with agreed frameworks for monitoring
and evaluation.

4.3 Recommendations for city-based demonstration and learning activities

The supportive role envisoned for the city-basad activities suggests savera promising
avenues for the future and recommendations for UHRC.

The team fdt that the ward coordination modd is a viable approach for achieving
greater scale, including dimensions of both population addressed and the range of
service which can be effectively and codt- effectively ddlivered. The evauation team
fedsthat more M& E work is needed before the effectiveness and, more importantly,
the cost-effectiveness of this gpproach can be fully determined. Neverthdess, itis
important to remember that different “modes’ will likely be required in other

settings, so the effort to be devoted to impact-level M& E and cost- benefit andyss of
any one gpproach needs to be reasonable in the context of a city program.

UHRC should place emphasis on mining existing program experience for best
practices, tools and methods. Developing new models and gpproaches isimportant
but if modeds dready exist there is no need to create them again The UHRC hasthe
opportunity to identify and work with organizations, projects and programs that
aready exist on the ground but lack technica focus, effective programmetic



approaches, appropriate or proper evauation. Effective models can probably be built
from these “platforms’ more quickly than creating new city-levd activities Asaline
of work, the UHRC should aggressvely identify these platforms and work towards
influencing their hedth content and approaches.

Knowledge of dl urban hedth-rdaed activitiesin Indiais limited — there is no one
sngle repository of experience and knowledge. The UHRC could play this role and
should collect, assess, and drategicaly transfer experience across urban hedth
programs and to those in the program development stage.

The UHRC should have technica capacity, if not fully-dedicated staff, to address
demand, supply, and systemsissues. Demand creetion and improved household and
caretaker behavior aone is inadequate to improve service coverage. From a systems
perspective, the UHRC needsto be able to identify and anayze bottlenecks to the
delivery of hedth services and understand options and methods of overcoming these
condraints.

The UHRC should look beyond its own learning and experience with city-leve
implementation and determine whether there are other programmiatic approaches that
would have more visible, more rapid impacts on service coverage and use. Beyond
the opportunities presented under RCH and the NRHM, UHRC should look for other
partners with large-scade platforms in urban areas to which assistance could be
provided to increase impact on the hedlth of the urban poor. Fully exploiting existing
platforms, such as with technical assstance focused on strengthening alimited set of
interventions targeted at the urban poor, could allow more rapid start-up and impact.

UHRC should focusitsinitid effortsin any city activity on alimited package of
sarvices, i.e. more than the focus on a single intervention such as meades
immunization but less than afull suite of MCH and nutrition activities. For example,
such alimited package could focus on routine digtribution of vitamin A, promotion of
exclusive breast feeding, use of ORS/ORT during episodes of diarrhea, provison of
zinc for each bout of diarrhea, and promoting the “four cleans’ for hygiene (clean
water, clean hands, clean food, and a feces-free environment) and could probably be
implemented quickly if built upon exidting platforms.

Though the UHRC has done a commendable job of documenting its city-level work
to date, the UHRC should make sure that documents communicate effectively, are
targeted well, and are as short and concise as possible. Recognizing that
documentation is expendve, in the future, more atention could be placed on *“how to”
manuals, on results of monitoring and evaluation activities, and on advocacy pieces,
with less emphasis on documenting inputs and processes.

More “how to” manuds and guiddinesfor city activitiesare criticaly needed. They
should be clear, concise and sdf-explanatory. The UHRC should examine existing
manuds to determine if they are adequatdly complete and sdlf-explanatory and what
other manuals, addressing other aspects of the program, are needed. Those manuds
should be developed as a matter of priority. Manuas should address al aspects of
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urban hedth programming including demand cregtion, community case management
of common illnesses, BCC/IEC, supervison, and M&E.

Where it becomes involved in operationa aspects of urban health programs (such as
in the current modd in Indore), the UHRC should enter into such arrangements with a
clear exit drategy laying out itsleve of support, the timeline within which it will be
involved, and how quickly and in what manner it will reduce its inputs.

4.4 Niche for urban health within PHN and USAID

There are anumber of opportunitiesfor linkages and leveraging within USAID that can
be more fully exploited. Within PHN:

Improve linkages to reproductive and maternd hedlth by identifying linkages with
IFPSand ITAP. Linkage could aso be consdered with the PACT-CRH program of
PATH and Abt Associates.

Urban hedlth related questions or an enhanced urban health sampling frame should be
induded in NFHS 3 questionnaire.

Misson-supported urban hedlth activities could be linked up with the urban AIDS
activities.

IndiaCLEN could be used for Urban Health rdlated OR issues.

One opportunity for coordination within USAID outside of PHN iswith the EG office.
Three specific opportunities were presented: potentia investments by JBIC that could
relate to urban hedth, the development of the Agra City Development Strategy, and
possible water and sanitation activities under FIRE/D in Agraand Madhya Pradesh. Itis
recommended that PHN and EG develop a mechaniam for regular communication on the
progress of their respective activities, particularly if the Agra City Development Strategy
bears fruit (though this was not certain at the time of this evauation).

4.5 Role of Public-Private Partnerships
Key recommendations on public- private partnerships include:

Coordination with Larger Public-Private Patnership Initiatives

It is clear that public private partnerships are expected to be a significant component in
urban health programs and there is a high demand for technical assistancein this area.
There are numerous larger initiatives on PPPs that are currently underway within the
RCH 2 implementation plan and the USAID/India PHN office. Therefore, theteam
recommends that the urban hedlth program strategy and UHRC activities be coordinated
with these efforts to the extent possible.
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Thereisaso ajoint donor working group on PPPs and plans to staff a PPP cdll within the
Nationd Hedth Systems Resource Center (a parastatd organization that will assist the
GOl to implement RCH 2). Thisworking group has aready devel oped a concept paper
on PPP guidelines, identified PPPs that are currently underway, and anadlyzed PPPs that
are being proposed under State PIPs (program implementation plans.) It iscritica that
the urban hedlth cell and PPP cell coordinate technica assistance efforts.

The USAID/India-funded IFPS 2 (Innovations in Family Planning and Services) project
which provides funding and technica assstance to SIFSPA is primarily focusing on the
development, testing, and replication of PPP models to support family planning and other
RCH 2 services in Uttar Pradesh. The IFPS 2 will have a bilaterad component that
supports SIFSPA (aparasta organization) and the ITAP technical assstance component
that will support SIFSPA to implement PPP models. To the extent possible, the urban
hedlth program should leverage this technica assistance component in addition to
keeping up to date on the activities of the PPP cdll and donor working group. While
ITAPwill focus primarily on supporting IFPS 2 and SIFSPA, it can also be aresource for
the urban health program for specific, discrete activities such as developing planning
guiddines for implementing PPPs within the context of municipa urban hedlth planning
exercises. The team also recommends that UHRC collaborate with ITAP before UHRC
implements PPPs within city level demongtration and learning Sites to ensure that Sate of
the art knowledge is being gpplied and the activity is not duplicative.

UHRC hasjust begun discussions to explore partnership opportunities with
Confederation of Indian Industry (ClI). There are severd potentia areas where a
partnership would make sense. For example, Cll described a project involving mobile
hedlth clinic vans to dum areas in Delhi where construction workers tended to resde. In
addition to strengthening the UHRC-CI| relaionship, the evauation team recommends
that USAID/India PHN office dso formdize a rdationship with Cll to address other
technical areas. While ClI has an interested in supporting materna and child hedlth, their
priority areas of interest and support isin HIV/AIDs, tuberculoss, and hepatitis.

Usng Public Private Partnership Modd s to | mprove Service Ddlivery

There are avariety of public private partnership models that can be applied within the
urban hedlth context. To the extent possble, the evauation team recommends that
UHRC builds upon exigting infrastructure and facilitates partnership between the
municipa corporation/district health office and the private sector rather than directly
engaging in service ddivery PPP on its own e.g. contracting out models or franchises.

There are severd models that can be successtully incorporated into urban heglth
programs at the municipa level. PPPs at the city level have the opportunity to address
two key issues— (1) the shortage of ANMS, and (2) improved qudlity of private hedth
care that is dready being sought out by target dum residents. These models need to be
as=ssed within each context for the following: cost; avalability of qudified providers,
price to beneficiaries, sustainability; administrative complexity; and hedth impact. The
appropriateness of various modelswill differ according to each city. Therefore, the team
recommends that UHRC work with ITAP to develop PPP assessment guiddines that can



be incorporated as municipa planning tool. Potentia PPP models (not an exhaudtive list)
for use in urban hedth settings are described below:

Contracting Out: Contracting out refers to an agreement or contract for a private
provider to manage a government health unit or provide health care services on behaf
of the government. Thismodd is best used in Stuations where the government hedlth

sarvices are unavallable or nearly defunct. The feaghbility of contracting out models
should generdly be assessed on qudity and cost dimensions. 1n essence, does
contracting out result in higher quality, greater coverage, and lower/equivaent cost
than the government providing the services itsdf? Other issuesfor congideration in
contracting out involve the government’s (municipa corp or didrict hedth office) to
effectively manage, monitor, and ensure payment of the contract. UHRC is planning
on implementing a contracting out mode in Agra—soliciting NGOs to provide RCH
2 servicesin underserved peri-urban dum. The team recommends that UHRC
obtains assurances from the Didrict Hedth Office on its plansto take over the
contract within areasonable time frame and provide TA to enhance its capacity to

manage the contract.

Franchise: A franchiseisamodd where a private provider is given the “right” or

franchise to provide certain services in a prescribed manner under a branded network.

Thefranchiser typicaly ownsthe “brand” and will often monitor quality, price, and
set some guidelines for how the franchisee conducts business and usesits brand. The
franchisee usudly will benefit from marketing, brand recognition, accessto training,
etc. Thefranchiser isusudly an NGO or private organization. Franchise modds are
being serioudy considered within the RCH 2 implementation plans. Franchise
models are highly applicable within the urban hedth context. However, setting up
franchise models requires considerable effort and expense. Therefore, we

recommend that UHRC not try to set up its
own franchise network. Rather UHRC should
try to partner with existing or new franchises
that are being created under the RCH 2 PPP
efforts.

Social Marketing: Socid marketing isthe
use of commercid marketing dtrategies,
distribution networks, and branding to
achieve asocid objective. There are severd
socid marketing programs that are working in
Indiaincluding the PSl maternd child hedth
program, Hindustan Latex program, and the
USAID-funded PSP One project. Theteam
recommends that UHRC partner with existing
socid marketing programsiin cities thet are
the focus for technica assistance and
demongtration and learning Sites. For
example, in Indore, a partnership with PSI
could result in Basti CBO workers sdlling
socialy marketed products for asmal profit.

Corporate Social
Responsibility

Corporate Social Respongbility
IS gaining consderable ground
in Indiawith the well publicized
efforts of Tataand formation of
groups such as Confederation of
Indian Industry (Cll) and
Federation of Indian Chamber
of Commerce and Industries
(FICCI). Inaddition, socid
clubs such as Rotary
Internationa and Lions Club
have played sgnificant roles
Supporting various hedth issues.
In Indore, the Lions Club is
playing an active role in the
Ward Coordination mode!.
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Capacity Building/L ocal Partnershipswith Private Providers: The shortage of
ANMs and difficulty in providing sufficient coverage iswell documented. The team
discussed thisissue with a variety of stakeholdersin the field and discovered that at
least one LHW (Lady Health Worker who is responsible for supervising ANMs) and
the Chief Medica Officer in Agrahave dready begun to form an informal

partnership with private providers to address thisissue.

The LHW in Indore has formed partnerships with three private providersin her
caichment Ward to provide immunization services to dum residents since her ANMs
were finding it difficult to cover the entire catchment area. She provided these
providers with the vaccines and supplies and negotiated the price they would charge
(Rs. 20) for the immunizations. Sum resdents in the catchment ward were given the
choice of ether going to the immunization camp, waiting for the ANM worker to
come on her monthly rounds, or going to a nearby private provider for Rs. 20. Since
the Rs. 20 was often less than losing aday of work waiting & the immunization camp

or waiting around for the ANM to arrive, many people availed of the private provider.

The CMO in Agradso indicated that his office wasin talks with private providersto
form this type of partnership with an expanded basket of services—providing
vaccines, family planning supplies, ORS, and cotrimoxizol to certified providersin
exchange for lower fees.

The team believes that this may be a cost effective mode that addresses the ANM
shortage issue while providing dum residents with the choice to avail themsdves of
sarvices that make the most economic sense for thelr particular circumstance. We
recommend that UHRC further explore formaizing this mode perhaps with added
incentives such as training, recognition program, etc. Partnerships with association
such astheloca or state chapters of the Indian Association of Pediatrics, Indian
Medicd Association may be helpful in facilitating this type of arrangement.

4.6 UHRC Organizational Development

To date, the USAID urban health program has been implemented through the EHP 1QC
mechanism. As EHP comesto aclose, USAID has made the decision to support the
long-term ingtitutiondization of UHRC. The Urban Health Resources Center is
envisoned to become an inditutiondized Indian NGO with unique capabilitiesto serve
as the noda technica leader in urban health issues, as dready discussed.

Key recommendations on UHRC' s organizationd development are listed below:

1. Communicationsand Branding Strategy: The evauation team recommends that
UHRC develop a comprehensive communications, marketing and branding strategy
to launch its new identity. In addition, the team noted that the project would benefit
from greater clarity and clearer messages about its activities and purposes. Theteam
recommends a period of co-branding to take advantage of the recognition and
exiging brand vaue of “EHP’, while dlowing the “UHRC” to begin to be
recognized. The team aso noted that the USAID branding strategy may create
obstacles for UHRC. The team recommends that in this scenario, USAID/India may
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wish to investigate whether a grant/cooperative agreement mechanism would provide
gregter flexibility.

2. Management: Theincreasng manageria burden on the Director asthe program
scaes up and UHRC becomes institutionalized is gpparent to the team. We
recommend that the recruitment of senior staff to UHRC be atop priority. In
addition, UHRC senior gaff should review which managerid duties can be delegated
to other gtaff. Assuring quality of technica support to GOI stakeholders will be
critical. UHRC can develop an orientation plan for new staff aswell as ensuring that
there are open lines of communication to the Delhi office.

3. Organizational Structure: UHRC will face chdlengesin rationdizing the
organogram and staffing for the new organization. The evauation team recommends
that UHRC undertake a comprehensive technica skills and staffing review once the
business planning is complete and programmatic goas are set. Thisreview should
include areview of exiging technica skills and capacity to identify additiond skills
or training needs. In addition, the roles and respongibilities of the Dehi office visa
vis city and GOI technica support should be clearly articulated and defined to ensure
quality of technical assistance and adequate support. For example, technica gaff in
Dehi can be measured during performance evauation on support to city programs.

4.7 Complementary mechanisms to support USAID urban health programs

The USAID/India urban hedth program, and the EHP-UHRC implementation of the
magor part of the program, is cutting edge in terms of its focus and progress. It can fairly
be sad that no other Mission in the ANE region has so comprehensively considered its
role in the problems of urban hedlth at the country level and taken concrete programmetic
gepsto addressit. While implementation began under the USAID/W-based EHP, it
would be fair to say that, at this point, in terms of the lessons learned specifically relevant
to urban hedth programming, USAID/Washington has less to offer USAID/India than
viceversa

That said, thereis much speciaized expertise in both AID/W gaff and in the projects
supported by AID/W, expertise in topics such aimmunization, hedth systems, hygiene
improvement, that could fruitfully be tapped for technica assstance to the UHRC.
Because resources for the urban health program are very limited and focused on country
activities rather than purchasing expatriate TA, it is proposed that “leveraged TA”
opportunities be sought from AID/W centrd projects such as BASICS and the Hygiene
Improvement Project, i.e. that TA be sharply defined and piggybacked on related TA
ether in Indiaor by sopping in Indiaen route to other TA assgnmentsin the regon.
Properly managed, such TA should be available at low cost and could, over time, have a
large technica payoff for both UHRC and the cooperating agency.

USAID/W dso needs to evolve to respond to the demands from Missions for technica
and program partnershipsin urban hedlth. One key issue which will be addressed soonis
gaffing. Beginning in late 2005,and partly in response to effective USAID/India
advocacy on urban hedth with USAID/W, GH/HIDN and the EGAT Bureau's Urban
Programs Team will jointly support a full-time position focused on urban hedth. The
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objective in establishing the position is to have one person dedicated to advocacy efforts
for urban hedth, to identify and work with Missons that wish to address thisissue, to
share lessons learned from field activities (including both those supported by USAID and
those supported by others), and to establish innovative mechanisms and partnerships to
fadilitate Misson investment in urban hedlth.

4.8 USAID management

The team recommends that the flexibility of USAID management of the urban hedlth
program and, specificaly, of the EHP-UHRC be continued. Clearly, an evolution of the
policy environment away from enthusiagtic support by the GOI for urban hedth activities
would require a shift of priorities and resources. But even absent a dramatic shift, having
flexibility dlows the exploitation of new opportunities, a strategy that has proven very
effective to date in building support for work in urban hedlth.

The nature of such interactions strongly suggests that a cooperative agreement would be
more appropriate than a contract for ongoing support to the UHRC. The team
recommends looking at a GH |eader-with-associates award implemented by World
Learning as a possible mechanism; this was designed for support of in-country NGOs and
would seem to be gppropriate for the gradua weaning and increasing independence of
UHRC.

4.9 Monitoring and evaluation

Monitoring and evauation (M&E) has played an important rolein EHP-UHRC
implementation to date but needs to be sgnificantly strengthened to meet future needs.
Monitoring of program inputs and processes will be important to determine the cost of
doing business and the efficiency with which the program is operating. Outputs should
be monitored to determine productivity while periodic monitoring of outcomes (e.g.
coverage of interventions) is needed to measure program impact. The M&E framework
for the UHRC should be well defined with clear input, process, output and outcome
performance indicators followed by periodic reporting in asmple, easy to read format.

The revised results framework proposed by this eva uation team focuses on three results:
1) improved programming, 2) improved policy environment and resource alocations, and
3) support of and assistance to city- based demongtration and learning activitiesto help
achieve the other two results. Demondration and learning activities will show how to
improve coverage of key interventions including arange of services that exceed those
provided under the exigting city programs. In supporting these activities, the UHRC will
need to expand the breath and depth of its support to carefully demonstrate and
document the expanded impact that that these approaches may have.

Specific recommendations for future monitoring and evauation efforts:

While monitoring of inputs and processes (e.g. training, facilitating, mestings,
puppet shows) and outputs and outcomes (e.g. number of vaccinations given and
vaccination coverage rates) are dl necessary, future monitoring should focus
more heavily on outputs and outcomes. Urban hedlth activities, however diverse,
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need to clearly demondrate their effectiveness. Such “proof of concept” isakey
learning objective that the UHRC could be well positioned to exploit with
srengthened M& E capacity. Proof needs to come in the form of evidence that
processes lead to products which lead to improved coverage of key interventions
in the most cost/effective manner possible.

The UHRC's M&E program should be based on a clear, smple M& E framework.
This framework should have clear and concise input, process, output and outcome
indicators, awdl defined and explained method for collecting needed data, clear
guidelines for recording and reporting out of results in atimely manner.
Significantly more work is needed in this regard.

Current UHRC reporting does not concisaly communicate clear messages about
what is being accomplished.  Building this capacity within UHRC will not result
from afew technica assstance vists by an externd contractor. Rather, itislikey
that some kind of dtrategic partnership over the long term with another

organization with more experience in monitoring and evaluation will be required.

4.10 Additional activitiesto support urban health program devel opment

Theteam a0 identified savera key gaps which require further investigation and thinking
but were beyond the scope, available time, or timeframe for this evauation, including:

A detalled evduation from a public hedth perspective of the initid city proposas
which were developed using the EHP-UHRC guiddines, with recommendations
for revison of the guiddines, including their gpplication, as necessary.

Including consderation of the hedth systems issues for the urban poor being

explored by PHR under an ANE Bureau and EGAT/Urban Programs comparétive
andyssin Indore and Manila

Exploring links to microfinance inditutions, slf-help groups, etc.

Tightening linkages to address environmentd sanitation, water supply, and
hygieneissues as part of the urban hedlth planning process, and developing vigble
solutions to these critica issues.

Conducting a cogt-effective andyss of the ward coordination model, using best
estimates of public health impact.

Identifying TA needs of UHRC and developing a plan to help meet these needs.

Egtablishing criteriafor city-level TA support and catdoging likely candidete
cities.

Each of these is recommended for follow-up action by USAID/India

5.0 General Lessons L earned in Urban Health Programming




The evaluation felt there were some generd |essons to capture, drawing upon the
experience of this evauation but also smilar evauation work undertaken by others, such
as the World Bank’ s Urban Slum Project.

There are no smple solutions or universal mode for addressing the hedlth of the
urban poor or the poor living in urban dums. There is aneed for flexibility to
apply the mogt effective available gpproaches depending on the loca situation.
Focus on afew critica services and monitor their ddivery.

Thereis tremendous opportunity in urban hedlth to partner with community- based
organizations as well as private sector

Long term financid sustainability, indtitutiona viahility, and adequate human
resources are, as always, criticd to the long-term sugtainability of urban hedlth
efforts.

From the beginning ensure management focus on outputs and outcomes rather
than inputs. All other evidenceis of little consequence. Thiswill require a
basdline, clear indicators of inputs, process and outputs, a method for collecting
needed data, and the clear and concise recording and reporting out of resultsin a
timely manner. Without this evidence the appropriateness and effectiveness of the
approach will aways be in question.

Be careful about creeting and disseminating guiddines, methods and materias
that are not thoroughly tested and grounded in evidence that they produce the
intended results.

Documentation should be minimized while sill being complete. Strive for darity,
amplicity, and smdler sze. Documents thet are repetitive, wordy and unclear
document events, and maybe progress, but do not communicate impacts well.
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Annex 2: Evaluation Team Scope of Work

1. Summary of main features and background

In three years the EHP-UHRC has become a nationaly recognized technica assstance
and information resource in urban hedth. Demand for technica assistance from the
EHP-UHRC ishigh and increasing. City programs have been developed and have been
successful in developing methods and producing tools. Some city programs have not
developed as quickly asinitidly anticipated. Private sector activities are included in the
city programs, but are not as prominent as the level of interest indicated dsawherein the
PHN office of USAID/Indiaor that of the GOI. Thereis strong and gpparently
burgeoning interest and support & the highest bureaucratic and political levels for better
addressing the hedlth of the urban poor in India. The RCH program has evolved to be a
very important vehicle for supporting urban hedth programs a scae and the EHP-UHRC
has devel oped a strong position in support of that program. Newer initiatives focused on
the hedth of the urban poor are being developed at the misson level (run out of the
Prime Miniger’s office — amilar to a Presdentid Initigtive in the US). While the EHP-
UHRC initidly focused on child hedlth, its work has broadened into planning and
systemsissues in reproductive and child health or primary hedth care more generdly.
The program today is quite different from that planned for in 2002, when that nationa
RCH program was not considered to be an opportunity, GOI interest gppeared to be
limited, as did political interest. The program has made a number of adjusmentsto
respond to these opportunities as they arose. Responsiveness and flexibility have been
halmarks of the EHP-UHRC and these appear to be key features contributing to the
gtrong relationships that have been built with the government. From theinitid

conception and throughout this program the definition of urban hedth and its
determinants has been broad. On the ground activities have been largely confined to
some aspects of child hedlth (in city programs) and to RCH (technical assstance to the
government in planning).  Inclusion of non-child hedth dements, either USAID/India
supported or otherwise, has been very limited. Likewise, incluson of hedth-related
factors outside of the hedlth sector — especialy water and sanitation for the urban poor —
has not been successfully addressed to date.

2. Purpose and Overview

This scope of work isfor an evaluation of the overall USAID program of support in
urban hedth. The objectives of this activity are to evauate (1) the development of the
urban hedlth program — particularly in terms of pogtioning itsdf to substantialy and
measurably contribute to improved health among the urban poor in Indig; (2) assessthe
qudity of program activities, (3) assessthe indtitutiona development of the urban hedth
project; and (4) provide recommendations for the future direction, development and
scope of USAID/India s urban hedlth program. The scope of work is comprised of main
tasks, a series of questions to be addressed and related sections covering logistics and
management, personnel and roles and responsibilities and ddliverables.

3. Main Tasks



In order to accomplish the objectives of this evauation, the team will be required to
complete the following tasks.

1.

6.

Review background documentsincluding the USAID India“ Child Hedth
Strategy” March 2001, the Urban Hedlth Strategy June 2001, GOI plans and
documents (Five year plans, RCH I1), documents produced or supported by the
EHP-UHRC in India and other relevant documents.

Participate in ateam planning meeting at USAID/New Ddhi to review and refine
understanding of the SOW, agree on the table of contents of fina product,
establish roles and responsibilities and develop a detailed workplan for the
evauation.

Describe and assess the progress of the urban hedlth program June 2001 —
February 2005 in mgjor areas of work through

a. Interviewswith mgor stakeholders

b. Presentations by EHP-UHRC aff

c. Fiddvigts

d. Document review

Develop recommendations for program development and program priorities.

Develop and ddliver a presentation of the evauation process, findings and
recommendations to USAID/India

Prepare afind report incorporating feedback from the ora presentation.

3. Evaluation Questions

These evauation questions are meant to guide the team in information collection and
andyds. The priority isto develop an andyds, supported by assembled information, that
supports the recommendations.  Anayss of the Recommendation Question Set will
therefore provide the priority guidance for developing a detailed workplan and table of
contents for the report.

Strategic M anagement Question Set

USAID/India Country strategic plan and strategic objective

1.

2.

How does the urban hedth program relate to priorities articulated in the
USAID/India Country Strategic Plan?

Does this activity contribute to one or more of the cross-cutting themes covered
by the country drategic plan (governance, gender, urban issues, partnerships,
cutting-edge technologies)? If yes, how?

How successful has the activity been in addressing the problems and challenges
identified in the country strategic plan?

USAID/India Strategic Objective 14

1.

How appropriate is the urban hedlth activity to the strategic framework and
indicators of SO147?
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2. Have opportunities to contribute to SO14 results been missed, and, if so, what
opportunities and congtraints can be identified?

Inter SO and inter office collabor ation

1. Towha extent and in what manner has the PHN urban hedlth activity benefited
from work with other offices and SO's?

2. Towhat extent and in what manner have PHN urban health activities contributed
to urban activities in other offices or SO'S?

3. What arethe practical possibilities for PHN to work more effectively with other
USAID/India offices to improve the overdl impact on maternd, child, and
reproductive hedth of the urban poor?

USAID/W collaboration

1. Describe the nature and effectiveness of collaboration with ANE Bureau, BGH,
and other bureausin USAID/W. Describe opportunities and congtraints for more
effective collaboration.

2. What offices and activities provide the best opportunities for collaboration and
support of USAID/India s urban hedth program. Are there any technica projects
in the BGH that are designed to provide assstance in urban hedth?

USAID Management and | mplementation Question Set

1. How has USAID management contributed to problems encountered or activity
accomplishments?

2. What aspects of USAID management have most contributed to program impact?

3. What agpects of USAID management have congtrained program impact?

Partner ship and Stakeholders Question Set

1. Describe the Indian government interest in the USAID/supported urban hedth
program (includes dl levels of government—centra, state, city-leve).

2. How doesthe USAID urban hedth program contribute to the national RCH
program? Are there other central government missions, schemes or programs
with which the USAID urban hedlth program should be working?

3. How doesthe USAID urban hedth program complement other donors' activities?
Arethere duplications? IsUSAID support sufficient to meet the needsin the area
identified for USAID support?

4. Towha extent have stakeholders beyond the government been identified and
working relationships established at the nationd, Sate, and city level. Describe
opportunities and congraints to working more effectively with nongovernmentd
stakeholders.

I mplementation Question Set

Activity design
1. Towhat extent hasthe USAID approach of providing flexible support for an
evolving design been appropriate and successful? Would the program have
benefited or been congtrained were a more rigid design used at the outset?
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2.

3.

To what extent has the program operated within the strategy established in the
2001 Child Surviva Strategy and the Urban Health Strategy? What have been the
magor aress of deviation from the origina strategy, and what accounts for this?

Has the need for flexibility in the strategy and workplan changed over time? To
what degree does the program benefit from flexibility currently?

City program implementation effectiveness and efficiency

1.

Describe the city programs and characterize the accomplishmentsin Indore,
Cdcutta, Agra, Jamshedpur and Delhi. What have been the facilitating and
congraining factors in these accomplishments? What are the main contributions
of the city programsto the larger urban hedlth activities of USAID, the
government and other partners? What are the main contributions of the city
programs to the long term improvement of health among the urban poor in these
cities? What others lessons learnt can be identified?

Characterize the technical areas of intervention in city programs. To what extent
has the program been assisted or hindered by a narrow focus on child hedlth? Has
the selection of technical components been gppropriate to achieve impact in child
hedlth and nutrition? Characterize the quality of these interventions.

Characterize the methods and accomplishments of working with partners,
governmentd, not-for-profit and private sector for-profit, in city programs. To
what extent has this methodology been successful in building a codition of the
most important stakeholders?

Specificdly, characterize the efforts and achievements in working with the private
sector — associations, networks of hedlth care providers, independent hedlth care
providers, private hospitals and institutions, and the private corporate sector. To
what extent has working with this sector been a success and what are the
opportunities and congraints to work more effectively through the private sector
to increase the scope, scale and impact of these activities?

Describe the gpproach to working with non-governmenta, community- based
organizations. To what extent has this approach been effective in identifying and
recruiting effective partners, and developing and managing effective programs?
Describe the achievementsin terms of improvement in hedlth indicators among
targeted populations, development, vaidation, and documentation of
methodologies; and development of new knowledge through operations research.
Assess the value of these achievements in terms of improving the hedth of the
urban poor in India, a scae.

Technical Assistanceto City, State, and GOI urban planning and implementation

1.

Describe the nature and evolution of the technica assi stance component of the
urban hedlth program. To what extent has the program been able to respond
effectively (quality, extent of services offered) to demand from city, sate, and
nationd governments.

Describe the modd of technica assistance management used — local vs.
expdriate; full time gaff vs. consultants; episodic support vs. long term
placement and so on. To what extent has the mode chosen facilitated or
congtrained the responsiveness and quality of technica assstance?
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3. What isthe sgnificance of thistechnica assstance activity to the extent, qudity,
and ultimate effectiveness of programs amed a improving the hedlth of the urban
poor in India?

Advocacy, Information Management and Resear ch

1. Describe the products of the urban hedlth program in terms of advocacy events,
workshops, reports, and articles.

2. Describe the quaity and effectiveness of these products.

3. Describe any tangible or probable benefits to the hedth of the urban poor in India
of these products.

Development of Ingtitutional Capacity in Urban Health in India

4. Describe capacity building activities of the urban hedlth program that target
government and non-governmenta inditutions. What have been the congraints
to the effectiveness of these efforts? What are the opportunities identified and
successes of these efforts?

5. Describe and assess the organizationa development activities under the EHP task
order. Arethegods of indtitutiondization for long term leadership in urban
hedlth likely to be redized? |dentify congtraints, opportunities and critica areas
for immediate action.

Problems and options
1. Arethere any mgor problems or conflicts that require immediate attention?
2. What specific options are available for resolving any problems or conflicts or
other implementation congtraints? How would these options be implemented?

Recommendation Question Set

11. How should the main strategic dements of the urban health program be
formulated? What are the primary resuts and indicators that should be tracked to
measure performance?

12. What should be the technicd breadth of the program within the PHN portfolio?
What nature and process for collaboration with other offices within USAID/India
are recommended? What linkages with USAID/W programs are recommended?

13. What are the recommended mechanisms to support these activities? Specificaly,
what activities can best be supported through the Urban Health Resource Center,
and what activities may be supported through other mechanisms?

14. What level of effort and organizationa arrangements should be employed to
provide technica assstance a city, date, and nationd levels?

15. What is the drategic role of support to city activitieswithin the overal program?
What proportion of leve of effort and in how many cities of what character
should such programs be implemented?

16. What are the main ams of a program of operations research, publication of
technical papers, consultations and conferences, and support to resource centers?
What proportionate leve of effort should be applied in each area?

17. What are the requirements for support for the organizational development of the
Urban Hedlth Resource Center — both from a gtrict OD point of view and from a
technical capacity building point of view.



18. What baance of flexibility and rigid specificity should be sought in each aspect of
the program in the future? What options are recommended to manage flexibility,
if and where it is required?

19. What additiona important activities can be recommended to inform the
development of the urban health program — evaluations, anayses, research,
tracking evolution of specific government programs and policies, and so on.

4. Evaluation Management

Roles and Responsibilities
Massee Bateman, CTO for Urban Health Project and MCHUH Division Chief, will
provide overal guidance for the activity. Logistics support will be provided through the
USAID/India PHN office and the EHP-UHRC office in New Delhi.

The Evdugion Team:

John Borrazzo, CTO for the Hygiene Improvement Project, will be the team leader and is
ultimately responsible for the evauation team and its products.

Dan Kraushaar, Director of BASICS 1|

Sondi Korde, Senior Technical Advisor for private sector/sustainable hedlth in the ANE
bureau of USAID/W

Rgjiv Tandon, Senior Advisor Child Surviva in USAID/IndialPHN/MCHUH

Lehar Zaida, consultant, EHP-UHRC

Performance Period
March — April 2005; The team will work in India 7 — 18 March, which does not include
travel, document review, and post-travel document revison time.

5. Deliverables
Team Planning Meeting products. individud SOW”sfor team members, table of
contents for the final report, and workplan
Ord briefing: The evauation teeam will provide an ord briefing of itsfindings
and recommendations to USAID/Indiagaff. The team will dso brief GOI
counterparts and project managers of the Urban Hedlth Resource Center on the
main findings and recommendations.

A draft report will be prepared prior to departure from country.

45



Annex 3: EHP-UHRC staffing pattern as of March 2005

The gaffing pettern of the EHP-UHRC as of March 2005 consists of
1. Country Representative
2. Documentetion Officer
3. Urban Hedth Planning Specidist (2)
4. M&E Specidist
5. Capacity Building Officer
6. Program Officer
7. Adminigration Officer
8. Contract Officer
9. Accountant
10. IT & Admin Support Assstant
11. Intern — currently providing assstance in documentation activities.
12. Research Specidist
13. Librarian
14. Jamshedpur Program Coordinator
15. Indore Program Coordinator
16. Indore Program Support Officer
17. AgraProgram Development Speciaist
In addition, EHP provides various consultants on an as-needed basis.
The Country Representative supervises al Delhi saff and the city support saff is

supervised by city Program Coordinators who in turn are supervised by the Country
Representative.
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Note that there are no expatriate full-time staff, though internationd consultants and EHP
home office gaff have been used to support EHP-UHRC efforts.
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Annex 4: Presentation of initial findingsto Mission staff, 18 M arch 2005
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