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RACHNA Midterm Assessment

EXECUTIVE SUMMARY

RACHNA, INHP-II and Chayan . RACHNA (Reproductive and Child Hedlth, Nutrition and
HIV/AIDS) is CARE's new program umbrellathat conssts of two projects. Thefirst is INHP-
Il (Integrated Nutrition and Health Project), which provides basic food, child hedth and nutrition
information and services. INHP-I11 isunderway in 78 digtricts in nine states (Andhra Pradesh,
Bihar, Chhattisgarh, Jharkhand, Madhya Pradesh, Orissa, Rgasthan, Uttar Pradesh and West
Benga. The second is Chayan, ardatively new project that deals with reproductive hedth and
HIV/AIDs. The rurd component of Chayan provides reproductive hedlth information and
referradsin 29 digrictsin four of the same states as INHP-11: Chhattisgarh, Rgasthan, Uttar
Pradesh and Jharkhand. The urban component of Chayan (which provides HIV/AIDS
information and referrds for high-risk groups and youth) is underway in 21 cities in the four
dates, aswell asin sdected dums of Delhi.

The operationa model of RACHNA consists of demonstrating practica problem-solving
gpproaches for behavior change and improved service coverage in about 10 percent of the
project AWCs and replicating lessons learned from these demongtrations in the remaining 90
percent of the AWCs.! Four “best practices’ are replicated in INHP sites to facilitate
demondtration and implementation: Nutrition and Health Days (NHDs), change agents,
community-based monitoring systems (CBMS), and block level resource mapping (BLRM).
Chayan has four best practices, aso: reproductive hedth change agents (RHCA), peer
educators, community stakeholder groups and youth resource centers (YRC). Both
demondtration and replication activities are implemented through government systems (ICDS and
RCH).?

RACHNA achievementsto date. Overdl, RACHNA has done very well, especidly in
helping ICDS and HFW to bring basic child survivd interventions to scale in the mgority of the
95,000 Anganwadi Centers (AWCs) in priority communitiesin 8 of the 9 project dtates. In
doing so the program has had to overcome a number of unanticipated obstacles, the most
sgnificant of which wasthe loss of haf of its Title Il resourcesin 2003 and an accel erated
graduation schedule. RACHNA has done remarkably well in helping the government transition
from Title 11 to locd food provison and is aso on track to graduate 25 percent of its 747 blocks
by the end of September 2006.

At the operationd leve the most impressive best practicesin INHP-11 have been the NHDs and
the change agents, dthough as of the 2004 RAP surveys, only 50 percent of the AWCs had
NHDs the previous month with THRs and immunizations) ANC, and only 30 percent of the
AWCs had change agents. Overd| achievements go well beyond replication and scaing up of
the core best practices and include successfully addressing the food trangition issue, encouraging
community involvement, supporting self-help groups (SHG), promotion of local food models
(LFM) to produce suitable loca foods, engagement of government systems, improvementsin
behaviord change communication (BCC), improvement in program systems (logistics, M&E,

L INHP covers 747 blocks in the 9 states. Each block has about 100 AWCs
? Integrated Child Development Services, and Reproductive and Child Health.
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capacity development, etc.), and improvements in coverage of project hedlth interventions.

INHP-II achievements are seen in ddivery, newborn care, immunization, nutrition and food
supplementation. INHP-11 has done particularly well in such areas as consumption of 1FA (iron
and folic acid) tablets adoption of the “five cleans” in ddivery, avoiding to put anything on the
cord after it is cut, early breastfeeding, meades vaccination, fully-immunized children, excdlusve
breastfeeding to sx months, introduction of semisolid food and supplementary feeding.
Improvements can be made in such critical aress as consumption of Vitamin A, tetanus toxoid
doses, ANC visdits, birth planning, drying and wrapping of the newborn, BCG and DPT
vaccinations. Delivery by skilled atendants, while not a project intervention, should be
encouraged as much as possible, perhaps as part of birth planning.

Chayan achievements. Chayan has been operationd for only 18 months, so there are no data
yet on its outcomes, which cover birth spacing, RTI/STI screening and referrd, and HIV/AIDS
prevention for youth and high-risk groups.. So far, Chayan has met dl of its milestones.
However, thisis anew project for CARE and represents some significant opportunities for
CARE aswell as some challenges. For example, the “best practices’ need to be further refined
and vdidated, the roles of community stakeholders and youth centers need to be clarified and
procedures set up to enable them to work effectively. There are dso sgnificant differences
between the rura and urban environments in which Chayan operates. The rurd INHP “platform”
Is appropriate for the addition of birth spacing and ST1 referrd. 1t could be further strengthened
by mainstreaming gender and quality of careissues. The urban intervention, on the other hand,
does not have a platform or awell-defined counterpart. The youth and HIV/AIDS components,
in particular, need much more development work. The urban component aso has to deal with
the lack of a government hedth MIS and basic services. Findly, the urban program will need to
establish relationships with new organizations, notably, the nationd and state AI1DS control
societies and develop a strategy for scaling up and handing over the models it develops.
Nonethdess, Urban Chayan, has initiated intervention activities among high-risk population in
most of the locations that were planned and has drawn in the communities that are being
intervened. Evidently, these are one of the few interventions that are well conceived and initiated
in urban areas where HIV prevaence still seemsto be low.

Community participation, gender and social equity. RACHNA has a strong community
participation component but it could be strengthened and made more explicit. RAP data show
that women in the lower socio-economic classes (SES) are being reached, however, the
integration of gender and socia equity could be improved, as well, which would strengthen
program coverage of the most vulnerable and needy sub-populations.

The overdl observation of the MTR Team isthat community workers, ingtitutions and processes
arein place in amgority of demongtration and replication Stes, athough their qudity is not
uniform. The expected graduation and sustainability targets may not be uniformly feasible by
2006, especidly if there are gaps in change agents and NHDs. A longer phase of capacity
building of community agents and inditutionsin community processes may be required to
implement the various community participation initiatives set out in the srategic plan. Note that
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only 20 percent of the CBOs and/or PRIs participated in NHDsin 2004 The team recognized
the tradeoff that RACHNA facesin pursuing community participation, gender and socid equity
Issues versus bringing the basic modd to scale. However, the team aso believesthat if greeter
attention were given to these issues that could enhance both the impact and sustainability of
RACHNA'’s approach.

Management is excelent. Although the team did not explore thisin depth, it was able to
conclude that the change to Didtrict Teams has worked out very well.

Monitoring and evaluation are dso very good. The various M& E data sources (routine MIS,
rapid assessments, and the neonatal evauation research) are extremely valuable to nationd, Sate
and digtrict management staff. Improvements are needed, however, in andardizing the overdl
conceptua framework, including accompanying objectives and indicators, now that IHNP and
Chayan are part of the same project. A MISis needed for Chayan, especidly in urban aress.
Systems that can provide periodic outcome data at block and district levels would aso be
helpful. Thereisadso aneed to standardize the samples so that basdline, pand and endline data
are comparable.

Prospectsfor 2006. The food trangtion iswell underway and looks to be successful so far.
RACHNA ison target for reaching its replication gods. The graduation god is aso on target.
Some 25 percent of the blocks are expected to “ graduate” from CARE support by the end of
2006. Graduation processes are underway but this area needs to be looked at carefully in terms
of viability and schedules. Sustainability needs to be built into every block that is graduated to
make sure that they are able to continue and conform to minima service sandards. In terms of
its performance outcome targets, the project should easily reach seven of them (early
breastfeeding, exclusive breastfeeding to Sx months, commencement of solid foods, and dl four
supplementary feeding indicators). Another two are possible (receipt of IFA tablets, timely
completion of meades vaccinaions). Four otherslook unlikely unlessthey recelve a greet ded
more atention (birth plans, TT doses, drying and wrapping, and receipt of two doses of Vitamin
A). INHP-II has dready met one of its management objectives (training). The other six ook to
be within reach by the end of 2006.

Challengesfor thecurrent project. The Team identified eight broad chalengesfor the current
program.

1. Thefirgisbreadth vs. depth. The Team believesthat quantitative progressis being
made (i.e., in achieving the numeric targets and milestones). However, only 30 percent
of AWCs have change agents, one of the most critica and effective of the IHNP best
practices. Quditative progressis achallenge. Much needs to be done to improve,
sandardize, and monitor the quadity of the replication Stes. The chdlenge for CARE is
to find the appropriate ba ance between achieving scale and ensuring the qudity of the
interventions that are taken to scae.

2. Sustainablegraduation isamgor chalenge. CARE has developed a program that

® The end-of-project target for this variable (Percent of NHDs where CBO and/or PRI participated last month)
isonly 30 percent.

RACHNA Find 0225.doc iii



RACHNA Midterm Assessment

requires continued support including supervison, training, M& E and elements of
commitment that are often difficult to sustain once graduation has occurred. The food
trangtion has provided evidence that state governments and communities (including
NGOs) are capable of supporting these programs. There is concern, however, that some
blocks will be graduated prematurely and resources will be insufficient to maintain

CARE' s modd. Although CARE may continue to provide indirect technica assstance
by continuing to work with the didtrict and state hedth and ICDS systems, the immediate
chdlenge will be to determine how flexible to be in deciding when agiven Steisready to
graduate.

3. Effective behavior change. BCCisamagor activity underlying the best practices and
Is the main pathway for influencing outcomes. CARE has done detailed work on BCC
(including formative research and refinement of BCC messages with LINKAGES and
others) but it was unclear if there is a process for determining which BCC
measures/interventions actudly result in the desired changes in behavior at the scale of the
program in demongtration and replication Stes. The challengeto RACHNA isto
determine which BCC interventions work, which do not, and how to operationalize these
processesin alarge-scale program.

4. Outcome monitoring. Process monitoring and panel assessments of outcomes are
excellent and represent amode for both cooperating agencies and the Government of
India The flow of information from the implementersto Delhi and USAID is voluminous
and comprehensive. However, local managers have expressed a need to have data that
will tell them whether their inputs and processes are having the desired effect on
outcomesin their blocks and digtricts. The challenge to the project is to determine how
best to produce such data at a reasonable cost.

5. Health and Family Wefare owner ship. The success of the RACHNA mode
depends on involvement of HFW medica and paramedica providers and commitment
by HFW officids a nationd, state and locd levels. Although this seemsto be going well
in some didtricts and gtates, that is not the case throughout. CARE has done an excellent
job of bringing HFW and ICDS together for joint planning and problem solving. The
chalenge to CARE isto use these convergence skillsto co-opt HFW staff indl stesso
that they accept RACHNA as their own project.

6. Effectivenessof the health systems. Reliable hedth sysems are critical to the
success of RACHNA. This means reiable infragtructure, staff, medications, vaccines,
information, logigtics, and so on. The team found that INHP successes in mobilization
and demand cregtion are negated when these elements of the hedlth system are not
provided as planned. Although the team redlizes that CARE does not control the hedlth
system, the challengeisto find ways to improve the rdliability of key HFW inputs needed
to carry out RACHNA interventions.

7. Balance between community participation, content and technical support.
Community participation is another eement that is critica to the success of the project.
Although there are important community eementsin RACHNA (e.g., change agents,
sf-monitoring, PRI, SHG, etc.) the program has put more emphasis on the technical
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agpects of itsinterventions than empowerment of communities to take them over. To
ensure community ownership of the interventions the chalenge to CARE will beto
balance its diverse components so that there is adequate support (both technical and
community) to maintain, expand and sustain replication Stes.

Effective involvement of State AIDS Control Societiesand the National AIDS
Control Program. Since the Urban Chayan is concentrating on the interventions among
marginaized populationsin low prevaence-high priority States, it poses an immense
opportunity to build capacity for the State AIDS Control Societies and thereby preparing
ground for scaling up. The challengein catalyzing response of the State AIDS control
societies depends on the leve of involvement CARE seeks and solicits with the Nationd
AIDS Control Organization.

Recommendationsfor the current project. The following recommendations are quite broad.
More specific recommendations will be found in the overview and the annexes. The team
redlizes that CARE will not be able to implement al of these recommendations. Thus, the team
suggests that acceptance of any recommendation should be based on an assessment of the costs
of implementing that recommendation and the expected benefits that would accrue to the project
asaresult.

1

Continue INHP replication and graduation. Rallout of the replication plan should be
completed. Given the continuing changesin resource levels, CARE should review the
replication and graduation strategies to ensure that phase-over plans will not only be
redistic but will result in sustaingble services.

Continue to monitor the food transtion, induding the continued provision of refined
soybean oil (RSO) (this is the one which was approved by the GEAC), take home
rations (THR) and adequate food for spot feeding under other funding sources.

Fill critical gapsin the INHP health interventions (eg., ANC, incluson of ddivery
by askilled attendant in birth planning, cord care, immediate drying and wrapping,
immunization availability, and Vitamin A). CARE should examine these ggps and the
team’ s recommendations for closing them. 1t should then set priorities (based on cost
and expected outcome improvement) to work on those gaps that when filled, will make
the greatest difference.

Fill critical gapsin demand, supply and enabling environment factors. Priority
aress are recruitment of change agents, BCC, more emphasis on practica capacity
building, and routine collection of outcome data for managers.

Strategic expansion of urban Chayan.

Identifying and addressing the issue of SACS capacity through well planned capecity
building measures, consolidation of program approaches through a structured process of
problem identification and problem solving, contextudizing demongtrationreplication and
taking a cdl on implementation arrangements based on leve of capacity and skill in each
State, being there and showing the way forward for SACS to scae up and saturatein all
urban locations in the State, Strategic expanson by making strategic choices are well
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worth investing in.

6. Fill critical gapsin community participation, gender and social equity. The
RACHNA design calsfor grester community participation than is happening at the
moment. The same can be said for gender and socid equity. In genera, RACHNA
needs to put more emphasis on both. The team believes that this will enhance outcomes
and sudtainability.

7. Strengthen monitoring and evaluation systems. Current procedures are excellent,
but there are gaps that could be filled and opportunities for enhancing the phase over.
Theseinclude providing relevant outcome data &t the block and digtrict levels, providing
Support to sate governments in commodity monitoring systems, developing an MIS for
Chayan, updating the project framework, adding more impact indicators, and
desegregating data by gender and vulnerable groups (scheduled castes, tribes and the
disabled). It would aso be hepful to standardize the sampling procedures so that
basdine, panel and endline data are comparable.

Future opportunitiesfor CARE. CARE’sleadership recognizesthat it faces severd critica
choices regarding its long-term role and direction. The principa consideration is whether or not
to expand its technical assstance role. The team identified seven options. Should CARE expand
the current modd to other Sites; refine the current mode; expand the hedlth interventions; expand
community participation interventions; increase policy and advocacy; provide TA in management;
and/or provide TA in convergence?

The choices will depend, in part, on four factors: 1) CARE' s organizationd misson; 2) the
mandate it is given by governments and donors, 3) available resources and the requirements that
come with them; and 4) capacity requirements.
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ABBREVIATIONS AND ACRONYMS

AIDS Acquired Immunodeficiency Syndrome
ANC Anteratal care

ANM Auxiliary Nurse Midwife

AP Andhra Pradesh

AWC Anganwadi Center

AWW Anganwadi Worker

BCC Behavior change communication

BCG Bacillus Cdmette- Guérin vaccine
BLAC Block Level Advisory Committee
BLRM Block leve resource mapping

CA Change Agent

CARE Cooperative for Assistance and Relief Everywhere
CB Capecity building

CBMS Community-based monitoring system
CBO Capacity Building Officer

CBO Community-based organization

CDPO Child Development Project Officer

CF Complementary feeding

CG Chhattisgarh

CSB Corn soy blend

DAP Devel opment assistance program

DDK Disposable dlivery kits

DHFW Department of Hedth and Family Wefare
DLAC Didrict Level Advisory Committee
DPO Demondration and Partnership Officer
DPT Diphtheria, Pertussis, Tetanus vaccine
DS Demondiration Ste

DWCD Department of WWomen and Child Development
EBF Exdusve breastfeeding

ELP Early learning phase

ELS Ealy learning Ste

EOP End of project

FY Fisca Year

GOl Government of India

GPO Government Partnership Officer

HFW Hedth and Family Wdfare

HIV Human immunodeficiency virus

HMIS Health management information system
HRBG High-risk behavior group

ICDS Integrated Child Development Services
IEC Information, education, communication
IFA Iron and folic acid

INHP Integrated Nutrition and Health Project

I[UD/IUCD  Intra-uterine device/contraceptive device
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JH Jharkhand

LFM Local food model

LOA Life of activities

LOP Life of project/list of provisons
M&E Monitoring and evauation

MO Monitoring Officer

MOHFW Minigry of Hedth and Family Welfare
MP Madhya Pradesh

MTR Mid-term review

NFHS Nationa Family Hedth Survey
NGO Norgovernmenta organization
NHD Nutrition and Hedlth Day

OR Orissa

PHC Primary Hedlth Center

PRI Panchayat Rg Indtitution

R1 Round 1

R2 Round 2

RA Rgasthan

RACHNA Reproductive and Child Health, Nutrition and HIV/AIDS
RAP Rapid appraisa

RCH Reproductive and child hedth

RH Reproductive hedth

RHCA Reproductive Hedth Change Agent
RS Replication ste

RTI Reproductive tract infection

RVO Refined vegetable oil

SACS State AIDS Control Society

SHG Sdf-help group

SMT SAf-monitoring tool

SN Supplementary nutrition

SOW Scope of work

STI/STD Sexudly-transmitted infection/disease
TA Technical assstance

TBD To be determined

THR Take-home ration

TOT Training of trainers

TT Tetanus Toxoid

UNICEF United Nations Children’s Fund
UP Uttar Pradesh

uUs United States

USAID United States Agency for Internationad Development
WB West Bengdl

WHO World Hedlth Organization
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|. INTRODUCTION

A. Background

Since 1950 CARE has collaborated closely with the Government of India (GOI) to implement a
range of development and relief projects. Support from the USAID Title 11 Program began with
food for work and school feeding programs and evolved into support for GOI nutrition and
hedlth programs. In 1984 CARE, with USAID support, started contributing to the world's
largest community-based outreach program for vulnerable women and children — the Integrated
Child Development Services (ICDS) program of the Government of India. In 1996 CARE, GOI
and USAID initiated the Integrated Nutrition and Hedlth Project (INHP), which transformed the

Title Il program support to the ICDS, from primarily provison of supplementary food into a
materna and child survivd initiative. INHP-I1, asthe current project is caled, ends September

2006.

INHP isimplemented in partnership with the Ministry of Human Resources Development's
Department of Women and Child Development and the Ministry of Hedth and Family Wefare's
(MoH& FW) Department of Hedlth and Family Wdfare, locad NGOs and community-based
organizations. INHP-11 is currently implemented in 78 districts in nine Indian states’ namely
Andhra Pradesh, Bihar, Chhattisgarh, Jnarkhand, Madhya Pradesh, Orissa, Rgjasthan, Uttar

Table 1: RACHNA States, Districts, Cities, Blocks, AWCs and Project Sites*

States Distr | Cities | Blocks | Grad | AWC DS RS Projects
icts 25% 10% 90%

Andhra Pradesh 8 70 18| 10230 1,019 9,111 [ INHP

Chhattisgarh 10 5 9% 24| 12833 | 1286| 11547 | INHP &
Chayan

Jharkhand 17 4 125 31| 13582 1465| 12117 | INHP &
Chayan

Madhya Pradesh 3 29 7] 4682 464| 4218 [ INHP

Orissa 9 104 26| 10556| 1084| 9472| INHP

Rajasthan 7 5 64 16 8,769 839 7880 | INHP &
Chayan

Uttar Pradesh 12 7 132 33| 15534| 1560| 13974 | INHP &
Chayan

West Bengal 9 91 23| 13444 | 1344| 127100| INHP

Bihar 3 36 9 5,127 0 0

Ddhi Sums 0 0 0 0 0| Chayan urban

Total 9 78 22 747 187 | 94,657 9111| 85546

*Grad refers to the 25% of the blocks that are expected to graduate. This column was computed by multiplying

* Dueto the request of the government of Bihar, INHP-I| initiated its operations in three districts of Bihar

during FY 04.
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Pradesh and West Bengdl (see Table 1).

An USAID/India-funded reproductive hedth and HIV prevention project caled “ Chayan”
(means choices or selection), got underway in 2003 and will end in 2006. ° It was designed to
build upon the INHP program platform in four out of the nine INHP states, namely, Chhattisgarh,
Rgasthan, Uttar Pradesh and Jharkhand. Chayan is operationa in 29 digtricts. The urban part
of Chayan, which dedls with HIV/AIDS prevention, is operating in 21 cities, including selected
dum aress of the city/date of Ddhi.

In program year 2002-03, the INHP-11 and Chayan projects were brought under CARE's new
program umbrella called “ Reproductive And Child Hedlth, Nutrition and HIV/AIDS’
(RACHNA). Currently IHNP-11 and Chayan are operationdly and manageridly integrated
under the RACHNA program umbrellaat dl levels.

B. The Midterm Review

The SOW callsfor amid-term review of INHP-11 and areview of the effective integration of
Chayan into INHP-11. The god of the Midterm Review (MTR) is to analyze the progress made
in INHP-I1 in line with the design of INHP-I1 towards achieving intended impact by FY 2006
and to make recommendations for improvement. The program has gone through some important
changes over the past two and haf years. Some of them include changes in the externd
environment, including sudden withdrawa of one of the two food commodities, organizationd
changes within CARE India, and the integration of reproductive hedth and HIV prevention
interventions through Chayan .

The specific objectives of the MTR areto:

= andyzethe progress made againgt the INHP-11 plan

= assess the progress made againgt the Chayan plan °

=  make recommendations for increasing program effectiveness to achieve expected
outcomes and impact by 2006, and

= make recommendations to inform the next phase of RACHNA (both INHP-I1 and
Chayan ), i.e., beyond October 2006, considering the current operational context, global
trends and evidence

The key-audiences for this review include CARE/India, FFP/Washington, USAID India, the
Government of India s Department of Women and Child Development the Department of Hedlth
and Family Wedfare, respective state government agenciesincluding Nationd AIDS Control
Organization, NGO partners, and CARE/USA.

The scope of work, methodology, schedule and team assgnments for the MTR arefound in

® Originally, Chayan was to end 9/30/2007. As part of the DAP amendment, USAID and CARE agreed to end
both projects at the same time to allow for comprehensive planning for the next phase.

® While INHP-11 is going through its mid-term review as planned, the Chayan review is advanced by ayear
from the original plan.
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Annex E, dong with anote on limitations of the pand data that are included in this report.

Il. PROGRAM ASSESSMENT

A. Overall Achievements to Date

Milestones and targets. At mid-point, RACHNA has made significant progress towards
mesting its targets for arange of outcome and management indicators reflected in its performance
tables (see Table 2).” Most performance targets are on track, such as supplemental food,
mead es vaccinations, and iron folic acid tablets for pregnant women, immediate breastfeeding,
exclusve breastfeeding, and introduction of solid food. However, there are indicators thet are
not moving much, such as TT injections, and some that are very low, such as Vitamin A, birth
planning, and newborns dried and wrapped immediately after ddivery. Such management
indicators as training appear to be on target. However, more attention is needed on recruiting
change agents and involving CBOs and PRIs in Nutrition and Hedlth Days. See section |1 C of
this report for more details on INHP performance. No data are available yet for Chayan, but it
has done wdl in terms of meeting dl of its milestonesto date.

Scale. Toimplement aprogram at the scale of RACHNA is significant, not only in the Indian
context, but aso globdly. RACHNA isoperating in 78 didtricts in nine states and selected areas
of Ddhi. It reachesinto over 95,000 villages with arange of services from smple provison of
refined and fortified Soybean oil dong with Government of India provided grainto a
comprehensive package of headth interventions ranging from antenatal care to the prevention of
HIV/AIDS. It does this through two principd projects: INHP-11 and Chayan.

The RACHNA modd. The core of both projectsis areplicable model. The basic INHP
moded establishes a platform of hedth interventions around which food provisioning is essentid.
Given the scale of the program, CARE has developed a comprehensive replication strategy that
relies on demondtration Sites strategicaly located to provide support and evidence for the
replication Sites. The key operational approaches to achieve replication of these modds are
systems strengthening, capacity building and behavior change communication. The objectiveisto
demondtrate practica problem solving gpproaches for behavior change and improving service
coverage in about 10 percent of the AWCs in each block and replicating the lessons learned
from these sitesin the remaining 90 percent of the AWCsin each block. CARE works closdy
with government ICDS and RCH systems to bring about replication.

Best practices. The replication srategy relies on a set of interventions referred to as “ best
practices” In INHP these are: Nutrition and Hedlth Days (NHD), Change Agents (CA),
Community-Based Monitoring Systems (CBMS), and Block-Level Resource Mapping
(BLRM). In Chayan the best practices are Reproductive Hedth Change Agents (RHCA), Peer

" The samples for Baseline and LOA are different from the samples of the Round 1 and Round 2 panel data.
Thus, they should not be compared. The data are shown together for convenience and to summarize the
available data for these performance indicators. The R1 and R2 data correspond roughly with FY 03 and FY
04 data and do suggest trends, or the lack thereof.
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Educators (PE), Community Stakeholder Groups (CSG), and Y outh Resource Centers (Y RC).
These best practices are seen by CARE as potentia solutions to problems faced by ICDS and
RCH in achieving their child heglth and nutrition objectives. The
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Table 2: INHP-I1 Indicator Performance Tracking Table

RACHNA Midterm Assessment

Imnact & Outcome Indicators Raseline (January '01\8 1 OA
Imnact Indicatars All DS All DS
9% of children ane 12-23 manths whase weiaht is mare than two standard deviations below the median weiaht achieved bv children of that ane (% 48 50 40 39
1_9% of nreanant & lactatina women and children 6-60 months of age in nroaram catchment area received siinnlemental food from AWC
a Preanant \WWaomen 61 72 65 65
b | actatina Mather< 50 64 65 65
¢ _Children 6-36 maonthe 64 65 65 65
d Children 36-60 months NA NA 65 65
| 2 % of children 12-23 months ald in nroaram catchment area receiving measles vaccine hv ane 12 monthe 51 66 62 77
3 9% of children 18-23 manths whao received at least two dases of Vitamin A bv 18 manths of age 3 2 26 38
4 % of women in nroaram catchment area delivered in nast vear whao received at least 2 TT iniections during nregnancy 74 83 82 89
5 9% of women in nroaram catchment area delivered in nast vear who received 90-100 iran folic acid tahlets during nreanancy 25 37 47 62
6% of women (with children 0-24 manths of ane) who renart having made hirth nlans®® durina the third trimester of their last nreanancy 23 20 40 45
7% of newhbharns dried and wranned immediatelv after deliverv 69 69 80 85
8 9% of newharns niit to hreast within 1 hour nostnartiim 15 12 35 45
9 % qaf children under 24 maonths of age who were exclusivelv breastfed till 6 months nastnartum 37 43 57 65
0 infants in broaoram catchment area who received breast milk and solid-m v foods at -9 maonths of ane 60 65 67 77
EY 04 L OA
Rasdline Tarqet! Achieved | Target Achieved
1_9% of counternart nersonnel and commiinity members aiven trainina in nutrition and health tonics as anainst nlanned to he 79 358390 119 100
2 9% of AWCS conducting at least one Nutrition and Health Dav last month with Take Home Ration and immiini zation/or 36 50 48 60
3 9% of AWCSs where immunization/ar ante-natal check-un were nrovided on a scheduled NHD _in the ahsence of THR |ast NA 60 27 80
4 % of nreanant & lactatina women and children 6-26 months in nroaram area enrolled for take home ration (THR)
a Preanant & | actatina \Women 71 50 113 75
h_Children 6-36 maonths 76 50 106 65
5 9% of AWCswith chanae agent<!* 12 30 36 50
6 9% Nutrition and Health Davs where CROs and/ar PRIS narticinated |ast month®® NA 20 27 30

8 The baseline data for outcome indicators are based on the INHP | Final Evaluation quantitative survey that was completed in January 2001.

? Though INHP I interventions work towards improvement in this indicator, mortality will not be measured because of sample size requirements, complexity and cost.
10 Bjrth plansinclude: identification of a skilled provider (trained ANM/TBA), obtaining/preparing a clean delivery kit and saving money in advance for the delivery

1 Targets are taken from DAP || amendment.
12 As per the discussion with USAID India, the absolute figures are reported.
3 Thisindicator is committed in DAP || amendment.

4 A Change Agent is an active, interested member from the community who acts as promoter and monitor of health and nutrition practices counsels 15-20 families on a voluntary basis to

encourage them to adopt healthy behaviors. This indicator considers AWCs with 3 or more CAs.
4 Though INHP |1 interventions work towards improvement in this indicator, mortality will not be measured because of sample size requirements,
15 Calculation: CBO/PRIs participation on NHD taking all AWCSs as the denominator.
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practices, when adapted to local conditions, can help ICDS and RCH improve key behaviors
and practices that are essentid to achieving health and nutrition outcomes.

Graduation and sustainability. In addition to meeting most of its milestones for RACHNA,
CARE has been active in launching a phase-over program where blocks will be “ graduated.”*®
Origindly, INHP-11 had planned to test models for graduation through the life of the project.
However, the amendment to the DAP accelerated the graduation phase and INHP-11 is now
expected to graduate 25 percent of its blocks by September 2006. This amounts to roughly
25,000 AWCs. Making sure that these blocks, and the AWCs within them, can continue the
program isamaor sustainability issue for CARE.

Food transition. Progressis especidly impressive given that the organization has had to dedl
with startling challengesin the past two years. Chief among these was the loss of gpproximately
50 percent of its USAID-provided Title Il resourcesin the form of corn soy blend (CSB)
beginning in 2003. This commodity was the basis for saverd key dementsin the program. The
most important were on-Site or pot feeding, take-home rations and an incentive for participation
at the NHDs. The Government of India’s cash contribution to CARE wasttied to the quantity of
commodity provided. The food trangtion has shifted the responshility for providing a subgtitute
for CSB (eg. gran, lentils and blends) to the states. CARE continues to provide RSO through
the supplementary nutrition competent of the ICDS program and also monetizes ail for loca
currency proceeds. CARE has systematically and successfully brokered the food trangtion to
ensure that food continues to be provided and that the relationship with the government at centra
and gtate levels has been strengthened.  Sound and comprehensive audit and monitoring systems
in place have enabled CARE to work with the government to detect supply bresks and to rectify
the causes. This has been amagor achievement.

The GOI and the state governments are dready working with CARE to ensure that its vauable
experience and presence are reflected at dl levels. Thisincludes an expansion by ICDS of over
200,000 AWCsin April 2005. Equaly important is the government’ s commitment to the
extenson of reproductive and child hedlth (RCH) servicesto villages, so asto improve the lives
of disadvantaged and vulnerable populations. Furthermore, recent rulings from the Indian
Supreme Court to fight hunger and famine by providing food through AWCs and other initiatives
makes this an especidly important time to use CARE' s credibility and reach to transfer kills and
accelerate the phase over of US government support.

Community involvement issgnificant in RACHNA and this isimportant, given the large scde
of the program. That is because RACHNA is bascaly acommunity-level program. It bridges
the gap between communities and facility-based government hedth and child development
programs by using human, food and organizationa resources to create demand, help rank or
prioritize needs and carry out basic provisoning. CARE is an active, community-focused
organization that brings severd key components to villages, induding the fallowing, in diminishing
order of effectiveness:

1® Graduation is defined as * sustainable, independent functioning of the health and nutrition activities
without CARE’ sintervention, where inputs and resources can be managed; quality and timelines of activities
can be maintained and desired outcome and objectives met.” Reflections...p. 31.
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Knowledge transfer of basic health and nutrition messages

Strengthening of community processes and resources with community-based
organizations (CBO) and Panchayat Rg Ingtitutions (PRI)

Behavior change for improved newborn care, nutrition and immunization
Community engagement and empowerment

The progressin achieving the transfer of knowledge and many key community processes has
established the basis for changes in behavior and the type of community engagement and
empowerment needed for more effective negotiation at the village, block, digtrict and sate levels.
Still, more needs to be done to strengthen community ownership of RACHNA and community
cgpacity to sustain program activities (see Annex D for detalls).

Convergence. A recurrent theme promoted by the government and civil society is convergence,
the coming together of various organizations and programs to provide comprehensive servicesto
target groups. CARE, through INHP-I1, has Sgnificant and extensve experiencein
operationalizing convergence, epecialy between the MOH Hedth and Family Welfare (HFW)
and ICDS. Under RACHNA convergence occurs a severd levels, from the community level
(where the ANM, AWW and change agents coordinate and work together in NHDs) to the
block and digtrict levels (where HFW and ICDS officids plan and solve problems together) and
to the sate level (where senior officids collaborate in policy development and resource
alocation).

Thereis agenuine interest in ensuring that communities are served and are making gppropriate
demands on sarvices. In some states and districts convergence has extended to include saif-help
groups, mothers' groups, and community politica inditutions, particularly the Gram Sabha and
Panchayat. The cooperation, especidly at the village level, among government services with
direct linksto loca governing structures is seen as essentid to providing the simulus for village
development. CARE has working models of convergence and its technicd, organizationa and
manageria expertiseis being sought out by government agencies seeking to promote
collaboration and coordination in their own fields. CARE iswidely seen as a strong technica
agency in terms of its content, organizationd and management skills. Information iskey. For
example, the ahility to track and report on the supply of food for spot feeding and take home
rations has empowered communities to refine targeting of beneficiaries, minimize supply breaks
and employ creative means to produce and distribute food localy through local food models.

Challenges. Overdl, the CARE modd works. Chalenges do remain on arange of issues,
including the quality of the technical components, the reach of the program within existing
communities, the resource demands, both human and financid as aresult of the planned
expanson of AWCs in response to the universdization of ICDS as mandated by the Supreme
Court, and the competing demands from multiple funding sources. These challenges and
opportunities are discussed in more detail later in thisreport. While CARE recognizes thereis
room for improvement, the scale of RACHNA and its achievements are impressive.

Data availability. CARE only began Chayan 18 months ago and the INHP-11 will not be
evauated until late 2005 in accordance with Title 11 guidelines. Therefore, the full range of
outcome and impact data were not available for this assessment. Management indicators are
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available from regular reporting (see Project Year 1, 2 and 3 Results Reports) but are of limited
usein ng achievements. Fortunately, CARE has severd impressve data sources that have
produced information that the team was able to access. In late 2003, CARE began an ambitious
program of collecting awide range of population-based data from villages with replication Stesin
elght representative digtrictsin eight INHP-11 states. As mentioned in the methodology section
(see Annex E: Scope of Work), differences in the sampling procedures between rounds one and
two and the short interval between R1 and R2 (approximately 8-12 months) make it difficult to
make definitive statements about changes in many of the outcome and process indicators,
especidly when the changes are smal. However, the data are useful and provide some support
for the observations made in the different technica sections.

B. INHP Progress to Date

INHP interventions cover the part of the life cycle from pregnancy to two years of age. This
includes antenatd care, safe delivery, newborn care, immunization, nutrition, Vitamin A and food
supplementation. Supplementary feeding extends to children up to Sx years of age. The
following pages summarize progress to date in each of these interventions.

Antenatal care. Interventions related to ANC and delivery in INHP-1I are designed primarily
for improved newborn survival and care, rather than a focus on the woman. They are dso
sgnificantly dependent on awel-functioning health sysem. Thus, the performance of the
indicatorsis not just afunction of the effectiveness of community-based approaches but aso of
sarvice availability and quality. Review of the outcome indicators in the eight INHP states shows
variable performance across states in respect of the key indicators.

Major components of INHP-11's ANC package include: early regigtration of pregnancy, ensuring
three antenatd examinations by the auxiliary nurse midwife (ANM), administration of two doses
of tetanustoxoid (TT), birth planning, and consumption of 90 tablets of iron and folic acid (IFA).

The change agents and the Anganwadi workersin demonstration sites and, to alesser extent, in
replication Stes, have substantidly facilitated access to pregnant women. The NHDs are an
important focal point to encourage the ANMs to be present to provide such servicesas ANC
and TT. The AWW sarves as adepot holder for Vitamin A and IFA tablets. Self-monitoring
tools (SMT) for keeping track of pregnancy and infant milestones are being tested in most states.
Care istaken to make sure that the tools are culturally appropriate and locae-specific.
Theoretically, these tools should help mothers and providers dike to keep up to date on such
critical events as scheduled ANC vidts, immunization dates, and so forth. In practice, CARE
field gaff noted that some women see them as more trouble than they are worth, forget to keep
them up to date or find them intrusive. Panel data show that only about 1/3 of AWCs have a
socid map and at least one woman using an SMT. Given these concerns it may be useful for
CARE to look into the value and utility of these tools.

Keeping the limitations of the RAP datain mind, it would seem that TT has been relatively high
but that there has been no movement. If thisisthe case, then it may be difficult for the project to
reach its target unless coverage is expanded sgnificantly in collaboration with HFW interventions.
Antenata checkups are quite low and show no movement, either. |FA tablet distribution and
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consumption are increasing steadily, but the percentage of pregnant women who make birth plans

isextremey low.

Table 3;: Antenatal Care Performance'’

Antenatal Carelndicators Baselin | Round1 | Round?2 | Target
e

Receipt of two doses of TT during pregnancy™® 74 73.4 72.2 79

Prenatal checkups: 3 or more* 28.1 26.1

Received at least 90 IFA tablets 23 36.2 39.8 47

Consumed at least 90 IFA tablets* 54.5 69.9

Birth plans made during pregnancy 23/TBD 4.0 4.5 47

* No baseline or LOA targets set for these indicators.

Of dl the eight states, only Chhattisgarh saw improvementsin dl fiveindicators. They were
followed by Jharkhand (4), West Benga and Uttar Pradesh (3), Andhra Pradesh, Orissa and
Raasthan (2), and Madhya Pradesh (1). See Annex A: INHP Panel Data, Rounds 1 and 2 for

details.

Ddivery and newborn care. The pand data show that dl seven indicators improved between
R1 and R2. The grestest improvements were in delaying the bath (an increase of 18.4 points)
and the five cleans (14 paints). Improvements in the five- point range were seen in the remaining
indicators, except for the percent of women who delivered at home. The team hypothesized that
increases in adoption of the “five cleans’ may have been facilitated by increased promotion and
availability of digposable delivery kits (DDKS). There was an assumption that DDKs are part of
socid marketing. However, CARE pointed out that DDK use is minima across the program and
that it is not part of socid marketing. In any case, INHP-I1 gppears to be demonstrating that
substantia positive changes can be made in key outcomes related to essentia newborn care.

Aggregated data from replication Sitesin pand didtricts across the eight INHP-11 states

demondtrate the changes shownin Table 4.

Table 4: Delivery and Newborn Care

Delivery and Newborn Care Indicators Baseline | Round1 | Round 2 | Target
Women ddlivered a home* 76.9 69.9

Followed the use of 5 cleans at birth* 27.2 41.5

Applied nothing to the cord/umbilicus® 32.4 39.2

Dried and wrapped immediately after birth 69 5.2 9.9 80
Delayed bath for at least 3 days* 9.7 28.1

Early breastfeeding 15 38.2 46.7 35
Pre-lacted feeds not given* 41.5 55.4

Y The baseline and target data are shown for reference and do not necessarily identify trends. In addition,
they are weighted averages, while the RAP dataare not weighted. Finally, the baseline and target data are for
all blocksand include DS aswell asRS. The RAP datado not include DS.

18 Clean hands, surface, blade for cord-cutting, thread for tying the cord, and wrap for the infant.
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* No baseline or LOA targets set for these indicators

The data show a dight declinein women delivering a home. Nevertheless, seven out of ten
women surveyed said their last delivery was at home. The outcome indicators do not include
data on the attendant at delivery. Datafrom other sources (NFHS-2 and DLHS) indicate that a
mix of skilled and unskilled personndl attends most births in these sates. However, the message
for the five cleansis being targeted to the change agents and AWW, most of whom have no
direct rolein the delivery. (Inone stevisited by team members, the change agents began to
consder themselves as birth attendants based on the training they received in thefive cleans). In
fact, other than the attendant, neither the change agents nor the AWW are present at the ddlivery
In most cases. Pandl data on processes show that only 17 (R1) to 19 (R2) percent of the AWW
or ANM were present at the home on the day of the birth. The range was from 4-39 percent.
Data from the Neonata Evaluation Research showed that only 2-8 percent of delivered women
arranged for a birth attendant. Thus, the observance of five cleans cannot be monitored, athough
reported data on the five cleans has increased over 14 percentage points, especidly in
Chhattisgarh, Madhya Pradesh, Rgjasthan, Uttar Pradesh, and Madhya Pradesh.

The practice of applying nothing to the cord or umbilicus increased by five percentage points.
However, Sx out of ten women il apply something.

Perhaps one of the most notable findings was keegping the infant warm. Very few mothers (or
birth attendants) dry and wrap the child immediately after birth. Although the trend upward is
encouraging, nine out of 10 do not follow this practice. The increase in delaying bathing of the
child increased sgnificantly. However, severd of the team members pointed out that thereis no
scientific evidence that this practice has any benefit. In adiscusson with CARE gaff, the
rationale for promoting this practice was to avoid hypothermia. Staff wants to discourage the
bathing of newbornsin cold water. As pointed out in the discussion, the point isto maintain the
newborn’s body temperature, which could include bathing in warm water followed by immediate
drying and wrapping, or Smply by drying and wrapping & birth.

Early breastfeeding aso increased over sSix percentage points and averaged 45 percent of women
interviewed. In some states the rates are quite high: Chhattisgarh (76 percent), West Bengd (77
percent), and Orissa (66 percent).

Overdl, MP and RA showed improvement in all saven indicators. CG and UP improved in Sx;
AP and WB infive JH in four and OR in three.

The movement in these largely behaviord variablesis potentialy very important, Snce recent
research has demondtrated that improvementsin such essentid newborn care can improve
surviva of newbornsin low resource settingslike rura India. While the progressin INHP-11 is
encouraging, it isimportant to note that improvement is variable across states (and probably
communities) and that overdl levels of some key practices (such as keeping the newborn warm
by immediate drying and wrapping) are dill very low. Thus, additiond atention and learning in
these areas will be important. The Newborn Evauation Research being carried out in
partnership with Johns Hopkins University and loca researchers should give important additiond
indghts. For example, the study shows that between the basdline and the second round of the
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adequacy surveys there were substantia increases in contacts and advice from AWW or ANM
related to ANC and newborn care. These represent significant effects of smple interventions
and point out the value of promoting contects.

Immunization. Mos of the immunization indicators are rdatively high but do not seem to be
moving upward very much a dl. Thisincludes BCG and DPT 3. Meades vaccinations (card
only) gained 10 percentage points and timely completion of meades vaccinaions increased 13
points. Children fully immunized on time gained dmogt 11 points but is only at 48 percent
coverage, quite a distance from the WHO standard of 80 percent. The only performance
indicator (which has a basdline and target) istimely completion of meades vaccinations. The R2
vaue, while sgnificantly higher than R1, is only four points over the baseline. However, because
of sampling differences, the panel data probably underestimate coverage. Nonetheless, the
project will haveto increaseits effortsin this arealif it isto meet the target of 62 by mid-2006.
There has been adight decrease (four points) in dropouts, which is good news.

Table5: Immunization

Immunization Indicators Baselin | Round1 | Round2 | Target
e

Recelved immunization card* 76.0 73.3

Retained immunization card* 60.2 59.6

BCG vaccine received (card only) * 89.6 88.2

BCG vaccine received (card + recall) * 85.2 82.0

DPT 3 vaccine received (card only) * 79.5 80.0

DPT 3 vaccine received (care + recall) * 65.7 60.4

Timely completion of DPT 3 vaccine® 70.5 75.2

Meades vaccine received (card only) 56.4 66.8

Meades vaccine received (card + recall) * 59.5 60.5

Timely completion of meades vaccine 51 42.2 55.2 62

Fully immunized (card only) * 53.0 60.9

Fully immunized (card + recdl) * 45.7 44.4

Fully immunized on time* 37.2 47.7

Dropouts from BCG to meades vaccination 315 27.5

(card + recall)*

* No baseline or LOA targets set for these indicators

Review of the gate RAP results indicates that the sample digtrict in Orissa shows improvement
on the greatest number of immunization indicators (12 of 14). Orissaisfollowed by UP (11),
WB (10), and AP, CG and MP (9 each). RA adopted 8 and JH adopted 7.

Observations on the ground and reports of informants uniformly indicate that the coordination of

ANM and AWW through NHDs, together with the promotion and organization of immunization

activities through community change agents (including identifying and “rounding up” children due
to be immunized) have increased acceptance of and demand for immunization. However, one of
the management indicators shows that only 30 percent of AWCs have change agents and CBO

and PRI participation in NHD was only 20 percent. It would seem that CARE needsto get
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more CAs mohilized in order to increase the immunization indicators.

On the systems Side, severa operationd factors appear to contribute to continued inadequacies
of immunization activities. These factors include overdl wesknessesin management and logidtics,
periodic shortages of specific vaccines, and disruption of routine immunization and other services
by multiple Pulse Polio campaigns. There are dso more Situation-specific system side problems,
aswhen ANMs arrive late for NHDs because of logistic difficulties or because of having to travel
to PHCsto get vaccines before traveling to communities. The block and digtrict-leve
coordination processes put in place under INHP-I1 have enabled locdl officidsto identify and
resolve some such problems, for example by coordinated rescheduling of NHDs when ANMs
are unable to participate because of polio activities or atending a birth.

Nutrition. Table 6 shows 12 nutrition indicators, three of which are performance indicators and,
therefore, have basdines and targets. Of the 12 nutrition indicators, five show positive trends,
oneis negative and the rest are stable. Only one of the performance indicators shows positive
performance. Theindicator “exclusive breastfeeding until 6 months’ is at high levels (dmost 67
percent), but there was no movement between R1 and R2. It is adso important to note that the
pand indicator is not comparable with the indicator in the basdine survey or in the DAP, which
measured exclusive breastfeeding through 6 months as reported for children 6-23 months. In
contrast, the pand surveys measured breastfeeding among children presently aged 0-6 months.
Since the prevaence of exclusve breastfeeding generaly declines progressively during the first Six
months, the average prevaence among children during these monthsis quite different from the
proportion of children exclusively breastfed through six months.

Table 6: Nutrition

Nutrition Indicators Baselin | Round1 | Round2 | Target
e

Exclusve breastfeeding until 4 mo.* 73.8 73.3

Exclusive breastfeeding until 6 mo. 37 67.5 66.7 57

Not started on liquids/'solids until 6 mo. * 51.5 69.3

Started giving solids between 6-8 mo. 60 52.1 62.3 67

Gave a least Y2 quantity of semisolids (6-11 12.1 195

mo.) *

Gave a least Y2 quantity of semisolids (12-23 6.0 14.3

mo.) *

Appropriate CF, 6-11 mo. * 29.8 30.9

Appropriate CF, 12-23 mo. * 40.4 43.1

Added ail or ghee to semisolid meal* 21.5 24.4

Recaved a least 3 different food groupsin last 72.1 79.0

week*

Recelved a least 1 dose of Vitamin A (care + 46.0 45.9

recal) *

Received at least 2 doses of Vitamin A by 18 3 20.6 14.0 26

months of age(care + recdll)
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* No baseline or LOA targets set for these indicators

“Started solids’ has exceeded the baseline and only needs five more points to exceed the target.
Some of the other related indicators are moving positively, aswel. “Not sarting” until 6 months
increased dmost 18 percentage points (parentheticaly, this may be a better indicator of exclusve
breastfeeding, athough the way the information was dicited isnot clear). “ Started” between 6-8
monthsincreased dmost 10 points. Both of the groups labeled “ Gave at least %2 of
recommended solids’ increased around eight percentage points. However, the levelsfor these
last two indicators are very low, around 14-20 percent. Nevertheless, progressis being made.
Obsarvationsin severd states indicate that thisimprovement may be sgnificant. In Orissa, for
example, initiation of CF a 9x months has become nearly ingtitutiondized by linking it to a
traditiona practice called annaprasana. The event was moved back from 12 monthsto 6
months and made into a celebration a the AWC where other potentia targeted mothers would
gather to witness the celebration.

The “appropriate complementary feeding” indicators increased only dightly and are rdlatively
low, around 30-40 percent. The percentage of infants 6-11 months who receive at least haf the
quantity of recommended solid foods increased from 12 to 20 percent. For children 12-23
months the rate (which was very low at the basdline, just 6 percent) increased to 14 percent at
R2. Although thisis an improvement, therate is till very low, and a cause for concern. CARE
needs to reexamine its BCC drategy for adequate complementary feeding.

“Adding ail or gheeto semisolid medls’ isvery low and has barely increased. “Recelved three
different food groups’ was ratively high (72 percent) and increased almost 7 percentage points.

Vitamin A supplementation coverage was low. Between R1 and R2 one indicator didn’t move
and the other actualy declined. The percentage of children aged 18-23 months who had
received two doses of vitamin A by age 18 monthswas 21 at R1 and 14 percent at R2. This
was probably due, in part, to the withdrawa of suppliesfor aperiod of time, distribution
problems, low levels of awareness about dosage requirements and the low priority that providers
giveto thisintervention. In addition, India does not have apolicy of pogtpartum Vitamin A
Supplementation.

Most AWW (80 percent) were aware that the correct age for introducing CF is Sx months.
However, only 39 percent knew that five doses of vitamin A need to be taken by three years.
Although there have been supply problems, the AWWSs visited during the team’ sfield trips al
had adequate supplies of vitamin A. It ssemsthat low demand and the low priority that workers
put on vitamin A are the main reasons for these low coverage rates.

Ovedl, five of the 12 nutrition outcome indicators are progressing in the right direction, except
for vitamin A. However, the incrementa changes are negligible for another five. This could be
due, in part, to the short period (8-12 months) between R1 and R2. More effort may be needed
in breastfeeding, complementary feeding and Vitamin A to bring about sgnificant changes by the
end of the project period.

Vaiation by satesisafamiliar theme by now. With respect to nutrition, Chhattisgarh and
Jharkhand show 10 of 12 indicatorsimproving. Next are AP and MP at 8 they are followed by
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AP and UP (6), RA (5), and OR (4).

Supplementary food remains a mgor component of RACHNA. In additiontoitsvaueasan
incentive, it is an important health/nutrition intervention in itsdlf. Error! Reference sour ce not
found. summarizes the program indicators. All of these indicators show that coverageisin the
60-65 percent area. That is, roughly 2/3 of the target population is likely to be covered and that
would meet project targets. However, it isworth noting that one of the indicators (receipt of
supplementary food during pregnancy) declined six percentage points between R1 and R2.

Table 7: Supplemental Feeding

Supplemental food indicators Baselin | Round1 | Round2 | Target
e

Receipt of supplementary food during 61 69.2 63.3 65

pregnancy

Receipt of supplementary food for mother in 50 62.7 64.7 65

first 6 mo.

Receipt of supplementary food after 6 (6-36) 64 54.3 60.4 65

months of age*

Receipt of supplementary food 36-60 months NA 54 60 65

of age*

* The panel indicator isfor “after 6 months;” while the performance indicators are for 6-36 and 36-60 months.

C. Chayan Progress to Date

Originaly planned for 45 didricts across 5 states, Chayan is currently being implemented in 29
digrictsand 21 cities (including sdected areas of Delhi) in 4 states. Uttar Pradesh, Jharkhand,
Rgjasthan, and Chhattisgarh.™® The key goal's of Chayan (2002-2006) are:

= Men and women in 29 districts across 4 states are better able to choose the number and
timing of their children

= Men and women in 29 digtricts and 21 cities across 4 gates and Dahi are better able to
protect themsalves from RT/STI and HIV infection.

Rural Chayan. Chayan strategies focus on providing information and services for birth spacing
and management of RTI/STI. RHCAs (Reproductive Health Change Agent) are supposed to be
acouple (amade and afemae, not necessarily married). RHCASs are consdered the mainstay of
the Chayan program and currently provide information on oral contraceptives and condoms and
refer those women in need of servicesto the public hedth sysem. Their primary task isto
generate demand for services through identification, provison of information, motivation, and
distribution of commaodities or referrd for services.

9 Chayan, too, was subject to resource reductions within afew months of start up, setting back the pace and
reducing scale of the project, with negative consequences for human resources and systems.
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Chayan interventions have been in place for about 12 to 18 months. Thus, it istoo early to
provide substantial comments on quantitative achievements. However, progress in setting up the
program has been good.

Overdl it appears that most milestones, planned for FY 2004 have been achieved. Gaps
remain in the aress of gender maingtreaming into Chayan components, capacity building,
and behavior change communication strategies.

Trends adso indicate that in 2006, most milestones related to establishing demongtration
and replication Stes have been met. However, the quadity of information and services, as
well as capacity building, arein danger of being compromised in the push to ensure
expanded coverage.

INHP-11, and its four established best practices, has proved to be an effective platform
for launching and integrating rural Chayan interventions for women and men at village and
community levels. Thisisbeng carried out through the AWCs and convergence among
the Anganwadi worker, the change agents and the auxiliary nurse midwife.

For the birth spacing component, Chayan has partnered with social marketing (SM)
agenciesin dl four states to ensure adequate supplies of commodities and increased
brand choices. Indl DS and some RS, the SM agencies have been able to supply ord
contraceptive pills and condoms to change agents and commercid outlets. Chayan has
also worked with the health system to ensure that free supplies are available, thus offering
achoice to women and men in need, and ensuring uninterrupted supplies. The socid
marketing component has been dow to take off. One of the reasonsidentified by the
SM partners and communities dike was the low purchasing power of rurd communities.
Currently shortages of free supplies do not appear to be a problem.

Chayan’'s selection of improved care seeking for RTI/STI and increasing knowledge
levels of HIV/AIDS in alow-prevaence setting could have postive implications for the
AIDS scenario in the four states. As migration of men to cities increases, rural women
become increasingly vulnerable to STIsand HIV. Ensuring the adoption of safe sexud
behaviors and early care seeking are the only ways of ensuring that prevaence continues
to remains low.

Chayan’s gpproach to improved care seeking for RTI/STI has largely been through
training of change agents on sgns and symptoms of RTI/STI and mapping referrd Sitesin
the private sector. Despite substantial formative research and the andlysis of causes
underlying recognition and care seeking for RTI, particularly in women, the focus remains
on the identification of sgns and symptoms. It isimportant to note here thet the scientific
community has concluded that this approach (syndromic management) should not be
promoted; it is neither effective nor efficient. Chayan has not yet engaged change agents
to facilitate referrals to providers that have been identified in the mapping exercise. There
islittle evidence of involving the private and public sectorsin RTI/STI management,
beyond just trestment of the condition.

Based on the aforesaid points, aclear rurd strategy being aosent in containing
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HIV/AIDS in generd, the integrated gpproach may well be useful for determining the
overdl integrated rurd strategy by the Nationd AIDS Program for building a prevention
focusin rurd areas of the low prevaence States.

Overdl prospects for Chayan to reach 2006 milestones are fairly high. With additiond inputsin
areas of cgpacity building and enhancing the involvement of hedlth systems, quadity could dso be
addressed. One of the most significant leverages that Chayan hasis the launch of two mgor
national level programs for women's hedth. These are RCH 2 and a community-focused
primary hedlth care program called the Nationd Rurd Hedth Misson (NRHM). CARE iswdll
placed to support both projectsin areas of convergence, community participation, and
monitoring. Both of these projects offer the potentid to significantly impact the service delivery
components of both Chayan and INHP-I1.

Urban Chayan: The HIV prevention component of Chayan (Urban) focuses on
intervertions among High Risk Behavior Groups (HRBG). This group includes Femde
Sex Workers (FSW), truckers and migrants and unmarried youths (15-24 age group).
Theinterventions are rolled out in 21 cities covering four of the nine INHP states
including areas of Delhi. Mgority of the States (excluding Delhi) are part of the Low
Prevaence High Priority Statesfor GOI. All the states have programs that are being
implemented through the Nationd AIDS Program and the implementing arm of the
program isthe State AIDS Control Societies (SACYS). It is recognized that though INHP
provided indtitutiona linkages, complete integration with INHP has not been possiblein
Urban Chayan since the key minigtry involved in program implementation is the Hedlth
and Family Wefare through specidly set up Government run Societies (Government run
autonomous program in the spirit of Non Government Organizations)Chayan
interventions in urban locations have been in place from 15 months to one year and
therefore too early to comment on quantitative achievements. However, the review has
identified processes (qualitative) that offer high prospect of achieving godsis good.

All urban locations where Chayan was planned have interventions begun and thereis a
good level of community participation given the fact thet there islow leve of interest in
HIV prevention in generd in low prevaence environment.

Till date the emphasis on Urban Chayan has been on establishment of demondtration sites
within the guiding principle of demondtration and replication. Therefore the project efforts
have been in demondtrating aready proven processes (from elsawhere) in low
prevaence states S0 as to influence the State AIDS Control Societies and its partners to
engage Smilar interventions to attain scale and coverage.

In this regard it has to be mentioned that in al the States that come under coverage of
Urban Chayan there has been adow start (with regard to the respective SACS and
State mechanism) and therefore the linkages with SACSis a varying levels.

Chayan Urban drategies focus on implementation of best practices such as a) Peer
education (asin change agent concept), b) community stakeholder groups and c) youth
resource center.
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= Apart from this Urban Chayan has geared itsdlf to set up geographic interventions among
specific risk population among the High Risk Behavior Groups and Y outh as
demongtration — learning ground to enhance the scope of engagement with the State
Program.

»  The mapping and enumeration leading to identifying populations to be reached is
impressive and this has given locd teams a good knowledge and understanding of
locations were interventions need to be mounted, nonetheless, the service provison has
been weak and requires a strategy development for reducing the STI in the marginalized
communities.

» Indeploying the best practice eements of peer education (change agent concept) all
urban projects have been able to identify people from the community to be deployed as
peer educators. There is varigbility in the qudity and levels of capakility among them.
Though the concept of peer education itsdf isnot new to the HIV sector, thereisan
attempt to build community cohesion that may well lead to a community response that
conventiondly lacks in the peer modd.

The overd| prospect of Chayan Urban to catalyze a response in the hitherto low prevaence
datesis high. Thereisafair degree of connectivity to the State Specific government response but
there is not dtrategic vision to catalyze a heightened response by the State. Thismay well be due
to the poor state responseitself . However, to be able to act as alever, the Urban Chayan hasto
be careful not to scale-up by itsdf (which is adefinitely aneed) but to be able to provide
technicd assstance and capacity building to the State response through which a sustainable
scaed up response can be atained. Therefore, srategies for augmenting scaling up rather than
scaling up by CARE per se should be well thought out.

Y outh Resour ce Centers

CARE based its youth interventions on past work in urban dums with adolescent boys and girls.
Y outh Resource Centers (Y RC) in urban Chayan (there are no youth-rdaed interventionsin

rurd Chayan ) are undertaken primarily though NGOs. CARE supports NGOs to engage peer
educators to reach out to girls and boys, providing them with life skills education, vocationa
training, and expects that thiswill lead to overdl youth development. Theinterventions are
primarily targeted to youth from lower socio economic srata. Overdl, the quantitative milestones
for the youth component, including the establishment of Y RCs, have been met.

The design and concept of the youth intervention per se may be appropriate, but the lack of
perspective among NGO staff, arather loose congtdllation of interventions, and lack of specific
targeting and messages hamper them. Severd of the youth-related interventions depend on
linkages with initiatives beyond those that CARE has established. Theseinclude: the hedth
system (which itself is not geared to adolescent health needs, much lessissues of sexudity), the
Department of Y outh and Socid Affairs, the Education Department and other large indtitutes that
could provide opportunities for training of young people.
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D: Community Participation, Gender, and Social Equity

Community-level data are very limited. There are two management performance indicators.
One s the percent of AWCs with change agents. The basdline was 12 and the figure for FY 04
is30. Thisisasdgnificant improvement, but ill very low. Pand data show that 36 percent of
AWCs have at least three trained CAs® The other performance indicator is about CBO and/or
PRI participation in NHDs. No basdine is available and the FY 04 figure is 20 percent. The
overdl observation of the MTR Team is that dthough community workers, ingtitutions and
processes are in place in a many demonstration and replication Stes, there is scope (and
opportunity) for improvement. Full graduation and sustainability by 2006 as targeted may not be
uniformly feasible without alonger phase of recruitment and capacity building of community
agents and indtitutions in community processes. There are four principal community interventions
in RACHNA: community workers, community ingtitutions, and community processes.

The community workers, especialy the change agents, are arguably the greatest asset and
srength of the program. There are at least three strengths of the CA in the CARE modd: 1)
voluntary CAs whose morae is based on non-monetary rewards of socid vaue and leadership;
2) the decentralized coverage of 15-20 family clusters; and 3) the emphasis on preventive and
promotiond hedlth (including nutrition) rather than curetive hedlth.

This matches the genera observations of the reviewers in various states, who found CAsin
posgition, with high to medium levels of moativations, knowledge and community outreach. Service
providers (AWWSs and ANMs) vaued them, because they extended their reach and helped to
promote compliance with healthy behaviors and use of hedlth services.

Especidly good results were seen in Chhattisgarh, partly because of the convergence of the
CARE CA drategy with astatewide “ mitanin” program of the Chhattisgarh state government
that places women hedlth volunteersin every hamlet.

The other mgor community worker in RACHNA is the peer educator of Chayan, drawn from
high-risk groups and youth. The internd RACHNA mid-term review reports 1,565 peer
educators identified and trained, made up of 265 sex workers, 365 truckers, 267 migrants and
688 youth. This programisill a an early stage of development, but the levels of motivation
among peer educators in some states impressed reviewers.

The mogt effective and vibrant community ingitutions that were observed during the review
were of SHGs of women, many of which were congtituted as part of the ICDS mandate. This
linkage was strongest in places like West Benga where the CAs are chosen and nurtured by the
SHG itsdf.

The engagement of PRI, as the data mentioned previoudy show, islow. Involvement may
depend partly on the strength of these local indtitutions of government in various setes. The
Chhattisgarh team has made sgnificant attempts to engage the Gram Sabha or the village

® This discrepancy is likely due to the former (30% of AWCs have CAs) being taken from service statistics
and the latter (36% of AWCswith at least 3 trained CAs) from survey data.
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assembly of al adult voters.

The most common community process that has been adopted as a*“best practice’ throughout
the RACHNA program area is community-based monitoring systems (CBMS).

Thefirst widely used CBM isa self-monitoring tool (SMT). The “flower pot” mode is quite
common but regardless of the tool, many women lack the motivation to keep them current. All in
dl, sdf-monitoring is problematic for many women and their families.

The other mgor community-monitoring instrument envisaged under RACHNA isthe social map
or village resource map. The maps were found everywhere but they seem to be more formalities
than tools to stimulate community participation. They tend to be mechanicd, pictoria
representations of those digible women and children that have been identified by functionaries
and change agents, rather than a genuine participatory mapping by the entire community to
identify resources, needs and barriers. The maps seem to be useful at the outset for planning and
defining households for which CAs are respongble. Beyond that it is difficult to determine how
useful they are. Severd informants noted that they are not updated very often and do not
provide much more relevant information than the CAs, in particular, dready have.

Gender and equity data are dso very limited. The pandl data were desegregated by SES (low
and high). The summary andyssindicates that changes are being seen among the poorer haf of
the target populations thet are a least equa to, and sometimes greseter, than those among the
“high” SES group.?* The report also points out that &l of the target groups are poor, including
thoseinthe “high” SES group. Gender andysis by CARE saff has dso failed to find any
ggnificant difference in the way girls and boys are handled in the project or in their nutritiona
datus?

One of the most pervasive gender/equity issues is the treetment of women primarily as
mothers, rather than as women who have value and hedlth needsin their ownright. In part,
RACHNA inadvertently reinforces that message by the very nature of the program, which is
amog exclusvely focused on the child and the mother’ s childbearing and child-rearing role.

The socid maps mentioned above do not dways reflect socid or geographical excluson, much
lessasocid diagnosis of the needs and status of women's and child' s hedth and nutrition.

E. RACHNA Organization and Management Issues

The Scope of Work asked alimited number of questions with respect to district and
headquarters reorganization. Information collected on these items was limited to interviews with
headquarters and digtrict-level teams.

Digtrict organization and management. Initidly, one person was responsible for 4-5 blocks.
The reorganization conssts of afour-person team in each digtrict for INHP. Everyone

2! Reflections on a Journey, Rachna Midway, November, 2004, p. 48.
% Personal communication, 1/17/2004.
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interviewed about this change agreed that it is much better than theinitid syslem. Now, each
team member specidizesin afunction: Government Partnership Officer (GPO), Demongtration
and Partnership Officer (DPO), Capacity Building Officer (CBO) and Monitoring Officer (MO),
which is seen as more effective and efficient than having each team member do the same thing.
However, some issues were raised: 1) the need for more frequent supervison by the Regiond
Manager or the appointment of one of the didtrict team members as the didtrict supervisor; 2)
congderation of gppointing a Sate technica officer to provide more day-to-day assstance to the
digtrict teams; and 3) the need to have technical specidistsin HIV, RH and gender at the Sate
level, especialy where CARE (asin Jharkhand) isincreasingly being caled upon for technica
assstance to the HFW and the state AIDS control programs.

National reor ganization was not addressed due to lack of time to look into thisissue.

TheNHP platform. Theintegration of INHP and the rural component of Chayan appearsto
be agood fit. The interventions, which are limited to messages about birth spacing, RTI/STI can
easily be added to the INHP messages and no significant operationa or management changes
would seem to be required. The RHCA may be redundant as the INHP CAs seems quite
capable of adding these messages to their basket of messages (birth spacing and STI prevention
should be integrated into prenatal and postnatal services). In fact, the team met severd CAswho
were aso taking on the role of RHCA. However, the contribution of the male RHCA needsto
be assessed, since most INHP CAs are female.

The integration of urban Chayan is another issue. The INHP platform does not seem appropriate
to this venture. INHP does not dedl with youth or high-risk populations. In addition, the core
partners are different (State AIDS Control Societies and the Department of Education). Findly,
thereis no public hedth structure in urban aress, nor is there a hedth information system. Urban
Chayan will require the development of a completely different model, expertise and strategy that
works in complementing, synergizing and augmenting State response.

Project framework. RACHNA isardatively smple program operating at alarge scae.
However, it can be difficult to comprehend due to different descriptions and conceptud views of
its structure, objectives, strategic approaches, and interventions. 1t appears that INHP has one
conceptual framework and Chayan another. These have changed over time, which further
complicates matters. It would help outsiders and staff dike to develop asingle framework. One
possibility would be to follow the USAID drategic objective model with standard indicators and
targets. An dternative would be to use the “log frame’ gpproach seen in severd of the Sate-
level “Reflections’ documents, since severa team members found this approach to be very clear
and useful in understanding the program.

F. Monitoring, Evaluation and Research

Monitoring and Evauation (M& E) are seen as very good, both in terms of comprehensiveness
and qudity. CARE, aswdl as NGO and government staff, use the information generated.

Data produced by the HMIS on every AWC are very useful to program managers at al levels.
More non-food indicators have been added. However, links with the hedth sde (RCH) have
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not been strong enough to bring the health information system up to par with that of ICDS. That
means that there are gapsin the HMIS that may be difficult to fill. Aspointed out in the
Reflections document, any change in the HMIS, no matter how small, requires a huge effort as dl
95,000 AWWsiin 78 digtricts have to be contacted and oriented/trained in the revision.

Thelack of auniform public hedlth structure in urban areas meansthat Smilar datafor Chayan
cannot be collected. Chayan relies on data provided by NGOs. There isaso aneed to develop
aMISfor high-risk groups and youth. These can be sizesble and codtly activitiesfor what is, a
the moment, asmall program. Whilst this may be the case, this provides an opportunity to build
capacity for the SACS in developing arobust MIS.

BSS basdlines have been conducted in the four Chayan states and endline surveys will be
conducted to detect changesin behavior of targeted groups. These endline surveyswill be
conducted at the sametimein 2006 as those for INHP and should be very useful for the EOP
evaluation.

Rapid gppraisas (induding mini-RAPs and Early Learning RAPS) have produced vauable data
on ANC, child health and nutrition care. Asnoted previoudy, the RAPs have limitations due to
changes in sampling, in particular. But they have strengths, as well (see Annex E: Scope of
Work). Although CARE dates that theindividua state RAPs were not intended to be
aggregated to generate project-wide data, this would seem to be a very important use, especialy
for tracking project progress toward achieving key outcomes. A related concern is that only one
more round of “panel digrict” RAPs is planned, and that will come near the end of the project. If
It turns out that variationsin present data do not indicate real trends and the next round of RAPs
finds less than hoped-for progress, there will be little time Ieft in RACHNA for additiona
corrective action.

Although the “panel” data are assumed to be representative of al of the project digtrictsin eech
date, there is some concern that this may not be the case and that thereis aneed for
measurement of outcomesin al project didricts. Loca managers have expressed a need to
know whether their inputs and processes are having the desired effect on outcomes. Needed
data might be collected through mini-RAPs, and/or from community monitoring data (such asthe
Orissa micro-planning tool).

CARE has repeatedly cautioned that the basdline/endline survey data should not be compared to
the RAP surveys, as the sampling procedures were different. This leads to the question asto
why the samples were not the same in the first place so that they coud be compared. Inthe
future, such samples should be standardized so that project-wide assessments can be made that
are comparable to the basdine and endline surveys.

The “adequacy” surveys of the Newborn Care Package in UP are producing valuable data on
antenatal and newborn care.

In some cases indicators are inconsstent, which affects the interpretation of trends. For example,
severd of the pand indicators do not match the corresponding indicatorsinthe PTT. In other
case there are no indicators for certain “gods’ or “objectives” For example, only one of the
four “project goas’ has an indicator. Thereis only oneimpact indicator. Others should be
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added, especidly if the project is moving into reproductive health and prevention of HIV/AIDS.

G. Prospects for 2006

Given achievements to date, what are the prospects for RACHNA achieving dl of itsgods and
objectives by the end of the project (September 2006). In genera, they look very good
quantitatively. Thered chalengeison the quditative Sde.

1. Food Transition

The success of the subgtitution of CSB for arange of locally-procured and produced foods
exceeded the expectations following the cessation of US supplied corn soy blend (CSB) in late
2002. CARE has worked with its partners to ensure that the vast mgjority of the program has
continued and, in some cases, grown. A recent study by Vasant Cavale™ and the various
reports from CARE and the M TR team, the food transition or replacement of CSB with an array
of locdly supplied foods islargdy successful. The food supply chainis criticd to the support of
such key best practices as NHDs. The results show that the system is functioning well. The
state-prescribed rations are mostly meeting the energy and protein specifications set by ICDS.

Direct digribution of US-supplied, refined vegetable oil continues to decline in importance in the
overd| program. States have adapted well to the locd procurement of dternative ration
components to oil and CSB and are dready preparing for afuture when US-supplied oil will not
be avalable. The financid demands of providing rations (and improving the technica content of
the program) at the state level, however, could be achalenge in some states, especidly asICDS
expands as aresult of recent Supreme Court rulings. The Stuation will need to be monitored to
ensure that supply interruptions do not jeopardize the key elements of the program.

CARE has developed a detailed supply chain to ded with US-supplied commodities aswell as
suppliesfrom the GOI. Thefood trangtion has enabled CARE and the government to identify
weaknesses in the system that CARE has the tools and organizationd skillsto address. CARE is
respected for its information systlem aswell asitstraining. In addition, the food trangtion has
provided an opportunity for CARE to share these systems with the wider government-run ICDS.
Itisin agpecid position whereit supports the GOI’ s efforts to strengthen state supply chain
management. This has dready happened in some sates (Chhattisgarh, Rgasthan, and Andhra
Pradesh). The experience gained by the ICDS in supply management at the village level could be
useful for the supply of other essential goods provided through HFW programs, such as
vaccines, micronutrients, etc.

There are some sgnificant developments reflecting key eements of CARE’s modd where loca-
level procurement and processing of the food used for THR and spot feeding for AWCs have
occurred. Thiswas especidly significant in some states (Madhya Pradesh, Chhattisgarh,
Rgasthan and Andhra Pradesh). Loca food models (LFM) provide local level employment for

% Cavale, VM. Review of ICDS Supply Chain Systemsin the Nine CARE-assisted States. FANTA Project,
Academy for Educational Development, Washington DC. Draft. November 22, 2004.
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disadvantaged groups and women. They aso promote the establishment of systems, loca-leve
procurement, local production of foods, flexibility in the type of food used for the ration, and for
mesting the energy and protein guiddines of ICDS. In some states, the food is precooked and
prepared as a powder, thus reducing the preparation time for the AWW and the family. In
Andhra Pradesh the contribution to the cost of the ration is shared by the beneficiary, the
government, and CARE, thus providing loca ownership of akey input and strengthening loca
accountability and governance. Further, implementation of the LFM is occurring in both
government and NGO administered demonstration and replication Sites. The experience of the
LFM under these different settings suggests the potentia for a post-phase-over modd of
sustainable procurement and provision of the ration. Documenting this experience, undertaking a
cost study, and adapting it further should be considered before preparation of the next DAP

proposal.

2. Replication

The drategy of having demongration Sites and then replicating them has proven to be an effective
way to scale up services. Some states have aready begun to expand replication Stes on thelr
own, based on thelr involvement in demondration Stes. In some cases the indtitutiond partner of
CARE isnot an NGO but a state government. In Andhra Pradesh, CARE has supported the
sate government, which is now well poised to take over the program as part of the phase-over

strategy.

Quantitatively, replication of INHP iswell underway and appears to be proceeding according to
plan. After setting up 9,111demondtration Sites the project established roughly 85,500
replication stes in the 747 blocks where it is underway.

Quditatively, CARE needs to clarify the scope of replication. Replication currently refersto the
four INHP best practices and the ancillary procedures to ensure that those practices are
effective. For example, achange agent is one of the best practices to be replicated. However,
as of 2004, only 30 percent of the AWCs have CAs. Having a change agent (yes or no) is not
necessarily sufficient to ensure thet the change agent carries out his or her functions, or that the
change agent is effective in changing behavior.

Thereis aso aquestion about standardization. For aprogram of this Size, some variation is
expected. What is easy to replicate in one digtrict may be difficult and time-consuming to
replicate in another. However, replication implies some sort of slandardization. Although CARE
has placed a good dedl of emphasis on improving the qudity of services, there are no procedures
as yet to certify that areplication Ste meets certain andards. Thisis important because
RACHNA could, theoreticaly, become a brand name assuring clients that each RACHNA site
provides the same qudlity of care.

3. Sustainable Graduation

Sugtainability and graduation are critical for RACHNA. The graduation pace has been
accelerated recently as the US Government seeks to phase over parts of its program in India.
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CARE has agreed to graduate 25 percent of its blocks (197) by 2006. The implication is that
phase over will continue beyond 2006 until al CARE Title 11-funded sites are managed by the
GOl, its partners and the communities.

CARE has concentrated on negotiating criteriawith its partners for selecting graduation stes and
developing procedures for graduation. 1n some cases, the Sites selected for graduation will
receive additiona resources to meet the graduation criteria and schedule. Actual graduation is
expected to be aflexible process that will reflect the strengths and needs of individual Sites.
Ensuring that graduated Sites are sustainable (and offer a package of quality services) will bean
important challenge. Thiswill include ensuring that needed training, supervison and technical
assistance will be provided to the Sites.

CARE does not plan to offer direct assstance to Stes that need more help. It is planning to
continue providing assistance, on an as needed bass, to digtrict and tate teams that work with
graduated blocks. CARE isaso contacting other programs and donors that might be willing and
able to support needed ass stance.

Whether the achievements made to date can be sustained or not is dso a chdlenging issue.
Much depends on the ability of CARE to secure long-term commitments from governments and
communities to continue and expand the modedl. Given the likelihood that CARE food
contributions will continue to decline, this may be a significant chalenge, asfood has served as
both an important supplement as well as an incentive to adopt hedlthy behaviors.

4. INHP and Chayan Achievements Prospects by 2006

It is clear from the previous analyss and the available data that the prospects for reaching
individua INHP outcome performance targets by September 30, 2006 are good for some
indicators, possible for some others and unlikely for others. The same holds true for achievement
of ggnificant improvementsin outcomes measured in the panel sudies. Thefollowingisa
subjective assessment of the likelihood of an indicator reaching its EOP target (or aRAP
indicator exceeding its R1 level by 10 percentage points or more.*) This assessment is based on
the qualitative information gathered by the team aswell as the R1 and R2 data and other reports.

The indicators have been divided into three groups: likely, possible, and unlikely to be achieved.
Regardless of the vaues s, the point isto hep CARE identify those services that may need
additiond effort to become successful. Overdl, thisandyssindicatesthat 17 indicators are likely
to be achieved, 7 are possible, and 18 are unlikely. With respect to the 10 performance
indicators the breakdown is 6, 2 and 4. Annex F: Prospect Tables includes the basdine, R1, R2
and targets for each indicator.”®

# Ten percentage pointsis | ess than the average improvement targeted for performance indicators. Itisalso
the range of the sampling error (+/- 10 points). Some staff told the review team that they expected increases
of 10 or more pointsfor each RAP indicator.

% The SOW asked the M TR team to assess the prospects of the project meeting its 2006 targets. The Team
L eader takes responsibility for preparing these estimates, which are based on qualitative judgments by
individual team members and a*“ subjective quantitative analysis’ of survey data and targets by the Team
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As noted before, athough some key variables (such as adequate feeding of semisolids during
weaning, and drying and wrapping of newborns) demongtrate changes thet are potentialy
ggnificant, their actud levels are il quite low and not likely to have mgjor public hedth or
nutrition impact without substantia additiona effort. Other indicators (such as supplementary
feeding) may show little change but their levels are dready high, even beyond targets.

a. Indicatorsmost likely to show significant improvement by 9/30/2006%

It seems clear that seven of the project performance indicators will exceed, or aready have,
exceeded their LOA targets. These are early breastfeeding, exclusive breastfeeding until six
months, starting solids between 6-8 months, and dl four of the supplementary food indicators.
For example, the target for early breastfeeding is 35 percent. The R2 figure was dready 45
percent. Supplementary food during pregnancy has atarget of 65 percent. The R2 achievement
isjust under 65 percent.

Another 10 indicators used in the pandl surveys aso should reach or exceed significant gains by
the end of 2006. These include consumption of IFA tablets, the five cleans, dlayed bathing,
four vaccination indicators (DPT 3, meades vaccination, fully immunized and fully immunized on
time). In addition, three of the semisolid indicators should be reached (not starting on
liquidg'solids until Sx months and providing semisolids 6-11 months and 12-23 months). For
example, fully immunized on time increased 10 percentage points between R1 and R2 (from 37
to 48 percent). If immunization efforts continue as they have, the LOA achievement will be even
higher.

b. Indicatorswith a possibility of showing improvement by 9/30/2006

Two of the performance indicators fal into this category: received IFA tablets and timely
completion of meades vaccines. Thelatter increased 13 points between R1 and R2 and should
be able to improve another 7 points to reach the target of 62 percent by the end of 2006.

Five pand indicators arein this category, as well: not gpplying anything to the umbilicus (5 point
increase o far between R1 and R2); no pre-lacted feeds (6 point increase); timely completion of
DPT3 (5 point increase); received 3 different food groups (7 point increase); dropouts from
BCG to meades vaccination (4 point drop). All of these indicators are within striking distance
and would only require a little additional effort to exceed their targets or theinformal goa of a 10
percentage point improvement by 2006.

Leader. For the former, the technical experts based their judgments partly on the survey data, partly on their
experience, and partly on the factors they identified that either favor or constrain achievements. For the
latter, the Team Leader based hisjudgments on the likelihood of each indicator reaching its LOA target or an
increase of 10 percentage points over the R1 level. CARE opposes this approach because it compares “the
RAPS averages with the baseline and the target...which is misleading.” However, most of the indicators have
no targets. For those that do (which is 10 of 42 indicators), the objective isonly to give arough idea of the
probability of reaching that target, based on the criteriamentioned above. In most cases the conclusions are
obvious.

? performance indicators highlighted in bold.
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c. Indicator s unlikely to show significant improvement by 9/30/2006

These are the indicators that may not move without significant increasesin effort. There are three
performance indicatorsin this category. Two dosesof TT (high at 72 percent but no movement
between R1 and R2 — the target is 82 percent); dried and wrapped is only 10 percent at R2 and
the target is 80 percent; birth plans (5 percent at R2 and the target is 47 percent); and Vitamin A
(14 percent at R2, down from 21 percent at R1 and the target is 26 percent).

Among the 14 panel indicatorsin this category, the most important is ANC (only 26 percent at
R1 and down 2 points at R2). Many of the other indicators are either aready high or just don’t
show much movement. At one extreme is BCG vaccinations, which are high at 82-88 percent at
R2, but dropped dightly from 85-90 percent & R1. Even if no movement is seen, coverageis
ill high. CARE may not need to worry about these indicators, even though they show no
movement. About haf of the indicatorsfal into this category. At the other extreme are those
that are in the low or moderate range and don’t show much movement. These make up the other
haf. ANC isan example. Another exampleisthe two complementary feeding indicators. One
went from 29-31 percent, the other from 40-43 percent. These indicators may need more
attention and effort if they are to move upward.

d. Prospectsfor Management Indicators

Of the sx indicators in this category, only training seems sure to reech its target without significant
extraeffort. Two indicators are on the borderline of having to gain ten percent increases over
2004 to meet their targets. These are the percent of AWCs conducting at least one Nutrition
and Hedlth Day last month with THR and immunization /or antenatal checkup; and the percent of
Nutrition and Health Days where CBO and/or PRI participated, last month. The other three
indicators would have to gain from 15-25 percentage points. These are AWCs with change
agents, mothers enrolled for THR, and percent of AWCs where immunization and/or ANC
checkup were provided on a scheduled NHD, in absence of THR, last month.

H. Challenges for the Current Project

1. Breadth versus Depth

It istempting to suggest that RACHNA add one or more key interventions, such asthe
management of early childhood illnesses; or to recommend that more should be done to increase
community participation, improve BCC or provide more training for AWWSs and CAs.

At the sametime, it isimportant to remember that RACHNA isintended to accomplish
something that few USAID-supported programs do in such ashort time frame, i.e,, rolling out its
program approach to reach roughly 7 million direct beneficiaries in about 95,000 communitiesin
9 high fertility/high mortdity sates of India Thisfact implies that efforts to implement additiona
technicd or program activities may come at the expense of reaching scae.

The RACHNA modd that is being replicated is not complicated. It involves replicating four
“best practices,” problem solving, and alimited number of community-based, reproductive and
child hedth interventions. CARE has been very successful in rolling out that model. The project
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isclearly on track for achieving its quantitative demongtration and replication objectives. The
chdlengeisto go more in depth to strengthen qudity, consstency and reliability. This could take
more time and effort than the project has resources to invest. Thus, the question is, how much is
enough? Should RACHNA continue to assist ICDS and RCH to improve the quality, coverage
and impact of the replication sites (for example, by looking for ways to increase ANC vidgits and
increase Vitamin A digtribution)? Should it work with ICDS and RCH to set minimum standards
of carefor theinterventions? Should it introduce quality assurance mechanisms? Or should it
concentrate on scaling up, increasing the number of RS and speeding up the graduation process?

Given thistradeoff — scale vs. quality, breadth vs. depth — the team hasidentified a limited
number of “chalenges’ facing the program, and provides alimited number of recommendations
for the remainder of RACHNA. It would be prudent for CARE and USAID/Indiato andyze
these recommendations, and any other potentia technica or programmatic embe lishmentsiit
would like to make, from a* cost-benefit” perspective. What would be the margind cost of
accepting a recommendation and what would be the marginal improvement as aresult? Those
recommendations that have alow margind cost and a high margind benefit would be worth
accepting. An example might be the low cost and high improvement in coverage of expanding
Vitamin A digribution.

2. Sustainable Graduation

Sudtainable graduation is probably the most important issue facing RACHNA. If replication Stes
can continue indefinitely after graduation, then dl of the key outcomes will dso continue. The
reverseisdsotrue. If replication sites close down after graduation, then the investments will

have been for naught.

Although graduation plans and sdection criteria have been devel oped, the team is concerned
about the viability of graduation Stes. RACHNA gaff inputs are critica to the operationdization
of theinterventions. Will the government and communities be able to sustain their replication Stes
once CARE withdraws its staff and consultants? Will CARE provide adequate inputs to ensure
that each Ste continues to receive the assistance that it needs post graduation? Will CARE and
the government approach sustainable graduation from other perspectives? For example, would it
be sufficient only to sustain CAsand NHDs? Would it be sufficient to sustain only demondration
Sites, or certain replication Stes? Would it be sufficient to sustain only certain services? These
are issues that CARE will need to addressthis next year. The team believesthat it will be
important for CARE, USAID and the government to be flexible in terms of graduation. Some
stesmay not be ready or able to graduate for yearsto come. It would be a shame to see them
close down just because they cannot meet graduation schedules.

3. Effective Behavior Change

Since mogt INHP and Chayan interventions are promotive or preventive in nature, BCC isa
critica dement of the RACHNA modd. RACHNA has engaged in avery impressive set of
activitiesto set up its BCC gpproach, including formative research, early learning sites,
development of state-gpecific BCC drategies and field testing of messages. However, CARE
does not have a process for following up BCC messages to determine if they actually result in the
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desired change.

The data coming in from INHP-I1 suggest that behavior changes associated with a commodity,
such as vaccines associated with NHD, seem to be more readily adopted than changes not
associated with a commaodity, such as complementary feeding. The condtraints to the adoption of
desrable complementary feeding practices exist at different levels. These include inadequate
knowledge and counsdling skills among change agents and the AWWSs, group communication
instead of interpersonal communication, resource condraints at the household leve, and lack of
feedback from the mothers about adoption or non-adoption of the desired behaviora changes.
Vitamin A isyet adifferent case, Snce its utilization appears to be affected by: 1) the availability
of the commodity; 2) an effective, functioning health system; and dso 3) the attitude and
importance assgned to Vitamin A by ANMs, AWWS, and change agents.

The chalenge to RACHNA isto figure out which BCC interventions are working and which are
not. Thiswould not only improve performance but also would save resources, since ineffective
BCC interventions could be ended.

4. Outcome Monitoring

The project has an excellent set of gpproaches for process monitoring. These include tools for
collecting and reporting data on key process and management indicators. Beginning at the
community (AWC) level, these data are aggregated upward in monthly reports to the ate level
and consolidated at the central level in quarterly reports. It gppearsthat, a essentidly al levels,
the monitoring information is aso andyzed through a convergent, participatory processinvolving
CARE, NGOs, ICDS and HFW counterparts. It aso gppears that in many casesthisandyss
leads to problem identification and action. Thus, the process monitoring sysem isafarly
exemplary, results-oriented management modd.

However, the main gpproach to outcome monitoring is periodic surveysin pand didricts (one
per state). These didtricts have been selected as representative of the state asawhole. Thus, in
the aggregate, they give CARE areasonable sample of progress across the project (dthough the
interpretation in the text of the “ Reflections’ report sometimes seems more optimigtic than the
data might support). The “Reflections’ document and field vidits aso suggested that the outcome
datain those pand districts was found important and useful for program analysis and corrective
action in those didricts.

Although the panel data are assumed to be representative of dl of the project didrictsin each
date, there is some concern that this may not be the case and that thereis aneed for
measurement of outcomesin al project digtricts. Even if this were the case, loca managers have
expressed a need to know whether their inputs and processes are having the desired effect on
outcomes. Needed data might be collected through SIP registers for AWCs, mini-RAPs, and/or
from community monitoring data (such as the Orissa micro-planning toal).

Two other items need to be considered. Firdt is the reluctance of CARE to aggregate the RAP
datato get an overdl picture of how the project (not the activitiesin individud gates) is doing.
The RAP datawould appear to provide the datato do that. If they do not, then the design
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should be modified to alow thistype of analyss. Second is the different sampling approaches,
which make it difficult to compare basdline, RAP and endline data. There should be one
standard approach to data collection so that results can be tracked over time.

5. Health and Family Welfare Ownership

Severa outcome and impact indicators of INHP-11 and RACHNA rely on behavior changes at
individud, household, and community levels. However, services for safe ddivery, immunization,
Vitamin A, care of sck newborns and children, management of RTI/STI, and some methods of
family planning, need basic and referrd hedth services delivered through an accessible and
equitable hedth care sysem. Despite the impressve work done with community behavior
change, two critica chalenges threaeten achievement. Thefird isrdated to low involvement of
the medica and paramedicd staff in convergent services. This stems primarily from their lack of
belief that community participatory processes lead to improved care seeking, their reluctance to
participate in such processes, and their consequent lack of accountability. Thus, the involvement
of medicd officers at the block level resource mapping (BLRM) and the advisory committees at
block and didtrict levelsis sometimes perfunctory. The second isthe lack of ownership of
project activities by HFW, which sometimes sees community-level work as the respongibility of
ICDS, not HFW. The chdlenge for CARE isto find ways to involve HFW date, digtrict, block
and PHC medica gtaff in the project to the point that they accept RACHNA astheir own
project.

6. Effectiveness of Health Systems

Another criticad chdlenge comes from the poor functioning of hedth sysemsoverdl. Reliable
hedth systems are criticd for addressing the needs of the poor and margindized. A range of
issues hampers their effectiveness. These are rdated to the need for adequate infrastructure,
functioning hedth systems, trained personne distributed evenly, adequate drugs and supplies,
management information systems that capture changes in the hedth of people, and logigtics and
supply systems that ensure uninterrupted services and products. Field observations indicate that
the effectiveness of an NHD is defeated when there are inadequete vaccines, vitamin A, and food
for THR. Frequent Pulse Polio campaigns disrupt the NHD and routine provision of services
when skilled attendants are taken away from their jobs to work on the campaigns. Although it is
too early to tdl, the lack of drugsfor RTI/STI management is likely to affect the RTI component
aswell. The chalengefor CARE isto find ways to employ its convergent skillsto co-opt key
HFW officias and gatekeepers to address these problems.

7. Balance between Community Participation, Content and Technical Support

During the phase of the program when the mgjor contribution of CARE was perceived to be of
primarily food supplies, the skills of CARE that were mogt visble and valued within the system
were those of logistica management. The withdrawa of food was both a chalenge and an
opportunity for CARE, and as aresult, today most government officias at dl levels and
community members now perceive and vaue CARE primarily for its contributions to community
processes, its technical knowledge of nutrition and public hedlth, its contributions to capacity
building, its management support systems and its policy advocacy. Community participetion is
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critical to the success of the project. Although there are important community eementsin
RACHNA (e.g., change agents, self-monitoring, PRI, SHG, etc.) some are quite low (e.g., only
30 percent of AWCs have change agents; PRI/CBO participation in NHDs is only 20 percent).
In addition, the program has put more emphasis on the technica aspects of itsinterventions than
empowerment of communities to take them over. To ensure community ownership of the
interventions the challenge to CARE will be to balance its diverse components so that thereis
adequate support (both technicad and community) to maintain, expand and sustain replication
gtes. The chdlenge for CARE in the future will be to acce erate community involvement
(especidly change agents, CBOs and PRIs) while balancing these diverse components to ensure
that there is adequate support (technica and community) to maintain, expand and sustain project
replication Sites.

I. Recommendations for the Current Project

As promised, the recommendations listed here are broad. Details can be found in each of the
respective annexes. Acceptance of any recommendation should be based on an assessment of
the cogts of implementing that recommendation and the expected benefits that would accrue to
the project asaresult. 1t may aso be useful to assess the costs and consequences of not
implementing a particular intervention. For example, what would happen if nothing were done
about Vitamin A didribution?

1. Continue INHP Replication and Graduation.

The INHP modd works and CARE should continue with its rollout replication plan, with
everything that comes with that (capacity development, BCC, systems improvement, etc.).
Specid attention needs to be given to the graduation strategy. CARE should make aformal
commitment to sustainable graduation and implement procedures to make sure that blocks and
replication Sites are not graduated before they are ready. This may require some negotiation with
USAID regarding graduation criteria, sustainability criteria, the graduation schedule, and flexibility
in the provision of additiond technica assstance.

2. Complete the Food Transition

CARE has done remarkably wdll in degling with the food crisis and has built up consderable
political capitd for itswork in bringing about a smooth trandtion. In addition to continuing this
work, CARE needs to work closdy with USAID and Indian government agenciesright away on
the next phase of the food part of the program. The next DAP will be devel oped before the end
of the INHP-11 and a viable food strategy needs to be devel oped before then.

3. Fill Critical Gaps in the INHP Health Interventions

A number of ggpsin ANC, ddivery, newborn care, immunization, nutrition and supplementa
feeding have been identified in earlier sections and are expanded in the annexes. CARE should
examine these gaps and the recommendations for closing them. 1t should then st priorities
(based on cost and expected outcome improvement) to work on those gaps that when filled, will
make the greatest difference. Examplesin newborn care are cord care, immediate drying and
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wrapping, and early breastfeeding. 1n immunization the supply problems need to be addressed.
In nutrition, delivery and utilization of Vitamin A needs atention. In supplementa nutrition, the
expanson of LFMs should be considered. Appropriate complementary feeding also needs
attention.

4. Fill Critical Gaps in Demand, Supply and Enabling Environment Factors

For example, BCC needs more attention throughout; especidly in following up on BCC
messages to determine which are leading to behavior change and which are not. Capacity
building, while extensve, needsto be less procedural and more practical. Thereisaneed to
identify aternative methods for collecting outcome data for use by managers at the block and
digrict levels. Again, specific adjustments need to be examined in terms of their cost and
projected outcomes. More attention needs to be paid to the management indicators, in
particular, recruitment of change agents, involvement of CBOs and PRIs, and ensuring the
reliable provison of NHDs and the services that are to be provided on those days.

5. Strategic Expansion of Urban Chayan

The rura Chayan program fits the INHP “ platform” quite well. However, there are issues that
need to be addressed asto the practica integration of Chayan into INHP, the readiness of the
RHCAs, the involvement of CBOs, and the development of referrd mechanismsfor STI/RTI
treatment. The urban Chayan program does not fit the INHP platform and the “best practices’
do not seem to be ready yet for replication. If CARE isgoing to continue working in HIV/AIDS,
it needs to be building a modd that relates to the state and nationd AIDS control societies, VCT
centers and treatment facilities. Chayan should probably be limited to “demongtration” Stesfor
the remainder of the project period, which would alow CARE to document and vaidate its best
practices while developing replicable modds.

6. Fill Critical Gaps in Community Participation, Gender and Social Equity

The RACHNA design framework calsfor grester community participation than is hgppening at
the moment. The same can be said for gender and socid equity issues. The recommendationsin

Annex D: Community Participation, Gender, and Socid Equity call for greater community
participation in the sdection of change agents, setting up of more SHGs, especidly those based
on loca food modes, usng mapping and monitoring tools more broadly to encourage
communities to be more involved in planning, aswell as monitoring. Other recommendations
dedl with revising IEC/BCC messages to treat women as individuas with their own needs, not
just as mothers; helping to organize and increase representation of margindized women (eg.,
femae sex workers); and revising messages to ensure that women get afar share of THRs and
other foods.

7. Strengthen Monitoring and Evaluation Systems

While M&E isvery good in RACHNA, excdlent, in fact, there are a number of gaps that could
befilled. One aready mentioned is the development of procedures for collecting outcome data
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at block and didtrict levelsin order to help loca managersin planning and implementation.
Another is the standardization of surveys so that comparable data are collected. Also important
Is the desegregation of data by gender, and such other disadvantaged groups as scheduled tribes,
castes and the disabled. Developing aMIS for urban Chayan is needed, but that might be
deferred until CARE decides what roleit will play in HIV/AIDS. The project framework needs
to be standardized (perhaps to fit the USAID mode), integrated (to include both INHP and
Chayan ) and appropriate indicators linked to strategic objectives and intermediate results. More
impact indicators should be added to measure improvements in health, especidly if the project is
moving into reproductive health and HIV/AIDS.

J. Future Directions: Opportunities and Critical Choices for CARE

Itis clear to the evauation team that present priorities must be given to CARE continuing its
current direction in completing the rall-out of INHP-11, the refinement and roll-out of rura
Chayan , the definition of its approach to urban HIV/AIDS, the food trangtion in the states
where it works, and implementation and evauation of the graduation Strategy.

At the same time, the team also strongly believes that CARE is facing important choices now
regarding its longer-term role and direction. Asthe Country Director put it, CARE/Indiais a a
crossroad and will need to decide which road to take.

Expanding itstechnical assistance role. One of these choices relates to how CARE will

build upon and focusitsrolein technica asssance. CARE iswidely seen as an effective
facilitator and catalyst. The food trangition underscored the vaue of this role to government at dl
levels. How should CARE build on that strength? The team believes that there are severd viable
options available to CARE.

1. Expand the current model to other sites, with and without food as an incentive. This
could involve scrapping the current replication targets to help government, NGOs and the
private sector expand the INHP model to the other blocks and AWC sites.

2. Refinethe current model to place more emphasis on quality assurance, incorporation
of additional best practices, ensuring sustainability and demonstrating cost- effectiveness.

3. Expand the health interventions: add manutrition (including treetment), management
of childhood illnesses and other high impact child survivd interventions, consder
expanding reproductive health interventions; consider adding key primary hedth care
interventions, consider expanding HIV/AIDS prevention, treetment and support
interventions.

4. Expand community participation interventions: put more emphasis on community
mohbilization, organization, and empowerment; focus more on overcoming discrimination,
stigma, socid excluson and related barriers to hedth.

5. Increase policy and advocacy activitiesin nutrition and/or child surviva; develop and
build capacity at locd, state and nationd levels,
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6. Provide TA in management issues, including needs assessments, strategic and
operationa planning, monitoring, evauation, logigtics, capacity development, and BCC.

7. Provide TA in convergence a locd, Sate and nationd levels, involving government,
NGOs and private sector organizations.

Mission and mandate. In part, the choices made by CARE about its future direction have to
be guided by its organization’s misson. It may aso depend upon the mandate(s) given it by Sate
or nationa level governments. For example, in UP, CARE has been asked to provide technical
assistance in expanding the RACHNA modd acrossits 70 didtricts, while in other states CARE
has been requested to assist in policy development for food and nutrition or for HIV.

Resour ces. Clearly, the direction that CARE goes in the future will depend in part upon the
availability of resources. Application to USAID for athird stage of INHP/RACHNA may
provide continuing resources, despite the food trangtion, alowing the completion of the
graduation process. USAID may aso be gpproached for continuing or expanded support for
program and technica work in child surviva, reproductive hedth, family planning, infectious
diseases, or HIV/AIDS, dthough the availability and amount of these resources is difficult to
predict in the longer term.

At the same time, the gpparent credibility of CARE as a technica assstance resource, its long-
standing relationship with state and national governmentsin India, the scale of itswork, and the
types of expertiseit offers suggest that resources may aso be available from other sourcesto
support CARE swork. CARE could conceivably take on an important role in one or more of
severd important new initiativesin the hedlth and WCD sectorsin India These include the new
RCH 2 program, the universdization of ICDS under the recent Supreme Court order, the
government’ s planned Rurd Health Mission, and programs of the national and state AIDS
control societies.

Other potential sources of support are CARE’ s own fund-raisng campaigns, other donors, such
as the World Bank and the Bill and Melinda Gates Foundation; private sector societies,
commercid and manufacturing sectors; and the military.

Capacity. The choices made about directions to pursue will have implications for the types of
capacity CARE needsto strengthen or develop. For example, if CARE moves toward grester
engagement in srengthening service ddivery at the primary and community levels under RCH 2,
it will probably need additiona expertisein the technical aspects of those services, aswell asin
primary hedlth care ddlivery, monitoring, and management.
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RACHNA Midterm Assessment

ANNEXA: INHP PANEL DATA, ROUNDS 1 AND 2

Table8: INHP-I1 Panel Data Rounds1 and 2

Indicators AP CG JH MP OR RA UP wB Tota Change
| *

R1 R2 R1 R2 R1 R2 R1 R2 R1 R2 R1 R2 R1 R2 R1 R2 R1 R2 R2-R1
Antenatal care
Receipt of two doses of TT during 83.0 | 80.6 | 623 [ 720 | 689 | 714 | 67.8 | 676 | 77.3 | 76.0 | 519 | 448 | 71.3 | 66.0 | 97.0 | 98,5 | 73.2 72.2 -1.0
pregnancy
Prenatal check-ups: 3 or more 66.0 | 595 | 265 | 339 | 136 | 95 | 336 | 216 | 273 | 348 | 130 | 78 | 105 | 54 | 34.1| 40.7 | 28.1 26.1 -2.0
Birth plans made during pregnancy 5.2 3.2 2.8 8.9 1.9 2.6 6.5 5.8 6.4 2.0 3.3 1.3 2.7 6.6 4.1 4.0 4.0 4.5 0.5
Received at least 90 IFA tablets 17.6 | 345 | 37.0 | 61.7 | 339 | 42.0 | 46.7 | 398 | 67.3 | 489 | 10.2 | 123 | 240 | 26.4 | 47.0 | 50.0 | 36.2 39.8 3.6
Consumed at least 90 IFA tablets 333 | 711|517 | 884|483 | 635|563 |593]703 (728|364 | 577|537 | 631|494 | 635|545 69.9 154
Outcomes: Newborn care
Women who delivered at home 50.3 | 35.6 | 87.7 [ 854 | 87.6 | 65.7 | 80.9 | 849 | 93.3 | 755 | 843 | 88.4 | 86.0 | 85.1 | 451 | 383 | 755 73.0 -2.5
Followed the use of 5 cleans at birth 208 1 296 | 39.4 | 66.4 | 34.2 | 41.3 | 187 | 341 | 432 | 403 | 231 | 335 | 54 | 308 | 324 | 56.3 | 27.3 41.6 14.3
Applied nothing to the cord or umbilicus 195 | 328 | 57.7 | 75.6 | 56.8 | 455 1 309 | 384 | 32.0 | 22.7 | 121 | 25.7 | 41 | 165 | 459 | 56.3 | 33.6 38.5 4.9
Dried and wrapped immediately after birth| 5.2 8.8 35 9.4 2.6 35 16 | 124 | 5.6 8.0 11 | 126 | 4.1 74 1176 | 170 | 45 9.5 5.0
Delayed bath for at least 3 days 39 | 128 | 12.7 | 486 | 45 | 308 | 187 | 376 | 4.0 8.5 55 | 118 ] 14 | 163 )| 270|580 | 89 27.3 18.4]
Early breastfeeding 416 | 37.6 | 64.1 | 75.6 | 31.6 | 276 | 44.7 | 481 | 59.2 | 65.6 | 176 | 25.7 | 129 | 16.8 | 33.8 | 76.7 | 38.7 45.2 6.5
Pre-lacteal feeds not given 442 | 776 | 79.6 | 93.4 | 529 | 56.3 | 47.2 | 62.2 | 50.4 | 47.2 | 154 | 26.0 | 10.9 | 18.3 | 31.1 | 62.5 | 43.2 49.1 5.9
Outcomes: Supplementary food
Receipt of supplemenatry food during 785 | 73.6 ]| 919 [ 923 | 541 | 46.1 | 86.2 | 843 | 644 | 73.3 | 26.3 | 34.8 | 529 | 48.2 | 82.1 | 50.3 | 69.2 63.3 -5.9
preanancv
Receipt of supplemenatary food in first6 | 75.6 | 72.8 | 93.0 [ 93.0 | 48.1 | 50.1 | 85.3 | 77.7 | 76.9 | 823 | 225 | 288 | 52.2 | 49.2 | 33.4 | 59.0 | 62.7 64.7 2.0
months
Receipt of supplemenatary food after 6 76.8 | 61.8 | 785 89.8 | 19.0 | 36.7 | 75.0 | 59.3 | 80.1 | 84.1 | 24.2 | 223 | 453 | 465 | 25.0 | 74.7 | 54.3 60.4 6.1
months
Outcomes: Nutrition
Exclusive breastfeeding until 4 months 848 | 784 189.1 [ 91.8 | 80.7 | 83.7 | 649 | 763 | 80.8 | 755 | 61.7 | 46.4 | 67.7 | 656 | 615 | 71.8 | 73.8 73.3 -0.5
Exclusive breastfeeding until 6 months 68.6 | 741 | 86.4 [ 881|785 | 77.1 | 625 | 719 | 76.0 | 68.0 | 519 | 37.7 | 59.6 | 545 | 51.2 | 63.5 | 67.5 66.7 -0.8
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RACHNA Midterm Assessment

Indicators AP CG JH MP OR RA UP WB Tota Change
[ *
R1 R2 R1 R2 R1 R2 R1 R2 R1 R2 R1 R2 R1 R2 R1 R2 R1 R2 R2-R1
Not started liquids or solids until 6 months | 26.9 | 91.6 | 70.2 | 84.0 | 57.4 | 80.5 | 55.3 | 79.9 | 51.8 | 53.2 | 48.1 | 44.3 | 485 | 66.0 | 51.8 | 58.2 | 51.5 69.3 17.8
Started giving solids between 6-8 months | 32.4 | 78.4 | 44.7 | 63.2 | 58,5 | 64.8 | 485 | 52.2 | 60.4 | 63.5 | 456 | 50.8 | 48.0 | 404 | 75.1 | 85.3 | 52.1 62.3 10.2
AP CG JH MP OR RA uP WB Total Change*
Outcomes: Nutrition R1 R2 R1 R2 R1 R2 R1 R2 R1 R2 R1 R2 R1 R1 R2 R1 R2 R2-R1
Gave at least half the recommended 292 282|115 262 | 20 [ 213 ]| 48 | 121 })221|206] 72 | 165 ] 2.2 0.6 | 16.8 | 346 | 12.1 19.5 7.4
quantity of semisolids (6-11 mo.)
Gave at least half the recommended 9.0 [ 116 | 38 9.4 49 | 277 | 15 89 |16.0 | 157 | 32 | 109 ] 03 2.5 83 | 278 | 6.0 14.3 8.3
guantity of semisolids (12-23 mo.)
Appropriate CF, 6-11 months 45.0 | 39.6 | 39.0 | 48.0 | 13.4 | 20.6 | 340 | 440 | 48.0 | 29.0 | 180 | 26.0 | 9.0 | 120 | 274 | 32.7 | 29.8 30.9 1.1
Appropriate CF, 12-23 months 429 | 434 | 59.8 | 50.6 | 27.1 | 43.8 | 589 | 58.4 | 47.4 | 35.3 | 28.2 | 45.4 | 23.6 | 23.6 | 30.6 | 42.8 | 40.4 43.1 2.7
Added oil or ghee to semisolid meal 440 | 545 | 158 | 342 125 | 71 | 226 | 159 ) 75 96 | 411 (488 | 154 | 202|241 | 110 | 21.5 24.4 2.9
Received at least 3 different food grous | 88.8 | 90.3 | 73.7 | 78.6 | 46.7 | 64.3 | 73.8 | 76.6 | 67.9 | 67.2 | 85.7 | 875 | 71.2 | 825 | 77.4 | 848 | 72.1 79.0 6.9
in last 1 week
Received at least 1 dose of Vitamin A - 61.8 | 479 | 419 | 52.1 | 26,5 | 46.2 | 49.2 | 485 | 57.8 | 459 | 245 | 184 | 25.6 | 28,5 | 69.8 | 76.1 | 46.0 45.9 -0.1
card plus recall
Received at least 2 doses of Vitamin A- | 43.3 | 10.7 | 153 [ 194 | 87 | 157 | 214 | 20.2 | 129 | 156 | 136 | 8.7 6.3 2.8 | 349 | 195 | 20.6 14.0 -6.6
card plus recall
Outcomes: Immunization
Received immunization card 90.7 | 888 1 656 | 79.7 1 788 | 746 1840 | 71.0 1 453 | 57.7 1548 | 45.7 1768 | 725 1985 | 97.2 1 76.0 73.3 -2.7
Retained immunization card 65.8 | 65.0 | 49.2 | 56.5 | 51.0 | 59.3 | 45.3 | 49.8 | 58.5 | 70.2 | 43.7 | 23.0 | 54.8 | 46.6 | 91.5 | 83.0 | 60.2 59.6 -0.6
BCG vaccine received (card onlv) 100.0] 89.6 | 97.9 [ 86.3 | 92.7 | 88.7 | 929 [ 86.9 | 72.4 | 80.6 | 86.7 [ 87.5 | 58.4 | 76.0 | 95.5 [ 97.3 | 89.6 88.2 -1.4
BCG vaccine received (card + recall) 98.4 | 82.4 196.2 | 92.1 ] 82.0 [ 81.2 | 934 | 88.1 | 85.7 | 88.2 | 60.6 | 54.6 | 59.6 | 68.0 | 94.1 | 97.2 | 85.2 82.0 -3.2
DPT 3 vaccine received (card onlv) 87.0 | 870 | 77.7 | 77.1 | 75.6 | 65.2 | 69.8 | 82.2 | 69.7 | 80.6 | 80.0 | 46.9 | 62.4 | 62.5 | 90.8 | 93.2 | 79.5 80.0 0.5
DPT 3 vaccine received (card + recall) 835 [ 682 ] 722 [ 694 1523 [56.9 1683|604 1596|637 ]1426 | 31.3]148.8 | 45.1 |86.7 | 84.4 ] 65.7 60.4 -5.3
Timelv completion of DPT 3 vaccine 83.3 | 805 1 61.7 [ 745 | 675 | 55.7 | 47.6 | 80.4 | 67.1 | 76.9 | 578 | 37.5 | 52.8 | 55.2 | 86.3 | 89.8 | 70.5 75.2 4.7
Measles vaccine received (card onlv) 65.1 | 65.6 | 46.8 | 55.6 | 59.3 | 64.3 | 42.1 | 67.3 ] 50.0 | 55.2 | 51.1 | 34.4 | 47.2 | 625 | 65.1 | 86.4 | 56.4 66.8 10.4
Measles vaccine received (card + recall) | 73.3 | 58.1 | 64.3 | 69.1 | 51.3 | 58.8 | 65.9 | 70.6 | 67.6 | 63.1 | 35.1 | 32.2 | 42.8 | 46.1 | 64.8 | 81.7 | 59.5 60.5 1.0
Timelv combletion of measles vaccine 47.4 | 58.4 | 31.9 | 49.0 | 43.9 | 49.6 | 159 | 60.7 | 46.1 | 50.0 | 156 | 21.9 | 38.4 | 51.0 | 57.5 | 65.5 | 42.2 55.2 13.0
Fullv immunized (card onlv) 64.6 | 55.8 | 43.6 | 53.6 | 56.9 | 53.9 | 40.5 | 65.4 | 44.7 | 50.7 | 44.4 | 25.0 | 38.4 | 53.1 | 62.0 | 81.8 ] 53.0 60.9 7.9
Fullv immunized (card + recall) 67.7 | 41.6 1 49.1 [ 50.0 | 34.3 | 43.1 | 45.6 | 465 | 42.2 | 432 | 27.7 | 17.8 | 29.6 | 36.6 | 59.9 | 72.5 | 45.7 44.4 -1.3
Fully immunized on time 432 | 481 | 28.7 | 44.4 | 40.7 | 383 | 12.7 | 57.0 | 38.2 | 425 | 13.3 | 188 | 24.8 | 375 | 53.8 | 59.5 | 37.2 47.7 10.5
Drop outs from BCG to measles 255 (295|332 | 250 | 374|276 | 294 | 199 | 251 | 285 | 421 | 410 | 28.2 | 322 | 31.1 | 16.0 | 315 275 -4.0
vaccination (card + recall**
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ANNEX B: INHP

1. Antenatal Care and Delivery

Performance and prospects. Interventions related to antenatal care (ANC) and delivery in
INHP-11 are designed primarily for improved newborn survival and care, rather than a
focus on the woman. They are dso sgnificantly dependent on awdl-functioning hedth system.
Thus, the performance of the indicatorsis not just afunction of the effectiveness of community-
based approaches but adso of service availability and quaity

The package of antenatal and delivery care interventions to improve newborn hedth and surviva
include: aminimum of three antenatal check-ups, TT vaccinaion, supplementary nutrition,
increased dietary intake, reduced workload, rest, preparations for safe ddlivery, and clean
childbirth.

ANC and ddlivery-specific indicators measured in the two rounds of the RAP digtricts include:
receipt of two doses of TT, antenatal check up, birth preparedness, use of five cleans during
delivery, contact by ANM/AWW in lagt trimester, contact by CA in last trimester, AWW/ANM
present at time of birth, mean number of visits by ANM/AWW in the first week, mean number of
vistsby CA in the first week.?” The outcome indicator rdlated to nutrition and IFA includes:
recei pt and consumption of 90 IFA tablets, and receipt of supplementary food during

pregnancy.?®
Data from pand didricts indicate the following:

» Review of the RAP data from both rounds show that, except in Rgasthan, immunization
with two doses of TT is high dthough the increase between the two roundsis not
ggnificantly high. For TT 2 the end FY 2004 vaue of 72 percent is below the target for
the year, and not changed for Round | where the aggregate value is 73 percent.

» Thepicture with IFA ismixed. Recept and consumption of IFA show sgnificant
increases in Andhra Pradesh, Chhattisgarh and Jharkhand. Smaller increases are seenin
West Bengdl, Uttar Pradesh and Rgasthan, though even here it gppears that the data for
consumption isimproved. In Orissa and Madhya Pradesh there are declinesin receipt,
possible due to state level shortages of 1FA.

» Antenatd care overdl isgill low. With the exception of Andhra Pradesh, which has
about 60 percent coverage, the picture in the other states, particularly Uttar Pradesh,
Rgasthan, and Jharkhand signifies that despite contact with the ANM, pregnant women
are not being examined.

* Oneof theindicators measured by the RAPis contact in the last trimester by either an

' Table 3.1 a, Reflections on a Journey, Rachna Midway, November, 2004
% \pid. Table5.2a
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ANM or AWW. Thisis quite high and has increased across the states (data from
Jharkhand are not available), and provides an opportunity to educate the woman and
family for birth preparedness, education on high-risk sgns and the need for askilled
attendant at birth.

= Thekey outcome indicators for delivery that are being measured include: birth
preparedness, (saving money, mapping fadilities, and identifying trangport), ensuring five
cleans at delivery for home ddiveries, and presence of ANM/AWW & time of delivery.
Birth preparedness islow across the states, despite the fact that thisis one of the key
messages in the training curricula. Presence of AWW or ANM did show increasesin 4
dates, athough il a low levels (the highest was 39 percent in Chhattisgarh); 5 of the
dtates had essentidly static, quite low, levels.

= Animportant congraint isthe logigtic and other issues of providing access to skilled birth
attendants. Birth planning helps ded with the recognition of need for such an attendant if
complications occur, but the Newborn Care Evauation Research suggests that this
component of birth planning isthe least practiced. In Phulbani Digtrict of Orissa, the
digtrict is providing financia support to remove the cost barrier of trangportation to
hospital in case of need for emergency obstetric care. Families will be provided with
compensation of Rs 150 if they have to travel lessthan 10 km. to reach aSite where
required delivery services can be provided, and Rs 200 if they live more than 10 km.
away. Thedigrict has aso procured enough DDKs to supply two years projected
births.

= Except in Andhra Pradesh and West Bengd, home deliveries appear to be the norm.
Overdl, there has been little progressin thisarea. The percent of home ddliveries
identified in the RAP surveys only declined dightly, from 76 percent in R1 to 73 percent
in R2.

Effectiveness of strengthening activities. The change agents and AWW have been able to
effectively mobilize pregnant women in order to ensure their presence a the NHD. However, it
isunclear what level of behavior change was actudly affected by the education provided at these
meetings. Thelow levels of antenatal care raise further questions about whether women are
adequately motivated for birth preparedness, or educated about high-risk signs and the need for
referral and linkages to gppropriate Sites.

The project does not measure proportion of births conducted by skilled attendants.® This

# Delivery by askilled attendant at the community level means that the attendant has the competence and
skill to perform obstetric first aid, which includes active management of the third stage of labor, intramuscular
oxytocin and antibiotics, and IV fluids. Even here, if the complication requires such interventions as blood
transfusions, the skilled attendant cannot do much in the home setting and referral to an institution is critical.
Institutional delivery refersto delivery taking place in an institution that is capable of providing BeOC or
CemOC. There are eight signal functions defined in the Guidelines for Monitoring the Availability and Use of
Obstetric Services, issued in 1997 by UNICEF, WHO, and UNFPA. Six of these signal functions can be
performed at afacility that can then be defined as a Basic Emergency Obstetric Care (BEMOC) facility. These
include: administering parenteral (intramuscular or intravenous) antibiotics, oxytocic drugs, and
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indicator measures access of the pregnant woman to ddivery services that have a postive effect
on MMR and NMR. None of the messages to workers or the community focus on the need for
askilled attendant at birth, despite prevailing policy and programmeatic efforts a state and
nationa level in thisdirection. This gap urgently needs to be addressed.

Data from other sources (NFHS-2 and DLHS) indicate that most births in these states are
attended by amix of skilled and unskilled personndl. However, the message for the five dleansis
being targeted to the change agents and AWW, most of whom have no direct rolein the delivery.
Infact, in one sSite in Uttar Pradesh, the change agents began to consider themsalves to be birth
attendants based on the training they received on the five cleans).  The observance of five cleans
cannot be monitored, although reported data on the five cleans has increased in Chhattisgarh,
Madhya Pradesh, Rajasthan, Uttar Pradesh, and Madhya Pradesh.

The digposable delivery kit (DDK) has, until now, had limited success. The price of the kit (Rs.
15 per pack) is a deterrent to the buyer. In many sites, free DDKs were being provided. For
example, officidsin the digtrict visited in Orissa had purchased DDK s to be provided for al
expected births over the next two years.

Conclusions and Recommendations. Given that the focus is on afew key outcomes and
processes, the targets for the end of project will likely be met, dthough it is not clear how they
will improve maternd mortaity or morbidity. Overal, prospects for achieving outcomes for TT
aregood. However, substantia effort will be needed to improve antenatal check ups, IFA
adminigtration and consumption (and nutrition education), and ddivery care. Perhapsthe
variable that needs the grestest attention is births conducted by a skilled attendant, a variable that
is not even measured by the project.

While many of the other inputs of INHP-11 are primarily behavior related, those for ANC and
delivery rely on a supportive environment, particularly effective services and well-functioning
logigtic and supply systems. Unlessthese arein place indicators like TT, IFA consumption,
examination of the pregnant woman by the ANM, and skilled attendant at ddlivery are unlikely to
improve.

On the other hand the project could use the CBOs and CAs to monitor the availability of these
services and devel op accountability mechanisms so that the system will be forced to provide
quality services. Messages for communities (through CBOs, RHCASs, and CAs) should include
identification of complications and prompt referrd to pre-decided Stes. The message for safe
delivery should include access to a skilled birth attendant.

2. Newborn Care

Performance and prospects. The newborn care-pecific outcome indicators for which CARE
has held itself accountable under INHP-11 (DAP amendment) are “percent of newborns dried

anticonvulsants, manual removal of placenta, removal of retained products, and assisted vaginal delivery
(vacuum extraction, forceps). The provision of Comprehensive Emergency Obstetric Care (CEmOC) includes
al of these and two additional functions- facilitiesfor C-section and blood transfusion.
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and wrapped immediately after birth” and “percent of newborns put to breast within 1 hour
postpartum.” Of these, basdine values and LOA targets were only available for early
breastfeeding. The figures for wrapping were TBD (to be determined) in the amendment.
However, there were figures from the earlier DAP.

Other variablesin the pand district surveys reflect additional aspects of “essentia newborn care,”
including cord care (clean blade and thread [two of the “five cleans’] and gpplying nothing to the
cord stump), avoidance of prelactedl feeds, and delayed bathing. The last variable, delayed
bathing, appears to have received alot of attention, but the evidence base for changing this
practiceis not clear — therma control of the newborn is critica, but thisis better represented by
immediate drying and warming, and by maintaining the baby warm during the postpartum period.

The relevant aspects of “Essential Newborn Care’ are important, since recent research indicates
that these practices alone — even without detection and treetment of newborn infections— can
result in measurable reduction of newborn illness and mortdity.

Data from the pand didtrict surveys indicate the following:

Across the project, there appears to have been substantia positive movement in the variables
related to appropriate newborn care.

In relation to cord care, there has been only a dight increase in the specific practice of
putting nothing on the umbilical sump (34 percent in Round 1 to 39 percent in Round 2).
However, there has been a much greater positive change in practice of the “ five cleans’
asaset (27 percent in Round 1 to 42 percent in Round 2).

Immediate drying and wrapping of the newbor n is one of the most important newborn
care practices. Across the states, this practice is very low. It has shown some positive
change (from 4.5 percent in Round 1 to 9.5 percent in Round 2), but obvioudy needs much
more effort.

On the other hand, the practice of delaying bathing of the baby has enjoyed much more
positive change, dthough its connection to newborn surviva is not strongly supported by
evidence; the practice increased from 9 percent across dl statesin Round 1 to 27 percent in
Round 2. Therates doubled in MP, Orissa, Rgjasthan, and West Bengd, tripled in AP,
quadrupled in Chhattisgarh, and increased dmost seven-fold in Jharkhand and more than
ten-fold in UP (athough it is ill very low in UP).

Early breastfeeding (colostrum feeding) is another of the most important protective
practices for newborns, since it reduces their exposure to contaminated substances and
provides direct immune protection. Across states, the practice increased modestly, from 39
percent in Round 1 to 45 percent in Round 2. Severd dates were essentialy unchanged
(dight pogitive or negeative change between rounds), while the rate in West Benga doubled
(to 77 percent).

Avoidance of pre-lacteal feeds increased by Sx percentage points overdl, except in
Jharkhand and Orissa, where it remained essentidly flat.
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Interms of postpartum vists, (where the focus is on newborn care, and not on the mother
ether for postpartum morbidity or mativation for family planning use) there was wide
variation among sates. AP and Chhattisgarh, which aready had an average of about 1 visit
per newborn in the first week, increased that rateto 1.5 to dmost 2. Orissadoubled itsrate,
reaching amost 1 vist per newborn in the first week. UP aso substantialy increased itsrate,
athough reaching only and average of about 1 in 3 newbornsvisited in week one. The
remaining states remained essentidly flat (no data from Jharkhand), with between 2 of 3 to
lessthan 1 of 3 newborns being visited in the first week.

In INHP-I1, there already is afocus on ensuring that the delivery/or immediate postpartum period
is attended by the AWW, CA, and ANM. It ispossible to address postpartum carein severa
ways. Itisimportant that the ANM visits the mother within the first three days of birth. The CA
should be in touch with the mother during this same period to promote exclusive breastfeeding
and advocate the use of condoms. Anecdota evidence indicates that the customary period of
eight to twelve weeks of postpartum abstinence is fast declining.

Early results from the Newborn Care Eval uation Research, being carried out by INHP with
Johns Hopkins University support, largely corroborate the results of the larger pane digtrict
surveys, and add some detail. For example, they show that in the UP intervention area
(Barabanki) advice regarding immediate drying and wrapping of the newborn substantialy
increased, but the practice did not. Since the overdl panel digtrict data dso show little increase
in this practice, this finding deserves more in-depth exploration in terms of finding gppropriate
BCC interventions. The evauation research also suggests that — even in UP, where these
practices are low — early breastfeeding (colostrum feeding) and avoidance of pre-lacted feeding
can be improved.

In terms of delivery and postpartum care, the UP evauation research data confirm low levels of
inditutiond deliveries and deliveries attended by trained personnel (as opposed to AWWS).
Pogtpartum visits by ANMs, AWWSs, and change agents dll increased, dthough the increase was
greater for community personnd (AWWSs and CAS) than for ANMs. Thisfinding suggeststhe
potentia contribution of community personnd in improving newborn care and potentidly in
detecting problems, if properly oriented.

Effectiveness of strengthening activities. It appears that most of the improvement of
newborn care stlems from INHP s inputs on the demand and behavior Sde. Thisisvery
important, snce many of the key practices (like drying and warming newborns and practicing
colostrum feeding) are dmost purdly behaviora, not dependent on service ddivery. Thefact that
this advice was actudly gven a al to mothers and othersinvolved in birth and newborn careis
probably an important factor in the positive change observed, since thisis an area that before had
not been part of most programming. The training inputs (to AWWSs, change agents, and dais),
combined with the messages and materids provided to them appear to have supported the
dissemination of thisinformation.

Although the team understands that RACHNA does not include dl supply-dde interventionsin its
essential package, there are gaps that might befilled in the future. The most important of theseis
the availability and use of skilled attendants at birth. In some Stes visited there were anecdotal
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reports of increased participation of ANMs in birthing, but the deta available do not yet support
this. Since many ANMs do not reside at their sub-centers; it islogidticaly hard to involve them in
many births & village level. Some states were trying to dedl with thisissue. For example,
Jharkhand has undertaken to increase the number of trained ANMs through a contracting
process. CARE has been asked to help in development and implementation of supplementary
obstetric skill training for ANMSs, an example of the sort of expanded role that CARE could teke
in the future. Another opportunity for CARE would be to use its experience and community
perspective to help develop redligtic guiddines and training for care and referral of complicated
births, as well as emergency obstetric care.

What Worked, What Didn’t. INHP sinputs at the community leve that have worked indude
training of community personnd (AWWS, change agents, and dais) in essentid newborn care;
providing them with relevant messages and materids, and promoting home postpartum visits
during the first week of life. These appear to have been effective in increasing avareness of the
needs of the newborn infant and in changing relevant practices. However, as with immunization,
INHP sinability to modify system-sde inputs and overcome congraints continues to be alimiting
factor. Mogt notables of these are the congraints on increasing attendance at birth by skilled
attendants. There aso appears to have been some difficulty at the fidd leve in distinguishing and
focusing on the most important newborn care behaviors (drying and wrapping, colostrum
feeding) versus other behaviors (such as delayed bathing).

In UP, in one of the villages of Barabanki involved in the Evauation Research on Newborn Care,
some key issues presented themselves regarding understanding and reporting on newborn care
variables by AWWSs and others. One issue was a discrepancy between the records kept by the
AWW and the research popul ation-based surveys on such varigbles as “immediate drying and
wrapping.” The survey found (across Barabanki sample villages) that this practice was quite low
(12 percent), while the AWW’ s records in the register provided to monitor materna, newborn,
and infant variables indicated virtualy 100 percent practice.

Facilitating factors and constraints. Asnoted, an importart facilitating factor is the generd
increase in avareness (especidly by the hedth sysem and hedth authorities at dl levels) of the
importance of newborn survival and of the relevant care practices to improve it. This atention
will hopefully add a“Hawthorne effect” (improvement of a hedth outcome once attention is paid
to it) to the effects of the specific interventions. An important condraint isthe logistic and other
issues of providing accessto skilled birth attendants, since this practice is substantialy related to
the rates of early neonatal mortaity through adequate obstetric management.

Conclusions and recommendations.

Across the project, it gppears that important newborn practices are changing in a positive
direction. Thisisanimportant result and has the potentia to improve newborn surviva and
reduce overal infant and under-five mortdity.

Despite this improvement, levels of these important practices — especidly those with
potentialy highest impact (cord care, immediate drying and wrapping, early breastfeeding
[colostrum feeding]) — remain low. Continued monitoring and program effort will be required
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to continue these positive trends.

Thereis ill substantid variability among sates in regard to these practices, despite the
purely behaviora nature of many of them. The reasons for these differences, and definition of
effective approaches to promote these behavior changesin the lowest performing states,
deserve additiona BCC attention.

For the highest impact practices, additiond BCC efforts (including additiond formative
research and implementation and evauation of new BCC approaches) are dso likely to be
required to achieve improvement to levels of public health sgnificance.

An important gap in the current program is promotion of using trained [skilled] birth
atendants. Thisisacritica component becauseit is directly related to neonatal mortdity.
Again, the team recognizes that thisis not a component of the current program. However,
CARE might &t least encourage CAs, AWWs and ANMs to convey this message to
pregnant women, perhaps as part of the birth planning component. If this component is
added to the essentid package in the next program, it will aso be important to include
advocacy efforts to increase access to such trained attendants (since INHP itself does not
control resources and programming that will directly increase such access).

3. Immunization

Performance and prospects. The immunizationspecific outcome indicators for which CARE
hes held itsalf accountable under INHP-11 (DAP amendment) are “ percent of children 12-23
months old in program catchment area, recelving meades immunization by age 12 months’ and
“percent of women in program catchment area, who received & least 2 TT injections during
pregnancy.” While data on additiond immunization indicators are aso collected in the panel
didricts, these two are appropriate choices, since they represent the highest impact immunization
actions for child survival .

For meadesimmunization, “timely completion of meades vaccination (among mothers of 12-23
month children who have card),” the FY 2004 vaue of 55 percent digns closdly with the
extrapolated DAP target for FY 2004 of 56 percent. However, other immunization variables
show higher coverage figures for mothers having cards than for “card plusrecdl;” so thisvaue
may be overestimated. Overdl meades coverage among dl children surveyed (card plus recall)
was 60 percent for FY 2004, virtually unchanged from the FY 2003 vaue of 59 percent.

For TT2, the FY 2004 (R2) vaue of 72 percent is below the extrapolated target of 77 percent
and not substantialy changed from the FY 2003 (R1) aggregate vaue of 73 percent.

For comparison, among mothers having immunizetion cards, aggregate DPT 3 coverage was 80
percent at the end of FY 2004. For al children, DPT3 coverage was 60 percent. Full
immunization among al maothers of 12-23 month-old children surveyed (card plus recal) was 44
percent.

% |ancet series on Child Survival, July, 2003.
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Overdl obsarvations from the data tables include:

Immunization coverage varies somewhat from R1 to R2, with coverage going up in some
gtates going up and down in others. In generd, these deviations are not huge.

The more impressive differences are the fairly conggtent differences among states, with
Rgasthan and UP tending to have lower performance.

The variability within states from indicator to indicator, and the low levels of full
Immunization among children even after age 12 months, suggests that multiple and uneven
problems exigt with the immunization process.

TT coverage began and has remained moderately high across the project states, although
variability exigs (West Bengd is conggently very high, Rgasthan is conagtently
mediocre).

The “dropout” rate (between BCG and DPT 3) has diminished somewhat. In FY 2003,
this rate was 31 percent, dropping to 27 percent by the end of FY 2004.

The process indicator for immunization — mothers reporting having received advice on
immunization during their last visit by a change agent, AWW, or ANM — is condstently
fairly high (68-91 percent); this finding is consistent with the conclusion that most of the
problem with immunization fals on the supply side (see discussion below).

Note that these conclusions are not quite as optimistic as the data interpretation that accompanies
Table 3.3 in the “Reflections’ report.

Effectiveness of strengthening activities. In generd, the“demand sde’ activities carried out
under INHP seem to have promoted demand for and acceptance of immunization. Thereis
consensus among hedlth authorities, community workers, and CARE staff that Nutrition and
Hedlth Days have helped organize the ddivery of immunization to communities and increased
community uptake. In addition, broadening the “ denominator” for NHDs through registers of dl
children and their immunization requirements (rather than just the under-threes registered with the
AWC) is assumed to have laid the groundwork for expanded coverage. Combining this
approach with the active role of AWWSs and change agents (often using “sodid mapping’) in
identifying and bringing in children for immunization, and the focus on reducing “left- outs and
dropouts’ should increase the number of children reached in each community.

While INHP has gpparently succeeded in increasing demand for immunization, it gppearsto be
less successful a addressing the “supply Sde’ issues, many of which lie within the hedlth system.
It isthese issues that appear to underlie the dow progressin immunization and the varigbility in
coverage from year to year and antigen to antigen. Examples include:

Vaccine stock-outs. For example, UP was without DPT and BCG for three months.

Interruptions of ANM participation. Some of these are sysemic, especidly related to
pulse polio campaigns (up to eight planned for the year) in such polio-endemic sates as
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UP. Others are episodic (as when adelivery or other medical reason causes an ANM to
missan NHD). In addition, some are motivationd (as when an ANM just doesn't show

up).

L ogistic and oper ational procedures, including the fact that ANMs have to travel to
PHCsto get vaccines and then get to villages for NHDs (often arriving late in the day,
with the result that some mothers and children [especidly non-food recipients] leave
before being immunized). Another such factor is confusion or conflicting guidance on
opening vaccine vias. In mog gates, like Orissa, BCG comesin 20-dose vids and the
ANMs don't want to open avid until there are “enough” children. The team heard that
HFW is going to provide 5 dose viads soon.

Overall poor organization, management, and implementation of routine
immunization programs in some low-performing states or didtricts.

The convergent planning and problem-solving process introduced by INHP has been able to
partidly resolve some such problems. For example, when an ANM hasto missan NHD, in
some cases the block or digtrict-level coordinators have been able to adjust dates so that the
NHD can be rescheduled and the community informed of the new date. However, most of these
problems are systemic within HFW, and have been beyond the reach of INHP.

What Worked, What Didn’t. INHP sinputsin community organization, mobilization, and
demand generation for immunization al appear to beworking. Thisincludesincreasing
community demand for and participation in immunization activities through NHDs, establishing
community registers and socid maps of al children and their immunization requirements, carrying
out BCC activities reinforcing the vaue of immunization, and having AWWSs and change agents
“round up” children needing to be immunized. On the other hand, these community-leve inputs—
and, in many cases, the ahility to resolve problems at the block or even didtrict level —were often
not adequate to get the health system to overcome generic (e.g., vaccine supply, pulse polio) and
episodic (ANM participation) interruptions in routine immunization services and participation in
NHDs. Theseinterruptions neutralize and, in some cases, undercut the increased community
level demand for immunization generated through INHP.

Facilitating factors and constraints. As noted, pulse polio campaigns are reported in UP
(and probably in other polio-endemic states) to have caused mgjor disruptionsin ANMS
participation in routine immunization activities and al other hedth services. Each pulse polio
round requires 20 days of staff time. This has adetrimenta effect on NHDs. In Orissa, the state
level UNICEF office reportedly convinced state hedth authorities that there was a danger of
unsafe immunization if it were carried out on the same day as food digtribution (athough thereis
no apparent evidence or reported incident to support this theoretical concern). Asareault,
NHDs can only include food didtribution and antenata care. There is a separate, fixed
“Immunization Day” when the ANM is supposed to return to each village for routine
immunization (without the food incentive, of course). The effects of this policy have not yet been
evauated, but it obvioudy complicates the logistics of immunization (especidly in remote villages)
and negates the incentive gpproach intringc in the NHD.
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However, there have been some success stories in overcoming such congraints. For example, in
Pdi Didrict, Rgasthan, ANMSs often have to travel greet distances to carry out immunization
activitiesfor NHDs. When thislogistic problem is added to the requirement to travel to the PHC
to get vaccines, the obstacles are often insurmountable. This problem was identified and
discussed by the locdl hedth and ICDS authoritiesin BLAC and DLAC mesetings. Asaresullt,
the block level hedlth team worked out a system whereby HFW vehicles transport the required
derilized needles and vaccine in acold box directly from the primary hedth center to the AWC.
Thus, the ANM can come directly from her sub-center, and when she arrives the needed
vaccines and immunization supplies are there,

Conclusions and Recommendations

The community level activities of INHP have strengthened community organization and
demand for immunization services.

Thisimprovement has not been enough to offset problems with the ddlivery of immunization
by the health system. These problems are multiple, sporadic, and unpredictable, resulting in
persstent inadequate levels of routine immunization coverage.

Toreach its LOA targets, and (more importantly) to assure increased immunization for al
children, CARE will have to seek effective leverage with the HFW system to induce it to
addressits immunization problems. Doing this may be aided by careful documentation of the
effects of these problems (possibly beginning with this evaluation), building stronger aliances
with other stakeholders (PRIs, UNICEF, others), and influencing the investment of RCH 2
resources in ways that address the principa factors affecting immunization service ddlivery.

4. Nutrition

Performance and prospects. The INHP-II DAP amendment identified the following indicators
for tracking performance and for each of these indicators targets to be achieved by the end of
FY 2006:

= Percent of children under 24 months who were exclusvely breastfed until Sx months of
age (LOA target 57 percent)

= Percent of children 6-9 months who received solid mushy foodsin addition to breast milk
(LOA target 67 percent).

= Percent of children 18-23 months who received at least two doses of vitamin A by 18
months (LOA target 26 percent)

In addition to these indicators, new ones were added in the in the Round 1 and 2 pandl surveys.
There are no targets for these indicators.

Breastfeeding. The aggregated exclusive breastfeeding rate (EBF) was just under 68 percent in
R1 and close to 67 percent in R2. This exceeded the LOA target but there was no significant
change between R1 and R2. However, some problems exist in interpretation of these increased
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rates. The basdline covered children from 6-23 months while the pand surveys covered children
below 6 months. It is known that EBF rates drop progressively with age from birth to six
months.

Initiation of complementary feeding. Appropriate complementary feeding aong with control
of infectionsis the most critica factor in sustaining the norma growth of infants beyond six
months. However, in the Indian context complementary feeding (CF) has proved to be the most
resstant to change. Focused BCC interventions addressed this varigble in INHP-I1.

The target for introduction of solid mushy foods at 6-8 months was set a 67 percent. That is, a
least two thirds of dl infants were to initiate CF a the age of 6-8 months. The basdine vaue was
60 percent. The pand data showed an improvement in this indicator from 52 percent at R1 to
62 percent at R2.

CF was lower than the target in al states and ranged from alow of 32 percent in Andhra
Pradesh to 60 percent in Orissa. The only exception was West Bengd where theinitid rate was
quite high at 85 percent. Improvements were noticed in dl states, many of them being highly
significant. The only state where a decline occurred was Uttar Pradesh, which went from 48
percent in R1 to 40 percent in R2. Field level observations were consstent with these data.

Appropriate complementary feeding. The chalenge to improving CF practicesis one of
introducing solid foods at the gppropriate age, following that up with gradud increases in the
quantity of food to meet energy needs, and a the same time including avariety of foods to take
care of micronutrient requirements. The BCC addressed these issues as well dthough there were
no targets set for these behaviorsin the INHP-I11 proposal.

Mothers who gave a least hdf the recommended quantity of semi solids to their infants aged 6-
11 months at R1 was 12 percent. Thisincreased to amost 20 percent at R2. Corresponding
figuresfor 12-23 month-old children were 6 and 14 percent. Although these trends are positive
they are not enough to influence nutritiona status sgnificantly.

The percent of mothers who added oil or ghee to the semisolid mea was just under 22 percent a
R1 and 24 percent at R2. The chief congtraint was the availability of food.

The percent of infants who received at least three different food groupsin the last week (among
6-11 month-old children being given semisolids) went from 72 percent in R1 to 79 percent in R2.
The nutritiona contribution of thisimproved practice may be minima when viewed in conjunction
with the findings on the quantity of foods fed.

Vitamin A supplementation. Vitamin A seemsto be a serious problem. The basdine for
recelving at least two doses for children 18-23 months was a meager three percent. Thetarget is
a not-very ambitious 26 percent. That was closeto being met a R1 (21 percent) but apparently
dropped a R2 (14 percent). It was uniformly low in dl the statesin both rounds. The lowest
was 3 percent in UPin R2. The exception was AP, where receipt was rdaively highin R1 (43
percent), but declined sgnificantly in R2, faling to 11 percent. Even though the target is rdletively
low, movement toward it was not evident in most Sates. The drop from R1 to R2 makesiit
unlikely thet this modest target will be met.
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Field level observations showed that Vitamin A delivery was not a priority for the AWWS.

Some AWWSs were not even aware that five doses of Vitamin A were required. Performance
was better for the first dose because of the link to meadesimmunization. Thisis amply reflected
in the figures for receipt of one dose of vitamin A, which were much higher, 46 percent a R1 and
R2. Thistdliesrelatively well with the timely completion of meades vaccine, 37 percent a R1
and 51 percent at R2.

Effectiveness of strengthening activities. Some of the improvements noted in infant fesding
practices gppear to be due to the improved capacity building of the peripherd workers. This
increased their knowledge base regarding hedlthy infant feeding behaviors. The AWWSs who
were aware that 6-7 months is the correct age for introduction of solid foods to young infants
was high at both R1 and R2, (81 percent). AWWSs advising mothersto add oil or ghee to the
diets went up from 54 percent at R1 to 76 percent at R2. The mothers reportedly receiving
advice on bresstfeeding from the AWWSs went up from 28 percent in R1 to 57 percent in R2.
Regarding complementary feeding mothers reportedly receiving advice from AWWSs increased
from 33 percent a R1 to 62 percent at R2.

Community capacity-building, however, isdill in the very initid stages. Our observationsin the
field reveded a notably large difference in the awareness of headlthy behaviors among the AWWs
and the mothers.

INHP-11 has made subgtantial investments in innovative efforts to promote heslthy infant feeding
behaviors in the community. Extensve formative research was conducted to identify current
feeding behaviors, optimum behaviors and barriers to these. Trids provided evidence regarding
factors that affected acceptance or rejection of the desired behaviors. Based on these
experiences behavior change communication materias have been developed and tested.
Functionaries have been trained in the use of these materids. In addition, folk mediaand radio
spots for diffuson of the messages to alarger audience have aso been used. This capacity
building is beginning to yidd dividends in the form of improved behaviors, dthough the pace of
change will need to be accelerated.

Supply sde factors have played arole in improved feeding. The supplementary food was the
main source of solids introduced to the infant around sSix months of age in some of the Sites
visited. Improved awareness about the role of supplementary food among the workers and take
home rations on NHDs has facilitated this behavior.

An important enabling environment factor is the motivation of the AWWSs. An innovative method
of promoting the introduction of complementary foods is practiced in many of the Anganwadi in
Orissa Thetraditiond practice of “annaprasand’ has been converted into an opportunity for
initiation of CF at sx months by making a cdebration of it in the Anganwadi and inviting a
potentid target audience to witnessiit.

What worked and what did not work well. Exclusive breastfeeding hesworked. Theratein
five of the eight States was higher than the EOP target of 57.5 percent. Even though the
exclusve breastfeeding rate did not show any significant improvement from R1 to R2, except in
two dates, it till looks to be well over the target.
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There was a marked improvement in the introduction of CF between 6-8 monthsin dl sates
except Uttar Pradesh.  Adequate complementary feeding poses abig chdlenge, however, in
terms of quantity and quality.

Capacity building of functionaries, especidly AWWS/CAS, was strong in terms of providing
knowledge regarding appropriate infant feeding practices. Skill development for persuasive
communication for behavior change, however, lagged behind.

Vitamin A digtribution is not working well. AWWSs do not have adequate knowledge about the
five doses of vitamin A to be completed by three years of age and neither the AWWSs nor the
CAs seem to place much of a priority on Vitamin A.

Facilitating factors and constraints. The main fadlitating factor is the improved awareness
and knowledge of the AWWS, CAs aswell as the supervisors regarding appropriate infant
feeding practices. The main congraint isthe limited skills of the workersin persuasive
communication for behavior change. Lack of any feedback from the mothersis an impediment to
taking suitable measures for promation of hedthy behaviors.

The absence of working mothers from home for prolonged periods of time was a constraint on
both EBF and adequate complementary feeding. In some villages thisis being addressed by
adolescent girls who take on the role of feeding the infants in the absence of the mother. This
practice, which was seen on fidd vistsin some of the villages in Uttar Pradesh, isworth
congdering for replication esawhere asthiswill not only facilitate the gppropriate feeding of the
infant but aso equip the adolescent girl with knowledge about infant feeding for her future role as
amother.

With respect to vitamin A, demand and supply issues as well as the inadequate knowledge of
AWWs, coupled with what seemed to be alow priority for this component are the key
congtraints. We observed on our field vidts that the AWWSs and the trained CAs were
enthusiagtically recdling the newborn care messages as well as some of the complementary
feeding messages, but vitamin A was low on their lits. The percent of AWWSswho were avare
that five doses of vitamin A are due by third year of age was 46 percent a R1, and it declined to
39 percent at R2.

Conclusons and recommendations. Overal, across the Sates, some of the nutrition outcome
indicators are progressing in the right direction and are showing an improvement. Although these
changes have the potentid to reduce manutrition and improve child survivd, levels of some of the
important practices such as adequate complementary feeding remain low. Continued focus and
program efforts are required to accel erate these improvements.

Of the four key hedthy behaviors promoted, vitamin A ddivery and utilization remains low
initidly and dedined further a R2. The exclusive breastfeeding rate (for the first Sx months) was
reasonably high to begin with but did not improve further a R2. The percent of mothers
introducing solid foods at Sx months was relaively high & R1 and improved further by 10
percentage points at R2. Adequate complementary feeding of children between 6-23 months
was low to begin with and showed no change & R2. Thus, theinitid ratesaswell as

improvements varied widely for different components.
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While the knowledge levels of functionaries improved substantidly in the area of gppropriate
infant feeding practices, their skillsin persuasive communication for behavior change in the
community need strengthening. Congtraints on the adoption of adequate complementary feeding
exid at different levels. Therefore, the BCC Strategy needs to be revisited to modify it so that
behavior change a the community level can be accelerated.

Capacity building for behavior change needs to include feedback from mothers on the adoption
or non-adoption of the hedlthy behaviors, congraints for nonadoption and processes to
overcome these condraints. Continued monitoring of these events will be required. Training and
capacity building need to be strengthened at dl levels starting with the CAs, AWWSs, ANMs and
going up to the block and didtrict level functionaries. This can be done a the demondtration Stes
and then replicated at the RS.

To increase vitamin A coverage both demand and supply side factors have to be improved aong
with afocus on sensitizing the ANMs and AWWS on the importance of vitamin A
upplementation as a critica srategy for improving child survival.

Capacity building for behavior change strategies and communications should be revisted and
ways and means devised to accel erate adoption of desired hedthy behaviors at the community
leve.

Improved awareness regarding the importance of vitamin A supplements has to be promoted
among the workers. Also, community awareness on the need for vitamin A hasto be
strengthened.

5. Supplementary Nutrition

The provison of Supplementary Nutrition (SN) is at the root of the ongoing RACHNA program,
excluding the urban component of Chayan. SN is characterized by the design, provison, and
monitoring of an array of rationstailored to loca needs and production/supply dynamics. The
SN ration is targeted to pregnant and lactating women and children six monthsto Six years of
age. Therations can bein the form of ready to eat (RTE) powder or as an uncooked ceredl
blend produced at the state, district and loca levels for both supplementary and thergpeutic use.
No vitamin-minera premixes are added to the formulations with the exception of iron fortification
of st (for Chhattisgarh).

Theration has severa purposesincluding closing gapsin intake for protein and energy
(prevention), as abasis for the treatment of severe under-nutrition, and as an incentive for
participation in ICDS and related programming. The retion is an important factor in encouraging
attendance at ICDS and Nutrition and Hedlth Days. It isintegrdl to ensure that immunization is
increased and various best practices are carried out.  Further, the ration provides a programmeatic
foundetion, facilitating staff motivation, monitoring, and accountability.

Rations provide important nutrients for the prevention of under-nutrition, either as take-home
rations (THR) or on+-the-gpot feeding. An ICDS ration is required to meet a centrally-mandated
requirement for energy (300 kcal/ration/day) and protein (10 g/ration/day).
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The food basket congsts of contributions from USAID in the form of refined and fortified
vegetable oil (RVO) aswdl aslocdly procured foods, including whedt, rice, lentils, soy, jaggery,
iodized and iron-fortified sdlt, and other foods>* While the content of the rations vary aswell as
the production, supply and monitoring, the existence of spot feeding and THRs means this
component is the common input in the CARE and various government-administered programs.
Recent orders by the Supreme Court of India have made compulsory the provison of food by
the ICDSto dl children under six years, as well as pregnant and lactating women, coordination
with the state health departments, and mid-day medsfor al school age children. Thishas
sgnificant human and financid resource implications including the establishment of new centers
and expanded reach in exigting centers.

The remainder of this section is based on areview of documentation from CARE’ s program and
incorporates observations from state vists by team members, including the author’ svist to
Chhattisgarh and Andhra Pradesh. An important focus for the commentsis the ongoing
replication process coupled with the graduation strategy both for this DAP period (through
September 2006) and beyond.

Performance and prospects. Outcome and impact-leve results have not been measured or
reported yet except for the panel data from a representative digtrict in each of the eight states.
Supplementary nutrition is best represented by a limited series of management indicators as well
as obsarvations from mid-term team vigits, the annua results reports, recent panel data and other
project-relaed documentation. The management indicators include enrollment of target
beneficiaries (pregnant and lactating women and children aged 6-36 months) in supplementary
nutrition and NHDs with THRs.

The enrollment of 6-36 month-old children for THR is 75-174 percent against the target of 65%
percent, with sgnificant departures in Andhra Pradesh (around 5 percent) where the Sate
government, in an effort to reduce short-term program cogts, restricts THR to pregnant and
lactating women only.

The enrollment of pregnant and lactating women for THR is agpproximately 113 percent agangt
thetarget of 75 percent. Differences among states are significant but there are differencesin
pace of implementation and how enrollments are undertaken. In Andhra Pradesh the State
government has capped AWC beneficiary numbers at 58 to contain costs, thus reducing its
programmeatic burden and raising concerns about the characteristics of the beneficiaries.

The impact of the Supreme Court ruling for ICDS expansion has yet to be felt but some States
have begun to include dl people in the community. The shifting digibility criteria have implications
for these indicators as well as program costs and, ultimately, the impact level results. A
commitment on the part of the government and the Supreme Court rulings place CARE a an
important juncture in the program. The experience gained in developing supply chains and the
adjustments necessary due to the food trangition have meant that CARE isin an excdlent position
to strengthen government systems to ensure that the NHD can continue, as well as ensure
sudtanability.

% Op cit. Cavdle, VM
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Another indicator of supplementary nutrition is feeding continuity, which partly reflectsthe
availability of SN. Theindicator is Sated as the percentage of AWCs with 22+ feeding days.
The pattern over the past 4 years shows adip in year 2 with the reestablishment in year 4 of
around 67 percent. States with strong local-level provison and advance planning performed
better.

The NHD best practice is monitored on aregular basis and appears to be on target, with some
deviations. The program achieved 74 percent of the FY 03 target, which was 50 percent of
AWCs holding NHDs (THR plus immunization and/or ANC). This shortfal was due to feeding
gaps caused by the trangtion from Title I CSB to government-provided substitutes. Other
factors include challenges faced by the program matching CSB with government grain, and the
decison by some state governments to revert to spot feeding in place of THR to compensate for
food shortages. While most of these factors have been dedlt with, there ftill isachdlengein
meeting the target. The pandl data results™ show an improvement in thisindicator.
Approximately 50 percent of panel data replication centers met the target in FY 04. Some states
show sgnificant progress, reflecting the commitment on the part of Sate officids and close
CARE-government relationship (e.g., Chhattisgarh) while others have shown declines due to
problems with supply, restrictions on THR and other factors.

Shortfalsin NHDs had significant program implications and CARE has taken severa gpproaches
to improve this key management indicator. For example, CARE has provided technical
assistance to state governments to improve supply chains, commodity supply management,
information management; operationd planning, and M& E mechanisms for program graduation.

The program’ s approach to graduation and the planned monitoring and evauation of the
graduation process and outcomes are innovative, not only for India, but aso for other Titlell
programs that are planning and implementing graduation srategies. Specificadly, CARE is
building networks of change agents, making linkages to mother’s groups, loca government
systems and community-based organizations. The community-based monitoring system appears
to be a strong gpproach and is linked to community-based sustainability messures. The strong
level of detail with which the graduation strategy and M& E have been planned is unusud.

CARE is proactively degling with the changes in the programming environment & community,
digtrict, and State levels.

Effectiveness of strengthening activities. The strength of CARE in capacity building,
reporting and generd technical assstance isintegra to the success of the program. The trust and
goodwill CARE has been adle to build up while implementing alarge and operationdly diverse
program is unusud in Title I-funded programs. CARE has focused on amaterna and child
hedlth program using food as an entry point or incentive and leveraging these resources to build
cgpacity with locd inditutions, government and with the very communities they serve. While the
indtitutiona roleis critical, CARE is at a gpecid point where there are some critical decisonsto
be taken with respect to its future role, technical content, coverage, and phase-over of replication

¥ Reflections, p. 72.
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Stes.

What worked. Food trangtion worked. As confirmed by the recent review by Cavae, various
reports from CARE, and the mid-term team’ s observations, the food trangition or replacement of
CSB with an array of locdly supplied foodsis largely successful. There is demand from some
state government partners to improve on the smooth food trangtion by providing technical
assgance to improve supply chains, commodity supply management, information management;
operationd planning, and M& E mechanisms for program graduation. This TA could be a part of
CARE'soveral support function and expanded to other Sates.

L ocal food models: There are some sgnificant developments reflecting key elements of CARE's
model where local level procurement and processing of the food used for THR and spot feeding
for AWCs have occurred. Thiswas especidly significant in some states (MP, CH, RA and AP).
LFMs provide loca-level employment, group participation, help empower disadvantaged
women, foster systems establishment, promote loca-leve procurement and use of local
production. LFMs aso exhibit flexibility in the type of food used for the ration and in meeting the
energy and protein guiddinesfor ICDS. In some States, the food is precooked, thus reducing
preparation time for AWWSs and the families. In AP, the contribution to the cost of theration is
shared by the beneficiary (approximately six rupees per month for a child and 12 for an adult),
the government, and CARE. Further, implementation of the LFM is occurring in both
government and NGO-administered demonstration and replication Sites. The experience of the
LFM under these different settings suggests a potentid role for CARE in promoting a post
phase-over modd of sustainable procurement and provision of the ration.

Commodity monitoring and management : CARE has developed a detailed supply chain to
dedl, not only with US-supplied commaodities, but aso with the supplies provided by the GOI.
The food trangtion has enabled CARE and the government to identify weaknesses in the system
that CARE hes the tools and organizationd skillsto address. CARE is respected for its
information system, leve of training, monitoring and reporting. Further, the food trangtion has
provided an opportunity for CARE to share these systems with the wider government-run ICDS.
Itisin aspecid postion of supporting the GOI a the Sate levelsin strengthening state supply
chain management. This has already happened in some states (CH, RA, AP). The experience
ganed in the ICDS in supply management a the village level could be useful for the improvement
of supplies of other essential commodities (such as vaccines, micronutrients and so on)
distributed through HFW programs,.

Use of refined soybean oil: Oil continuesto be provided in arange of CARE and non-CARE
AWCs. Theail isnot dways consdered essentid to the ration by the partners but it provides a
source of energy and Vitamin A. The ration dlowance is eght grams per day and the ail is
incorporated into spot feeding aswell. Since the localy procured components for the ration are
not fortified with vitamins or minerds, ail is one of the few sources of Vitamin A. (Sdt isfortified
with iodine and in Chhattisgarh, iron fortified sdt is digtributed to AWCs and in the THR).

Graduation: The approach taken by CARE to graduation and the planned monitoring and
evauation of the graduation process and outcomes are innovative not only for India but for other
Title Il programs that are planning and implementing graduation srategies. Specificaly, building
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networks of change agents, linkages to mother’s groups and loca government systems, and
community- based organizations have been significant.

Systematic application of tools: Criticad to the success of the replication and graduation
srategy is the development of systems and their systematic gpplication. CARE has
demondtrated that thisis possble with the development of program, commodity, technicd,
training, monitoring and related tools and gpproaches. From the mother’ s salf-monitoring tools,
locd level commodity monitoring, block level mapping and problem identification to the overdl
program design, the program is grounded in arange of sound tools and approaches.

Information sharing from village to block to digtrict: An important contribution of the program
has been the sharing of information and transparency. The supply of food to the AWC,
especidly in villages where beneficiaries were paying for part of the ration, has been recorded
and isthe bass for active discussion and demand creation. Accountability for suppliesisdso
evident at the block and didtrict level where various tools have been employed, including block
mapping and comprehensve monitoring systems. The sharing of best practices and innovations
will be strengthened with the move to clustering AWCs and their proximity to demondtration and
replication Stes.

State owner ship of the food component: The acceptance on the part of dl levels of the
government of the need to provide a replacement for CSB is Sgnificant. The results from the
monitoring of the key indicators show that much of the program eements remain in place with a
shift from CSB. Thisfood trangition isimportant as the program accel erates its phase over and
as the Supreme Court instruction introduces new demands on the AWCs.

State level nutrition policies and plans of action. Partly recognizing CARE s technicd and
operationa expertise, some states (CH, AP) have engaged CARE in developing state nutrition
policies and plans of action. Thisreflects the vaue of the CARE-government partnership. The
date plans are an outgrowth of the recognition of the importance of good nutrition and the
nationd nutrition policy initiative.

Flexibility in itsreplication strategy. Despite the Sze and complexity of the program, CARE
has been able to adapt the Strategy to ensure expanded reach of its best practices and
innovations. Some AWWSs in replication Sites are acting as good examples to others and are
involved in cross vidits and cgpacity strengthening. This recognition isaresult of awell-motivated
team of CARE and NGO/government partners.

What may not work

Theuse of food to prevent certain types of malnutrition: The THRsare an integrd part of
the incentive for NHD and for access to arange of important services and behavior change
opportunities. The likelihood, however, isthat the food taken home by the mother will be shared
with the family and that she may place hersdf last in terms of feeding priority. While effortsto
encourage the woman, adolescent girl, mother and child are commendable, the food will mostly
be shared and have rdativey little direct nutritiona benefit for the target beneficiary. The shift
from afortified CSB to various combinations of cereds and lentils has likely reduced the

micronutrients and mineralsin theration. 1t is evident that ICDS beneficiaries lack awide range
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of nutrients but the ICDS (and the hedth interventions) have prioritized iron for pregnant women
and Vitamin A for infants. There are some notable gapsin vitamin A, iron and other minerals for
al women and children. Counsding and such tools as the Essentia Nutrient Actions make the
caefor adiversfied diet but it is unlikely that children under three years are getting their full
nutrients from loca foods, including the ration. Also whileiron and Vitamin A supplementation is
improving more needsto be done. A more systematic review of the nutrient profile of the various
rations and other sources of nutrients (e.g., iron-fortified dt, IFA, Vitamin A) shoud be
conducted asit is unlikely that counsding and the ration will improve digtary diversity and qudity.
Mesasures of dietary diversty and quality aso need to be included beyond exclusve
breastfeeding. The needs of adults (and adolescents) should be separated from those of children.

Treatment of severe malnutrition: While CARE isto be commended for its programmatic
shift from the severdly manourished to dl children especidly children under two-three years, the
trestment of severe manutrition in children (and poor weight gain in pregnancy and adult thinness)
iswesk or non existent. Children classified as Grade 3 and 4 in Indiafdl below -3 Z-scores
using more widdly accepted WHO/NCHS international standards. Severe manutrition from the
RAPS pand datausing -3 Z-score as the cutoff for weight for age among children aged 12-23
months was gpproximately 22 percent, which is about 170 times greater than what would be
found in adeveloped country (0.13 percent). The high prevaence of severe under-nutrition
would be considered a crissin countries in Sub-Saharan Africa. These children need to be
rehabilitated and require nutrients and care that differs from the stlandards of care provided to
mildly manourished, or the preventative type activities reflected in the overdl program (eg.,
counsding, ration, Vitamin A). Improvements in the trestment of these cases can build on
program components aready used for prevention and remove the need for the existing ration to
achieve these ambitious objectives. Furthermore, it can be linked with other practices that dedl
with the sick child, and which need to be incorporated into the program.

Low birth weight: Although the design of RACHNA does not commit to reduction of low birth
weight, the RACHNA package does contribute to improving birth weight through nutrition
interventions, improved diet, increased rest during pregnancy, supplementary nutrition and IFA.
However, the results reflected in birth weight suggest that much more needs to be done. The
average birth weight is 2.5 kg ., which isthe usud cutoff for dassfying low birth weight. Since
thisisakey factor in child surviva, the next program should consder putting more emphasis on
thisissue.

Variable composition of ration: Not dl exiging rations including those combined with RVO
are meeting |CDS mandated requirements for energy and protein. The specification has also
made some states use some components that are coming from other states. For example,
broken whest is brought from Punjab to Chhattisgarh to be used in the mix. The Sateistherice
bowl of India but the cost of whest islower and the protein levelsin whest are higher.
Furthermore, systematic testing, or qudity control of the various mixes and RTE raionsis not
systematic.

Problemswith program implementation in the absence of food. Demand creetion for the
INHP hedlth servicesin the absence of food is il uncertain. Supply interruptions experienced
with the food trangtion did not provide much evidence that the community isin apodtion to
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demand the types of services provided by the government ICDS and hedlth functionaries. Some
bright spots are evident, however, including the community mobilization for transparency and the
direct contributions to the program by beneficiaries, local authorities and the Sates.

Recognition of the phase-over anong counterparts with varying degrees of understanding and
acceptance. Despite CARE' s well-developed and detailed graduation strategy, acceptance and
detailed planning for the phase over has not taken shape yet in the states, districts, and blocks.
The chdlenge is to find ways to ensure that as much of the program as possible is sustainable and
can, therefore, be phased over. There are examples where thisis happening and CARE can use
these as best practices to share with others. An exampleis AP simplementation of government
administered AWCs with various food moddsincluding aLFM.

Targeting and digibility: The Supreme Court instructions to expand ICDS represent a new
chdlengeto CARE and its partners. As this becomes operationdized, the existing system fals
short of reaching dl digible members of the community. Combined with Sate-to-state variations
(e.g., AP hasacap on digibility at 58 people per AWC). CARE will need to work closdy with
loca partners to ensure that beneficiaries are selected aong clear, trangparent guidelines.
Negotiations will be needed to ensure that excluson and inequity are reduced.

Facilitating factors and constraints. Demand creation: CARE has been instrumentd in
moving the ICDS from a provisioning function to one where the community owns the program
and is able to demand services to complement those of the AWW. The enabling environment for
demand creation should be documented as a best practice and become the basis for future
actions. In addition to documentation, better monitoring or process indicators are needed to
reflect demand creation and community empowermen.

Food based (or SN) appr oach has been both afacilitating factor and a congraint. The reliance
on food as an incentive is not likely to change in the near future. However, it would be prudent
to examine other incentives that would attract people to seek basic child health services.

Other issues Theidea of CARE becoming aTA agency in the future involves severd
considerations that need to be examined carefully. Increasing TA has cost and organization
implications that will force CARE to make choices about itsrole and direction. Excellent case
dudiesin this area can guide that process.

Concdlusons and recommendations

Role of ration: The function of theration is primarily to act as an incentive to encourage
pregnant women and mothers to participate in hedth activities for smadl children. The ability of
the ration to prevent and trest malnutrition isminimal and should be recognized as such. Once
thisis accepted, the incentive can be more flexible (RTE foods, for example). Thus, CARE,
ICDS and HFW should recognize the role of the ration as an incentive for program participation
and minimize the expectation that the ration will prevent or treet malnutrition.

Opportunitiesfor different RTE foods including thergpeutic and/or nutrient-dense foods:
Recognizing that LFM isardativey new activity, eventudly, there will be a demand for ready to
use thergpeutic food (RUTF), which is part of community-based therapeutic care of severely
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malnourished children and thin pregnant and lactating mothers. PMGY  thergpeutic foods are a
gart but a more systematic review of the program and food requirements needs to be
undertaken. RUTF requires specia formulations with vitamin and minera premixes, hygienic
production, storage and use. Furthermore, it needs to be linked to medica care for the severely
ma nourished.

The continuum of care: The program has experienced convergence and there is a growing
recognition for a continuum of care from ICDS to hedlth, early childhood education and more
forma education. Prevention isimportant, but illness and manutrition must aso be treeted using
arange of tools and approaches including home-based or community therapeutic care.

LFM asmodé for phase over: While chdlenges remain in making community-owned
production and distribution of the ration sustainable, the decentrdization of procurement and
manufacturing shifts the technica functions to the community and encourages ownership as well.
Support will continue to be needed but the cessation of CSB has stimulated a wide range of
positive effects that will continue to evolve. Documentation and costing of this component, which
Is directed to disadvantaged groups including women, should be undertaken.

Sharing of standardized commodity monitoring with HMIS and automation of informetion flows.
CARE has made sgnificant improvementsin these systems and the experience gained can be
shared with state government programs right away. Strengthened commodity management at
CARE and within the government can aso be gpplied to such non-food-related supplies as
vaccines and micronutrients. As part of the “packaging” of the CARE modd for supply
management, etc., it would useful to undertake a cost analysis of the program in different
Stuations so asto guide program rationdization and ensure that delivery systems are competitive.

Capacity building among NGO and government partners. CARE has made progressin the
development of systems and tools for its many levels of implementation. The need to build
capacity among the partners to better assess problems and adapt locd actionsis till significant.

Management review and placing CARE in a position to take advantage of new opportunities.
The shift in government palicy to village level safety nets and food provisioning, together with the
Supreme Court rulings, pose an opportunity for CARE to shift from afood aid technica
assistance group to one that can be a nationd partner with central and state governments.
Current management structures and operating systems, while relevant to its current role, should
be reexamined to take advantage of these new opportunities. A review to examine current
central and state level organization should be undertaken in the next year.

Review of indicator choicesfor monitoring and evaluation: The next year provides an
opportunity for CARE to review itsindicator collection, andysis, reporting and use. Before the
next DAP proposd is prepared (late caendar year 2005), CARE should systematically review
the indicators and incorporate some of the new developments in measuring complementary
feeding, dietary diversty, etc.

Top down and bottom up improvementsin policy. Nutrition policies and plans of action are
needed for dl states. Demand crestion at the village level has clear advantages but loca action

needs high-level support and coordination. CARE has used its reputation as a technical and
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logistics agency to gain accessto policy development at local, sate and nationd levels. In
partnership with other stakeholders (e.g., UNICEF), CARE should be encouraged to engage
date leve officidsin policy dislogue and implementation of plans of action. Thisis especidly
important given the future directions from the RCH2 and Supreme Court initiatives.

Complementary feeding: New opportunities, including RCH2 and the Supreme Court
recommendations, make an emphasis on improved complementary feeding timely. The food and
programming component needs stirengthening.  This could include more emphasi's on nutrient-
dense foods adapted to loca needs and building on the experiences in the food trangtion,
including the LFM.
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ANNEX C: CHAYAN

Chayan consgts of arurad component that operatesin districts and an urban component that
operatesin cities. Origindly planned in 45 digtricts across 5 sates, Chayan is currently being
implemented in 29 digtricts and 21 citiesin 4 states: Uttar Pradesh, Jharkhand, Rgjasthan, and
Chhattisgarh and selected areas of Delhi.®® The key gods of Chayan (2002-2006) are:

Men and women in 29 districts across 4 states are better able to choose the number and
timing of their children

Men and women in 29 districts and 21 cities across 4 sates, and in salected areas of
Delhi are better able to protect themsalves from RT/STI and HIV infection.

1. Rural Component

Chayan grategies focus on providing information and services for birth spacing and management
of RTI/STI. The RHCA (Reproductive Hedth Change Agent) couple (amae and afemale, not
necessarily married) is consdered the maingtay of the Chayan program. RHCAS currently
provide information on ora contraceptives and condoms and refer those women in need of
sarvices to the public hedth sysem.  Their primary task isto generate demand for services
through identification, motivation, information provision, and didtribution of commodities or
referrd for services,

Chayan interventions have been in place for about 12 to 18 months. Thus, it istoo early to
provide substantial comments on quantitative achievements. However, progress in setting up the
program has been good.

Overdl it gppears that most milestones, planned for FY 2004 have been achieved. Gaps
remain in the areas of gender maingtreaming into Chayan components, capacity building,
and behavior change communication strategies.

Trends dso indicate that in 2006, most milestones related to establishing demongtration
and replication Stes have been met. However, the qudity of information and services, as
well as, capacity building is in danger of being compromised in the push to ensure
expanded coverage.

INHP-I1, and its four established best practices, has proved to be an effective platform
for launching and integrating rural Chayan interventions for women and men &t village and
community levels. Thisisbeing carried out through the AWCs and convergence among
the Anganwadi Worker, the change agents and the auxiliary nurse midwife.

For the birth spacing component, Chayan has partnered with socid marketing (SM)
agenciesin dl four states to ensure adequate supplies of commodities and increased

¥ Chayan, too, was subject to resource reductions within afew months of start up, setting back the pace and
reducing scal e of the project, with negative consequences for human resources and systems.
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brand choices. Indl DS and some RS, the SM agencies have been able to supply ord
contraceptive pills, condoms to change agents and commercid outlets. Chayan has dso
worked with the hedlth system to ensure that free supplies are available, thus offering a
choice to women and men in need, and ensuring uninterrupted supplies. The social
marketing component has been dow to take off. One of the reasons identified by the
SM partners and communities dike was the low purchasing power of rurd communities.
Currently free supplies do not appear to be a problem.

» Chayan’s sdection of improved care-seeking for RTI/STI and increasing knowledge
levels of HIV/AIDS in alow-prevaence setting could have postive implications for the
AIDS scenario in the four states. As migration of men to cities increases, rural women
become increasingly vulnerableto STIsand HIV. Ensuring the adoption of safe sexua
behaviors and early care seeking are the only ways of ensuring that prevaence continues
to remains low.

» Chayan's approach to improve care-seeking for RTI/STI has largely been through
training of change agents on sgns and symptoms of RTI/STI and mapping referrd dtesin
the private sector. Despite the substantial formative research and the analysis of causes
underlying recognition, and care-seeking for RTI, particularly in women, the focus
remains on the identification of sgns and symptoms. Chayan has not yet engaged change
agents to facilitate referrals to providers that have been identified in the mapping exercise.
Thereislittle evidence of involving the private and public sectorsin RTI/STI
management, beyond just treatment of the condition.

Effectiveness of strengthening activities

Demand creation. Substantial formative research has been conducted in the context of
understanding community perceptions towards family planning, access and use of birth spacing,
and reproductive tract infections. These findings have been used to inform the BCC strategy.
Interpersona communication appears to be the maingtay of the BCC program as far as Chayan
isconcerned. On the operational leve, these findings are not reflected in reaching the target
groups, choice of communication methods and materia and proper targeting of messages. While
some materid exists on birth spacing methods and RTI/STI infections, thisis not user friendly or
particularly suitable for the largely nont literate female RHCAS.

Thetraining of the RHCA focuses largdly on technica information and not enough on practica
BCC. The RHCAs ahility to distinguish couplesin need of spacing methodsislimited. Asa
result their efforts are spread over dl women and men in the digible age group. They serve more
as agents to spread information rather than as mativators. Only 20 percent of the training
program is focused on building motivation skills. Their awareness of the socid marketing (SM)
component and the location of depots for SM products and free supplies are high. Among
married RHCA, men are the more active partners. 1ssues of privacy and confidentidity have not
been internadized. Asaresult thereis open discussion about which contraceptives are being used
by which couples.

Where RHCAS have been trained in the RTI/STI component, their own understanding of signs
and symptoms, trestment compliance and partner notification isfairly high. However, asinthe
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birth spacing component, their ability to convey this to women and men appears limited.

Contacts are based on chance, one-on-one mestings. Thereislittle identification of opportunities
to address thistopic, and overal it appearsthat thereis reuctance to discussthisissue.
Information on sources of care for RTI/STI seems to emphasize private sector providers.
RTI/STI referrds are not being monitored. Both RCH and the AIDS control programs have
invested subgtantidly in drugs and suppliesfor RTI/STI drugs. However, the public sector is not
Identified as a source of services.

Mae participation in the program is limited to male RHCA promotion of condoms and
occasond discussons with mae saif-help groups, where they exist.

Women's support groupsto create demand. Subgtantia potentia exigts for this mechanism
as ameans to generate demand from a perspective of rights and entitlements from the state.
Mahila Manda members congregate a the AWC on the NHDs. The Anganwadi Worker, and
to alesser extent, the RHCA use this as an opportunity for group education. Participation of the
ANM is questionable since she is quite busy on the NHD. Messages for al meetings span
across early childcare, safe ddivery, birth spacing and RTI/STI. The focus of these meetings
appearsto be passve information transfer.

Ensuring supply. Block level resource mapping (BLRM) has identified a network of private and
public sector facilities for RTI/STI treatment, but beyond that thereislittle progress. The
orientation and training of providersis scheduled for later. This aspect of the program will need
acceleration to ensure that the demand crested does not result in frustration.

Quality aspects. The concept of choice isfundamenta to family planning service qudity. The
training of RHCA focuses on the lUD, condom and OCP, but sterilization and injectables are
aso covered. The Standard Days Method and lactation amenorrhea (a natural consegquence of
the focus of INHP-11 on exclusive breastfeeding) are dso covered in the module. Neglect of
female controlled methods is one example that reflects the lack of attention given in Chayan to
gender issues. Adoption of birth spacing and RTI/STI care seeking are inherently linked with
Issues of sexudlity, low status of women, poor negotiating power and kills. However, these
agpects are not included in ether the training of change agents or AWWs through whom these
components are implemented.

The focus on SM and free suppliesis appropriate and based on differentia purchasing capacity
aswdl asto compensate for lacunae in the supply systems, particularly the free supplies. While
the SM component isin place and the RHCAS (and in some cases the AWWS) stock the SM
products (ord pills, condoms), off takeislimited. Discussons revea that the vendors and
RHCAs are not prepared to pay up front for the SM supplies. When free supplies are available,
It appears that the communities prefer these. Thus, the role of SM in improving access and use
of pillsand condomsis not very clear at thisfarly early sage. Emphasis on SM products varies
across sates, being higher in UP than Jharkhand, possibly due to the prevailing policy and
program environment in these Sates.

DDKsare available for sdlein some centers. The cost of the DDK is quite high and a deterrent,
even when free supplies do not exist. In one DS in UP, the RHCA sold three kits over a Six-
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month period. Two of these were to an untrained individual running a proxy nursng home.

Facilitating the enabling environment. Chayan interventions depend subgtantidly on awell-
functioning Hedlth and Family Welfare (HFW) system.®  Instances of large-scale absentedism,
lack of well trained human resources, infrastructure, drugs, equipment and supplies hamper
sarvice ddivery.

CARE has established strong linkages with the HFW system and their collaboration is highly
appreciated at dl levels. Mechanisms such as BLAC and DLAC are effective monitoring
mechanisms on coverage, absenteeism, lack of supplies, and provide an opportunity for
redressing such issues a theloca level, or advocating at district and sate levels. However, in
some jurisdictions thereis little buy-in from block and digtrict-leved officias. Asaresult, ther
participation in these meetings is perfunctory. State level commitment is high, but the disconnect
in the co-ordination & various levels, hampers effective performance of Chayan interventions as
well as such INHP-II interventions as care of sick children needing facility-based care, ANC and
safe delivery services.

Community stakeholder groups. Chayan’s strategy at the community level isto engage a
range of such community-based organizations as SHGs, MahilaMandas, and other groups of
women and men. Thisis expected to result in increasing diffusion of messages, greater
involvement of community membersin discussons of reproductive hedth, and most importantly,
monitoring and assessment of public sector services. In many areas emergency health funds have
been indituted, even in non-savings and credit groups, potentialy increasing access to credit for
poor women. An innovation, seen in some Stesin UP, is village contributions to a grain banks,
which are later monetized with the proceeds used to enable poor women and children to access
care. CBO involvement is currently not geared to implement accountability mechanisms.

Recommendations. Beyond 2006, the content and form of Chayan will depend on the choices
that CARE makes. However, one overall recommendation for the period beyond 2006 is thet
the package of RH components be significantly expanded to include a larger range of
interventions that would have an impact on women's overdl hedlth, from puberty to the post
menopausd stage, truly reflecting the life cycle approach.

Chayan has about 18 months left before the end of the project. Given this rdatively short period
of implementation and commitments to USAID’ s results framework, recommendations will
perforce be limited to strengthening current interventions. The recommendations in this section
areamed a grengthening existing Chayan interventions so that the quality aspect is ensured for
the remaining 18 months of the project. Primarily the recommendations revolve around three

Mg Or aspects.

= Strengthening the RHCA and other change agents <o that the village level resources are
equipped to better respond to community needs for information and referral,

% It requires functioning sub-centerswith ANMsin place, block level and additional PHCs with the requisite
team of medical officers, and lady health visitors, including supplies and equipment.
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» Increasing capability and opportunities for CBOs to engage with village-level resources
and providersto build their capacity for demanding accountability, and

= Sengtization of providers in the public and private sectors to Chayan and its provision of
RH serviceswithin a gender framework.

Strengthening the Reproductive Health Change Agent

Recruitment of RHCAS: In some sStes visted the RHCAs were former CAs and just added
RH messages, supplies and referras to their CA role. Since it may be advantageous to have
CAswho trained in RH it might be useful to combine these two roles.

Increasing the focus of training on motivation and communication skills: Currently the
content of RHCA training is subgtantiadly on technica issues. The training methodology should be
readjusted 0 that the focusis on BCC sKill building so that RHCA can effectively motivate
women and men to adopt health-seeking behaviors. Thiswould include effective communication
to address prevailing perceptions, attitudes, and barriersto care seeking. Thistraining would
aso need to include a component for the RHCA on gender and socia equity issues that inhibit
adoption of hedthy behaviors.

Increasing male responsibility: The male RHCASs need increased input on addressng mae
attitudes towards birth spacing and STI/RTIs. They need kills and materia to communicate with
men about women's particular vulnerability and to create a positive environment for men to
proactively modify behaviors and facilitate care-seeking for their wives,

Differential approachesfor FP and RTI/STI care. RHCA orientation and training should
differentiate between gpproaches to identify couplesin need of birth spacing and cresting an
enabling environment for RTI care seeking. The RHCA should be able to focus on enabling
newlyweds, firg time parents, and multigravida who do not want to use limiting methods to
access the birth spacing service of their choice. A useful tool developed by CARE for the RHCA
in Uttar Pradesh is a community needs assessment form that could serve as a planning and
monitoring tool for other areas aswell. For RTI/STI, RHCAS should be trained to address
smdler groups of women and men to discuss the causes, nature and consequences of RTI/STI
and on high+risk behaviors that predispose peopleto STI and AIDS.

Improvereferral environment and skills. The training content for RHCAs and other change
agents should enable them to serve as resources in their communities to ensure that women and
men are directed to appropriate providers for care and follow up. This could include
participatory mapping of provider locations and facilities, including preferred providers (with a
cavest that village-leve providers may not necessarily have the skills to identify and diagnose
some conditions) group interaction with providers, and listing of services and costs (where
feasble) so that communities have a choice of providers.

In order to familiarize RHCAs and other change agents with services offered in primary and
secondary government facilities, the CAs could be taken on guided tours and given the
opportunity to interact with medica and paramedicad gaff. Asther leve of familiarity with these
centers increases, they should become more confident about escorting village women to such

centers when required.
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Enhancing community stakeholder participation

Enabling meetings of CBOs beyond NHD: While NHDs are a good forum for women to
mest, it is primarily aforum for pregnant and lactating mothers. These are only a sub set of the
women who need information and services for BS/RTI/STI. Thus, other platformswill have to
be created for the RHCASs to interact with women and men, without burdening elther the RHCA
or the community.

CBO orientation: The message for CBOs should be that they have the power to enhance
services brought to their communities. Orientation of CBOs should include information about
services provided by public and private sectors, entitlements and rights within the public sector.
The training should aso discuss issues of service qudity, patient rights, and redress mechaniams.
Chayan should promote increased interaction between providers and CBOs.

Visual aidsto strengthen message delivery. RHCAs, CAs and CBOs need effective visua
adsthat serve as memory triggers for key messages, especidly for the nontliterate rura
population in these ates. A variety of aids needs to be available, including case sudies, role
plays, and skits so that there is variation and fatigue of trainers and audience is kept & bay.

Orient and sensitize health providersto be moreresponsive to RH and gender issues
Joint training of ANMs and AWWs are hgppening in some states. They need to be enhanced to
focus on being responsive to community service needs and in monitoring outcomes through
improved data recording and analysis. One aspect of the joint ANM-AWW training could
indude training in maintaining and providing feedback on NHD and other community services
based on village level mapping.

Therole of block and digtrict-level providers can be enhanced through increased orientation,
training, and exposure vigts so that their ownership of the initigtive is equivadent to that of the
ICDS.

Chayan should support state level processes for enhancing service delivery though sub center and
PC gtaff. For instance, where the trend is towards deliveries by ANMSs, support could be
provided through technica assistance and training to build essentid obgtetric skillsamong ANM.
Jharkhand has requested this.

Chayan should dso identify state resources for carrying out gender sendtization of providers:
Nationa and state-level programs have been conducting gender senditization of providers a dl
levels. This has happened in Rgjasthan and Madhya Pradesh. CARE could support attendance
of its providers at these trainings. Where they do not exist, CARE should advocate for gender
sengtization &t the Sate level o that it becomes indtitutionalized.

Chayan should continue advocacy activities at the Sate level S0 that the hedth systems are
responsive to the needs generated by intensive community processes.

Conclusions: Overal prospects for Chayan to reach its 2006 milestones are fairly high. With
additiond inputs in capacity building and enhancing of hedth sysems, quality aspects could aso
be addressed. One of the most sgnificant leverages that Chayan has is the launch of two mgor
nationa level programs for women's hedth- the RCH 2 and a community-focused primary hedlth
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care program — the Nationa Rural Hedth Misson. CARE iswell placed to support both
projects in areas of convergence, community participation, and monitoring. Both these projects
offer the potential to sgnificantly impact the service ddlivery components of both Chayan and

INHP-II.

Table9: Rurd Chayan —Milestones and Achievements -FY 2003 and FY 2004 Milestones-

2003

Milestones-2004

Achievements

Observations

Human Resourcesin
place

State offices have the required human
resources for management and support in
place. District teams have staff to support
INHP-1I and RACHNA interventions.

State teams and district staff have
made substantial headway in
liaising with counterparts and
enjoy a good reputation across
state, district, and block levels.
They serve as resource persons to
the ICDS, HFW and SACSin
development and monitoring of
programs at the state level.

Issues of leadership at district
level, significant liaison related
responsibility for state |leaders
with ICDS, HFW and JSACS) and
lack of technical resources hamper
effective implementation,
particularly for Chayan .

NGOs contracted for
integrating
Reproductive Health in
Demonstration and
Replication Sites
(DSRS)

Inal 72 NGOs now include RH
interventions and are responsible for
implementing them in DS and facilitating in
the RS.

Understanding and capacity of
NGO staff for Chayan -related
interventionsis uneven.

District and Block Level
Advisory Committees
functional on

Advisory Committees formed at block and
district level and meetings are held.

Currently they need substantive
facilitation by CARE- ownership is
primarily from the ICDS system.

Reproductive Health

issues

Operational Strategy Operational strategy manual developed and

Developed disseminated to all states.

10 percent DS All states have included Chayanin 10

developed across percent demonstration sites

blocks

Social Marketing Social Marketing partnerships established. | SM partner staff does not appear

Partnerships—financial
and non financial
established in all
districts

to share the program vision.

Private Provider
Mapping completed in
all states

Private provider mapping as part of Block
Level Resource Mapping completedin all
DSandin someRS.

Little progress beyond mapping.

Social Marketing
Products and free
suppliesavailablein al
DS

3230 DS, 11940 adjoining villages (RS?) in
CH, JH and Rgj. In UP where non- financial
partnership exists, 96 percent of the DS
have one depot holder for Social marketing.
Free supplies available at most DS and RS.

Most AWC have supplies of free
condoms and oral contraceptive
pills. Availability of DDK from
government suppliesis
problematic in some places.
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10 percent of the
villages have functional
RH volunteers
(CA/Others)

12 percent of the DS have Reproductive
Health Change agents, trained as per the
two phase five day CB module. In
Replication Sites, RHCAs are just being
trained.
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Milestones-2004

Achievements

Observations

HMIS design integrated
with INHP

HMIS being field tested

Need to include indicators such as
referra for RTI, ingtitutional
deliveries, mapping and use of
Emergency Obstetric and newborn
care,

DTT/BTT functional for
CB on RH issues

Training of trainers (initial round) competed

Turnover of trainersis an issue.
Competence and RH experience of
trainersis an issue and is reflected
in the knowledge and skills of CA
and RHCA.

BCC designs and
materials devel oped-roll
out initiated

BCC strategy developed, based on baseline

qualitative and quantitative studies.

Booklets, calendars, pamphlets and posters

developed

Currently IPC and education
sessions during NHD are the key
methods of communication. Little
use is being made of visual aids
particularly by CA and RHCA.

Gender/Underlying
Causal Analysis
componentsintegrated
in Best Practices,
Capacity Building and
BC plans

Ongoing

Orientation of Chayan
completed at state and
district level, areas of
convergence with RCH
identified.

Completedin all districts.

Convergence most clearly
observed at AWC and ANM
level. Whilethereisconsiderable
understanding and appreciation at
the state and district level, the
health systems often do not
support Chayan interventions. At
the block level, the
responsiveness of the HFW is
variable and isreflected in
program outcomes.

2. Urban Component:
Urban Chayan: HIV/AIDS.

The HIV prevention component of Chayan (Urban) focuses on interventions among High
Risk Behavior Groups (HRBG). This group includes Femae Sex Workers (FSW), truckers
and migrants and unmarried youths (15-24 age group). The interventions are rolled out in 21
cities covering four of the nine INHP states including areas of Delhi. Mgority of the States
(excduding Delhi) are part of the Low Prevalence High Priority States. All the states have
programs that are being implemented through the Nationd AIDS Program and the
implementing arm of the program is the State AIDS Control Societies (SACS). Itis
recognized that though INHP provided indtitutiond linkages, complete integration with INHP
has not been possible in Urban Chyan since the key ministry involved in program
implementation is the Hedth and Family Wefare, through specidly set up Government run

Societies (SACS).

Till date the emphass on Urban Chayan has been on establishment of demondtration sites
though the guiding principle has been that of demondration and replication. Therefore the
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project efforts have been in demongtrating aready proven processes in low prevalence states
50 asto influence the State AIDS Control Societies and its partners to engage smilar
interventions to attain scale and coverage. In thisregard it has to be mentioned thet in dl the
States that come under coverage of Urban Chayan there has been a dow start even with
reference to the State mechanism and therefore the linkages with is a varying levels

The States and urban areas currently under coverage by Urban Chayan are

Chattisgarh Raasthan Uttar Pradesh Jharkhand Ddhi
Raipur Udaipur Agra Ranchi Dehi
Durg Bharatpur Allahabad Bokaro
Bhila Bhilwara Lucknow Dhanbad
Korba Jhodpur Ghaziabad Jamshedpur
Bilaspur Bikaner Varanas
Sitapur
Kanpur
Performance and prospects

The following grid gives an understanding of the agpects committed during the period 2003/4 in
addressing the High Risk Behavior Groups (Female Sex workers-FSW, Truck Drivers-TD,
Migrant Workers-MW) and the Status.

2003/2004

Committed Status

2003

Coordination YES
Mechanism with SACS

SACSin different states are at varying degrees of
implementation of interventions among HRBG. E.g. In
Chattisgarh there are few intereventions supported by SACS but
there is no structure and functioning that can augment or scale
up CAREs activities at the current level of their functioning.
Thereisagreater degree of buy in from the Ministry of Health of
Chattisgarh and the Secretary of Health has invited CARE to
develop the State AIDS Policy.

Mapping YES In al the states the mapping exercise has been completed and
urban locations for intervention roll out has been identified. But
the mapping has not clearly given insight for fixing denominators
for coverage for demonstrating impact. Moreover, the
community involvement in mapping is not evident and therefore
the contiguity of mapping and intervention going hand in hand

has been aloss of opportunity.

HR structure YES All HR are in place and the key resource that provides back stop
to the intervention implemented through the contracted local
NGO isthe pivot. There has been adifficulty in the overall
human resource at the district level understand the guiding
philosophy in working with marginalized communities. It has
been challenging for HR of Careto relate to such communities as

well asthe staff that work with them.
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Cluster for DS to be YES All the cluster for DS have been finalized and criteria has been
finalized applied for finalizing the clusters.
2004

BSS YES Baseline has been set and the behavioral information has been
interpreted and internalized. There are clear evidence of high risk
behavior aswell aslow level of health concern and condom use.
It isnot clear asto how the BSS datawill be used in the
construct of intervention aswell asthe strategies that will drive
the intervention. This needs to be better understood location by
location and state by state.

BCC Strategy YES The BCC strategy isin place and is provided to all the States.
Whilethereis an approach which is predominantly interpersonal
through the peer educators and others who are part of the
stakeholder community, some of the materials are not in sink with
the “evoking health concern philosophy”.

CB Modules YES Modules are available and training completed (first round)

Development

NGO Subcontract for YES All NGOs in Urban areas have been contracted

implementation

NGO Training YES NGO training rolled out but at varying levels

Condom outlets YES Majority of the urban locations have condom outlets at the DS

establishmentin DS but the overall strategy of social marketing needs to be well
articulated

2004
Committed Status

Functional Peer YES Peers have been selected from both the population under

Educators coverage aswell as stakeholders.

Needs Assessment YES Completed. It needs to be better used in local design and fed into
the planning of interventions

Stake Holder Analysis

Micro planning

HMIS YES In process and to be effected
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2005 2006
Committed Prospect Committed Prospect

Private Public Health Needs greater Chayan BPtoolsto be | Effectiveness of tools

Service Providers studying. adopted by others to be captured

Training and Linking in

DS

Tl in all mapped sites Roll out plan Common program Highly dependent on

through agencies dependent on SACS monitoring with SACS | the MIS established by

including SACS plan and Partners NACO/SACS

Replication plans Same as above Private/Public health Depends completely
Care providerstrained | onthe 2005 outcomes

arelinked in all sites

Advocacy and
networking

Elements of thisisin

Linkage of PE/SH and

Community Systems to

Short Learning Cycle
for addressing
underlying causes

place aready but Service Providers be looked into for
outputs based on higher prospect
activity to be clarified
High prospect in DS HMIS in replication Depends on

areas NACO/SACS and on

the commitment for Tl
resources

Obsarvations,

Progam presence a one hundred percent

o

100% roll out of Urban HIV prevention efforts among HRBG.

High degree of variability

o

o

o

Lack of
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Effectiveness of srengthening activities

Increasing demand:

»  Thekey agpect of intervention is the integration of BCC into the program. The mgor part
of BCC isthrough IPC and therefore the demand creation needs to be specific to
enhancing health seeking behavior and initiating use of commodities like condoms. There
are more loca media | EC type activities than skills building among peer workersin
providing IPC. The lack of IPC materid hasled to use of generic materids.

» Thereis high degree of peer cohesion and community mobilization. Therefore creetive
development of tools that will enhance the scope of communication is the challenge.
There needs to be a clear purpose driven outreach that is able to periodicaly reach the
population under coverage. Dueto early stages the Strategies and tactics that will best
produce demand need to be developed and deployed.

Improving supply:

» Thekey aspect to risk reduction is the effective treetment of STI. The linkagesto STI
sarvice providersis yet to be strengthened. The availability of free supply of condom is
papable but the social marketing needs to be more aggressive.

What worked / What didn’t work

»  Organizing the intervention through implementing partner NGOs seems to have given a
good head start

»  Mapping and enumeration has given good information but it has not lent itsdf to
intervention development for coverage and saturation in that geographic area

= Condom Socid Marketing ( commodity for risk reduction ) is not integrd to the response

= Linkageswith exigting intervention or with the Government Program (lack of clarity of
purpose)

» |nnovation and demongtration are clear and purposeful, but replication and graduation as
adrategy for urban areasis not clear to implementers.

» Snceimplementation isin different stages as well as different levels of cagpacity,
communities served under the program is in varying degree of connectednessto the
response. Nonethel ess, mobilization has worked and needs to be strengthened.

Facilitating factors and congtraints
* Oneof themgor condraintsisthe level of engagement of SACS. This has been
dependent on the nature of SACS response itsdlf. While in some locations, the SACS s
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implementing interventions and are engaged with civil society organizations, in some
locations the SACS are dow in their overall response. Therefore, the mgor constraining
factor to replication and scaing up will be because of the leve of interest and involvement
of State AIDS Control Societies.

Other questions/issues — The peer education modd:

In the urban areas, the peer educators are the interface between the community and the
program.

They have been identified both from the population under coverage (femae sex workers,
truck drivers and migrant workers aswell as youth) as well as those population that are
proximate to them (e.g. dhabawallas in truckers intervention).

The concept of peer education itsdlf is not an innovation but the way that the peer
educators function as not just providers of information but providers of referrd isthe
important eement.

Though the criteriafor selection of peer educatorsis not clear, it is evident that these
peers are able to take sexua hedth information as well as commodities closer to the
practitioners of High Risk Behaviors.

Theinputs that are provided to enhance the credibility of the information that they give
are not particularly behavior change focused and therefore the peer educators may
remain a the leve of information providers.

Though they are expected to be promoting hedth seeking among those who need ST
trestment there is not much of investment in skills building among the peer educators.

Thereisan dement of fear production by use of tools that are very graphic in showing
genitas with disease which can often be deterrent Snce many individuas may not have
the kind of presentation that are depicted.

Moreover, there are anecdota evidence for antibiotic abuse aswell as inadequate
treatment and therefore the kind of presentation that are shown as pictures may be
related to by the population as*“1 don’t get those kind of diseases’ and therefore chances
of getting people who have moderate symptoms feding “I don’t need any treatment”.

The mogt critical demongrakility comes within the program addressing female sex
workers. Thisisin the context of “taking responsbility and making choices’. The critical
agpects of demondration will probably take the path of “right to hedth” aswel aslocd
sf organizations— “right to govern” with a high degree of gender based programming
leading to “women are not transmission agents but women are indeed the ones that
protect themsalves’. There are palpable examples to thisin places like Raipur, Bhilaspur
and Durg in the state of Chattisgarh. Therefore, the peer model can go beyond the
conventiona peer education which is predominantly as “show and tell” information driven
to being community driven.
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The peer education coupled with condom promotion is to focus commodity as an
important element in prevention but the synergy of socia marketing and free digtribution
islow. Avallahility of condoms among peer educators for provison to the people
engaging in HRSB is high but sdf reported condom use suggest that there is a creetion of
socidly desirable responses from the community.

All the community processes should culminate in risk reduction by improving the content
that address STI and Condom use. In the void of a strengthened risk reduction
approach, the primary intent for ST1 and HIV prevention could be compromised. (New
insert)

Recommendations

Address variahility of program across the board and build a uniform response taking into
condderation the loca nuances. Therefore, utilizing uniform strategy and developing locd
tactic will be essentid

Saturate coverage in the areas of operation, consolidate and scale up through the
involvement of the State AIDS Control Societies

Capacity building within CARE, State AIDS Control Societies, partner NGOs and
frontline personnd including the community members who are part of the response has to
be well thought out and outlined as well as commissoned urgently.

o Build capacity for the State AIDS Control Societies for scaling up and develop
closer links for working with them including assisting in the development of State
Plans, strategies and policies.

o Deveop core capacity and strengthen the same in-order to play arole of
technica capacity builder in the State

Go beyond conventiona peer modd and develop processes of community engagement
and involvement that could mature to community taking the lead towards risk and
vulnerability reduction

Develop a coherent strategy for providing trestment of ST1 and therefore examine scope
of referral as well as provison within the scope of the program

Whilg dl eements that go to catadyze community changes, that promote reduction of
vulnerability are essentid, the risk reduction part has to bring in “evidence based
drategies’ thereby strengthening the community response through a content driven
approach that enhances the scope of addressing STI and Condom use.

Deveop strong linkage with other playersincluding other NGOs towards building high
qudity intervention localy

Move beyond BCC to IPC that will be easy for the community to use and therefore
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production of materids in participation of the community is essentia

» Develop agtrong loca monitoring process that could be community friendly so that the
community is able to take stock of what is happening and therefore advise the project on
“how to enhance outreach” and “how to improve referrd” etc.

* |naddressng qudity and equity in the next phase of the program, community consultation
process being set up can promote both. Therefore, building a community ownership is
essentidl.

» The change agent concept in the context of peer education needs to be exploited well in
the agency of the marginaized population. This can take shepe in the form of community
committees and working groups and sdf organizations that can be powerful change
mechanismsin future.

Conclusion

In the short period of time, Urban Chayan has moved dong in a positive direction. In the States
where targeted intervention among marginalized population has not been akey thrust (Snce most
of the states have alow prevalence), there has been ongoing dialogue established with the State
mechanism that addresses HIV/AIDS. Since it is early daysto comment on the quantitative
achievements of urban Chayan the processes and the qualitative aspects of the project shows
that progressive steps are being taken. The opportunities for augmenting intervention responsein
the Chayan States are present. The Nationa Program has identified the very states as “high
priority — high vulnerable’ states and therefore the opportunities for enhancing capacity for
augmenting response is eviden.

Though expansion of such interventions is essentia for scaling up and saturating, the Srategies for
such expansion should be well thought of. Whilst CARE may be the only opportunity in the State
for expangion, there is a need to build capacity in the State for the Government supported
program for attaining expansion, scae and coverage. This does not necessarily mean that Care
should not attain full coverage in the geographic areas that they are currently engaged in.

With the National AIDS Control Organization currently undertaking the planning of the Phase
111 of the program, it gives an enormous opportunity for CARE to forge a synergy with GOI
and the State in building a robust response in the low prevaence state both in urban and rurd
aress.

ANNEX D: COMMUNITY PARTICIPATION, GENDER, AND SOCIAL EQUITY

1. Findings

One of the mgor project goas of RACHNA isthat “communities (will) sustain activities for
improved maternd and child surviva.” Among the key operaiond components of RACHNA
liged in its documerts, is to “identify and address excluson and inequities based on gender and
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other factors.”

Community-level data are very limited. There are two management performance indicators.
One s the percent of AWCs with change agents. The basdline was 12 and the figure for FY 04
is30. Thisisasggnificant improvement, but gill very low. Pand data show that 36 percent of
AWCs have at least three trained CAs. The other performance indicator is about CBO and/or
PRI participation in NHDs. No basdine is available and the FY 04 figure is 20 percent.

The overdl observation of the Review Team isthat community workers, inditutions and
processes are in place in amgjority of demonstration and replication sites, dthough thereis scope
(and opportunity) for improvement. Full graduation and sustainability by 2006 as targeted may
not be uniformly feasble. A longer phase of cgpacity building of community agents and
indtitutions in community processes may be required.

It issgnificant that al government officia's whom we spoke to at various levels, and most locally-
elected panchayat officias, valued CARE interventions despite the withdrawal of food supplies,
They maintained that the relevance of CARE' s contributions would remain even if oil supplies
were also withdrawn. The contribution of CARE is seen mainly in the identification and training
of change agents, formation of SHGs and in community processes and capacity building.  They
would like to see CARE contribute these e ements to the government hedlth and nutrition
programs over an even wider area.

In our fidd vigts, we dso found encouraging levels of knowledge about women and children’s
hedth and nutrition in village communities, ownership and vaue for these services, and
engagement with and support the service providers. Once again, these levels are not uniform, but
thelr prevdence is asignificant achievement of the program.

In the program design of RACHNA,, CARE identifies amgor underlying cause for food
insecurity to be “alack of community unity and organizetion for problem solving.” Among the
program and system gaps that it acknowledgesisthe “lack of community participation and
demand for quality hedlth and nutrition services”

The diagram on the next page (Figure 1) attempts to portray three levels of community
participation and the RACHNA dementsthat fit into them. The three are community workers,
community inditutions, and community processes.

The RACHNA Program design framework describes the following rationde for community
participation: “Mobilizing communities and building ownership about the importance of
appropriate health, nutrition, reproductive health and sexua behavior would lead to sustained
behavior change and ensure regular ddivery and utilization of services” Thiswould happen

through:

*  Increased awareness amnong community groups and greater engagement of local
governance;

Figure 1: Community Groups, I nstitutions and Processes
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» Increased community capacity to andyze and address hedlth and nutrition issues;
= Better program monitoring and problem solving a dl leves,

» Increased community ownership and intervention in promoting behavior change & family
and individud levels and

» Faster behavior change by providing enabling environment at community and family
levels.

The community workers, especialy the change agents, are arguably the greatest asset and
grength of the program. RACHNA definesa CA as an active, interested member from the
community who acts as a promoter and monitor of health and nutrition practices for 15-20
familiesin the neighborhood. Change agents voluntarily counsd families to promote postive
hedth behaviorsin their catchment areas. This cadre of nutrition and hedth resource people at
the community leve is expected to serve as alink between service providers and communities.
They are aso expected to promote and monitor positive behaviors among their neighborhood
households.
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A number of organizations and some governments the world over have experimented with
community volunteersin public hedth and nutrition, and the experiences have been generdly
positive. RACHNA attempts to build on the positive experience of INHP I. Community
volunteers from the INHP | experience were found to be a good source of support for
overloaded field functionaries of ICDS and RCH, particularly for maintaining contact with
specific households on aregular basis. In addition, they were expected to form an important
bridge between the systems and the community in terms of being able to positively influence both,
behavior change and service ddlivery and uptake.

There are at least three strengths of the CA in the CARE modd: 1) CARE has demonstrated that
it is both feasible and desirable to work with voluntary CAs, whose morde is based on non
monetary rewards of socia vaue and leadership; 2) the decentralized coverage of 15-20 family
clugters; and 3) the emphasis on preventive and promotiona hedth (including nutrition) rether
than curative hedth.

A recent mid-term review undertaken internally by CARE found that more than 36 percent of the
AWCs, at anational average, had at least three CAs. Statewide averages were uneven, with the
highest ratios in Chhattisgarh (60 percent), high ratios in Madhya Pradesh, Andhra Pradesh and
West Bengd, and lower ratios (15-25 percent) in Rgasthan and Orissa

This matches the genera observations of the reviewers in various states, who found CAsin
pogition everywhere, with high to medium levels of motivations, knowledge and community
outreach. They were vaued by service providers (AWWSs and ANMS), because they extended
their reach and helped to promote compliance with healthy behaviors and use of hedlth services.
They were observed to have carved out for themsdves a position of respect and credibility within
their respective communities, which is remarkable in societies than remain patriarcha and
unsupportive of public leedership roles for women. Anecdotd evidence gathered by the review
team during field vidits aso suggests the positive influence of CAs on behavior and compliance
among mothers and (less consigtently) men, and other women (who were not mothers).

Service providers aso appreciated the fact that they are voluntary workers from the
communities. Asone ANM in Chhattisgarh perceptively remarked, “ People have greater trust in
the same advice when it comes from the CA than from me. Thisis because, unlike me, sheisan
unpaid worker, and therefore, her advice is seen as more objective and, therefore, more credible
and authentic.”

Especidly good CA results were seen in Chhattisgarh, partly because of the convergence of the
CARE CA drategy with astatewide “ mitanin” program of the Chhattisgarh state government
that places women hedlth volunteersin every hamlet. There are dso sgnificant learning’ s from
West Bengd, where the CA ismost organicaly linked with sdlf-help groups (SHGS) of women
from whom they derive considerable support. The experience of other CA programs (like the
Saathin program in Rgasthan), have shown the dangers of isolated femae CAs when they have
to ded with socidly sengtive practices.

The other mgor community worker in RACHNA is the peer educator of Chayan , drawn from
high-risk groups and youth. The internd RACHNA mid-term review reports 1,565 peer
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educators identified and trained, made up of 265 sex workers, 365 truckers, 267 migrants and
688 youth.

Thisprogram is dill a an early stage of development, but reviewers were impressed by the levels
of motivation among peer educatorsin some states. For stigmatized groups like sex workers,
there were in some states positive spin-offs observed in terms of greatly enhanced sdlf-esteem,
hope and persond dignity.

The most effective and vibrant community ingtitutions that were observed during the review
were of SHGs of women, many of which were congtituted as part of the ICDS mandate. Severd
of these groups became mgjor dlies of the efforts to promote behavior change and compliance
with hedlthy practices. This linkage was strongest in places like West Bengd where the CAs are
chosen and nurtured by the SHG itsdlf.

The engagement of PRIs, asthe pand data show, islow. Involvement may depend partly on the
srength of these locd indtitutions of government in various ates. The RACHNA mid-term
review mapped the attendance of PRIsand CBOs a NHDsin AWCs as a proxy of PRI
involvement, and found high levelsin AP, CG and MP and low levelsin JH, UP, RJand WB.
The Chhattisgarh team has made significant attempts to engage the Gram Sabha or the village
assembly of al adult voters.

There are anumber of other officia and voluntary formations (both based on functions such as
forest protection, and identities such as cagte) in the village, with which the program was
mandated to engage. But there were fewer examples for the team to observe. One unusua
example was observed in Chhattisgarh of aforest protection committee that was successtully
drawn in as partners in women and child hedth and nutrition.

The most important community process that has been adopted as a“best practice” throughout
the RACHNA program area is community-based monitoring systems (CBM).

The firg widely used CBM is self-monitoring tools (SMTs). The most widdy-used tool
cregtively adaptsloca culturd practices of wal drawings and embroidery, in which each line or
drawing is assigned a symbolic value (e.g., the number of antenatal checkups completed, or the
number of iron tablets consumed). The mother would learn how to draw (or embroider) the
figure and the symbolic vaue of each dement, and thus would be able to keep track of where
sheisin her pregnancy and the activities she needs to complete.

This was expected to serve as areminder for the mother, and aso an easy mechanism for

dia ogue between the service provider and the client. Review team members observed SMTsina
number of home vigits. However, often these were drawn by AWWsthemselves. The figures
displayed on outer walls seemed directed more a program reviewers than the women
themsdlves. All inal, thisdid not appear to be arobust instrument for salf-monitoring the women
or ther families

The other mgor community-monitoring instrument envisaged under RACHNA isthe social map
or village resource map. An ided socid map should depict, gpart from the key landmarks of the
village, every household in the village with household number marked on them. It should aso
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highlight the main resources of the village, which are listed in the RACHNA document to include
CAs, dais, village pradhans, AWC sub-centres, Panchayat Bhawans, etc. According to the
design document, the village socid map needs to be developed through a participatory process
involving key stakeholdersin each village, such as women’s group members, men, dais, change
agents, AWWSs, other opinion leaders and eldersin the village. The maps seem to be useful a
the outset for planning and defining households for which CAs are responsible. Beyond thet it is
difficult to determine how useful they are. Severa informants noted that they are not updated
very often and do not provide much more relevant information than the CAs, in particular,

dready have.

Gender and equity dataare aso very limited. The panel data were desegregated by SES (low
and high). The summary andlyssindicates that changes are being seen among the poorer haf of
the target populations thet are a least equa to, and sometimes greseter, than those among the
“high” SES group.® The report also points out that all of the target groups are poor, induding
thoseinthe “high” SES group. Gender andysis by CARE saff has dso failed to find any
ggnificant difference in the way girls and boys are handled in the project or in their nutritiona
datus.*

One of the most pervasive gender/equity issuesis the treetment of women primarily as
mothers, rather than as women who have vauein their own right. In part, RACHNA
inadvertently reinforces that message by the very nature of the program, which is amost
exclusvely focused on the child and the mother’ s childbearing and child-rearing role.

The social maps mentioned above do not always reflect socia or geographica excluson, much
lessa socid diagnosis of the needs and status of women’s and child’ s hedlth and nutrition.

2. Recommendations for the Current Program

a. Community Participation

1. The RACHNA design dso provides for speciaized reproductive health change agents
(RHCAS) (who may beindividuals or couples). The experience with this separate cadre of CAs
asin Rgasthan, isless positive, especidly in rurd contexts because they have to ded exclusvely
with the more difficult and stigmatized dements of public hedlth (birth spacing, RTI/STI and
HIV/AIDS). It would seem to be amore effective Strategy to integrate reproductive heglth
concerns with other more generaized public hedlth and nutrition duties of the CA.

2. From an equity perspective, the review did not find wide or scrupulous adherence to the
prescribed process of selecting CAs. According to RACHNA norms, for identifying suitable
CAs, one should use the socid map technique to map the change agents and ensure that the CAs
are drawn from dl pockets of the village. Hamlets and margindized caste groups will have to be
given extra atention to ensure incluson of CAs from their pockets. Separate meetings may have

* Reflections, p. 48.
% personal communication, 1/17/2004.
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to be held in such pockets to mobilize local leaders. The review suggests a strict adherence (and
sengtization) to this critical requirement.

3. SHGs are primarily organized around thrift and credit, and many are unable to rise above
these so-cdled “ entry-point activities’ to nurture consciousness, concern and skills about
women's and children’s hedth and nutrition, much less about gender equity. Efforts should be
undertaken, therefore, to organize women's group not just around thrift and livelihood but so
more generaly around women's entitlement to hedth and nutrition.

4. Although socia maps are described as “ monitoring” tools, they are dso envisaged in the
RACHNA design as participatory planning tools as well, particularly to ded with geographical
and social exclusion.

In practice, however, as with the use and gpplication of other CBM toals, the use of these socid
maps was often more of aformality than to drive program. Socia maps tend to be a mechanicd,
pictoria representation of those digible women and children that have been identified by
functionaries and change agents, rather than a genuine participatory mapping by the entire
community to identify resources, needs and barriers. Thus, the maps do not ways reflect socid
or geographica excluson, much lessasocid diagnosis of the needs and status of women's and
child's hedlth and nutrition.

At the planning stage itsdlf, we have observed that, contrary to its Stated objectives, the socid
map is not used widdly as a participatory instrument to identify and develop appropriate plans
and drategies to address exclusion. The more obvious form of excluson is geographical and
Spatia — of settlements that are excluded from nutrition and hedlth services because of distance or
natural barriers. However, the much more tenacious (and invisble) forms of excluson are socid,
often hidden and nurtured within the very spatia groups that are theoreticaly fully covered by the
AWC sarvices.

Adjustments can be made during the current implementation period of the project to enhance the
use of socia mapping o that it identifies and addresses both geographica and socid exclusions.
Grester effort is needed, including the development and application of participatory instruments,
program gtrategies and monitoring instruments, to reach those groups that are most marginaized
and excluded (e.g. the disabled, ddits (backward castes), stigmeatized groups, working children,
and migrant workers. Thisis one of the most important mid-term corrections that should be
undertaken in the program.

5. Participatory methods can aso be used for more comprehensive community nutrition and
health planning, based on a socia diagnosis of reasons for and locations of preventable and
treatable morbidity, mortality, manutrition and hunger.

6. Itisnot just that socid maps are rardly genuine participatory planning tools. Evenasa
community monitoring system, it is, at best, only monitoring program compliance. Community
monitoring needs to be expanded to include program supplies, expenditures, objectives and
outcomes.

A promising practice that was observed in Chhaitisgarh is “monitoring committees’ for each
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AWC that are approved by the Gram Sabha or statutorily constituted and empowered village
assemblies. The committees are made up of women and SHG group members, PRIS,
representatives, CAS, service providers and other respected individuals. These committees
review supplies, expenditures, program targets and achievements every morth.

If these monitoring committees report back regularly to the Gram Sabha, it will greetly enhance
the objectives of community monitoring, accountability of service providers and community
problem solving. Such “socid audit” processes can be introduced in the current project to
enhance program trangparency and accountability to communities.

7. Another community process thet is advocated by RACHNA is“social sanctions.” Thisisa
srategy to identify and secure the active support for program goal's and strategies from influentid
opinion leaders within families, specific target groups and the wider community.

However, socid sanctions seem to be a conscious strategy mainly in Chayan work. Socid
sanctions should be adopted as a much more conscious strategy in INHP-11, aswell. A best
practice observed in Chhattisgarh was that of engaging husbands and mothers-in-law indl
asgpects of the programs related to women and children’s hedlth.

b. Gender and Social Equity

1. The messages from both communities and staff, constantly reinforce the value of awoman
primarily in her roleasa mother. Sheisencouraged to access better nutrition on hedlth
sarvices, primarily in order to improve the hedth of her child. Even adolescent girlstend to be
addressed ether as “future mothers’ or as potentid stes of HIV infection. Thus, for instance,
anemiain adolescent girls is combated primarily for the sake of the hedlth of their future children.
Evenif RACHNA is programmatically focused on women in the reproductive age group, its
messages can dill be tailored more sendtively to advancing the value of women intringcaly in
their role as human beings, as workers, as sociad and culturd agents, as community leaders etc.
This cannot be overdated in a country characterized by an adverse and declining sex ratio, which
sgnifies socidly digpensable “missng women” who are lost because of socid denid of thelr equd
right to nutrition and hedlth care.

2. Inasgmilar vein, it was observed in Chayan that groups of women in especially difficult
circumstances, like sex workers, are organized because of HIV vulnerability not because of
gender discrimination and socid vulnerability. Once again, care should be taken not to
ingrumentalize these highly disadvantaged women to advance socid objectives, however, lofty.

3. Thereis poor representation in RACHNA of women in senior and program positions of
the organization. This needsto be redressed right away. There should be a conscious diversity
policy in gaff recruitment, to aso expand the involvement of people from socialy disadvantaged
casgtes, rdigious and ethnic groups, people from rura and non-English- speaking backgrounds,
and persons with disabilities.

4. Thereis dso aneed for systematic and reliable collection and analyssof gender
desegregated data at nationd, state, district and loca levels on both process and outcome
indicators. Strategies need to be developed and built into the M& E system to review and
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analyze these data and respond with timely program corrections.

5. Program drategies and their implementation are often blind to the week bargaining power,
access and entitlements to hedth and nutrition of womenwithin the family. For instance, THRs
may enhance atendance and compliance with other aspects of the program, but because of
cultural factors, women are unlikely to receive al or even amgor share of the THRs when they
are added to the family pool of food. Similarly, birth spacing and RTI/STI grategies do not
conscioudy focus enough on those dtrategies that are within the power and control of women.
Program strategies should be reviewed in the light of the low power, access and rights of women
within families and mid- course corrections introduced.

ANNEX E: ScoPE OF WORK

1. Abridged Scope of Work

A draft scope of work was discussed in a preliminary team meeting in October 2004. 1t was
found by the team to be overly ambitious for the amount of time available. CARE agreed to
modify it but aforma revison was not prepared. Rather, CARE presented the following scope
of work at the initial team mesting in November.*’

Goal: Andyze the progress, identify gaps and make recommendations for improvement for
RACHNA to achieve the stated objectives by FY 2006.

Broad Questions: what has worked well and why? What did not work well and why? What
can be done for improving the program effectiveness?

Objectives:
INHP-I1: Assess progress made, identify links between project Strategies and the results
achieved, and make recommendations.

Chayan : Assess implementation progress against milestones for FY 03 and FY 04 and
make recommendations. Assess effective utilization of INHP-11 platform for Chayan and
make recommendations.

RACHNA: Asssss the effectiveness of program management and monitoring. Assess
integration of gender and equity issues.

The Review. Primary stakeholders: CARE/India, FFP/\Washington, USAID/India, Government
of Indiaand other partners.

Key Questions from CARE: Arethe thinking and planning of RACHNA adequate to achieve
the impactsintended? Are the approaches and methods used, and appropriate? |sthe pace of
accomplishments judtifiable? What needs to be improved to ensure achievement of end-of-

%" Power Point Presentation: Scope of the Midterm Review, November 29-December 17,2004, Briefing for
Midterm Review Team.
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project outcomes and impacts?

Key Questions from USAID: Did the program achieve committed performance targets? Isthe
pace of implementation and monitoring and management systems adequiate to ensure
Achievement of end-of-project results? Are the program inputs and utilization of resource
consistent with the progress made? Isthe project (INHP) progressing towards graduation as
planned? How effectively the platform of INHP was used to integrate Chayan interventions?
How effectively hasthe TA been utilized? What additiona support may be required?

Questions potentially of interest to the Government: Inwhat specific ways has RACHNA
benefited ICDS, RCH and NACPII”? What |essons does the RACHNA experience offer to
ICDS and RCH programs to make them more effective? How can the partnership become
more effective?

Information Sour ces. Desk Review (list of documents); Fidd Vists (list of key project saff to
interview); Key Individuas (CARE, USAID, Government, Other Partners, technica support
agencies, externa agencies, socid marketing partners).

Preparations needed: Review of critica documents at program level; development of tools
and methodol ogy to address the key questions; development of awork plan with roles and
respongbilities a individua and team levd; review and findization of the fidld vigt plan.

Logistics. 24-hour work and mesting facility with some critical documents for review and some
references. All the information requests to be channeled through Dr. Rgesh Bhaskar, Manager
M&E. Ruben Menon isthe point of contact for any of the logistics/travel arrangements.
RACHNA team members available for any individua consultations. All the fidd vist travel
arrangements will be made by CARE India

Team composition. Team members, who were recruited, in part, for their expertise in selected
program areas of interest, prepared collected information and drafted sections for the overall
assessment and annexes for the report. The members and their assgnments were Jack Reynolds
(Team Leader, management, M& E), Alfred Bartlett (newborn care and immunization), Bruce
Cogill (supplementary nutrition), Harsh Mander (community participation, gender and socia
equity), Subadra Seshadri (nutrition), Sundar ar aman (HIV/AIDS), and Rgani Ved
(antenatd care, ddivery, STI/RTI and youth).

2. Methodology and Schedule

Documents. The MTR was based largely on documents prepared by the project staff,
supplemented by field visitsto selected digtrictsin each of the eight primary project Sates and
Dehi. The amount of documentation was large so, on the advice from CARE, the team
concentrated on five-sx key documents, the most important of which were the DAP, the
amendment to the DAP, and “Reflections on ajourney...RACHNA midway.” A complete list
of the documents provided isin Annex F.

Data sour ces. Datareviewed were taken from annua reports and two surveys, caled pand

data or rapid appraisas (RAPs) that were carried out in 2003 (Round 1) and some 8-12 months
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later in 2004 (Round 2). The digtricts were considered by CARE to be representative of the
project didtrictsin each state. Mothers of children 0-24 months were sampled aong with service
providers (AWW, ANM and change agents). These data were summarized in the “Reflections’
document mentioned above and provided comparative outcome data for each sate. The
outcomes reported cover dl of the key INHP-II interventions and are grouped in this report
under the following categories. Antenata care, Newborn care, Supplementary food, Nutrition,
and Immunization. There are no comparable data for Chayan, athough data were collected on
Chayanin R2.

A Note on Pand Data Limitations. Although the pand data are impressve and informetive,
there are anumber of limitations that need to be kept in mind when reviewing them. They are not
exactly comparable with the basdine and endline targetsin that they do not include demonstration
stes (the basdine included demonstration and replication Sites). Since demondtration Stes are
likely to have better outcomes than replication stes (they have been operational longer, have
more project resources and receive more technical assstance) it islikely that basdine/endline
datawill show better results than the pand data.

There are no control groupsin the project as the panel samples did not include non-project

aress. The sampling method and sample size differed somewhat over the two rounds. Thefirst
round used a two- stage cluster sampling gpproach, the second only had one stage. In thefirst
round, five AWCs from five blocks were sampled and this was substantialy increased in round

2. The sample szefor the 0-5 age group (150) was increased in the second round (to 460) to
match that of the 6-23 age group. Statistical tests were run on each variable for each sate and
many of the results showed no aidtica sgnificance. Those that were Satisticaly sgnificant have
awide error range, plus or minus 10 percentage points.

On the other hand, both rounds were conducted in the same areas, which should strengthen
reliability. The combined sze of the samples of the eight Satesis large (4,800 for R1 and 7,360
for R2), which should enhance validity and reduce the sampling error. In addition, Round 2 data
should be better than Round 1 data, not only because the sample was larger, but it was broader
aswell. Therewere 25 primary sampling units per digrict in R1 and 90 in R2. CARE notes that
the sample for R2 is more evenly spread across the digtrict and is likely to be more
representative’” than the sample for R1.%*

Interviews. Meetings were held in Delhi with CARE gtaff, USAID, HFW, ICDS, NACO and
anumber of donors, including UNICEF and the World Bank.

Sitevisits. Theteam split up to be able to cover more field Sites. Two-three person teams
visited one state each, spending most of their time in one or two digtricts where the project was
active. Theteams were recongtituted (one-two members) for the next vist, which was dso to
one or two didrictsin aproject sate. Interviews were held with RACHNA gaff (district and

% Reflections, p. 46.
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date levels), AWWSs, ANMSs, change agents, private hedlth providers, representatives of HFW
and ICDS, gtate and digtrict level functionaries, self-help groups, local governance groups and
clients. In Chayan states the team members aso met with SACS, DACS, NGOs and others
involved with RH, youth and HIV/AIDS. The following table summarizes the Stes visited and
team assgnments.

The MTR field work was conducted over athree-week period from November 29-December
17. Thefirgt 3 dayswere spent in Delhi, the next 9 in fidld vists, and the last 7 daysin Dehi
preparing for and making debriefing presentations. Four debriefings were held: for CARE,
USAID, HFW and IDCS.

Table 10: Team Site Assgnments

State INHP-I1 Chayan | RACHNA Team Member

Dehi SR AB: Al Bartlett
Rgasthan SS, R JR JR BC: Bruce Cogill
Madhya Pradesh JR HM: Harsh Mander
Chhattisgarh BC SR HM JR: Jack Reynolds
Uttar Pradesh AB, RV RV RV: Rgani Ved
Jharkhand RV RV SR: Sundar ar anan
West Bengdl HM SS: Subadra Seshadri
Orissa SS, AB

Andhra Pradesh BC

3. Report Structure and Outline

Theinitid report outline followed the principa categories in the above SOW. However, after
returning from the fidd visits and making an initia presentation of findings to CARE, the team
revised the format of its presentation for USAID. The team and CARE later agreed to use this
format for the overview of the report. Materia aready prepared by team members on their
assgned topics was to be included in the report as annexes. Thus, while these annexes follow
the origind SOW outline, the overview follows the outline of the presentation prepared for
USAID. Theprincipa components are summarized below:*

=  Achievements

»  Prospects for 2006

= INHP-II Fndings

» Chayan Findings

=  Community Participation, Gender and Socid Equity
» Chdlenges

»  Opportunities and

% For details see Presentation for USAID.ppt
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»  What's Next (recommendations for this project; and critical choicesfor CARE in the
future).

Most of the team members were able to provide afirst draft of their assgned sections before
they left Delhi. However, it was not possible to prepare adraft of the full report until after leaving
India. Thefirg full draft was completed December 26 and sent to team members for comment.
A revised draft was sent to CARE January 4 for review. Thefina version of the report was sent

to CARE on January 21.
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ANNEX F: PROSPECT TABLES FOR 2006 OUTCOME ACHIEVEMENTS

Tablell: IndicatorsMost Likely to Show Significant |mprovement by 9/30/2006

Likely toreach target or 10 pointsabove R1 Baseline | Round1 | Round2 | Target [ Rating
1. Consumed at least 90 | FA tablets* 54.5 69.9 H
2. Followed the use of 5 cleans at birth** 27.3 416 H
3. Delayed bath for at least 3 days* 89 27.3 H
4. Early breastfeeding 15 38.7 452 35 H
5.  DPT 3vaccinereceived (card only) * 795 80.0 H
6. Measlesvaccine received (card only) 56.4 66.8 H
7. Fully immunized (card only) * 53.0 60.9 H
8. Fully immunized on time* 37.2 47.7 H
9. Exclusive breastfeeding until 6 mo. 37 67.5 66.7 57 H
10. Not started on liquids/solids until 6 mo. * 515 69.3 H
11. Started giving solids between 6-8 mo. 60 52.1 62.3 67 H
12. Gaveat least %2 quantity of semisolids (6-11 mo.) 121 195 H
*

13. Gaveat least %2 quantity of semisolids (12-23 6.0 143 H
mo.) *

14. Receipt of supplementary food during 61 69.2 63.3 65 H
pregnancy

15. Receipt of supplementary food in first 6 mo. 50 62.7 64.7 65 H

16. Receipt of supplementary food after 6-(36) 64 5.3 604 65 H
mo.**

17. Receipt of supplementary food 36-60 months.* NA 65 H

* No baseline or LOA targets set for these indicators

** Panel questionis*“after 6 months.” Performance indicators are 6-36 months and 36-60 months.

Tablel2: Indicatorswith A Possibility of Showing Improvement by 9/30/2006

Possiblewill reach target or 10 ptsabove R1 Baseline | Round1 | Round?2 | Target Rating
18. Received at least 90 |FA tablets 25 36.2 39.8 47 M
19. Applied nothing to the cord/umbilicus* 33.6 385 M
20. Pre-lacteal feeds not given* 432 49.1 M
21. Timely completion of DPT 3 vaccine* 70.5 75.2 M
22. Timely completion of measles vaccine* 51 422 55.2 62 M
23. Received at least 3 different food groupsin 721 79.0 M

last week*
24. Dropouts from BCG to measles vaccination 315 275 M
(card + recall)*

* No baseline or LOA targets set for these indicators

“0 Clean hands, surface, blade for cord-cutting, thread for tying the cord, and wrap for the infant.
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Tablel3: Indicators Unlikely to Show Significant | mprovement by 9/30/2006

Unlikely will reach target or 10 ptsabove R1 Baseline | Round1 | Round?2 | Target Rating
25. Receipt of two doses of TT during pregnancy 74 73.2 72.2 82 L
26. Prenatal checkups: 3 or more* 28.1 26.1 L
27. Women delivered at home* 755 730 L
28. Dried and wrapped immediately after birth** 69/TBD 45 95 80/TBD L
29. Birth plans made during pregnancy** 23/TBD 40 45 47 L
30. Appropriate CF, 6-11 mo. * 20.8 30.9 L
31. Appropriate CF, 12-23 mo. * 404 431 L
32. Added oil or gheeto semisolid meal* 215 244 L
33. DPT 3vaccinereceived (care + recal) * 65.7 60.4 L
34. Received immunization card* 76.0 733 L
35. Retained immunization card* 60.2 59.6 L
36. BCG vaccinereceived (card only) * 89.6 88.2 L
37. BCG vaccinereceived (card + recall) * 85.2 82.0 L
38. Measlesvaccinereceived (card + recall) * 595 60.5 L
39. Fully immunized (card + recall) * 457 444 L
40. Exclusive breastfeeding until 4 mo.* 73.8 73.3 L
41. Received at least 1 dose of Vitamin A (care + 46.0 459 L

recall) *
42. Received at least 2 doses of Vitamin A (care + 3 20.6 140 26 L
recall)

* No baseline or LOA targets set for these indicators

Tablel4: Management Indicator Prospects

Management Indicators Baseline |FY 03 FY 04 Target Rating

1. Percent of counterpart personnel and community

members given training in nutrition and health topicg

as against planned to be trained 79 73 100 100 H

2. Percent of AWCs conducting at least one

Nutrition and Health Day last month with Take Home

Ration and immunization /or antenatal checkup 36 28 50 60 M

3. Percent of AWCs where immunization and/or ANC

checkup were provided on a scheduled NHD, in

absence of THR, last month NA NA 60 80 L

4. Percent of pregnant & lactating women and

children 6-36 months, in program area, enrolled for

take homeration (THR)

a. Pregnant & lactating women 71 75 50 75 L
b. Children 6-36 months 76 86 50 65 L

5. Percent of AWCs with change agents 12 18 30 50 L

6. Percent of Nutrition and Health Days where CBO

and/or PRI participated, last month NA 100 20 30 M
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ANNEX G: DOCUMENTS

CARE/India provided alarge number of documents to the team, much more than the team was
ableto review and digest. Thefollowing is an abbreviated list of documents that CARE
recommended as priority for this assgnment.

CARE. Integrated Nuitrition and Health Project: Development Assistance Program, October
2001- September 2006.

CARE. Integrated Nutrition and Health Project: Results Report. Achievement Againgt Plans for
FY 03 (October 1, 2002 to September 30, 2003.

CARE. Integrated Nutrition and Health Project I1: Development Assistance Program (October
2001- September 2006), Amendment (April 22, 2003).

CARE. Behavior Change Communication Strategy for INHP-11.

CARE. Assessment of Loca Food Modedsin AP and MP. Summary of the findings and
recommendations of an independent assessment — for reference by the RACHNA Mid-Term
Team (Draft only).

Cavde, V.M. Review of ICDS Supply Chain Systemsin Nine CARE-Assisted States. Food
and Nutrition Technical Assstance Project. November 22, 2004.

CARE. RACHNA Operationa Strategy Document. December 10, 2003.

CARE. The Chayan Prgject: A proposd to build on the Integrated Nutrition and Hedlth Project
and for the Reproductive and Child Hedlth, Nutrition and AIDS (RACHNA) Program.
Submitted to the United States Agency for International Development (USAID). November
2002.

CARE. Integrated Nutrition and Health Project 11. Fiscal Y ear 2005 — Resource Request
(October 2004 — September 2005. January 15, 2004.

CARE. Integrated Nutrition and Hedth Project. Results Report (FY 01) and Resource Request
(FY 03 & 04).

CARE. Integrated Nutrition and Hedth Project. Results Report (FY 02) and Resource Request
(FY 04 & 05).

CARE. Reproductive and Child Hedlth, Nutrition and AIDS (RACHNA) Program: A proposal
for Child survivd, Family Planning & HIV Prevention Components. Submitted to USAID/India.

CARE. Reflectionsonajourney...RACHNA midway. November 2004.
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